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Clever Care Health Plan – who we are
A NEW MEDICARE ADVANTAGE PRESCRIPTION DRUG PLAN FOR 2022 
WHERE EASTERN AND WESTERN SERVICES  MEET

• Our Mission –
To improve the health of our members by delivering access to culturally sensitive healthcare 
solutions.

• Our Commitment –

o At Clever Care, our focus is on a person’s complete well-being. 

Our plans combine centuries-old alternative therapies of Eastern Medicine with an 
extensive network of doctors and hospitals, that specialize in the innovative practices of 
Western medicine.

o Clever Care is committed to the health of our members.

A person’s health plays a significant part in their quality of life. We strongly believe that 
healthcare decisions are very personal and driven by culture and values. That is why we 
strive to offer health insurance options that are sensitive to the way different communities 
access care. 

In addition to our comprehensive plan offerings, we provide our members with in-language 
support services in order to improve their access to care and help keep them healthy.



Our Service 
Areas
• LOS ANGELES COUNTY 

except 90704, 
Catalina Island

• ORANGE COUNTY

• SAN DIEGO COUNTY

• RIVERSIDE COUNTY

• SAN BERNARDINO 
COUNTY



Sample Member ID Card without PHN info



Benefits

7



2023 Plan Comparison



2023 Plan Comparison (cont'd)



2023 Clever Care Medicare Advantage Portfolio Overview
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2023 Benefit Highlights

 $0 copay for PCP and Specialist office visits

 Up to $2,500 PPO Dental allowance

 Up to $300 per year Vision allowance

 Up to $320 per quarter flexible health & wellness allowance – can be used 
for OTC, herbal supplements, and fitness activities

 Up to $550 per quarter on fitness activities (including golf range and tennis 
court fees)

 $125 Part B buydown plan available

 Unlimited Acupuncture (no prior authorization required)

 Eastern wellness therapies – cupping, gua sha, tui na, moxa, reflexology, etc.

 Non-emergency medical transportation and Worldwide Emergency Coverage 
on all Clever Care plans

 Grocery allowance, Personal Emergency Response System (PERS), Meals (Post 
discharge and Chronic), Remote Patient Monitoring (RPM), In-home support 
services, Respite care, and Social needs benefit for qualified chronic illness

New Benefits for 2023 

 Post-discharge Meals
 Personal Emergency Response System (PERS)
 Teladoc 
 Nurse Hotline
 Gap Coverage added to select Tier 3 Rx drugs
 100-day fill for 3-month supply on Part D



2023 Benefit Highlights

Plan Name Clever Care Jasmine Medicare Advantage (HMO C-SNP)

Service Area Los Angeles, Orange, Riverside, San Bernardino

Premium $31.80

Part B Buy Down $0

MOOP $7,550

IP Hospital (Acute) Medicare-defined

PCP Office Visits $0 copay

Specialist Office Visits $0 copay

Emergency Care $95 copay

Urgent Care $25 copay

Ambulance 20% Coinsurance

Outpatient Laboratory Services 20% Coinsurance

X-rays 20% Coinsurance

Part D Deductible $505; Applies to Tiers 2,3,4,5

Part D (30-day Retail/Mail) $0 / 25% / 25% / 25% / 25% / $0

Part D Gap Coverage T1, T2, & Partial T3

Supplemental Benefits

Worldwide Coverage $100,000

Transportation 48 one-way trips, 25 miles

FLEX Allowance $320/quarter for OTC/ herbal /fitness

Acupuncture Unlimited Visits with $3,000 Max

Eastern Medicine 24 visits

Dental $2,500 Maximum
($625 quarterly with rollover); PPO

Vision $300 allowance/year

Hearing $1,500 per year, per ear

Post-discharge Meals 84 meals (28 days)

PERS Covered

Nurse Hotline Covered 

Telemedicine Teladoc - $0 Medical; $0 MH

Special Supplemental 
Benefits for Chronically Ill 
(SSBCI)

• Grocery - $25/month
• Chronic Meals – 42 meals/yr
• In-Home Support – ADLs
• Respite Care – 40 hrs
• Telemonitoring 
• Social Needs Benefit - 96 hrs

NEW PLAN
for 2023 

2023 Clever Care Jasmine (C-SNP) • Diabetes
• Cardiovascular disorders
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2023 Part D Prescription Drug Benefits 
Jasmine HMO C-SNP
Annual Coverage Limits: Initial Coverage Limit $4,660 Enrollee Out-of-Pocket 

Threshold
$7,400

Stage 1: Annual Deductible $505
The deductible amount must be met before you move into the initial coverage phase of the plan for Tiers 2-5. Costs for Tier 
1 and 6 drugs are not applied toward the deductible.

Stage 2: Initial Coverage Standard retail cost-sharing
(In-network)

Standard Cost-sharing
(Mail Order)

Retail cost-sharing
(Out-of-network)*

30-day supply 90-day supply (100-day fill) 90-day supply (100-day fill) 30-day supply

Tier 1: Preferred 
Generic Drugs $0 copay $0 copay $0 copay $0 copay

Tier 2: Generic 
Drugs 25% coinsurance 25% coinsurance 25% coinsurance 25% coinsurance

Tier 3: Preferred 
Brand Drugs 25% coinsurance 25% coinsurance 25% coinsurance 25% coinsurance

Tier 4: Non-
Preferred Drugs 25% coinsurance 25% coinsurance 25% coinsurance 25% coinsurance

Tier 5: Specialty 
Tier Drugs 25% coinsurance 25% coinsurance 25% coinsurance 25% coinsurance

Tier 6: 
Supplemental 
Drugs

$0 copay $0 copay $0 copay $0 copay

Tier 6 –Excluded Drug Tier, includes supplemental drugs including generic Viagra, prescription cough medicine, and vitamins.
*A long term, 90-day, supply of medication is not available at retail pharmacies that are not part of the Clever Care network.
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2023 Benefit Highlights

Plan Name Clever Care Longevity Medicare Advantage 
(HMO)

Service Area Los Angeles, Orange, Riverside, San Bernardino, 
San Diego

Premium $0

Part B Buy Down $0

MOOP $1,700

IP Hospital (Acute) $0 copay

PCP Office Visits $0 copay

Specialist Office Visits $0 copay

Emergency Care $50 Copay

Urgent Care $5 copay

Ambulance (ground / 
air) $40 copay / 20% coinsurance

Outpatient Laboratory 
Services $0 copay

X-rays $0 copay

Part D Deductible $0

Part D (30-day 
Retail/Mail) $0 / $0 / $35 / $99 / 33% / $0

Part D Gap Coverage T1, T2, & Partial T3

Supplemental Benefits

Foreign Travel $75,000

Transportation 48 one-way trips, 25 miles

FLEX Allowance $300/quarter for OTC/ herbal / 
fitness

Acupuncture Unlimited Visits with $3,000 Max

Eastern Medicine 24 visits

Dental $2,500 Maximum
($625 quarterly with rollover); PPO

Vision $300 allowance/year

Hearing $1,500 per year, per ear

Post-discharge 
Meals 84 meals/yr

PERS Covered

Nurse Hotline Covered

Telemedicine Teladoc - $0 Medical; $40 MH

Special 
Supplemental 
Benefits for 
Chronically Ill 
(SSBCI)

• Grocery - $25/month
• Chronic Meals – 42 meals/yr
• In-Home Support – ADLs
• Respite Care – 40 hrs
• Telemonitoring
• Social Needs Benefit - 96 hrs

2023 Clever Care Longevity
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Longevity HMO
Annual Coverage Limits: Initial Coverage Limit $4,660 Enrollee Out-of-Pocket 

Threshold
$7,400

Stage 1: Annual 
Deductible

$0
This stage does not apply because there is no deductible. Go directly to Stage 2.

Stage 2: Initial Coverage Standard retail cost-sharing
(In-network)

Standard Cost-sharing
(Mail Order)

Retail cost-sharing
(Out-of-network)*

30-day supply 90-day supply (100-day 
fill)

90-day supply (100-day 
fill)

30-day supply

Tier 1: Preferred 
Generic Drugs $0 copay $0 copay $0 copay $0 copay

Tier 2: Generic 
Drugs $0 copay $0 copay $0 copay $0 copay

Tier 3: Preferred 
Brand Drugs $35 copay $105 copay $70 copay $35 copay

Tier 4: Non-
Preferred Drugs $99 copay $297 copay $198 copay $99 copay

Tier 5: Specialty 
Tier Drugs 33% coinsurance 33% coinsurance 33% coinsurance 33% coinsurance

Tier 6: 
Supplemental 
Drugs

$0 copay $0 copay $0 copay $0 copay

Tier 6 –Excluded Drug Tier, includes supplemental drugs including generic Viagra, prescription cough medicine, and vitamins.
*A long term, 90-day, supply of medication is not available at retail pharmacies that are not part of the Clever Care network.

2023 Part D Prescription Drug Benefits 
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2023 Clever Care Value
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2023 Part D Prescription Drug Benefits 
Value HMO
Annual Coverage Limits: Initial Coverage Limit $4,660 Enrollee Out-of-Pocket Threshold $7,400

Stage 1: Annual Deductible $0
This stage does not apply because there is no deductible. Go directly to Stage 2.

Stage 2: Initial Coverage Standard retail cost-sharing
(In-network)

Standard Cost-sharing
(Mail Order)

Retail cost-sharing
(Out-of-network)*

30-day supply 90-day supply (100-day fill) 90-day supply (100-day fill) 30-day supply

Tier 1: Preferred 
Generic Drugs $0 copay $0 copay $0 copay $0 copay

Tier 2: Generic 
Drugs $10 copay $30 copay $20 copay $0 copay

Tier 3: Preferred 
Brand Drugs $47 copay $141 copay $94 copay $47 copay

Tier 4: Non-
Preferred Drugs $99 copay $297 copay $198 copay $99 copay

Tier 5: Specialty 
Tier Drugs 33% coinsurance 33% coinsurance 33% coinsurance 33% coinsurance

Tier 6: 
Supplemental 
Drugs

$0 copay $0 copay $0 copay $0 copay

Tier 6 –Excluded Drug Tier, includes supplemental drugs including generic Viagra, prescription cough medicine, and vitamins.
*A long term, 90-day, supply of medication is not available at retail pharmacies that are not part of the Clever Care network.
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2023 Clever Care Fortune
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2023 Part D Prescription Drug Benefits 
Fortune HMO
Annual Coverage Limits: Initial Coverage Limit $4,660 Enrollee Out-of-Pocket 

Threshold
$7,400

Stage 1: Annual Deductible $0
This stage does not apply because there is no deductible. Go directly to Stage 2.

Stage 2: Initial Coverage Standard retail cost-sharing
(In-network)

Standard Cost-sharing
(Mail Order)

Retail cost-sharing
(Out-of-network)*

30-day supply 90-day supply (100-day fill) 90-day supply (100-day fill) 30-day supply

Tier 1: Preferred 
Generic Drugs $0 copay $0 copay $0 copay $0 copay

Tier 2: Generic 
Drugs $0 copay $0 copay $0 copay $0 copay

Tier 3: Preferred 
Brand Drugs $35 copay $105 copay $70 copay $35 copay

Tier 4: Non-
Preferred Drugs $99 copay $297 copay $198 copay $99 copay

Tier 5: Specialty 
Tier Drugs 33% coinsurance 33% coinsurance 33% coinsurance 33% coinsurance

Tier 6: 
Supplemental 
Drugs

$0 copay $0 copay $0 copay $0 copay

Tier 6 –Excluded Drug Tier, includes supplemental drugs including generic Viagra, prescription cough medicine, and vitamins.
*A long term, 90-day, supply of medication is not available at retail pharmacies that are not part of the Clever Care network.



Clever Care 2023 MAPD Plans: 
Who Can Join our C-SNP(Jasmine)?

This plan provides extra care and services to members who 

have on-going medical conditions including:

• Diabetes 

• Cardiovascular disorders

• coronary artery disease

• peripheral vascular disease

• cardiac arrhythmias

• chronic venous thromboembolic disorder

This plan offers care and services specifically designed to assist 

the members with these unique needs and conditions. 

• Tailored benefits

• Dedicated care team

• Out-of-pocket savings

• Part D coverage 

• Case Management 

• Health risk assessments

• Individualized care plans
• d

Important: Beneficiaries must continue to meet 
other general eligibility requirements and pay their
Part B premium to each year.
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Longevity Jasmine Fortune Value

Tier 1 $0 $0 $0 $0
Tier 2 $0 25% $0 $10
Tier 3 $35 25% $35 $47
Tier 4 $99 25% $99 $99
Tier 5 33% 25% 33% 33%
Tier 6 $0 $0 $0 $0

2023 Clever Care Part D Benefits Overview

New for 2023 

 Partial Tier 3 Gap 
Coverage on select drugs

 100-day fill for 3-month 
supply on Retail and Mail

Rx Copays (30-day supply)

Note: Clever Care Health plans will participate in the Part D Senior Savings Model. CMS’s Part D Senior Savings Model is 
designed to help to keep the cost for insulin low during what is known as the “coverage gap”. Depending on the brand of insulin 
taken, your out-of-pocket cost will be either $0 or $35 maximum for a 30-day supply in all coverage stages.



• Services Not Medically Necessary

• Services Not Covered by Medicare-except 
supplemental benefits

• Services received from a non-network 
provider without authorization

• Experimental or investigational services

• Cosmetic procedures or services

• Assisted reproductive therapy

• Maintenance therapy treatments

• Routine Vision services & eyewear not 
provided by an EyeMed Provider

• Routine Hearing services & Hearing Aids not 
provided by a Nations Hearing Provider

• OTC Benefits purchased without the Benefit 
Card

• Herbal Supplements purchase from Non-
Contracted providers or not on approved 
products list

Services Not Covered 
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Clever Care Provider Network
• Access IPA
• Accountable Health Care IPA
• Advanced Medical Doctors of California (AMDC)
• Affiliated Partners IPA
• All United MG IPA (AUMG)
• Alliance Health System IPA (AHS)
• Allied Pacific of California IPA
• Alpha Care Medical Group
• American West Healthcare Solutions (AmWest)
• AMG IPA Inc
• AMVI
• Asian Comm MG dba Associated Dignity (ADMG)
• Associated Hispanic Physicians of SoCal (AHP)
• Auxillium Health Network
• CarePlan IPA (CPIPA)
• Center IPA
• ChoiceOne IPA
• Doctors Choice MG (DCMG)
• Doctors Managed IPA
• EasyAccess Care IPA
• Exceptional Care MG (ECMG)
• Freedom Physician Corp (FPC)
• Golden Physicians MG
• Greater Tri-Cities IPA MG
• Infinity IPA
• IN Physician Associates (INPA)
• Korean American Medical Group (KAMG)
• MediChoice
• Noble AMA
• NXT IPA
• Pacific Associates Medical Grouop (PAMG)
• Physician Healthcare Integration IPA (PHII)
• Physician Partners IPA
• Preferred IPA
• PremierCare IPA

• PremierOne Plus IDS
• Rapha IPA
• Rios Southwest Medical Group
• Select Healthcare System IPA
• Seoul Medical Group (SMG)
• Starlife
• St Vincent IPA
• Vitruvian Care IPA
• Younity IPA

• MemorialCare Medical Foundation
• Edinger Medical Group
• Greater Newport Physicians
• MemorialCare Medical Group

• Prospect Health Plan
• Cal Care IPA
• Daehan Prospect Medical Group
• Health Excel IPA
• Los Angeles Medical Center IPA
• Nuestra Familia Medical Group
• Professional Care
• Prospect Gateway Medical Group
• Prospect Genesis
• Prospect Health Source
• Prospect Latino Medical Group
• Prospect Medical Group
• Prospect Medical Group – San Diego
• Prospect NWOC
• Prospect Medical Group – Inland Empire



Hospital Provider Network
Dignity Health / CommonSpirit
• California Hospital Medical Center
• Glendale Memorial Hospital
• St Mary Medical Center
• Northridge Hospital Medical Center

Avanti
• Memorial Hospital of Gardena
• East Los Angeles Doctors Hospital
• Coast Plaza Hospital
• Community Hospital of Huntington Park

Tenet
• Lakewood Regional Medical Center
• Fountain Valley Regional Hospital
• Los Alamitos Medical Center
• Placentia-Linda Hospital
• Desert Regional Medical Center
• Hi-Desert Medical Center
• JFK Memorial Hospital

KPC Health
• Orange County Global Medical Center
• Anaheim Global Medical Center
• Chapman Global Medical Center
• South Coast Global Medical Center
• Victor Valley Global Medical Center
• Hemet Global Medical Center
• Menifee Global Medical Center

Emanate Health
• Emanate Queen of the Valley Hospital
• Emanate Foothill Presbyterian Hospital
• Emanate Intercommunity Hospital

College Health
• College Medical Center – Hawthorne
• College Medical Center – South Campus
• College Medical Center – Cerritos
• College Medical Center – Costa Mesa
• College Medical Center – Long Beach

United Health Services (UHS)
• BHC Alhambra
• Canyon Ridge Hospital
• Del Amo Hospital

Independent Facilities
• Beverly Hospital
• Methodist Hospital of Southern California
• Antelope Valley Hospital
• Hollywood Presbyterian Medical Center
• LA Downtown Medical Center (All Campuses)
• Tri-City Medical Center
• UCSD Health
• Redlands Community Hospital

MemorialCare Health System
• Long Beach Medical Center
• Miller's Children's & Women's Hospital Long Beach
• Orange Coast Medical Center
• Saddleback Medical Center

Adventist Health
• Adventist Health Glendale
• Adventist White Memorial Medical Center



Hospital Provider Network
Prospect Health Contracted Facilities
• Glendale Adventist Medical Center
• White Memorial Medical Center
• AHMC Whittier Hospital Medical Center
• AHMC Anaheim Regional Medical Center
• Cedars-Sinai Medical Center
• PIH Good Samaritan Hospital
• Avanti Hospitals
• College Health System 
• KPC Health Hospitals
• Tenet Health Hospitals
• Tri-City Regional Medical Center

MemorialCare Health System 
• Long Beach Memorial Medical Center 
• Miller Children's and Women's Hospital Long 

Beach 
• Orange Coast Medical Center
• Saddleback Medical Center

Emanate Health
• Emanate Health – Queen of the Valley Hospital
• Emanate Health – Foothill Presbyterian Hospital
• Emanate Health – Intercommunity Hospital

Prospect Health System
• Los Angeles Community Hospital
• Los Angeles Community Hospital Bellflower
• Norwalk Community Hospital
• Southern California Hospital Culver City
• Southern California Hospital Hollywood
• Southern California Hospital Van Nuys
• Foothill Regional Medical Center



Supplemental Benefit Vendors

Liberty Dental (888) 704-9830

Nations Hearing (866) 304-7577 

EyeMed Vision Services 
(866) 483-4733 TTY 711

Hours of Operation
October 1 to March 31:
8 a.m. to 8 p.m., 7 days a week
April 1 to  September 30:
8 a.m. to 8 p.m., Monday-Friday

OTC Benefit Allowance
• CVS
• Rite Aid
• Walgreens
• Walmart 
• NationsOTC.com

(Catalog Access via Website)

Pharmacy Benefits
MedImpact Healthcare 
Services 
(Medimpact.com for mail 
order processing)

Eastern Medicine Providers 
• 500+ Acupuncture 

Providers
• Herbal Supplement 

Allowance
• Acupuncture Offices
• TS Emporium
• Nam Bac Hang
• K Natural One
• SCU
• Others



Other Network Providers

• Satellite Dialysis Centers, US Renal, and other Dialysis 
facilities

• Optum Transplant Network (Coordinate via Clever 
Care)

• Skilled Nursing Facilities (150 Locations), including 
such SNF networks as:

• Ensign Facilities
• Covenant Facilities
• Management & Health Services Network (MSN)

• DME
• Apria
• Byram 
• SuperCare
• Others

• Behavioral Health Providers
• Comprehensive Psychiatry Services (CPS)

• Contact us for other network service providers.



Pharmacy Services - PBM

• MedImpact Contact Information:

Medimpact.com

Phone: (800) 926-3004  Fax: (858) 790-6060

• Step Therapy

• Prior Authorizations

• Exception Requests

• Mail Order Opt-Out:  (855) 873-8739

• Mail Order Information

• Pharmacy Locations & Formulary Links:

Clevercarehealthplan.com/pharmacy

Clevercarehealthplan.com/formulary

• Part B Pharmacy



Financial  Responsibility
• All decisions based on contractual Division of Financial 

Responsibility (DOFR)
• Medical Groups and IPA Responsibility:

• Part B Services
• Professional & Ancillary Claims
• Professional & Ancillary Authorizations

• Clever Care Responsibility: 
• Part A Services
• Facility and SNF Claims & Authorizations

(Non-Providence/Non-Prospect)
• Out of Area Claims for ER, Dialysis & Urgent Care
• Out of Network Providers When Authorized
• Supplemental Benefits (Acupuncture, OTC, Dental, 

Vision, Hearing Aids, Fitness)
• Pharmaceuticals

• Part D - Prescription Drug Services

• MedImpact is PBM & Part B Specialty Pharmacy in many 
cases



Need to update Provider Information?

Please submit any of the following changes along with 
the Provider Information Change Form to Clever Care 
Provider Relations Team at provider@ccmapd.com: 

• the address(es) of the office locations where the
participating provider currently practices

• the phone number(s)of the office locations wherethe
participatingprovidercurrentlypractices

• the email address of the participating provider
• if the participating provider is still affiliated with listed

provider groups,
• the specialty of the participating provider,
• the license(s) of the participating provider,
• the NPI(s) of the participating provider,
• the provider’s name
• the clinic name/affiliation
• federal Taxpayer Identification (TIN),
• the telephone number,
• the office hours
• the provider is accepting new patients
• provider languages available from the Provider and 

Office Staff 

31
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Provider Information 
Change Form
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Provider Portal
Save Time. Save Money: Use our secure online Provider Portal on EZNet.
If you are a current Clever Care Health Plan provider, log-in to use the EZ-NET Provider 
Portal.
• Clever Care’s EZ-NET Provider Portal offers Providers secure, web-based access to 

healthcare information, including eligibility and authorizations. And its secure method 
protects the HIPAA privacy of our Members.

The EZ-NET Provider Portal allows Providers access to:
• Submit Authorizations into the EZ-CAP system when Clever Care is Financially Responsible
• Verify Member eligibility
• View Member authorization history and approval status
• Check the status of claims/encounter information
• Look up procedure COB, codes, diagnosis codes, and other general reference information

For Support - Email: clevercare-ezsupport@ccmapd.com Fax: 657-276-4758

mailto:clevercare-ezsupport@ccmapd.com


Register for the Portal
New to the provider portal? Register today by filling out and signing the Clever Care EZ-NET 
Access Agreement. You may send us an email to clevercare-ezsupport@ccmapd.com or to 
your provider relations representative with your completed agreement. Your account will be 
created within 5 business days or sooner.
Use the Internet Explorer with this link: https://eznet.clevercare.com



Eligibility

• Use the Portal to verify real time eligibility of 
all Clever Care Members.

• Ability to see member demographics

• View PCP Assignment 

• View Secondary Insurance if applicable



Clearinghouse Information 
and Submissions

Office Ally
• Clever Care Payer ID: CC168

• Submit Fee For Service Claims

• Encounter ID: CC16E
• Submit Paid Encounters



Office Ally
• Go to https://vimeopro.com/user67674610/product-demo-

pages/video/230063798 for an introduction to Office Ally.

• You can register for a no-cost account here 
https://cms.officeally.com/Register/Register.aspx; and there are free 
over-the-phone trainings available.

• Office Ally offers free training for all their software and programs. Go 
here for Office Ally’s video library:  
https://cms.officeally.com/Home/VideoLibrary.aspx

• You can view Office Ally’s payer list here:  
https://cms.officeally.com/Pages/ResourceCenter/PayerLists/PayerLis
t.aspx

Claim Workflow (Diagram):

https://vimeopro.com/user67674610/product-demo-pages/video/230063798
https://cms.officeally.com/Register/Register.aspx
https://cms.officeally.com/Home/VideoLibrary.aspx
https://cms.officeally.com/Pages/ResourceCenter/PayerLists/PayerList.aspx


Office Ally continued
Claim Workflow (Detailed):

Online Claim Entry Submitter (Direct Data Entry):

1. Submitter will log into Office Ally

2. Under the “Online Claim Entry” section, they’ll pull up a blank CMS1500/UB04/ADA 
form and begin entering in the claim information (Managed Stored Info can be 
utilized)

3. Once the claim information is filled in, they’ll click on “Update” to submit the claim.

a. If required fields are missing (Tax ID, DOB, DOS, DX code, etc.) a red error 
message will pop up until the information is entered

4. Once the claim is submitted, it’ll go to our “Claims Awaiting Batch” where it’ll wait 
until Office Ally picks it up (we do a sweep every 3 hours)

5. After the file has completed processing, a File Summary (TXT format) will go back to 
the submitter (via portal)

a. Web portal reports can be found under the “Download File Summary” section

b. The File Summary will show what OA accepted and what OA rejected (and the 
reason for rejection)

6. For the claims that rejected, they will go back to the Claim Fix section of Office Ally 
within 6-12 hours (usually less)

a. Once the claim is in Claim Fix, the submitter can correct/resubmit the claim

7. For the claims that passed, they will go out in the payer’s next batch file (within 24 
hours [excluding weekends]) 

8. If a payer sends back a 999, we will not pass that 999 along to the submitter 

a. If a claim rejected on the 999, we’d manually fail back that claim and the 
submitter would receive the response on a EDI Status report (TXT format)



Office Ally continued

Claim Workflow (Detailed): continued

Online Claim Entry Submitter (Direct Data Entry): continued

9. If a payer sends back a 277CA/Proprietary report with payer 
acceptances/rejections, we will pass those along to the submitter in our EDI 
Status report (TXT format) (via portal)

10.If the payer rejects back a claim, that claim will show up in Claim Fix within 6-12 
hours (usually less) from the time we process the payer response file

11.If the payer returns ERA’s, it will be posted to the submitters account (both 835 
and TXT versions of the ERA will be sent)

a. ERA’s can be found under the “Download EOB/ERA 835” section

b. The claims are not updated in OA’s system based on ERA responses

Office Ally Reports:

File Summary 
Report

(Default Report)

• Text format (TXT) 
• Office Ally acceptances and rejections 
• Standard OA report (activated automatically) 
• Format specs & naming convention can be found here

EDI Status Report
(Default Report)

• Text format (TXT) 
• Payer acceptances and rejections 
• Note: not all payers provide response reports 
• Standard OA report (activated automatically) 
• Format specs & naming convention can be found here

https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fcms.officeally.com%2fOfficeAlly%2fForms%2fForms%2fOAReports_FileNamingConvention_20170313.pdf%3fver%3d2017-03-13-120759-040&c=E,1,47-GgtXGJe_Y9cbS3-o6T98TObe_7AXmMo73G_npP4uozimkf4uGhl0aju-z8szE0duVMhNJh-jO-n9zlXdENsxOImqZnOwuBYARS4m2OQ,,&typo=1
https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fcms.officeally.com%2fOfficeAlly%2fForms%2fForms%2fOAReports_FileNamingConvention_20170313.pdf%3fver%3d2017-03-13-120759-040&c=E,1,-3aw_5U_NYx5-UZthkD3mD71w80tZRvgW0cHmG7lR7uG0kZNerVoW1wKcE459dE7k64SAgrXPmjGw2wcAHz98TmU1fQrbFqUVJPusIpeftbNhoA,&typo=1


Eligibility File Access

• Complete SFTP Registration Form 

• 834 File Format

• Weekly File Update with full file.

• Access processed when form is 
received.

• Test Files available



File Formats

• Clever Care has standardized formats for information 
exchange:

• Eligibility format:

• 834 File 

• Full file Provided monthly

• Claims Submission format:

• 837 Professional 

• 837 Institutional 

• 837 Paid Professional 

• 837 Paid Institutional



Claims
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Clever Care Claims Payment 
CCHP process claim payments for the following type of services:

• Institutional Portion of Shared Risk Group Claims

• Ancillary Claims-Part B, DME, Home Health

• Supplemental Benefit Providers-Acupuncture, Herbal Supplements, Eastern 
Wellness benefits.

Claims will be processed by the corresponding entity for the following type of services: 

• Prospect pays for their in-Network Hospital Claims 

• EyeMed pays Supplemental Vision Care Claims

• Liberty Dental pays Supplemental Dental Claims

• Nations Hearing Claims are paid by Clever Care 



Claims Submission
VERIFY THE CLAIM IS NOT A DELEGATED GROUP’S 

REPSONSIBLITY BEFORE SUBMITTING TO CLEVER CARE

• Providers can submit claims through their clearinghouse and 
receive electronic remits through PaySpan.

• For claims questions, contact the Claims Department at 562-
888-8801 x3040 (claims@ccmapd.com).

• For EZ-Net support, contact:

clevercare-ezsupport@ccmapd.com
• For ease of processing payment, electronic claims are 

preferred; however, if you are unable to send us a claim 
electronically, please mail it to:

Clever Care Health Plan
Claims Department
7711 Center Ave., Suite 100
Huntington Beach, CA 92647



Clever Care Payment Vendor
Clever Care uses PaySpan for payment distribution

• PaySpan provides electronic  payment  and remittance  that is quick, easy 
and cost effective. 

• No service fees are required for  your  participation  in the standard 
PaySpan offering.

• You need only enroll in the standard PaySpan service to immediately begin 
receiving EFTs and ERAs from Clever Care.

• EFT deposits are made direct from Clever Care’s Bank to your account.

• PaySpan will reach out to you directly for  your information.



Claims Re-direction

• Professional Claims are processed by the Medical Group/IPA. Medical 
Groups/IPAs of the member appear on the Member ID Card  

• A Medical Group/IPA contact list is provided on the Clever Care Health Plan 
Website and on the EzNet Provider Portal.

• PROSPECT HEALTH NETWORK IS RESPONSIBLE FOR PROFESSIONAL AND 
HOSPITAL CLAIMS FOR THEIR MEMBERS.



Examples of Claims Forms
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Delegation Reporting of Key Performance Indicators

Function Reporting Requirements Minimum Frequency 
of Reporting

Utilization Management Utilization Management
Program Description

Annually

ODAG Reports – EOD and SOD Monthly

Utilization Management
Metrics and Work Plan (ICE Format)

Semi-Annually

Complex Case Management Complex Case Management Program 
Description

Annually

Case Management Metrics and Work Plan
(ICE Format)

Semi-Annually

Credentialing Credentialing Reports (ICE Format) Semi-Annually

Claims Processing and 
Provider  Dispute Resolution

Monthly Timeliness Reports
ODAG  Reports – Claims,
DMRs, and Dismissals

Monthly and Quarterly

Provider Dispute Report Quarterly

Documentation to  Support 
Annual Delegation Oversight 
Audits

Other documentation, such as 
Delegate and Sub-Delegates’ policies 
and procedures, are collected 
at the time of audit

Annually

Delegation Reporting of Key Performance 
Indicators



Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Credentialing ICE Quarterly Credentialing 
Submission Form 

Quarterly: 5/15, 8/15, 11/15, and 
2/15 

ICE_CRD_Quarterly 
Report Template  

Claims Monthly Timeliness Report (MTR) Monthly: 15th of the following month 
being reported 

ICE_CMS_MTR rev 
092020  

Claims Provider Dispute Resolution Report Quarterly: Last calendar day of the 
month after the last month of each 
quarter. 4/30, 7/31, 10/31, & 1/31 CMS_Qtr_ProvDisput

e_Rpt_Final_012019  
Claims ODAG – Table 3 Payment 

Organization Determinations and 
Reconsiderations 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 

Table 3 Payment Org 
Det  

Utilization Management ODAG – Table 1 Standard & 
Expedited Pre-Service Organization 
Determinations 

Monthly: 15th of the following month 
being reported 

Table 1 Standard and 
Expedited PreService O 

Utilization Management Part C Report Quarterly: 4/15, 7/15, 10/15, and 
1/15 

2019_ICE__Part 
C_OD_Report_Final_Te 

Utilization Management UM Program Annually - February 15th  

Utilization Management ICE Work Plan Annually - February 15th 

2022_HICE_UM_Dele
gation_Report_Templa 

Utilization Management ICE Semi-Annual Report Semi-Annually: 8/15 for Jan – June 
30th.  2/15 for July – Dec.  

2022_HICE_UM_Dele
gation_Report_Templa 

 


		Operational Area

		Report Type

		Due Dates

		Form



		Credentialing

		ICE Quarterly Credentialing Submission Form

		Quarterly: 5/15, 8/15, 11/15, and 2/15

		





		Claims

		Monthly Timeliness Report (MTR)

		Monthly: 15th of the following month being reported

		





		Claims

		Provider Dispute Resolution Report

		Quarterly: Last calendar day of the month after the last month of each quarter. 4/30, 7/31, 10/31, & 1/31

		





		Claims

		ODAG – Table 3 Payment Organization Determinations and Reconsiderations

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Utilization Management

		ODAG – Table 1 Standard & Expedited Pre-Service Organization Determinations

		Monthly: 15th of the following month being reported

		





		Utilization Management

		Part C Report

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Utilization Management

		UM Program

		Annually - February 15th

		



		Utilization Management

		ICE Work Plan

		Annually - February 15th

		





		Utilization Management

		ICE Semi-Annual Report

		Semi-Annually: 8/15 for Jan – June 30th.  2/15 for July – Dec. 

		









CMS_Qtr_ProvDispute_Rpt_Final_012019

CMS PDR Qrtly Rpt


			CMS PDR Quarterly Reporting


			NOTE:  Rows and columns with headers that have yellow background must be completed.





			Capitated Provider Name   


			Reporting Period    





									Total Submitted During Reporting Period						Total Resolved in Quarter in Favor of Provider			Total Resolved in Quarter in Favor of Payer			Total Number with Pending Resolution						Total Forwarded to Health Plan in Quarter			Subtotal Resolved in Quarter (B + C)			No. Resolved Within 30 Calendar Days			% Resolved Within 30 Calendar Days           (F / E)*			Total Resulting in Written Determination


			Claims/Billing						A						B			C			D									E			F			G			H


			Non-contracted**																		- 0





			Professional**


			Institutional**


			Other Providers**








			GRAND TOTAL						- 0						- 0			- 0			- 0									- 0						ERROR:#DIV/0!





			Provide an informative summary on any emerging or established patterns of provider disputes and demonstrate how that information has been used to improve the payor's


			administrative capacity, payor-provider relations, claim payment procedures, quality of care assurance system (process) and quality of patient care (results):


			(Attach summary if the average in column G is less than 95% on the quarterly report.  Always provide a summary on the Annual (4th quarter) report.  If your reported results do not show any emerging or established patterns that could be used for improvement activities, please so state.)











			I certify (or declare) that I have read and reviewed the above report and all attachments thereto and know the contents thereof, and that the


			statements therein are true and correct to the best of my knowledge and belief.


																														(Signature of Designated Principal Officer Above)


			Date   


																					Printed Name  


			*If the average (Grand Total) percentage in the "% Resolved Within 30 Calendar-Days" column (G) is less than 95%, attach a corrective action plan*.																		Primary Title  


																					Phone Number  


																					E-Mail Address  











Instructions





						1. Overview


						Pursuant to Center for Medicare & Medicaid Services (CMS) new reporting requirements regarding CMS Provider Payment Dispute Resolution for Non-Contracted Providers. Effective 01/01/2010, Medicare Advantage Organizations (HMO, PPO, RPPO and PFFS), 1876 Cost Plans, Medi-Medi Plans, and the Program of All-Inclusive Care for the Elderly (PACE) organizations, including plans and delegated claims processing organizations, must incorporate certain changes in their quarterly Provider Dispute Resolution Reports to their contracted health plans.  


						The Medicare Advantage Organization, 1876 Cost Plans, Medi-Medi Plans, and PACE's Principal Officer(s) must sign or personally transmit those reports to the plans.  The reports include a statement attesting to the accuracy of the information.


						The Provider Dispute Resolution Report is based on disputes received during the calendar quarter.  It is required to include only disputes received on or after 01/01/10.





						2. General Notes


						Non-Compliant Results.  If the “Grand Total” for the “% [Percentage] Resolved Within 30 Calendar Days” (Column G) is not equal to or better than 95%, and you do not already have a written corrective action plan (CAP) on file with the health plan that addresses this PDR deficiency, please refer to Section 5 below and submit one with your quarterly report.


						Spreadsheet Color Coding.  Rows and columns with headers that have yellow background must be completed.  The sheet is protected to keep you from deleting the contents of cells that contain formulas.


						Include.  The report includes:


						·        all complete provider disputes received during the quarter (provided that they relate to claims received on or after 01/01/10 or other disputes where the original action being disputed took place on or after 01/01/10); and


						·        all complete provider disputes that were resolved during the quarter, including carry-over disputes from prior quarters.


						·        All completed provider disputes that remain pending resolution at the end of the quarter.


						Do Not Include.  The report does not include:


						·        Payment denials by payers that result in zero payments being made to a non-contracted provider.


						·        Payment disputes for contracted providers.


						·        Local and National Coverage Determinations.





						·        Medical necessity determinations.


						·        Payment disputes for which no initial determination has been made. 





						3. Row Items to be completed





						The following describes how a Capitated Provider must complete the form. 


						Capitated Provider Name.  Enter the name of the IPA, medical group, capitated hospital, specialty health plan or other risk-bearing entity delegated by a health plan to process claims.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


						Reporting Period.  Enter the first date of the quarter, a dash [“-”] and the last date of the quarter with the year.


						I.   In the “Claims/Billing” Categories:


						1.      Report separate counts for disputes from Non-contracted Providers.  These counts are to be reported for the following categories:





						·        Column B, “Total Resolved in Quarter in Favor of Provider”;


						·        Column C, “Total Resolved in Quarter in Favor of Payer”; and


						·        Column D, “Total Number with Pending Resolution.”





						Note: If an Capitated Provider has automated tracking and reporting of provider disputes, this requirement that distinguishes between contracted and non-contracted providers may require IT or systems modifications.


						2.      Report separate counts for disputes from Professional providers, Institutional providers, and Other providers, defined as follows:


						·        Professional.  Disputes from Physicians and other licensed practitioners such as podiatrists, therapists, chiropractors, etc.


						·        Institutional.  Disputes from hospitals, SNFs, emergency rooms, surgi-centers.


						·        Other Providers.  Disputes from ambulance, vendors for DME, for Prosthetics and Orthotics, and for other medically covered supplies and equipment.


						ICE Provider Dispute Resolution Report counts to be reported here pertain only to Column A, “Total Submitted During Reporting Period.”


						III. “Grand Totals”


						1.      What Needs Manual Entry: The following “Grand Total” amounts need to be manually entered:


						·        Column F, “Number Resolved Within 30 Calendar Days”; and


						·        Column H, “Total Resulting in Written Determination.”





						2.      What Will Auto-Populate: The ICE Provider Dispute Resolution Report spreadsheet has been designed to auto-populate the Grand Totals for the following columns:


						·        Column A, “Total Submitted During Reporting Period”;


						·        Column B, “Total Resolved in Quarter in Favor of Provider”;


						·        Column C, “Total Resolved in Quarter in Favor of Payer”; 


						·        Column D, “Total Number with Pending Resolution”; 


						·        Column E, “Subtotal Resolved in Quarter” (a preset formula will add grand totals from Columns B + C to derive the grand total amount for Column E); and


						·        Column G, “% Resolved Within 30 Calendar Days” (a preset formula will divide the grand total from Column E by the grand total in Column F).


						Date.  Enter the date the report was submitted.


						Designated Principal Officer.  Signature space for the Principal Officer for provider dispute resolution.  Read elsewhere in this guide for an e-mail alternative to submitting signed documents.


						Printed Name, Phone Number, E-Mail Address.  Enter this information about the Principal Officer.





						4. Descriptions of Columns to be Completed.


						Note: Column heading letters refer to the letters on row 5 within the spreadsheet, not the automatic letters visible above the first row on the computer screen.


						A.     Total Submitted During Reporting Period: Manually enter the number of complete disputes received during the quarter.





						B.     Total Resolved in Quarter in Favor of Provider: Manually enter the number of disputes resolved during the quarter in favor of the billing provider (overturned).  Include disputes that were reported in the prior quarter as “pending resolution” but were carried over from the prior quarter and resolved as overturned during the quarter being reported. 





						C.     Total Resolved in Quarter in Favor of Payer: Manually enter the number of disputes resolved during the quarter in favor of your organization (upheld).  Include disputes that were reported in the prior quarter as “pending resolution” but were carried over from the prior quarter and resolved as upheld during the quarter being reported.  





						D.     Total Number with Pending Resolution: Manually enter the number of disputes that remained in a “pending resolution” status as of the last calendar day of the quarter.  This count does not include receipts of incomplete disputes (that is, disputes received for which the Capitated Provider needed to request the pertinent information necessary to deem the dispute as “complete”). 





						E.      Subtotal Resolved in Quarter: A preset formula will add grand totals from Columns B + C to derive the grand total amount for Column E.  Only a grand total number is required.





						F.      Number Resolved Within 30 Calendar Days: Manually enter the number of disputes that were resolved within 30 calendar days of receipt.  Only a grand total number is required. 





						G.     % Resolved Within 30 Calendar Days.  This column is automated.  It is column E divided by column F.  A preset formula will divide the grand total from Column E by the grand total in Column F.  Only a grand total number is required. 





						H.     Total Resulting in Written Determination: Manually enter the number of those disputes resulting in written determination; written determination is required for dispute administration.  Only a grand total number is required. 





						I.     Total Submited  to Health Plan: Manually enter the number of those disputes forwarded to the Health Plan.  Only a grand total number is required. (2nd Level Disputes)





						5. Due Dates


						The due-dates for Capitated Providers to submit the Provider Dispute Resolution Report. The reports are due to the health plans on or before the last calendar day of the month after the last month of each calendar quarter as follows:


						Due Date


						First        April 30


						Second   July 31


						Third      October 31


						Fourth    January 31





						Corrective Action Plan requirements:


						If the "Grand Total" for the "% resolved within 30 Calendar days" (column G) is not equal to or greater than 95% you must provide an informative summary on any emerging or established patterns of provider disputes and demonstrate how that information has been used to improve the payor's administrative capacity, payor-provider relations, claims payment procedures, quality of care assurance system (process) and quality of patient care (results)





						Note:  4th Quarter submission (due on 01/31/xx) must include a statement regarding the above corrective action plan requirements.  If your reported results do not show emerging patterns you must so state.  





						6. Certifications


						Paper submissions by mail or facsimile transmission must be signed by the Principal Officer.  This serves to certify her/his awareness of and the accuracy of the information.  As an alternative to providing a signature, submission of the report as an attachment to an e-mail transmission must be sent directly from the Principal Officer’s mailbox if it is to be accepted as “certified.”
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Table 3 Payment Org Det

Table 3 - Payment Org Det 


			Enrollee First Name			Enrollee Last Name			Enrollee ID			Contract ID			Plan Benefit Package (PBP)			First Tier, Downstream, and Related Entity			Authorization or Claim Number			Date the request was received			AOR/Equivalent notice Receipt Date			Waiver of Liability (WOL) Receipt Date			Was it a clean claim?			Was the request processed as an OD or Recon?			Request Determination			Date of Determination			Date claim/reconsideration was paid			Date written notification provided to enrollee			Date written notification provided to provider			Date forwarded to IRE			Who made the request?			Issue description and type of service			Was the initial organization determination request denied for lack of medical necessity?


			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required


			50			50			11			5			3			70			40			10			10			10			4			5			9			10			10			10			10			10			3			2000			4


			Enter the first name of the enrollee.			Enter the last name of the enrollee.			Enter the Medicare Beneficiary Identifier (MBI) of the enrollee. An MBI is the non-intelligent unique identifier that replaced the HICN on Medicare cards as a result of The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015. The MBI contains uppercase alphabetic and numeric characters throughout the 11-digit identifier and is unique to each Medicare enrollee. This number must be submitted excluding hyphens or dashes.			Enter the contract number (e.g., H7607).			Enter the PBP (e.g., 001).			Enter the name of the First Tier, Downstream, and Related Entity (which is any party that enters into a written arrangement, acceptable to CMS, with the Sponsoring organization to provide administrative or health care services to an enrollee under the Part C or D program) that processed the request.
Enter None if the Sponsoring organization processed the request.			Enter the associated authorization or claim number for this request. If an authorization or claim number is not available, enter the internal tracking or case number.
Enter None if there is no authorization, claim or other tracking number available.			Enter the date the payment request was received. If the Sponsoring organization obtained information establishing good cause after the 60-day filing timeframe, enter the date the Sponsoring organization received the information establishing good cause.
Submit in CCYY/MM/DD format (e.g., 2020/01/01).			Enter the date the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for dismissed requests or if no AOR or equivalent written notice was received or required.			Enter the date the WOL form was received for non-contracted provider payment appeals. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for ODs, enrollee submitted requests, or if a WOL was never received.			Enter:
•Y for clean claim
•N for unclean claim
•None for payment reconsiderations			Enter the manner by which the request was processed:
•OD
•Recon			Enter:
•Approved
•Denied
•Dismissed			Enter the date of the determination. Submit in CCYY/MM/DD format (e.g., 2020/01/01). This is the date the determination was entered in the system and may be the same as the date claim was paid.
For dismissed requests, enter the date the Sponsor dismissed the request.			Enter the date the claim/reconsideration was paid. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if payment was not provided, if the request was denied, or if the request was dismissed.			Enter the date written notification was provided to enrollee. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided.			Enter the date written notification was provided to provider. Do not enter the date a letter is generated or printed. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided or if the enrollee submitted the request.			Enter the date the reconsideration request was forwarded to the IRE. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for organization determination requests, or if the reconsideration request was approved, dismissed, or not forwarded to the IRE.			Enter who made the request:
•E for enrollee
•ER for enrollee's representative
•NCP for requests by a non-contract provider
NCP includes non-contract pharmacies.			Provide a description of the service or item requested and why it was requested (if known). For denials, also provide an explanation of why the payment organization determination or payment reconsideration request was denied.
For dismissed requests, please provide the reason for dismissal.
For Part B drugs requests, include the J-Code, National Drug Code (NDC), or both.			Enter:
•Y for Yes
•N for No
•None if the request was approved or dismissed








Instructions


			Please use the guidance below for the following record layout:


			Universe Table 3: Payment Organization Determinations and Reconsiderations (PYMT_C) Record Layout


			• Include all payment organization determinations and payment reconsiderations the Sponsoring organization approved, denied or dismissed from non-contract providers, enrollees, and non-contract pharmacies during the universe request period.


			Submit payment organization determinations (claims) based on the date the claim was paid (Column O) or notification of the denial to the provider (if provider submitted the claim - Column Q) or enrollee (if the enrollee submitted the claim – Column P). Submit payment reconsiderations based on the date the overturned reconsideration was paid or, for upheld reconsiderations, submit based on the date the case was forwarded to the IRE. Submit dismissed requests based on the date of the decision to dismiss (Column N).


			• Include all payment requests for Part B drugs if applicable.


			• Include all payment requests for supplemental services that meet the criteria defined at 42 CFR § 422.100(c)(2).


			• If a payment organization determination or reconsideration includes more than one service, include all of the request’s line items in a single row and enter the multiple line items as a single organization determination or reconsideration request.


			o Enter any request denied in whole or in part as denied.


			Enter all fields for a single case in the same time zone. For example, if the Sponsoring organization has systems in EST and CST, all data in a single line item must be in a single time zone.


			• Exclude all payment requests processed as:


			o duplicate claims,


			o payment adjustments,


			o reopenings,


			o withdrawals, and


			o retrospective reviews.


			• Exclude all requests for Value Added Items and Services.


			• Exclude any payment requests that were denied due to:


			o invalid billing codes,


			o eligibility (i.e., enrollees who were not enrolled on the date of service, providers not accepting assignment), or


			o recoupment of payment, including pending determination of other primary insurance such as automobile, worker’s compensation, etc.
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Table 1 Standard and Expedited PreService OD

Table 1 - Std & Exp PreServ ODs


			Enrollee First Name			Enrollee Last Name			Enrollee ID			Contract ID			Plan Benefit Package (PBP)			First Tier, Downstream, and Related Entity			Authorization or Claim Number			Date the request was received			Time the request was received			Part B Drug Request?			AOR/Equivalent notice Receipt Date			AOR/Equivalent notice Receipt Time			Request Determination			Was the request processed as Standard or Expedited?			Was a timeframe extension taken?			Date of Determination			Time of Determination			Date oral notification provided to enrollee			Time oral notification provided to enrollee			Date written notification provided to enrollee			Time written notification provided to enrollee			Who made the request?			Issue description and type of service			Was an expedited request made but processed as standard?			Was the request denied for lack of medical necessity?


			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required


			50			50			11			5			3			70			40			10			8			1			10			8			9			1			1			10			8			10			8			10			8			3			2000			4			4


			Enter the first name of the enrollee.			Enter the last name of the enrollee			Enter the Medicare Beneficiary Identifier (MBI) of the enrollee. An MBI is the non-intelligent unique identifier that replaced the HICN on Medicare cards as a result of The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015. The MBI contains uppercase alphabetic and numeric characters throughout the 11-digit identifier and is unique to each Medicare enrollee. This number must be submitted excluding hyphens or dashes.			Enter the contract number (e.g., H7607).			Enter the PBP (e.g., 001).			Enter the name of the First Tier, Downstream, and Related Entity (which is any party that enters into a written arrangement, acceptable to CMS, with the Sponsoring organization to provide administrative or health care services to an enrollee under the Part C or D program) that processed the request.
Enter None if the Sponsoring organization processed the request			Enter the associated authorization or claim number for this request. If an authorization or claim number is not available, enter the internal tracking or case number.
Enter None if there is no authorization, claim or other tracking number available.			Enter the date the request was received. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
If a standard request was upgraded to expedited, enter the date the request was upgraded.			For all expedited requests and standard Part B drug requests, enter the time the request was received. Submit in HH:MM:SS military time format (e.g., 23:59:59).
If a standard request was upgraded to expedited, enter the time the request was upgraded.
Enter None for standard and dismissed requests.			Enter:
•Y for Yes
•N for No
			Enter the date the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no AOR or equivalent written notice was received or required.			For all expedited requests and standard Part B drug requests, enter the time the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in HH:MM:SS format (e.g., 23:59:59).
Enter None for standard service requests or if no AOR or equivalent written notice was received or required.			Enter:
•Approved
•Denied
•Dismissed			Enter the manner by which the request was processed:
•S for Standard
•E for Expedited			Enter:
•Y for Yes
•N for No			Enter the date of the determination. Submit in CCYY/MM/DD format (e.g., 2020/01/01). For dismissed requests, enter the date the Sponsor dismissed the request.			For all expedited requests and standard Part B drug requests, enter the time of the determination. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard and dismissed requests			Enter the date oral notification was provided to enrollee. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no oral notification was provided			For all expedited requests and standard Part B drug requests, enter the time oral notification was provided to enrollee. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard requests, dismissed requests, or if no oral notification was provided.			Enter the date written notification of determination was provided to enrollee. Do not enter the date a letter is generated or printed. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided			For all expedited requests and standard Part B drug requests, enter the time written notification of determination was provided to enrollee.
Do not enter the time a letter was generated or printed. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard requests, dismissed requests, or if no written notification was provided			Enter who made the request:
•E for enrollee
•ER for enrollee’s representative
•CP for requests by a contract provider
•NCP for requests by a non-contract provider
“Provider” includes physicians and facilities.			Provide a description of the service or item requested and why it was requested (if known). For denials, also provide an explanation of why the pre-service request was denied.
For dismissed requests, provide the reason for dismissal.
			Enter:
•Y for Yes if an expedited request was received but downgraded to standard
•None for all other requests (e.g. the request was received as expedited and processed as expedited, the request was received as standard)			Enter:
•Y for Yes
•N for No
None if the request was approved or dismissed








Instructions


						Please use the guidance below for the following record layout:


						Universe Table 1: Standard and Expedited Pre-service Organization Determinations (OD) Record Layout


						• Include all pre-service organization determination requests the Sponsoring organization approved, denied or dismissed during the universe request period. The date of the Sponsoring organization’s determination (Column ID P) must fall within the universe request period.


						• Include all pre-service requests for supplemental services that meet the criteria defined in 42 CFR § 422.100(c)(2).


						• Include all pre-service organization determination requests for Part B drugs.


						• If a pre-service organization determination includes more than one service, include all of the request’s line items in a single row and enter the multiple line items as a single organization determination request.


						o Enter any request denied in whole or in part as denied.


						• Enter all fields for a single request in the same time zone. For example, if the Sponsoring organization has systems in EST and CST, all data in a single line item must be in the same time zone.


						• Exclude all requests processed as reconsiderations, payments, reopenings, and withdrawals.


						o Exclude all concurrent reviews for inpatient hospital services and inpatient SNF services, and notifications of admissions.


						o Exclude all requests for Value Added Items and Services.
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Instructions for OrgDets


			1. Overview 2019


			Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Part C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance
- CMS website:  https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/index.html

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements


			2. Defining the Report


			Format:


			Spreadsheet Color Coding.  Cells with white background must be completed.  


			Column Items to be completed:


			Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.


			Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


			Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 


			Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4


			Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."


			Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 


			Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)


			Year (rows 26-28):  In the second column, enter the year of the month being reported.


			Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.


			SS #1-A   Total number of Determinations:  
This column must equal the sum of values in columns SS #1-D and SS #1-F.
This column must also equal the sum of values in columns SS #2-A,B,E,F,I & J.
The Source Data should support the number entered here in SS #1-A.


			SS #1-B   Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.


			SS #1-C   Request for Determinations Dismissals:  Enter the total of all requests for services that were dismissed.


			SS #1-D   Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-A,E & I.



			SS #1-F   Number of Organization Determinations requested by Non-Contract Provider (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-B,F & J.


			SS #2-A   Number of Organization Determinations – Fully Favorable (Services) that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were approved without modification or redirection by enrollee/representative or provider on behalf of the enrollee.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-A.


			SS #2-B   Number of Organization Determinations – Fully Favorable (Services) requested by Non-contract Provider:  Enter the total of all requests for services that were approved without modification or redirection by a Non-contract Provider.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-B.


			SS #2-E  Determinations Partially Favorable that were requested by enrollee/representative or provider on behalf of the enrollee: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by enrollee/representative or provider on behalf of the enrollee:  For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-E.


			SS #2-F  Determinations Partially Favorable that were requested by a non-contract Provider: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by a Non-contract Provider:  . For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-F.


			SS #2-I  Determinations Adverse that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were denied and would be member liability, that were requested by enrollee/representative or provider on behalf of the enrollee:.  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-I.





			SS #2-J  Determinations Adverse that were requested by a Non-contract Provider:  Enter the total of all requests for services that were denied and would be member liability, that were requested by a Non-contract Provider:  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-J.





			SS #5-A Reopened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under SS #5-A.
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Organization Determinations





																					2019


						Medicare Advantage Part C Quarterly Report


						Organization Determinations (UM Services)





						Health Plan Name


						Enter name of Health Plan


						Medical Group/IPA


						Enter name of MG/IPA


						Management Company / TPA


						Enter name of Management Company/TPA 
(if applicable)


						Quarter																					Year


						Enter report quarter																					Enter Year


						Report Preparer


						**The data submitted is for Federal reporting and is accurate and complete.


						Name 			Enter Name of Report Preparer


						Title 			Enter Title of Report Preparer


						E-Mail 			Enter e-mail address of Report Preparer


						Phone 			Enter Phone# of Report Preparer


						Fax 			Enter Fax# of Report Preparer


						Date			Enter Date Report Submitted





						If your organization makes determinations for several health plans, report data for each health plan separately.


												SS #1-A			SS #1-B			SS #1-C			SS #1-D			SS #1-F			SS #2-A			SS #2-B			SS #2-E			SS #2-F			SS #2-I			SS #2-J			SS #5-A


						Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Number of Organization Determinations requested by enrollee/representative or contracted provider on behalf of the enrollee (Services)			F. Number of Organization Determinations requested by Non-Contract Provider (Services)			Number of Organization Determinations – Fully Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Fully Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Partially Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Partially Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Adverse (Services) 
Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Adverse (Services)
 Requested by Non-contract Provider 			Total number of reopened (revised) decisions, for any reason, in Time Period Above 


						1			2019			#			#			#			#			#			#			#			#			#			#			#			#


						2			2019			#			#			#			#			#			#			#			#			#			#			#			#


						3			2019			#			#			#			#			#			#			#			#			#			#			#			#


						TOTALS						0			0			0			0			0			0			0			0			0			0			0			0





						Submit to:




















						NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
Q1  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    





						For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.








&1#&"Calibri"&8&K414141Proprietary		Page &P of &N        .






Source Data


			This report format includes data elements that allow for data validation and outlier identification for CMS Part C quarterly reporting only. This template does not address ODAG audit universe data validation elements.  NOTE: CMS does not prescribe specific validation data elements for CMS Part C reporting; please confirm with your contracted health plan to determine specific reporting requirements.


			1			2			3			4			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			26			27			28			29			30			31			32			33


			Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			HIC Number or Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity Name			Person who made pre-service OD request: 
- CP = Contract Provider
- NCP = Non-contract provider
- E = Enrollee or -ER= Enrollee's Representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S = Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations / Disposition
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse
W=Withdrawn
D=Dismissals			Time Zone
P = Pacific
C = Central
E = Eastern			Date original   organization determination request was received			Time original   organization determination request was received 
(Required for EOD determinaions)			Decision date for organization determinations 
			Decision time for  organization determinations (used when calculating timeliness in minutes; apply military format)

			Verbal notification date  for expedited organization determinations. The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format). The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Written notification date for expedited organization determinations  			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)						Turnaround time in days (calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 26 for verbal notification requirements. 

			Turnaround time 
(calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 27 for verbal notification requirements. 

			Was this reported as Timely?  (Optional)
			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken by a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


			Unique ID			Contract Number			HIC Number			Plan ID 			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[MMDDYYYY]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			Date Received
[MMDDYYYY]			Time Received     [HHMMSS]   			Date of Decision 
[MMDDYYYY]         			Time of Decision
[HHMMSS]   			Date of Verbal Notification provided to Enrollee
[MMDDYYYY]			Time of Verbal Notification Provided to Enrollee
[HHMMSS]      			Date Written Notification Provided to Enrollee
[MMDDYYYY]			Time of Written Notification Provided to Enrollee
[HHMMSS]     			Expedited Reason			Turn Around Time 
[Days]			Turn Around Time
[Hours, Minutes, Seconds]  			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[MMDDYYYY]			Dismissed
[Y or N]			Dismissal Notification Date 
[MMDDYYYY]








&1#&"Calibri"&8&K414141Proprietary		






Reopening Data


			This report format includes data elements that allow for data validation and outlier identification for CMS Part C quarterly reporting for reopened cases only. This template does not address ODAG audit universe data validation elements.  NOTE: CMS does not prescribe specific validation data elements for CMS Part C reporting; please confirm with your contracted health plan to determine specific reporting requirements.


			1			2			3			4			5			6			7			8			9			10			11			12			13			10			11			12			13			14			15			16			17			18			19			20			21


			Contract member was enrolled in during event			PBP member was enrolled in during event			Unique Identifier for Episode
(Must be Unique Across Data Sources)			Case Level
1 = Coverage Determination

			Date original disposition was finalized 
Date of original disposition
			Original Determination
1 = Fully Favorable
2 = Partially Favorable 
3 = Adverse 			Expedited?
Y or N			Case Type
1 = Service			Status of Treating Provider
C = Contract
NC = Non-Contract

*Use the below numeric values for 2019 reporting
1 = Contracted 
2 = Non-Contracted 			Original received date of reopen request 
			Reason for Reopening 
Specific description of reason for reopening
CE = Clerical Error
NME = New and Material Evidence
 O = Other 
			Additional Information
OPTIONAL			Date of reopening disposition (date the required written notice of a revised decision was sent)
			Reopen Disposition 
1 = Fully Favorable 
2 = Partially Favorable 
3 = Adverse  
4 = Pending			Plan's Member ID Required			HIC Number or Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Member 
Last Name			Member 
First Name			Member
Date of Birth
			Original Disposition Case ID #			Reopened Case ID # 
- Enter original Case ID#, if applicable			Who requested the Reopening: 
P = Provider
B = Beneficiary
BR = Beneficiary's Representative  
HP = Plan Initiated 
			Delegate's Reopening Reason Code
CE = Clerical Error
NME = New and Material Evidence
 O = Other 			Root Cause - Enter specific reason for reopen (free-text narrative)
			Autocalculated based on re-opened date minus original disposition date
- Timely filing: within 1 yr
- Good Cause: within 4 yrs
- Clerical error anytime
*NA if not Reopened


			OD 5B			OD 5C			OD 5D			OD 5E			OD 5F			OD 5G			OD 5H			OD 5I			OD 5J			OD 5K
			OD 5L			OD 5M			OD 5N			OD 5O


			Contract Number			Plan ID			Case ID			Case Level Organization Determination			Date of Original Disposition 
[YYYYMMDD]			Original Disposition			Was case processed under the expedited timeframe?
[Y/N]			Case Type 			Status of Treating Provider			Date Case Reopened
[YYYYMMDD]			Reason for Reopening			Additional Information
(Optional)			Date of Reopening Disposition
[YYYYMMDD]			Reopen Disposition			Plan's Member ID 
(099999909)			HICN  (CMS's Client Index Number)			Member Name Last			Member Name First			Member Date of Birth
[YYYYMMDD]			Original Disposition Case ID #			Reopened 
Case ID #			Requestor of Reopening			Reopening Reason Code			Root Cause
for Reopen Reason			Timely filing Calculation


																		(dropdown list)															(dropdown list)									(dropdown list)																								(dropdown list)									0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0






































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































&1#&"Calibri"&8&K414141Proprietary		






2018vs2019 Summary Updates


			2018			vs			2019


			1. Overview						1. Overview 2019


			Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
- CMS website: http://www.cms.gov/MMCAG/

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements						Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Part C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance
- CMS website:  https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/index.html

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements


			2. Defining the Report						2. Defining the Report


			Format:						Format:


			Spreadsheet Color Coding.  Cells with white background must be completed.  						Spreadsheet Color Coding.  Cells with white background must be completed.  


			Column Items to be completed:						Column Items to be completed:


			Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.						Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.


			Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.						Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


			Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 						Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 


			Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4						Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4


			Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."						Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."


			Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 						Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 


			Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)						Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)


			Year (rows 26-28):  In the second column, enter the year of the month being reported.						Year (rows 26-28):  In the second column, enter the year of the month being reported.


			Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.						Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.


			6.1 Total number of Determinations:  This column will autocalculate the sum of values in columns 6.3, 6.5 and 6.7 once any of these are populated
The Source Data should support the number entered here in 6.1						SS #1-A   Total number of Determinations:  
This column must equal the sum of values in columns SS #1-D and SS #1-F.
This column must also equal the sum of values in columns SS #2-A,B,E,F,I & J.
The Source Data should support the number entered here in SS #1-A.


			6.2 Determinations Processed Timely:  Enter the total of all requests for services that were in 6.1 that were processed timely.  This number is a subset of 6.1 that should not be added into 6.1 Total number of Determinations.						SS #1-B   Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.


			6.3 Determinations Fully Favorable:  Enter the total of all requests for services that were approved without modification or redirection.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.3						SS #1-C   Request for Determinations Dismissals:  Enter the total of all requests for services that were dismissed.


			6.5  Determinations Partially Favorable: Enter the total of all requests for services that were partially approved, but were modified or redirected. For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.5						SS #1-D   Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-A,E & I.



			6.7  Determinations Adverse :  Enter the total of all requests for services that were denied and would be member liability.  This includes denials for eligibility, medical necessity and benefits.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.7						SS #1-F   Number of Organization Determinations requested by Non-Contract Provider (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-B,F & J.


			6.9 Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.						SS #2-A   Number of Organization Determinations – Fully Favorable (Services) that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were approved without modification or redirection by enrollee/representative or provider on behalf of the enrollee.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-A.


			6.19 ReOpened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under 6.19.						SS #2-B   Number of Organization Determinations – Fully Favorable (Services) requested by Non-contract Provider:  Enter the total of all requests for services that were approved without modification or redirection by a Non-contract Provider.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-B.


									SS #2-E  Determinations Partially Favorable that were requested by enrollee/representative or provider on behalf of the enrollee: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by enrollee/representative or provider on behalf of the enrollee:  For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-E.


									SS #2-F  Determinations Partially Favorable that were requested by a non-contract Provider: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by a Non-contract Provider:  . For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-F.


									SS #2-I  Determinations Adverse that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were denied and would be member liability, that were requested by enrollee/representative or provider on behalf of the enrollee:.  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-I.





									SS #2-J  Determinations Adverse that were requested by a Non-contract Provider:  Enter the total of all requests for services that were denied and would be member liability, that were requested by a Non-contract Provider:  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-J.





									SS #5-A Reopened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under SS #5-A.





			Summary Count Changes																																																									2019


						Medicare Advantage Part C Quarterly Report																																							Medicare Advantage Part C Quarterly Report


						Organization Determinations (UM Services)																																							Organization Determinations (UM Services)





						Health Plan Name																																							Health Plan Name


						Enter name of Health Plan																																							Enter name of Health Plan


						Medical Group/IPA																																							Medical Group/IPA


						Enter name of MG/IPA																																							Enter name of MG/IPA


						Management Company / TPA																																							Management Company / TPA


						Enter name of Management Company/TPA (if applicable)																																							Enter name of Management Company/TPA 
(if applicable)


						Quarter																					Year																		Quarter																					Year


						Q1																					2019																		Enter report quarter																					Enter Year


						Report Preparer																																							Report Preparer


						**The data submitted is for Federal reporting and is accurate and complete.																																							**The data submitted is for Federal reporting and is accurate and complete.


						Name 			Enter Name of Report Preparer																																				Name 			Enter Name of Report Preparer


						Title 			Enter Title of Report Preparer																																				Title 			Enter Title of Report Preparer


						E-Mail 			Enter e-mail address of Report Preparer																																				E-Mail 			Enter e-mail address of Report Preparer


						Phone 			Enter Phone# of Report Preparer																																				Phone 			Enter Phone# of Report Preparer


						Fax 			Enter Fax# of Report Preparer																																				Fax 			Enter Fax# of Report Preparer


						Date			Enter Date Report Submitted																																				Date			Enter Date Report Submitted





						If your organization makes determinations for several health plans, report data for each health plan separately.																																							If your organization makes determinations for several health plans, report data for each health plan separately.


												6.1			6.2			6.3			6.5			6.7			6.9			6.10			6.21																		SS #1-A			SS #1-B			SS #1-C			SS #1-D			SS #1-F			SS #2-A			SS #2-B			SS #2-E			SS #2-F			SS #2-I			SS #2-J			SS #5-A


						Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Organization Determinations
Processed 
Timely in 6.1			Number of Organization Determinations Fully Favorable (Services)			Number of Organization Determinations Partially Favorable (Services)			Number of Organization Determinations Adverse (Services)			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Total Number of Reopened (revised) Decisions												Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)			F. Number of Organization Determinations requested by Non-Contract Provider (Services)			Number of Organization Determinations – Fully Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Fully Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Partially Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Partially Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Adverse (Services) 
Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Adverse (Services)
 Requested by Non-contract Provider 			Total number of reopened (revised) decisions, for any reason, in Time Period Above 


						1			2019			0			0			0			0			0			0			0			0												1			2019			#			#			#			#			#			#			#			#			#			#			#			#


						2			2019			0			0			0			0			0			0			0			0												2			2019			#			#			#			#			#			#			#			#			#			#			#			#


						3			2019			0			0			0			0			0			0			0			0												3			2019			#			#			#			#			#			#			#			#			#			#			#			#


						TOTALS						0			0			0			0			0			0			0			0												TOTALS						0			0			0			0			0			0			0			0			0			0			0			0





						Submit to:																																							Submit to:


												thomas.moynier@anthem.com

















						NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
QI  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    																																							NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
Q1  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    





						For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.																																							For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.
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2018vs2019 Source Data Updates


			2018 vs 2019 CMS Part C Technical Specification Comparison Updates (Summary updates @ end of document)


			2018			1			2			3			4			5			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			25			26			27			28			29			30			31			32			33			34			35			36


						Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			HIC Number  
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity 
(Health Plan assigned code)			Delegated Entity Name			Person who made pre-service OD request: 
CP = Contract Provider
 
NCP = Non-contract provider

B = Beneficiary or Beneficiary's representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S= Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse			Time Zone
P = Pacific
C = Central
E = Eastern			Received date  for standard organization determinations (used when calculating timeliness in days)			Decision date  for standard organization determinations (used when calculating timeliness in days)

			While the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the notice within 72 hours in and of itself is insufficient. The enrollee must receive the notice within 72 hours.  If the Medicare health plan first notifies the enrollee orally of a completely favorable expedited reconsideration, it must mail written confirmation to the enrollee within 3 calendar days. 			While the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the notice within 72 hours in and of itself is insufficient. The enrollee must receive the notice within 72 hours.  If the Medicare health plan first notifies the enrollee orally of a completely favorable expedited reconsideration, it must mail written confirmation to the enrollee within 3 calendar days.			The Medicare health plan must automatically provide an expedited organization determination if a physician indicates, either orally or in writing, that applying the standard time for making a determination could seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function. When asking for an expedited organization determination, the enrollee or a physician must submit either an oral or written request directly to the entity responsible for making the determination. A physician may also provide oral or written support for an enrollee’s own request for an expedited determination.			Received date  for expedited organization determinations (used when calculating timeliness)			Decision date  for expedited organization determinations (used when calculating timeliness in minutes; apply military format)

			Decision date for expedited organization determinations (used when calculating timeliness)
			Decision time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Verbal notification date  for expedited organization determinations (used when calculating timeliness)			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Written notification date for expedited organization determinations  (used when calculating timeliness)			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Turnaround time in days (calculated from original received date to original decision date or decision date minus received date)

			Turnaround time 
(calculated from original received date to original decision date or decision date minus received date)

			Was this reported as Timely? 
(Sum of "Y" answers must add up to same number reported under 6.2 on organization determinations tab)			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken my a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


						Unique ID			Contract Number			HIC Number			Plan ID 			Delegated Entity
Code			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[YYYYMMDD]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			SOD 
Received Date 
[YYYYMMDD]			SOD
Decision Date 
[YYYYMMDD]         			SOD Verbal
Notification Date
[YYYYMMDD]			SOD Written
Notification Date
[YYYYMMDD]			Expedited Reason			EOD  
Received Date 
[YYYYMMDD]			EOD
Received Time 
[HHMMSS]          			EOD
Decision Date
[YYYYMMDD]          			EOD
Decision Time 
[HHMMSS]           			EOD Verbal 
Notification Date
[YYYYMMDD]			EOD Verbal 
Notification Time
[HHMMSS]      			EOD Written 
Notification Date
[YYYYMMDD] 			EOD Written 
Notification Time
[HHMMSS]      			Turn Around time
[Days]			Turn Around time
[HHMMSS]      			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[YYYYMMDD]			Dismissal
[Y or N]			Dismissal Date 
[YYYYMMDD]





			2019			1			2			3			4			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			26			27			28			29			30			31			32			33


						Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity Name			Person who made pre-service OD request: 
- CP = Contract Provider
- NCP = Non-contract provider
- E = Enrollee or -ER= Enrollee's Representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S = Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations / Disposition
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse
W=Withdrawn
D=Dismissals			Time Zone
P = Pacific
C = Central
E = Eastern			Date original   organization determination request was received			Time original   organization determination request was received 
(Required for EOD determinations)			Decision date for organization determinations 
			Decision time for  organization determinations (used when calculating timeliness in minutes; apply military format)

			Verbal notification date  for expedited organization determinations. The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format). The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Written notification date for expedited organization determinations  			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)						Turnaround time in days (calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 26 for verbal notification requirements. 

			Turnaround time 
(calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 27 for verbal notification requirements. 

			Was this reported as Timely?  (Optional)
			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken by a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


						Unique ID			Contract Number			MBI Number			Plan ID 			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[MMDDYYYY]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			Date Received
[MMDDYYYY]			Time Received     [HHMMSS]   			Date of Decision 
[MMDDYYYY]         			Time of Decision
[HHMMSS]   			Date of Verbal Notification provided to Enrollee
[MMDDYYYY]			Time of Verbal Notification Provided to Enrollee
[HHMMSS]      			Date Written Notification Provided to Enrollee
[MMDDYYYY]			Time of Written Notification Provided to Enrollee
[HHMMSS]     			Expedited Reason			Turn Around Time 
[Days]			Turn Around Time
[Hours, Minutes, Seconds]  			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[MMDDYYYY]			Dismissed
[Y or N]			Dismissal Notification Date 
[MMDDYYYY]








			Summary Notes: 2018 vs 2019 Source Data Updates


			Updated and changed HIC Number to MBI Number


			Updated to follow Tech. Specs. the "person who made preservice request to include "E=Enrollee and ER=Enrollee Representative" 


			Changed the date format from [YYYYMMDD] to [MMDDYYYY] 


			Condensed the Decision Dates to only (1) output (no longer has the SOD vs EOD decision date separately)  


			Condensed the Decision Time to only (1) output (no longer has the SOD vs EOD decision time separately)  


			Condensed the Verbal Notification Dates to only (1) output (no longer has the EOD verbal notification  date separately)  


			Condensed the Verbal Notification Time to only (1) output (no longer has the EOD verbal notification  time separately)  


			Condensed the Received  Dates to only (1) output (no longer has the EOD received date separately)  


			Condensed the Received  Time to only (1) output (no longer has the EOD received time separately)  
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						Table of Contents
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A. Instructions


			GENERAL INSTRUCTIONS:  
Please complete the entire "Signature Page" tab prior to submitting each report to Health Plans.  NOTE: The Provider Organization Name and Report Type will auto-populate on each tab after this information is entered on the signature page.  ALL DATA SHOULD BE HEALTH PLAN SPECIFIC.


			Areas denoted in red font and italics are EXAMPLES only.  The work plan tool template may be used to complete UM delegation reports required by Health Plans.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting.  This tool represents minimum regulatory and accrediting reporting requirements. Regulatory requirements specify that UM data must be specific to each Health Plan. Statistics may be documented using the "METRIC" tabs or via separate organization internal system generated reports.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  


			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation





			WORK PLAN, SEMI-ANNUAL/QUARTERLY REPORTS, AND ANNUAL EVALUATION INSTRUCTIONS


			COMPONENT 			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Work Plan is due to Health Plans by February 15th.

▪ Each year must start with a new work plan as a separate document from the previous year’s evaluation or 4th quarter report.  

▪ Each component listed must be addressed.

▪ Complete all columns for each component specified.  State reasons if not completed or NA.

			▪ Describe goals in specific and measurable terms.

▪ List benchmarks if available.

▪ List thresholds for identification of improvement opportunities.

▪ Improvement goals should be based on the previous year’s Annual UM Evaluation.			▪ List specific activities planned to address component and achieve goals.

▪ Describe measurement and data analysis methods.			▪ List specific date(s) for completion or time frame for each planned activity.			▪ List name(s) and title(s) or Department (s) responsible for the completion of planned activities.


			COMPONENT 			Report Period & Due Dates			Key Findings & Analysis			Interventions / Follow-up Actions			Remeasurement


			▪ Semi-annual report
▪ Quarterly report			▪ 1st semi-annual report covers period from January 1st - June 30th.  Report is due to Health Plans by August 15th.

▪ 2nd semi-annual report / annual evaluation covers period from July 1st - December 31st.  Report is due to Health Plans by February 15th. 


▪ 1st QTR - Report is due to Health Plans by May 15th.

▪ 2nd QTR - Report is due to Health Plans by August 15th.

▪ 3rd QTR - Report is due to Health Plans by November 15th.

▪ 4th QTR/annual evaluation - Reports are due to Health Plans by February 15th.			▪ For each reporting period, list key findings as specified by measures set in goals.  For example, if goal is based on # Per Member Per Month, list findings as # Per Member Per Month.

▪ Key findings should be objective and quantitative.

▪ State whether goals were met or not met.  State reasons if goals were not met. For example, document the effectiveness of interventions including any progress that was made towards improving performance.

▪ Document your analysis of the findings listed including any patterns or trends.  

▪ Describe any barriers for attaining goals.

▪ Include findings on any follow-up issues from the previous reporting period.  

▪ For annual evaluation, list progress in the last reporting period and an overall summary for the entire 12 month period.  State if goal was not met, add topic to work plan for next year.			▪ List what your organization will do to either maintain your current performance and/or what further actions are needed to improve performance.  
▪ For each reporting period, document the activities that were implemented and/or completed as described in the Work Plan Planned Activities Section.

▪ Document any additional activities that may have not been included in the work plan.

▪ For the annual evaluation, list interventions that were taken during the last reporting period as well as an overall summary of the interventions for the 12 month period.			▪ Update if responsible party or department has changed or additional departments or individuals are added.

▪ Update with target date(s) for re-measurement or completion of follow-up actions.


			EXAMPLES


			INPATIENT STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Document for each product on statistic page.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

1. Decrease commercial readmission rates by 10%.

2. Maintain MEDICARE BH Days with in 5% from last YTD.			1.Track and trend readmissions for MEDICARE/Medicare products.

2. Develop and implement REFERRAL process to high risk clinic.			1. Monthly presentation to UMC

2. 1st quarter 2022			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			INPATIENT STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document the statistics that are outside of the stated thresholds/goals.

If theres is no data to report the report should be populated with zeros (0) on the Inpatient Metrics tab and notated in the Inpt WP&Rpts tab "no data to report". 

1. Only 2 commercial readmissions during the 1st quarter.  Acute bed days were increased in the 1st quarter.  This was due to an increased number of admissions as the ALOS was within goals.

▪ Document whether the interventions were effective in improving inpatient statistics.

3.   Readmission rates were found to be within an acceptable range.  It is too early to assess the outcome of High Risk Clinic 

Divide total readmission rates divided by the number of admissions, then multiply that result by 100.			▪ Document what your organization did to improve any indicator that was outside the threshold/goal.

1.Readmission rates were trended and presented to the UMC for discussion.

2. A referral process was developed and implemented for High Risk Clinic.  Members are identified before discharge from acute facility for risk of readmission.  If assessed as high risk, the member is referred to the High Risk Clinic for follow-up by the IPA Hospitalists in collaboration with the member’s PCP.

3. Continue to analyze outcome of high risk clinic. 			Report to UMC by 7/30/21.


			UM Over/Under Utilization Stastics 
Report Period

Monitoring is part of each WorkPlan
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization.

▪ Document reasons for denials.

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted




REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			REFERRAL STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪ Define and document what will be included in total number of REFERRALs (e.g. authorization REFERRALs, pre-certifications inpatient, and direct REFERRALs).  

▪ Define and document what will be included in total number of denials (e.g. pre-servHICE denials, NODMAR, claims).

▪ Document formula that will be used for determining denial % or denial rate PTMPY. (Refer to "Definitions" tab for denial rate formulas.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

			1. Provide education to PCPs regarding MEDICARE covered benefits.

2.  Track and trend referrals and denials per PCP and analyze data for over/under utilization.  Present to UMC.

3.  Present individual referral data to PCPs.

4. Set up capitation arrangements with high volume specialists.

5. Develop and implement PCP corrective actions as necessary.			1. 1st quarter 2015 and quarterly thereafter.

2. 2nd quarter 2015 and quarterly thereafter.

3.  1st quarter 2015.			▪ Nancy Nurse, RN, UM Manager
▪ Stanley Stat, MD, Medical Director


			1. UM REFERRAL goals are 1.5 per commercial and Medi-Cal members and 3.0 for MEDICARE members.
 
2. Inpatient goals are documented on the statistics page as admissions/1000 and beddays/1000.  Current information system is not able to separate outpatient REFERRALs from pre-certification inpatient REFERRALs.  Inpatient pre-certification is included in the outpatient REFERRAL data.

3. The IPA denial rate goal is less than 3% for both inpatient and outpatient REFERRALs. 


			REFERRAL STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪  If the Provider Organization Information System (IS) does not allow for the collection of  data that differentiates between the UM REFERRAL categories, i.e. Outpatient, Inpatient, Urgent, Non-Urgent, Concurrent, etc. then, document a statement describing what cannot be reported due to systems limitations. 

▪ Decrease in REFERRALs requiring pre-certification can be attributed to the new capitation arrangement with orthopedists and the addition to the servHICEs that are now a direct REFERRAL from the provider’s offHICE.  Goal met to date.

▪ Denial rate within Provider Organization goal and industry standard.  Benefit related denials continue to be the most prevalent reason for denials.
			▪  Tracked and trend referrals per PCP and analyzed data for over/under utilization.  

▪  Executed new capitation agreement with Orthopedists.

▪  Continue to monitor referrals quarterly.

▪  MIS Department to develop UM dashboard 

▪ Tracked and trend all denials per PCP.

▪ Educate provider panel on the appropriateness of referrals based on denial rate.

▪ Implement use of the HICE “Carve Out” letter for appropriate situations vs. issuing denials.

▪ Continue to monitor quarterly.			§ MIS department,  late Fall




			ER UTILIZATION
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ ER utilization is any visit to the ER that does not result in a hospital stay. Members admitted to the hospital should not be counted. 

▪ Do not include Urgent Care in ER WP.


▪ ER data should include information from claims.

1.  Reduce ER utilization by 10%.			▪ Document any planned activities that will reduce the number of ER visits.

1. Educate provider panel on the appropriateness of referrals based on denial rate.

2.  Educate members to call PCP before going to the ER.

3. Case Management to monitor frequent ER utilizers and assess need for alternative care.

			Quarterly			▪ Nancy Nurse, RN, UM Manager 
▪ Christy Case, RN, Case Manager 





			ER UTILIZATION
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

Review the HICE Quarter/ Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization in relation to ER utilization. 

▪ Document reasons for denials.

REMINDERS:  

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If  above than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are above benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted


			COMPLEX CASE MANAGEMENT METRICS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			1. Describe activities to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Describe planned activities to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Describe planned activities to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Describe planned activities to meet organization's established CCM goal metrics			1. Target date to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Target date to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Target date to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Target date for CCM goal metrics completion			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			COMPLEX CASE MANAGEMENT METRICS 
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report
2nd semi-annual report
Annual 			Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics

▪ Identify findings for why goals are not met for the reporting period.			Clearly state and Document the goals that were not met and the action(s) being taken to meet the goals.			Report to UMC by 7/30/2022


			EXPERIENCE WITH UM PROCESS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Increase member satisfaction with UM process by 5%. 

▪ Increase practitioner satisfaction with UM  process by 5% over last year rate.
1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			• Conduct an annual assessment of experience with the UM process. 

▪ Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
			Complete Q3 2022, present to committee Q4 2022			Nancy Nurse, RN, UM Manager


			EXPERIENCE WITH UM PROCESS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			• Valid Methodology: Document the type of survey performed (PAS, monkey, group created, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  

1. Member - Awaiting results

2. Practitioner - Practitioner satisfaction with UM process was 82%.
Provider satisfaction increased by 2% compared to 2016 survey.  Increase may be attributed to changes in work flow processes and timely f/u on all provider complaints.  Goal not met.
			• Document actual actions and inventions in response to the results.  If analysis indicates opportunities to improve experience with UM, list the planned interventions based on the causes that were identified

1.Member 
Survey to be conducted in September. Results to be presented to committee in Q4

2. Practitioner
Continue to monitor provider complaints.
Presented to committee in May.  Will develop a subcommittee to explore improvement processes.			Continue with plan as noted


			UTILIZATION & REFERRAL TIMEFRAME COMPLIANCE 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles			Is this a TAT instruction or REFERRALS?


			▪ Identify 4 chosen data types (must include 1 data type per product line and one data type related to behavioral health). 
Examples: LOS data, Admits/1000, Unplanned readmissions, Rates of selected procedures, REFERRAL rates

▪ Document thresholds for each data type using external or internal sources that provide distribution of performance data.

▪ Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.

▪ Hysterectomy rates – 10th % threshold for under utilization and 90th % for over utilization.

▪ Admits/1000 – 1.5 standard deviation above and below network average.

▪ Decrease number of unnecessary CT/MRI REFERRALs by 5%.

▪ Maintain TAT average at 3 days.  Improve % meeting standard by 10%.
			▪ Document planned activities to achieve data results within thresholds.

▪ Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.

▪ For REFERRALs that require prior-authorization state your interventions for improvement.  Document what types of REFERRALs are included in your statistics (urgent, non-urgent, post-servHICE and direct).

▪ Educate ordering practitioners to provide complete medical history pertinent to ordering scans.

▪ Educate lHICEnsed staff on use of Imaging Module of Intermural® guidelines to increase consistency of review.

			▪ Monitor daily report for opportunities for improvement 

▪ Report to UMC monthly			Nancy Nurse, RN, UM Manager


			UTILIZATION & REFERRAL
TIMEFRAME COMPLIANCE
Report Period

			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			▪ Enter the number of referrals received
▪ Enter the number of compliant referrals
▪ Calculate the compliant percentage (formulas included in metrics tab).


** TAT regulation specifics are noted in red within the green highlighted sections of the metrics tab**



			Quarterly or Semi-Annual Report

			▪  List the average TAT and the percent meeting TAT of 5 days for the reporting period.  If your non-urgent TAT standard is different from the 5 day standard please indicate standard.


			▪ Continue with plan as noted

 ▪ UM Manager to provide in-servHICE and education regarding TAT standard.			Continue with plan


			OTHER UM ACTIVITIES 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			UM Interrater Reliability Evaluation- Consistency in Applying Criteria
▪ Document scoring benchmarks for physician and non-physician reviewers involved in the determination process 
(may include physicians, nurses and coordinators depending on Health Plan requirements)

▪ IRR does apply for Non-Clinical Staff.  Non-Clinical staff under the supervision of a lHICEnsed staff may approve servHICEs when there are explicit auto approval criteria and no clinical judgement is required (NCQA Requirement). 

▪ Maintain a 90% interrater reliability for UM staff and physicians.

▪ Ensure 100% New staff tested PRIOR to conducting independent UM review

▪ Additional items may be listed here based on your Health Plan delegation agreement.

▪New staff will not be released until remediation and the 90% threshold is met.			▪ Evaluate the consistency of physician and non-physician reviewers involved in the UM determination process at least annually; 12 months from previous evaluation. 

Include planned review methodology

			Complete Q2, 2022, present to committee Q3 2022			Nancy Nurse, RN, UM Manager


			OTHER UM ACTIVITIES
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document review methodology 8/30, 5% or 50 files). 

Document the date, score and type of review conducted for physician and non physician reviewers.  Document results and if benchmark was met.

3 of 3 physician reviewers scored 90%.  8/30 methodology was used.  Benchmark met

7 of 7 nurses scored 90%.  8/30 methodology was used.  Benchmark met

1 of 4 coordinators scored 80%.  8/30 methodology was used.  Benchmark not met. 

1 of 1 New staff scored 90% prior to conducting independent UM review. 8/30 methodology was used. Benchmark met". 

 New staff will not be released until remediation and the 90% threshold is met.
			Document training activities for those that did not meet the benchmark.

Document date and follow up activities, Complete Q3, 2022, present to committee Q4 2022

▪ Training for those not meeting the benchmark will take place within 30 days. Follow up IRR to be done within 60 days.  Results to be presented to UMC.

			Continue with plan


			2nd  semi-annual report			Document results of IRR Evaluation as presented to committee in Q3			Document follow up IRR results 


			Misc. Activities
Access & Availability			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Accessibility is NOT required to be healthplan specific.  The  Miscellanous tab template is an "optional" work plan tab per individual healthplan.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.



			▪ Areas denoted in italics are EXAMPLES only.  



			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation


			DMHC:  Timely Access to Care:
California law requires timely access to care. This means that there are limits on how long a member has to wait to get health care appointments and telephone advHICE.  The delegate UM department should be aware of the distance, timeliness and availability of their providers when managing referrals. 

Monitored are urgent and routine appointment for PCP and specialty and availability of providers listed in directory.  If a member cannot obtain a timely appointment, the organization must help the member get an appointment with an appropriate provider.  

The health plan will perform access audits and the delegate benefits from proactive self monitoring access to provide a quality program.  This report will address metrics available from both internal and external sources to manage compliance with required timely access. 

NCQA QI 5: The organization establishes mechanisms to ensure access to primary care servHICEs, behavioral healthcare servHICEs and member servHICEs. Using valid methodology, the organization collects and analyzes data to measure its performance against standards for access.

Provide your data metrics, analysis  and actions taken in regards to timely access to your providers of care from all data sources. 			Maintain access thresholds of 90% meeting expectations in all areas of measurement for both urgent and routine referrals to PCP and high volume specialist. 

Area of access monitoring measurement can include timeliness, distance, wait time and availability.

Develop UM staff job aids to facilitate access/availability to membership during the UM review process.



 
			Monitor complaint data for access related issues.  Identify practitioner offHICEs with more than 2 complaints/quarter.

Conduct access audits on a semi-annual basis and/or obtain and analyze access data from external sources (health plan data)

Track and trend volume of requests for out of network providers to evaluate adequate access in-network

Conduct root cause analysis of findings including demographic supply and demand variations.

Provide UM staff with job aids to identify providers with access/availability issues.  Educate staff on workflow to provide timely access for members seeking a referral.
			06/15/20
12/15/20



			Report Period			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

			All access standards met at 90% in the 1st semi-annual reporting period with the exception of one area:  same day access to care at 69%.
			Goal met for timely access to care for all areas.  
Goal not met for same day access to PCP.  Root cause analysis revealed demographic need for extended hours for pediatric servHICEs.  Meeting with leadership and affected offHICEs for extended hours consideration. 			Adjusted offHICE hours to allow for same day access appointments.

			No further action required.




			Misc. QI. - Member Complaints/Grievances			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NCQA ME 7:  To assess member experience with its servHICEs, the organization monitors and evaluates member complaints and appeals related to UM process. 
The organization aggregates complaints and appeals into categories:

The organization annually identifies opportunities for improvement, sets priorities and decides which opportunities to pursue based on analysis of the complaint data.

			Examples;

1. Decrease overall number of member complaints by 20%.
2. Decrease complaints related to ease in obtaining a referral by 10%
3. Decrease level 3-4 complaints by 10%
4. Decrease level 5 complaints to none

maintain score above 90% for all internal audits of complaint process
			Examples

1. Track member complaints by type and severity. Review volumes, grievance type trends, workflow challenges, timeliness, etc.
2. Analyze member complaint/grievance reports from all sources both internal and external and develop and implement corrective action plans as appropriate based on findings.
3. Audit grievance process and documentation - report findings. (were complaints logged handled appropriately)			06/15/21
12/15/21
			Carrie Cares, Quality Manager




			Report Period

			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

Member Greivances/appeals

			Overall grievances:  30 Total
Complaints/1000 members:  15 
Level 1-2:   25 grievances
Level 3-4:   5 grievances
Level 5:      0 grievances

Top compliant type: 
1.  Access category - obtaining an appointment timely:  10
2.  ServHICE of provider/offHICE staff - 9
3.  QOC:   3





			Number of grievances decreased compared to previous 6 month period.  

All goals met except overall % of complaints related to ease in obtaining an appointment timely of 10 which is 30% of the overall complaints.  

			Spike out detail data related to timely access complaints. Work with provider relations for improvement of timely access.  Evaluate hours and consider addition of PA in offending offHICE.
			Continue to monitor monthly.


			 OVER & UNDER UTILIZATION			WORKPLAN GOALS			PLANNED ACTIVITIES			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			Identify 4 chosen data types (please refer to last column for additional data type suggestions.) Examples of data types:
§ Inpatient (unplanned readmissions) 
§ Rates of selected procedures (high tech radiology, CABG, bariatric surgery, back surgery, CCath)
§ Referral rates to specialists per 1000
§ Pharmacy data (opioid use)
§ Over utilization of ER (frequent visits that do not result in admission)
Set threshold parameters and clarify methodology. 
Examples:
· Historical data
· Standard deviation above or below network averages
· Industry thresholds
· Percentiles
i.e.:
Total Inpatient ALOS and Inpatient Bed Days per thousand are evaluated for 1) potential under-utilization if they are below the MCG 23rd Edition Well-Managed benchmark for Inpatient Care or 2) potential over-utilization if they are above the Loosely Managed benchmark.
HEDIS data for CABG, Angioplasty and Cardiac Catheterization per thousand is evaluated for potential over-utilization if data is either 1) above the range of the 90th national percentile or 2) potential under-utilization if data is at the low end of the national percentile range.
For Interventions that cross over all product types of state “all product types”
			Maintain statistics of chosen data types within thresholds as established above.
Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.
Examples of goals for chosen data types:
§ Maintain a readmission rate below 10% for commercial 15% for Senior, Medi-Cal or CalMedi-Connect
§ High tech radiology – 2 standard deviations above and below network average
§ Referral to specialists – encounter visits of above 80% or below 20% of the industry average
§ Opioid dosage per CDC guidelines maintained at below 50 MME/Day in 90 % of patients
§ Decrease ER use of patients that have 3 or more ER visits in the last 6 months that did not result in an admission.			Document planned activities to achieve data results within thresholds.
1.       Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.
2.       Members on the High Opioid Utilization report will
a.        Primary care physicians contact to provide pharmacy data regarding other prescribers, education on best practHICEs in the management of chronic non-cancer pain
b.       Review to ensure there are no Patient Safety issues and 
c.        Will be referred to Case Management as needed.
3.       Peer to Peer outreach for case or data specific outliers
4.       Provide resources and materials to support improved utilization for providers
5.       Provide member education to support improved utilization for members.
6.       Develop preference care programs to assist customers in the decision-making process vs.   automatically choosing surgery as the first option for back pain
7.       Continue monitoring of measurement values for positive or negative trending.
8.       Timely referral into the appropriate disease management program when customers are identified in order to minimize over utilization.
9.       Continue short-term outreach post-surgical procedures and referral into case management as appropriate in order to minimize complications.			Self-Explanatory
Continued examples of data types for column #1:
1.       At a minimum, four data types will be identified annually for focus reporting of potential under or over utilization.  As a suggestion, the four data types may be selected from the following areas: 
a.       Specialist referral data
b.       Denial rates 
c.        Physician practHICE profiles from Utilization Management (UM) data
d.       Member complaints
e.        Member appeals
f.         PCP change requests
g.       Inpatient days, admits, ALOS
h.       Readmission rates
i.         Pharmacy utilization
j.         Outpatient visits
k.        Emergency Room visits
l.         Compliance with Preventive Care Guidelines 
m.      Top diagnoses for inpatient, outpatient and the Emergency Department settings 
n.       Top procedures based on utilization
o.       Selected procedures
p.       HEDIS results
q.       Satisfaction survey data


			 OVER & UNDER UTILIZATION 			KEY FINDINGS & ANALYSIS
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			ACTIONS/INTERVENTIONS
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			·          			1. MEDICAL
·	Statistics may be documented using the statistics page or via separate Provider internal system generated reports.
·	Commercial Hysterectomy rates at the 90th percentile of the western region.
·	Senior Hysterectomy rates at 75th percentile for western region.  Target review effective.
·	Back surgery showed a decrease in all age groups with the exception of males and females ages 45-64 when compared to previous reporting period. 
·	All bariatric surgery measurements are in alignment with the national average. There was a dramatic decrease in the males 55+ age group when compared to last period.
·	Medi-Cal 5% decrease noted in volume of referrals for CTs.
·	All product lines show significant decrease in number of CT requests.  Decrease attributed to Medical Director direct communication with frequent requesting practitioners.			1. MEDICAL
·  Identify hysterectomy as a target procedure.  Remove from auto-approval list.  Medical Director Review of all hysterectomy requests that do not meet criteria.
·  Continue to monitor CT referral data quarterly.
·  Refer to case management as appropriate
·  Refer to disease specific programs
·  Continue to monitor bariatric surgeries for underutilization for the seniors after population assessment of obesity rates has risen.			Self-explanatory
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B. Definitions 


			DEFINITIONS


			ACUTE ADMITS			The number of admissions to a general hospital/acute care facility, including mental health. (See definition for non-acute care.)


			ACUTE BEDDAYS			Those hospital days incurred during a specific reporting period that include medical, surgical, OB and mental health (in and out of area) that represents any risk (shared or full) to the Provider Organization.  These exclude: newborns that leave the hospital with the mother and are considered “normal newborns”.  (This may or may not include subacute/acute rehab days.)


			ADMINISTRATIVE DENIAL			Administrative denials are based on eligibility and carve-outs and are not included in denial counts as they are contract issues and therefore not reported to the Health Plans.  Administrative denials are usually contracting issues with a facility rather than issues related to a practitioner or member; the facility may use the provider dispute resolution process; the member is held harmless and no member notification is sent.  





			AVERAGE LENGTH OF STAY			Total beddays divided by total discharges or admits.





			BENCHMARK			For a particular indicator or performance measure, the benchmarking process identifies the best performance in the industry (health care or non health care) for a particular process or outcome, determines how that performance is achieved, and applies the lessons learned to improve performance.  Other comparative data Provider Organizations might use includes:
1) information obtained from other organizations through sharing or contributing to external reference databases; 
2) information obtained from open literature, data gathering and evaluation by independent organizations regarding industry data; 
3) performance of competitors; or 
4) comparisons with other organizations providing similar health care servHICEs.
(Definition modified from Baldrige National Quality Program Health Care Criteria for Performance Excellence 2003.)





			BEHAVIORAL HEALTH			Term for Mental Health servHICEs which may include substance abuse, chemical dependency for inpatient and outpatient.   This broad term may also include evaluation and treatment of psychological and substance abuse disorders by either PCP or Behavioral Health providers.


			CAL MEDICONNECT (CMC Tab)			A component of California's Coordinated Care Initiative.  It is a three-year, seven-county demonstration project to promote coordinated health care delivery to MEDICAREs and people with disabilities who are dually eligible (MediCal-Medicare).





			CASE MANAGEMENT			The process for identifying covered persons with specific health care needs in order to facilitate the development and implementation of a plan to efficiently use health care resources to achieve optimum member outcome.





			COMPLEX CASE MANAGEMENT			Complex case management is the coordination of care and servHICEs provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate the appropriate delivery of care and servHICEs.  Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards. 


			COMMERCIAL POPULATION			Those members (subscribers and their dependents), usually birth through 64 years of age, which obtain health care coverage through their employers.  This does not include Medicare or Medi-cal.





			CONCURRENT REVIEW			An assessment which determines medical necessity or appropriateness of servHICEs as they are being rendered.





			C-SNP 			Chronic Special Needs Plan





			DELEGATION			A formal process by which a Managed Care Organization (MCO) gives another entity the authority to perform certain functions on its behalf.  The authority may be delegated but, the responsibility for assuring that the function is performed appropriately, cannot be delegated.


			DENIAL (Medical Necessity)			The decision to refuse, deny or modify a request for servHICEs/referral based on medical necessity. Modification can include re-directing care to a different level of servHICE, quantity or to an in-network provider.(Source: Per CCR Title 22 § 51303, the servHICE requested is medically needed, but can be safely done by an in network provider) 
*Conditional non-covered benefits that require clinical review would be considered medical necessity denials.


			DENIAL (Administrative)			The decision to refuse, deny or modify a request for servHICEs/referral based on eligibility, straight non-covered, excluded benefits or carve-out.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			Carve-Out			The redirecting of patient care to a health plan contracted vendor.  Carve-Outs should not be included in medical necessity or administrative denial categories.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			DENOMINATOR			The total number of requests





			D-SNP 			Dual Special Needs Plan





			EMERGENCY ROOM (ER) VISITS			Any visit to an emergency room that does not result in a hospital stay. (Patients admitted to the hospital from the ER should not be counted.)


			GOALS			A future condition or performance level that one intends to attain.  Goals can be both short term and long term.  Goals are ends that guide actions. Quantitative goals frequently referred to as “targets,” include a numerical point or range. Targets can be projections based on comparative and/or competitive data.





			GRIEVANCE/COMPLAINT (To Assist Member Satisfaction)			An expression of dissatisfaction by a member, either written or oral.





			HRA			Health Risk Assessment





			ICP 			Individualized Care Plan 


			ICT			Interdisciplinary Care Team





			I-SNP 			Instutional Special Needs Plan





			INPATIENT			Medical, surgical, OB and mental health servHICEs rendered in a facility.  May or may not include servHICEs provided in subacute/acute rehab facilities.


			INTERVENTION			An action taken to increase the probability that desired outcomes will occur.





			Interrater Reliability  (IRR)			Required testing to ensure consistency in Utilization Review decision making covering how medical necessity decisions are made. Source 2021 NCQA UM 2 Element C.


			LENGTH OF STAY			The number of days from admission to discharge, excluding the last day of the stay and any denied days.





			LONG TERM ACUTE CARE			Extended long term acute care required for a member with complex/extensive care needs. 





			MEDI-CAL POPULATION			Those members enrolled in the California state Medicaid program and participate in the Managed Medi-Cal Program.


			MEDICARE POPULATION			Those members enrolled in the Medicare Advantage Program. 





			MEMBER			An individual who is a participant in a health plan (and your Provider Organization), and who, with other participants, comprise the enrollment.





			MEMBER MONTHS			The sum of the enrollment for the reporting period, e.g.:  total of three months enrollment.





			MONITOR			A periodic or on-going performance measurement to determine opportunities for improvement and/or the effectiveness of interventions.





			NON-ACUTE CARE			Inpatient care, including: hospHICE, nursing home, rehabilitation, skilled nursing, transitional care and respite care; regardless of the type of facility.





			NUMERATOR			The number of requests meeting decision time frame


			OUTCOME			The results achieved through the performance of a function or process.


			OUTPATIENT			All servHICEs not included in the definition of acute beddays or inpatient. 





			OVERTURNED			When an appeal for denied servHICEs is deemed appropriate, and the denial is reversed and servHICEs are approved.


			OVERUTILIZATION			Provision of servHICEs that were not clearly indicated or provision of servHICEs that were indicated in either excessive amounts or in a higher-level setting than appropriate.


			PEER REVIEW			Evaluation of the performance of colleagues by professionals with similar types of degrees and/or specialty.





			PERFORMANCE GOALS			The desired level of achievement of standards of care or servHICE.  These may be expressed as desired minimum performance levels (thresholds), industry best standards (benchmarks), or the permitted variance from the standard.  Performance goals are usually not static but change as performance improves and/or the standard of care is redefined.





			PHARMACY			Commercial - covered medical servHICEs, (example: injectables, infusions).
Medicare Part B - covered medical servHICEs, (example: injectables, infusions).  See CMS website below
Medicare Part D - see CMS website below (Only if Delegated)
Medi-Cal - covered medical servHICEs, (example: injectables)
Cal Medi-Connect - covered medical servHICEs, (example: injectables)



			Part B vs Part D 			https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


			2020 ASP Drug Pricing Files link			https://www.cms.gov/medicare/medicare-part-b-drug-average-sales-prHICE/2020-asp-drug-pricing-files





			PTMPM/PTMPY			Per Thousand Members Per Month/Per Thousand Members Per Year





			PRACTHICE GUIDELINES			Systematically developed descriptive tools or standardized specifications for care to assist practitioner in making decisions about appropriate health care for specific clinical circumstances.








			PRIOR REVIEW/ PRECERTIFICATION/ AUTHORIZATION/ CERTIFICATION/ DETERMINATION			Prior assessment that proposed servHICEs are appropriate for a particular patient and will be covered by the Managed Care Organization (MCO).  Payment for servHICEs depends on whether the patient and the category of servHICE are covered by the member’s benefit plan and the eligibility of the patient at the time of servHICE.





			QUALITATIVE ANALYSIS			An examination of the underlying reason for or cause of results, including deficiencies or processes that may present barriers to improvement or cause failure to reach a stated goal. Qualitative analysis must draw conclusions about why the results are what they are and involves staff responsible for executing a program or process. Also called a causal, root cause or barrier analysis.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			QUANTITATIVE ANALYSIS			A comparison of numeric results against a standard or benchmark, trended over time. Quantitative analysis must draw conclusions about what results mean. Unless specified, tests of statistical significance are not required, but may be useful when analyzing trends.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			READMISSION			Admission within 31 days of discharge for the same or similar diagnosis.





			REFERRAL 			A request for authorization of servHICEs.


			RETROSPECTIVE REVIEW			Assessment of the appropriateness of medical servHICEs on a case-by-case basis or aggregate basis after the servHICEs have been provided.





			MEDICARE/MEDICARE POPULATION			Those members eligible for Medicare, age 65 or older and/or disabled.  





			SPECIAL NEEDS PLANS (SNP)			Medicare managed care plans which are focused on vulnerable groups of Medicare beneficiaries: the institutionalized, dual-eligible (Medicare, Medi-Cal), and beneficiaries with severe or disabling chronic conditions.  The goal of Special Needs Plans is for improvement in care for beneficiaries with special needs through improved coordination and continuity of care.  





			STANDARDS			Authoritative statements of (1) minimum levels of acceptable performance; or results, (2) excellent levels of performance or results; or (3) the range of acceptable performance or results.


			THRESHOLD			A pre-established level of performance that, when not met, results in initiating further in-depth review to determine if a problem or opportunity for improvement exists. A pre-established level of performance refers to a minimum performance position on a performance measurement scale determined by the organization. A threshold performance level permits evaluation relative to past performances, assists in projection and establishing future goals, and provides appropriate comparison.  When a threshold is not met, it triggers the initiation of further in-depth review to identify a problem or opportunity for improvement.


			TRANSITIONS OF CARE			1. Transitions of care refers to the movement of patients between health care practitioners and settings as their conditions and care needs change during the course of a chronic or acute illness. (National Transition of Care Coalition)  
2. Movement of a member from one care setting to another  as the member’s health status changes; for example moving from home to a hospital as a result of an exacerbation of a chronic condition or moving from the hospital to a rehabilitation facility after surgery. (NCQA) 





			TURN AROUND TIME (TAT)			The amount of time (usually days) from the receipt of a request/referral until the determination is made.





			UPHELD			When an appeal for denied servHICEs is not overturned (denial stands).





			URGENT CONCURRENT			Authorization is obtained for health servHICEs during a a course of care or prior to the end of an episode of care.  These servHICEs can be inpatient, outpatient, for rental of durable medical equipment, continuing use of medications and treatments, mental health, PT, OT, ST servHICEs, and other specialized healthcare. Member is in an IP status in a faciltiy and requires continued medical necessity review for appropriateness of level of care for IP stay. (aka: Head in the bed)





			UNDERUTILIZATION			Failure to provide appropriate servHICEs.





			UTC			Unable to contact





			FORMULAS


			These formulas are generic.  Use population-specific membership and utilization data where indicated.  Note:  that when completing a quarter 
or semi-annual report the formulas should cover the three (or six) month reporting period for each quarter or six month period being reported.  
(2016 Formula changes: the denominator has been corrected to say "Member Months" rather than "Enrollment".) 







			BEDDAYS per 1000			Total Raw Beddays X 12000
Member Months                       


						NOTE:  Divide total raw beddays incurred by member months, then multiply that result by 12000.





			ADMITS per 1000			Total Admissions   X 12000
Member Months                         


						NOTE:  Divide total admissions incurred by member months, then multiply that result by 12000.





			AVERAGE LENGTH OF STAY			Total Raw Beddays (for report period)           
Total Discharges (for report period) OR Total Admits (for report period)


						NOTE: Divide total raw beddays incurred by total discharges OR total admits 





			READMITS %			Total Readmissions  x 100
# Admissions            


						NOTE:  Divide total  readmissions divided by admissions, then multiply that result by 100. 





			EMERGENCY ROOM VISIT RATE per 1000 			Total Raw ER Visits  X 12000
Member Months                          


						NOTE: Divide total raw # ER days incurred by member months, and multiply that result by 12000.





			DENIAL RATE (%)


						NOTE: Divide total #denials by total # referrals processed, multiply this result by 100.  In the case of Referral Denials in Tab 3, the total # of referrals processed equals the sum of the Outpatient Pre-ServHICE and Inpatient Pre-ServHICE Routine Raw, Urgent Raw and Urgent Concurrent Raw requests reported above.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits (requiring medical necessity review) should be included in denial stats and would not be considered an administrative denial. 






			DENIAL RATE per 1000			Total Raw # of Denials X 12000
Member Months                       


						NOTE: Divide total raw # of denials incurred by member months,  then multiply that result by 12000.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits should be included in denial stats and would not be considered an administrative denial. 





			REFERRAL TURN AROUND TIME (TAT) PERCENT (% OF REFERRALS MEETING TAT STANDARDS)			Total # Referrals Meeting TAT   X   100
Total # Referrals Processed (for report period)


						NOTE: Divide total # referrals meeting TAT by total # referrals processed, multiply this result by 100





			NOTE: Applies to all UM decisions directly related to requests by members (or by their authorized representatives) for authorization for health care servHICEs, whether requests are based on benefits or on medical necessity, and whether they are approvals or denials.

















&G	2022 UM WORK PLAN / SEMI-ANNUAL/QUARTERLY REPORTS / ANNUAL EVALUATION
Definitions and Formulas	




&8 2022 HICE UM Delegation Required Reports- Definitions (Approved 12.15.21)		&8Page &P of &N



https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


C. Signature Page 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Attestation Questions						Response (Yes/No) /  Comments


			Are the reported inpatient statistics health plan specific?  


			Are the reported referral statistics health plan specific?  


			Are the reported ER statistics health plan specific?  


			Are ER visits denied for medical necessity during this report period?


			Indicate if ER statistics are based on date of servHICE? (Yes or No)						(Preferred report pull based on date of servHICE)


			Indicate if ER statistics are based on date of claim payment (Yes or No)


			Are the reported CCM statistics health plan specific?


			Are the reported SNP statistics health plan specific?


			Are the reported over/under utilization statistics health plan specific?


			NOTE: Reports that are sent electronically must state “Signature on File” on the signature line.  This will be verified at the annual oversight audit.


			I.  UM COMMITTEE MEETINGS			Frequency			Day of the Week			Time


			UM Committee


						     			     			     


			II. UM PROGRAM CONTACTS			Name			Phone #			Email


			UM Manager


			UMC Chairperson


			III. PERSON SUBMITTING REPORTS			Name 			Phone #			Email


			Initial Work Plan





			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report												Quarter 1


															Quarter 2


			Annual Evaluation												Quarter 3


			IV. UM COMMITTEE APPROVAL			UMC Chair Signature			Date to UM Committee			Date to Governing Board			Quarter 4


			Work Plan												1st Semi-Annual


															2nd Semi-Annual 


			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report





			Annual Evaluation


			2013 1st Semi-Annual


			2013 2nd Semi-Annual


			2013 1st Quarter


			2013 2nd Quarter


			2013 3rd Quarter


			2013 4th Quarter


			2013 Annual
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1. Inpatient Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Quarter 2


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			INPATIENT METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi- Annual			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			
Rehab Readmits Rate  (%)


			Medicare


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Readmits/1000


			SNF Average LOS


			BH Beddays/1000


			BH Admits/1000


			BH Average LOS


			BH Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS


			LTAC Readmits/1000


			Rehab Beddays/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Admits/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Average LOS			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Readmits (%)			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Medi-Cal


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%) 


			Cal MediConnect


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%)
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check if NO InPatient Data


Check here if you are not delegated for Commercial


Check here if you are not delegated for Cal MediConnect


Check here if reporting Quarterly


Check here if reportin Semi-Annual





2. Inpt WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Inpatient Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





3. Referral Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  
NOTE: Do not include administrative denials in the reported denial statistics.  


			REQUEST METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect





4. Referral WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Referral:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





5. ER Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			ER UTILIZATION METRICS
(Medical Necessity Only)			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual





			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect


Check if data was pulled from Claims 


Check if data was pulled from UM Data 





6. ER WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			ER Utilization:  Goals, Analysis, Interventions and Evaluation (Medical Necessity Only)





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis. 

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-annually


Check if  Reporting Quarterly 





7. Complex CM Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type			Report Type





			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			COMPLEX CASE MANAGEMENT (CCM) METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual  Average			Q3			Q4			2nd Semi-Annual Average			Annual Average 


			Total Membership (Commercial)


			Total Membership (Medicare)
Include SNP Memebers


			Total Membership (Medi-Cal)


			Total # of CM Members Identified


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Reached


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Unable to Reach (UTR)


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Enrolled and Managed


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases - Open >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Closed >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			% CCM Cases Open and Closed / Enrollment


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			% of Population Enrolled


			Commercial % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Annual Population Assessment			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			Annual CCM Member Experience			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			 % Positive Experience


			Annual Measuring Effectiveness			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			(Measure 1)


			(Measure 2)


			(Measure 3)


			Total # of CM identified 			Total raw number of CM cases identified for potential case management enrollment identified by the delegate during the reporting period. This includes the raw number of members included on predictive analytic reports, high dollar pharmacy, inpatient reports, reports by high risk diagnosis, claims, and then also all referrals from all sources.


			Total # of CM Cases Enrolled and Managed			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period and those still open at the end of the reporting period.


			Total # of CM Cases- Open			Total raw number of open  CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period and the cases are still open at the end of the reporting period.


			Total # of CM Cases-  Reached			Total raw number of  reached CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period that closed  at the end of the reporting period.


			Total # of CM Cases-  Unable to Reach (UTR) 			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period.


			CCM >60 Days			Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards.


			% CCM Cases Open and Closed / Enrollment
(% of members in CM)			The number of members servHICEd in CM during the reporting period divided by the number of total membership, expressed as a percentage.  The numbers of members servHICEd include cases closed during the reporting period and also the members still open during the reporting period.


			# CCM Large claimant cases (>$75K) Identified/Accepted - as required by Health Plan			Total number of members who accepted case management and are currently enrolled into the case management program for this reporting period with claims  greater than $75K


			# CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members  reviewed for case management within 30 days from the date of identification with claims greater than $75K   


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members reviewed for case management within 30 days from date of identification with claims greater than $75K , expressed as a percentage.  
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal 





8. Complex CM WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Complex Case Management (CCM):  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Population Assessment Goals: 



						


Pauline Romero      HHHH: 2022 proposed language update:
The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  Population assessment must annually evaluate relevant characteristics and needs, including social determinants of health.  Member population assessment must  include the needs of children and adolescents, individuals with disabilities,  individuals with serious and persistent mental illness (SPMI), members of racial or ethnic groups, members with limited English proficiency, and must identify & assess relevant member subpopulations.
			CCM Program Effectiveness Goals:


						


Pauline Romero      HHHH: Describe 3 effectiveness measurement goals and describe activities to achieve these goals
For Each Measure, the organization:
1. Identifies a relevant process or outcome
2. Uses valid method that provide quantitative results
3. Sets performance goal
4. Clearly identifies measure specifications
5. Collects data and analyzes results
6. Identifies opportunities for improvement, if applicable.

Source:  2022 NCQA PHM 6: Element A, Factor 1-3			CCM Member Experience Goals:  






						


Pauline Romero      HHHH: 2022 proposed language update:
Evaluate experience by obtaining feedback from members and analyzing member complaints.  
Feedback is specific to the CCM program and includes at least one of the following measures:
1.  Information about the overall program.
2. The program staff.
3. Usefulness of the information disseminated.
4. Member's ability to adhere to recommendations.
5. Percentage of members indicating that the program helped them achieve goals.  
			CCM Metric Goals





			CCM Program Effectiveness Analysis :
Describe 3 effectiveness measurement goals and describe activities to achieve these goals

Source:  2020 NCQA PHM 6: Element A, Factor 1-3
			Program Related Process or Outcome 
(PHM: Identifies a relevant process or outcome)
Enter for Initial Workplan 			Methodology           
(PHM: Uses valid method that provide quantitative results) 
Enter for Initial Workplan			 Performance Goal                (PHM: Sets performance goal)
Enter for Initial Workplan 


			Measure 1:



			Measure 2:



			Measure 3:



			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  
· Review the HICE website for all current templates.
· Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and quantitative & qualitative analysis for each measure (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  
· If the metrics are below benchmark the comments should address why CM goals were not met.  
· If the metrics are below benchmark did the results improve from the previous reporting period?
· If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?

			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER: 
· If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 


Pauline Romero      HHHH: 2022 proposed addition:
The organization uses results from the PHM impact to identify opportunities and act on opportunity.  The organization uses the results of its analysis to identify opportunities for improvement, which may be different each time data are measured and analyzed. 

Source: 
2022 NCQA PHM 6 Population Identification, Element B, Factors 1 & 2.
			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.

REMINDER: 
If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			First Semi Annual



			Metrics analysis


			Second Semi Annual


			Metrics analysis


			Annual


			Annual CCM Population Assessment 


			Annual CCM Member Experience 



			Annual SA CCM Goals Not Met 


			Annual CCM Program Effectiveness Impact Analysis:
 


			Measure 1:



			Measure 2:



			Measure 3:
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9. SNP Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			Recommend use of the HICE Transition of Care (TOC) log for data related reporting elements.


			SNP Case Management (CM) Metrics
Source: CMS Managed Care Manual  SNP MOC, MOC 2, Element C, Factor C.1


			Medicare Managed Care Manual Ch5 SNP


			MEDICARE SPECIAL NEEDS PLANS 			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			D-SNP Dual Special Needs  Population


			Total # of D-SNP delegated members up to the last of the reporting period 
Total # of SNP members


			% of D-SNP members with ICP based on HRA


			% D-SNP members with HRA - engaged in CM (ICP with member involvement)


			% D- SNP with HRA - members refusing CM/Opt-Out


			% D-SNP with HRA - members UTC CM


			% D- SNP members with ICP within 90 days regardless of HRA


			Total # D-SNP CM ICPs with documentation of ICT coordination of member care


			C-SNP Chronic Special Needs Population  


			Total # of C-SNP delegated members up to the last of the reporting period 


			% of C-SNP members with ICP based on HRA


			% C-SNP members with HRA - engaged in CM (ICP with member involvement)


			% C- SNP with HRA - members refusing CM/Opt-Out


			% C-SNP with HRA - members UTC CM


			% C- SNP members with ICP within 90 days regardless of HRA


			Total #C- SNP CM ICPs with documentation of ICT coordination of member care


			Annual SNP Program Education Efforts


			ICT Training (# of ICT members who had an ICT training prior to ICT meeting) 


			SNP Care Transition


			Data Elements- Transition to Health Care Settings																								 


			Total # of SNP Members with care transitions


			Out of the members with TOC, how many ICP shared between settings


			Compliance with Care Coordination


			out of the members with TOC, how many members were notified of the assigned a point of contact throughout the transition



			out of the members with TOC, how many members were given education to manage conditions and avoid transitions




			out of the members with TOC, how many members and/or caregivers are educated for self-management activities



			out of the members with TOC, how many members' ICP were shared to ICT 



			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)
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Check here if you are not delegated for SNP


Check here if you are not delegated for C-SNP


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


10. SNP WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Special Needs Plans:  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)




			Medicare Managed Care Manual Ch5 SNP


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			SNP Care Transition:


			Data Elements- Transition to Health Care Settings
Enter planned activities on how group will track transitions to the various Health Care Settings.
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1


			Compliance with Care Coordination:
Enter planned activities on how group will track and document compliance with Transition of Care Coordination
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1, E.3, E.5, E.6


			Annual SNP Program Education
CMS SNP MOC: MOC 2, Element A (A.5-A.6), MOC 3, Element C (C.1-C.2)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES SEMI-ANNUAL REPORT ONLY


			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions



			2nd Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			Annual SNP Program Education



			SNP Program- MOC Quality Measurement and Performance Improvement
Describe 3 effectiveness measurement goals and describe activities to achieve these goals
Source:  SNP MOC: MOC 4: Element A (Factor A.1-A.4), Element B, (Factor B.1-B.5).
			Identify Goals 
Identify and define the measurable goals and health outcomes used to improve the health care needs of SNP beneficiaries
(Source:SNP MOC: MOC 4, Element B, Factor B.1)
			Identify Health Outcome Measures
Identify specific beneficiary health outcome measures used to measure overall SNP population health outcomes at the plan level
(Source:  SNP MOC: MOC 4, Element B, Factor B.2)			 Track and Assess Goals 
Describe how the SNP establishes methods to assess and track the MOCs impact on SNP beneficiaries’ health outcomes
(Source: SNP MOC: MOC 4, Element B, Factor B.3)              


			MEASURING PATIENT EXPERIENCE OF CARE (SNP MEMBER SATISFACTION)must address the process of measuring SNP member satisfaction 
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4, Element C Factors 1-4)			ONGOING PERFORMANCE IMPROVEMENT EVALUATION OF THE MOC must provide a written description of the ongoing performance improvement evaluation of its MOC. This process must describe how the organization will use the results to assess and evaluate its quality performance indicators on a continual basis, including how the organization improves its ongoing performance by incorporating lessons learned. Lessons learned must be documented and communicated with key stakeholders
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4: Element D Factors 1-4)			DISSEMINATION OF SNP QUALITY PERFORMANCE RELATED TO THE MOC
The organization must address the process for communicating its quality improvement performance by:

Describing how performance results and other pertinent information are shared with multiple stakeholders.
Stating the scheduled frequency of communications with stakeholders.
Describing the methods for ad hoc communication with stakeholders.
Identifying the individuals responsible for communicating performance updates in a timely manner.
(Source: SNP MOC 4: Element E Factors 1-4)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORTING


			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			1st Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			2nd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			3rd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings within 1 business day
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			4th Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B.  Compliance with Care Coordination
1.  Care plan transfer between health care settings
2.  Practitioner notification within set timeframe
3.  Member/caregiver communication and education about changes in member's condition and self-management as a result of transition within set timeframe
4.  Member/caregiver provided consistent person or unit responsible through transitions


			Annual SNP Program Education


			Annual SNP Population Assessment
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


11.  CMC Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			MEDICARE CMC PLANS 			2021
YTD			2022
Goal			Q1			Q2			Q3			Q4			Annual


			CMC Case Management (CM) Metrics


			Total # of CMC delegated members up to the last day of the reporting period who were enrolled for at least 90 days. 


			% CMC members engaged in CM who were enrolled with PPG for at least 90 days. 


			% CMC members refusing CM/Opt-Out who were enrolled with PPG for at least 90 days. 


			% CMC members who were UTC for CM who were enrolled with PPG for at least 90 days (UTC = at least 3 contact attempts)						>20%


			% CMC care plans developed with member involvement 


			% CMC care plans developed with/out member involvement



			% ICTs (ICT completed/ICP updated date-completed)



			Measuring Effectiveness


			% Positive Experience (NCQA requirement)


			Quality Metrics


			% CMC members with discussion of care goals documented in ICP (CA 1.6- Total # of discussion of care goals/ total # of care plans completed/updated) 						95%


			% Interaction with Care Team (CA 1.12- Total # of members who had at least one care coordinator contact i.e phone, mail, face to face/ total # of members who have/had a care coordinator during the reporting period.)
						95%


			% Care Plan Compliance (Total # of members with a care plan completed within 90 days of PPG enrollment/Total # of member whose 90th day of enrollment occurred within the reporting period, excluding the total # of members who were documented unwilling and unable to reach within 90 days of enrollment with the PPG.)						85%


			Annual CMC Program Education Efforts


			ICT Training (Total # of staff completed ICT training prior to ICT meeting attended)


			CMC Transitions of Care


			Data Elements


			% of Care Plans based on TOC (Care Plan completed or updated / TOC dicharges to home)


			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)


			Reducing Unplanned Transition


			% Monthly identification of members at risk of admission.
(Information maybe extracted from the following: data from claims, UM Report e.g. Readmission Report, Frequent ER Visit, provider report, predictive modeling, etc.)



			% Annual identification of members at risk of admission through analysis of member admissions to hospital and ED visit
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Check here if you are not delegated for CMC





12. CMC WP & Rpt


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Cal MediConnect:  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) 
and Titles


			Case Management



			Measuring Effectiveness




			Quality Withholds




			Annual ICT Training


			CMC Transition of Care



			Reducing Unplanned Transition


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORT ONLY


			Q1
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q2
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q3
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q4
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			ANNUAL


			Annual
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition
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13. Utilization-UM TAT Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			UM REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect (Dual Medi/Medi)


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE  decision within 5 or 14 (Health Plan Specific)  business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are using 5 Days


Check here if you are using 14 Days





14. Utilization-TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual


			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

*If the metrics are below benchmark the comments should address whey goals were not met.  
*If the metrics are below benchmark did the results improve from the previous reporting period?
*If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 


Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





15. Utilization-Behavioral TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BEHAVIORAL REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Behavioral Health


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Behavioral Health																								     			     


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 or 14  (Health Plan Specific) business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Behavioral Health


Check here if you are not delegated for Medicare - Behavioral Health


Check here if you are not delegated for Medi-Cal - Behavioral Health


Check here if you are not delegated for Cal MediConnect - Behavioral Health


Check here if you are using 5 Days


Check here if you are using 14 Days





16. Util-BH TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BH Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





17. Utilization-Pharmacy TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			PHARMACY REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Pharmacy


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Pharmacy (Part B Only Data)


			Urgent PreservHICE  decision and notification within 24 hours of the request (Extensions NA)															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours (Extensions NA)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Pharmacy


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request 
(Note: Plan Specific TAT 24 hours)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Pharmacy																								     			     


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Pharmacy


Check here if you are not delegated for Medicare - Pharmacy


Check here if you are not delegated for Cal MediConnect - Pharmacy


Check here if you are not delegated for MEDI-CAL- Pharmacy


Check if 24 Hour TAT


Check if 72 Hour TAT





18. Util-Rx TAT WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Rx Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





19. Experience WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Experience with UM Process (NCQA ME 7 Element C-F, DMHC 28 CCR 1300.70(a)(1); 28 CCR 1300.70(b)(2)(G)(5)):  Goals, Analysis, Interventions and Evaluation 






			Initial Work Plan Goals

Provide annual goal for both member and practitioner experience			Planned Activities
Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
• Document the type of survey performed or data obtained (PAS, monkey, group created, grievances with UM process, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  			Target Date(s) for Completion
Complete Q_ 2022, present to committee Q_ 2022			Responsible Person(s) and Titles


			Member experience


			Practitioner experience








			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 

			Key Findings and Analysis
List type of survey
Identify areas of improvement 
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)
REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions
State when the results were presented to committee  
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)
REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.
REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  


			1st Semi-annual
			Member experience:
Practitioner experience:


			2nd Semi-annual
			Member experience:
Practitioner experience:


			Annual








			https://govt.westlaw.com/calregs/Document/ID2336BE0D44911DEB97CF67CD0B99467?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





20. IRR WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Other UM Activities (NCQA UM2C Consistency in Applying Criteria):  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities: 
Assesses the consistency with whichphysician and non-physician reviewers.  Include planned review methodology
			Target Date(s) for Completion
Complete Q2, 2022, present to committee Q3 2022			Responsible Person(s) and Titles


			Mark NA if Non-Clinical Staff (ONLY) Make Benefit Decisions  


			Annual Inter-rater Reliability Evaluation -Non-Clinical UM Staff      
# of Staff:
Benchmark:




			Annual Inter-rater Reliability Evaluation - Clinical Staff
# of Staff:
Benchmark:      



			Annual Inter-rater Reliability Evaluation - Physician Staff  
# of Staff:
Benchmark:    






			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up Actions
Document training activities for those that did not meet the benchmark.
Document date and follow up activities 
Document date to committee
			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up
Document training activities for those that did not meet the benchmark.
Document date and follow up activities
Document date to committee			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Q1


			Q2


			Q3


			Q4


			Annual 
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N/A Non-Clinical Staff makes benefit decisions 





 21. Misc Reporting Tab


			Provider Organization Name (OPTIONAL ONLY): 			Organization Name Test


			Report Type:  			Report Type


			OPTIONAL ONLY.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  
These metrics are NOT required to be healthplan specific. This tab is "Optional" refer to individual healthplan requirements.  Not intended to be QI Workplan replacement. The reporting elements within this this Excel tab are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.

Guidelines: Semi-annual touchpoint to reflect how work plan is progressing.  Template is not prescriptive, the decision on how to report and monitor accessibility as it relates to UM process is delegate discretion.  Report what you are currently doing in the area of accessibility and grievances relating to UM process. Certain metrics or components are not required at this time. I.E. document the areas you are doing well and the areas that need improvement.  Internal data or consolidated information provided from all the health plans is acceptable.  Examples are provided in instructions are samples but not mandated.  



			MEMBER ACCESSIBILITY:  Workplan Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal





			Report Period			Metrics


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


			1st Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			MEMBER COMPLAINTS/GRIEVANCES:  Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal																								 





			Report Period			Metrics   




Romero, Pauline      HHHH: refer to instructions for examples			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


						


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions			


Romero, Pauline      HHHH: refer to instructions for examples			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			1st Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal
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22. Over Under Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Refer to instructions tab - from data and population assessment pick four data types that may have risk for possible over and/or under utilization of servHICEs.  For one or more of the four data types please choose a metric to monitor under utilization of specialist referrals and servHICEs.  Tracking can be in the form of encounters/K.   Examples of other data types includes selected procedures, inpatient data/readmissions,  ER frequent flyers, preventative servHICEs, Opioid use,  satisfaction data, 








			Some methods for monitoring for over/under utilization:  1.  review historical data.  2. Apply a standard deviation above and below to the average.  3.  Use industry benchmarks.  4.  Percentages  etc.
DMHC language- 









			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			OVER & UNDER UTILIZATION METRICS			2021
YTD			2022
Benchmark/Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs. 


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			Medicare - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			MediCal - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1																														 





			Data type #2





			Data Type #3





			Data type # 4





			CalMedi-Connect - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data Type # 1																														 





			Data Type #2





			Data Type #3





			Data Type # 4
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Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated





23. Over Under WP


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Over and Under Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Benchmark parameters/Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)


Review the HICE Semi-Annual template instructions tab for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

If the metrics are above or below the over/under benchmark the comments should address what goals were not met.  
A metric that falls below a benchmark may not indicate performance issue, it is only a red flag.  
Typically more than one key performance indicator will align if the potential over/underutilization is valid. (for example low beddays and a high re-admission rate or  low referral encounters with high referral denial rate and increased complaints)  
Are any other or related metrics pointing to ward over/under utilization.

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  Enough time should elapse to allow for the interventions to make an impact.
																								 


			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 
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A. Instructions


			GENERAL INSTRUCTIONS:  
Please complete the entire "Signature Page" tab prior to submitting each report to Health Plans.  NOTE: The Provider Organization Name and Report Type will auto-populate on each tab after this information is entered on the signature page.  ALL DATA SHOULD BE HEALTH PLAN SPECIFIC.


			Areas denoted in red font and italics are EXAMPLES only.  The work plan tool template may be used to complete UM delegation reports required by Health Plans.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting.  This tool represents minimum regulatory and accrediting reporting requirements. Regulatory requirements specify that UM data must be specific to each Health Plan. Statistics may be documented using the "METRIC" tabs or via separate organization internal system generated reports.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  


			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation





			WORK PLAN, SEMI-ANNUAL/QUARTERLY REPORTS, AND ANNUAL EVALUATION INSTRUCTIONS


			COMPONENT 			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Work Plan is due to Health Plans by February 15th.

▪ Each year must start with a new work plan as a separate document from the previous year’s evaluation or 4th quarter report.  

▪ Each component listed must be addressed.

▪ Complete all columns for each component specified.  State reasons if not completed or NA.

			▪ Describe goals in specific and measurable terms.

▪ List benchmarks if available.

▪ List thresholds for identification of improvement opportunities.

▪ Improvement goals should be based on the previous year’s Annual UM Evaluation.			▪ List specific activities planned to address component and achieve goals.

▪ Describe measurement and data analysis methods.			▪ List specific date(s) for completion or time frame for each planned activity.			▪ List name(s) and title(s) or Department (s) responsible for the completion of planned activities.


			COMPONENT 			Report Period & Due Dates			Key Findings & Analysis			Interventions / Follow-up Actions			Remeasurement


			▪ Semi-annual report
▪ Quarterly report			▪ 1st semi-annual report covers period from January 1st - June 30th.  Report is due to Health Plans by August 15th.

▪ 2nd semi-annual report / annual evaluation covers period from July 1st - December 31st.  Report is due to Health Plans by February 15th. 


▪ 1st QTR - Report is due to Health Plans by May 15th.

▪ 2nd QTR - Report is due to Health Plans by August 15th.

▪ 3rd QTR - Report is due to Health Plans by November 15th.

▪ 4th QTR/annual evaluation - Reports are due to Health Plans by February 15th.			▪ For each reporting period, list key findings as specified by measures set in goals.  For example, if goal is based on # Per Member Per Month, list findings as # Per Member Per Month.

▪ Key findings should be objective and quantitative.

▪ State whether goals were met or not met.  State reasons if goals were not met. For example, document the effectiveness of interventions including any progress that was made towards improving performance.

▪ Document your analysis of the findings listed including any patterns or trends.  

▪ Describe any barriers for attaining goals.

▪ Include findings on any follow-up issues from the previous reporting period.  

▪ For annual evaluation, list progress in the last reporting period and an overall summary for the entire 12 month period.  State if goal was not met, add topic to work plan for next year.			▪ List what your organization will do to either maintain your current performance and/or what further actions are needed to improve performance.  
▪ For each reporting period, document the activities that were implemented and/or completed as described in the Work Plan Planned Activities Section.

▪ Document any additional activities that may have not been included in the work plan.

▪ For the annual evaluation, list interventions that were taken during the last reporting period as well as an overall summary of the interventions for the 12 month period.			▪ Update if responsible party or department has changed or additional departments or individuals are added.

▪ Update with target date(s) for re-measurement or completion of follow-up actions.


			EXAMPLES


			INPATIENT STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Document for each product on statistic page.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

1. Decrease commercial readmission rates by 10%.

2. Maintain MEDICARE BH Days with in 5% from last YTD.			1.Track and trend readmissions for MEDICARE/Medicare products.

2. Develop and implement REFERRAL process to high risk clinic.			1. Monthly presentation to UMC

2. 1st quarter 2022			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			INPATIENT STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document the statistics that are outside of the stated thresholds/goals.

If theres is no data to report the report should be populated with zeros (0) on the Inpatient Metrics tab and notated in the Inpt WP&Rpts tab "no data to report". 

1. Only 2 commercial readmissions during the 1st quarter.  Acute bed days were increased in the 1st quarter.  This was due to an increased number of admissions as the ALOS was within goals.

▪ Document whether the interventions were effective in improving inpatient statistics.

3.   Readmission rates were found to be within an acceptable range.  It is too early to assess the outcome of High Risk Clinic 

Divide total readmission rates divided by the number of admissions, then multiply that result by 100.			▪ Document what your organization did to improve any indicator that was outside the threshold/goal.

1.Readmission rates were trended and presented to the UMC for discussion.

2. A referral process was developed and implemented for High Risk Clinic.  Members are identified before discharge from acute facility for risk of readmission.  If assessed as high risk, the member is referred to the High Risk Clinic for follow-up by the IPA Hospitalists in collaboration with the member’s PCP.

3. Continue to analyze outcome of high risk clinic. 			Report to UMC by 7/30/21.


			UM Over/Under Utilization Stastics 
Report Period

Monitoring is part of each WorkPlan
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization.

▪ Document reasons for denials.

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted




REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			REFERRAL STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪ Define and document what will be included in total number of REFERRALs (e.g. authorization REFERRALs, pre-certifications inpatient, and direct REFERRALs).  

▪ Define and document what will be included in total number of denials (e.g. pre-servHICE denials, NODMAR, claims).

▪ Document formula that will be used for determining denial % or denial rate PTMPY. (Refer to "Definitions" tab for denial rate formulas.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

			1. Provide education to PCPs regarding MEDICARE covered benefits.

2.  Track and trend referrals and denials per PCP and analyze data for over/under utilization.  Present to UMC.

3.  Present individual referral data to PCPs.

4. Set up capitation arrangements with high volume specialists.

5. Develop and implement PCP corrective actions as necessary.			1. 1st quarter 2015 and quarterly thereafter.

2. 2nd quarter 2015 and quarterly thereafter.

3.  1st quarter 2015.			▪ Nancy Nurse, RN, UM Manager
▪ Stanley Stat, MD, Medical Director


			1. UM REFERRAL goals are 1.5 per commercial and Medi-Cal members and 3.0 for MEDICARE members.
 
2. Inpatient goals are documented on the statistics page as admissions/1000 and beddays/1000.  Current information system is not able to separate outpatient REFERRALs from pre-certification inpatient REFERRALs.  Inpatient pre-certification is included in the outpatient REFERRAL data.

3. The IPA denial rate goal is less than 3% for both inpatient and outpatient REFERRALs. 


			REFERRAL STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪  If the Provider Organization Information System (IS) does not allow for the collection of  data that differentiates between the UM REFERRAL categories, i.e. Outpatient, Inpatient, Urgent, Non-Urgent, Concurrent, etc. then, document a statement describing what cannot be reported due to systems limitations. 

▪ Decrease in REFERRALs requiring pre-certification can be attributed to the new capitation arrangement with orthopedists and the addition to the servHICEs that are now a direct REFERRAL from the provider’s offHICE.  Goal met to date.

▪ Denial rate within Provider Organization goal and industry standard.  Benefit related denials continue to be the most prevalent reason for denials.
			▪  Tracked and trend referrals per PCP and analyzed data for over/under utilization.  

▪  Executed new capitation agreement with Orthopedists.

▪  Continue to monitor referrals quarterly.

▪  MIS Department to develop UM dashboard 

▪ Tracked and trend all denials per PCP.

▪ Educate provider panel on the appropriateness of referrals based on denial rate.

▪ Implement use of the HICE “Carve Out” letter for appropriate situations vs. issuing denials.

▪ Continue to monitor quarterly.			§ MIS department,  late Fall




			ER UTILIZATION
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ ER utilization is any visit to the ER that does not result in a hospital stay. Members admitted to the hospital should not be counted. 

▪ Do not include Urgent Care in ER WP.


▪ ER data should include information from claims.

1.  Reduce ER utilization by 10%.			▪ Document any planned activities that will reduce the number of ER visits.

1. Educate provider panel on the appropriateness of referrals based on denial rate.

2.  Educate members to call PCP before going to the ER.

3. Case Management to monitor frequent ER utilizers and assess need for alternative care.

			Quarterly			▪ Nancy Nurse, RN, UM Manager 
▪ Christy Case, RN, Case Manager 





			ER UTILIZATION
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

Review the HICE Quarter/ Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization in relation to ER utilization. 

▪ Document reasons for denials.

REMINDERS:  

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If  above than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are above benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted


			COMPLEX CASE MANAGEMENT METRICS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			1. Describe activities to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Describe planned activities to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Describe planned activities to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Describe planned activities to meet organization's established CCM goal metrics			1. Target date to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Target date to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Target date to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Target date for CCM goal metrics completion			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			COMPLEX CASE MANAGEMENT METRICS 
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report
2nd semi-annual report
Annual 			Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics

▪ Identify findings for why goals are not met for the reporting period.			Clearly state and Document the goals that were not met and the action(s) being taken to meet the goals.			Report to UMC by 7/30/2022


			EXPERIENCE WITH UM PROCESS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Increase member satisfaction with UM process by 5%. 

▪ Increase practitioner satisfaction with UM  process by 5% over last year rate.
1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			• Conduct an annual assessment of experience with the UM process. 

▪ Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
			Complete Q3 2022, present to committee Q4 2022			Nancy Nurse, RN, UM Manager


			EXPERIENCE WITH UM PROCESS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			• Valid Methodology: Document the type of survey performed (PAS, monkey, group created, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  

1. Member - Awaiting results

2. Practitioner - Practitioner satisfaction with UM process was 82%.
Provider satisfaction increased by 2% compared to 2016 survey.  Increase may be attributed to changes in work flow processes and timely f/u on all provider complaints.  Goal not met.
			• Document actual actions and inventions in response to the results.  If analysis indicates opportunities to improve experience with UM, list the planned interventions based on the causes that were identified

1.Member 
Survey to be conducted in September. Results to be presented to committee in Q4

2. Practitioner
Continue to monitor provider complaints.
Presented to committee in May.  Will develop a subcommittee to explore improvement processes.			Continue with plan as noted


			UTILIZATION & REFERRAL TIMEFRAME COMPLIANCE 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles			Is this a TAT instruction or REFERRALS?


			▪ Identify 4 chosen data types (must include 1 data type per product line and one data type related to behavioral health). 
Examples: LOS data, Admits/1000, Unplanned readmissions, Rates of selected procedures, REFERRAL rates

▪ Document thresholds for each data type using external or internal sources that provide distribution of performance data.

▪ Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.

▪ Hysterectomy rates – 10th % threshold for under utilization and 90th % for over utilization.

▪ Admits/1000 – 1.5 standard deviation above and below network average.

▪ Decrease number of unnecessary CT/MRI REFERRALs by 5%.

▪ Maintain TAT average at 3 days.  Improve % meeting standard by 10%.
			▪ Document planned activities to achieve data results within thresholds.

▪ Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.

▪ For REFERRALs that require prior-authorization state your interventions for improvement.  Document what types of REFERRALs are included in your statistics (urgent, non-urgent, post-servHICE and direct).

▪ Educate ordering practitioners to provide complete medical history pertinent to ordering scans.

▪ Educate lHICEnsed staff on use of Imaging Module of Intermural® guidelines to increase consistency of review.

			▪ Monitor daily report for opportunities for improvement 

▪ Report to UMC monthly			Nancy Nurse, RN, UM Manager


			UTILIZATION & REFERRAL
TIMEFRAME COMPLIANCE
Report Period

			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			▪ Enter the number of referrals received
▪ Enter the number of compliant referrals
▪ Calculate the compliant percentage (formulas included in metrics tab).


** TAT regulation specifics are noted in red within the green highlighted sections of the metrics tab**



			Quarterly or Semi-Annual Report

			▪  List the average TAT and the percent meeting TAT of 5 days for the reporting period.  If your non-urgent TAT standard is different from the 5 day standard please indicate standard.


			▪ Continue with plan as noted

 ▪ UM Manager to provide in-servHICE and education regarding TAT standard.			Continue with plan


			OTHER UM ACTIVITIES 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			UM Interrater Reliability Evaluation- Consistency in Applying Criteria
▪ Document scoring benchmarks for physician and non-physician reviewers involved in the determination process 
(may include physicians, nurses and coordinators depending on Health Plan requirements)

▪ IRR does apply for Non-Clinical Staff.  Non-Clinical staff under the supervision of a lHICEnsed staff may approve servHICEs when there are explicit auto approval criteria and no clinical judgement is required (NCQA Requirement). 

▪ Maintain a 90% interrater reliability for UM staff and physicians.

▪ Ensure 100% New staff tested PRIOR to conducting independent UM review

▪ Additional items may be listed here based on your Health Plan delegation agreement.

▪New staff will not be released until remediation and the 90% threshold is met.			▪ Evaluate the consistency of physician and non-physician reviewers involved in the UM determination process at least annually; 12 months from previous evaluation. 

Include planned review methodology

			Complete Q2, 2022, present to committee Q3 2022			Nancy Nurse, RN, UM Manager


			OTHER UM ACTIVITIES
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document review methodology 8/30, 5% or 50 files). 

Document the date, score and type of review conducted for physician and non physician reviewers.  Document results and if benchmark was met.

3 of 3 physician reviewers scored 90%.  8/30 methodology was used.  Benchmark met

7 of 7 nurses scored 90%.  8/30 methodology was used.  Benchmark met

1 of 4 coordinators scored 80%.  8/30 methodology was used.  Benchmark not met. 

1 of 1 New staff scored 90% prior to conducting independent UM review. 8/30 methodology was used. Benchmark met". 

 New staff will not be released until remediation and the 90% threshold is met.
			Document training activities for those that did not meet the benchmark.

Document date and follow up activities, Complete Q3, 2022, present to committee Q4 2022

▪ Training for those not meeting the benchmark will take place within 30 days. Follow up IRR to be done within 60 days.  Results to be presented to UMC.

			Continue with plan


			2nd  semi-annual report			Document results of IRR Evaluation as presented to committee in Q3			Document follow up IRR results 


			Misc. Activities
Access & Availability			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Accessibility is NOT required to be healthplan specific.  The  Miscellanous tab template is an "optional" work plan tab per individual healthplan.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.



			▪ Areas denoted in italics are EXAMPLES only.  



			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation


			DMHC:  Timely Access to Care:
California law requires timely access to care. This means that there are limits on how long a member has to wait to get health care appointments and telephone advHICE.  The delegate UM department should be aware of the distance, timeliness and availability of their providers when managing referrals. 

Monitored are urgent and routine appointment for PCP and specialty and availability of providers listed in directory.  If a member cannot obtain a timely appointment, the organization must help the member get an appointment with an appropriate provider.  

The health plan will perform access audits and the delegate benefits from proactive self monitoring access to provide a quality program.  This report will address metrics available from both internal and external sources to manage compliance with required timely access. 

NCQA QI 5: The organization establishes mechanisms to ensure access to primary care servHICEs, behavioral healthcare servHICEs and member servHICEs. Using valid methodology, the organization collects and analyzes data to measure its performance against standards for access.

Provide your data metrics, analysis  and actions taken in regards to timely access to your providers of care from all data sources. 			Maintain access thresholds of 90% meeting expectations in all areas of measurement for both urgent and routine referrals to PCP and high volume specialist. 

Area of access monitoring measurement can include timeliness, distance, wait time and availability.

Develop UM staff job aids to facilitate access/availability to membership during the UM review process.



 
			Monitor complaint data for access related issues.  Identify practitioner offHICEs with more than 2 complaints/quarter.

Conduct access audits on a semi-annual basis and/or obtain and analyze access data from external sources (health plan data)

Track and trend volume of requests for out of network providers to evaluate adequate access in-network

Conduct root cause analysis of findings including demographic supply and demand variations.

Provide UM staff with job aids to identify providers with access/availability issues.  Educate staff on workflow to provide timely access for members seeking a referral.
			06/15/20
12/15/20



			Report Period			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

			All access standards met at 90% in the 1st semi-annual reporting period with the exception of one area:  same day access to care at 69%.
			Goal met for timely access to care for all areas.  
Goal not met for same day access to PCP.  Root cause analysis revealed demographic need for extended hours for pediatric servHICEs.  Meeting with leadership and affected offHICEs for extended hours consideration. 			Adjusted offHICE hours to allow for same day access appointments.

			No further action required.




			Misc. QI. - Member Complaints/Grievances			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NCQA ME 7:  To assess member experience with its servHICEs, the organization monitors and evaluates member complaints and appeals related to UM process. 
The organization aggregates complaints and appeals into categories:

The organization annually identifies opportunities for improvement, sets priorities and decides which opportunities to pursue based on analysis of the complaint data.

			Examples;

1. Decrease overall number of member complaints by 20%.
2. Decrease complaints related to ease in obtaining a referral by 10%
3. Decrease level 3-4 complaints by 10%
4. Decrease level 5 complaints to none

maintain score above 90% for all internal audits of complaint process
			Examples

1. Track member complaints by type and severity. Review volumes, grievance type trends, workflow challenges, timeliness, etc.
2. Analyze member complaint/grievance reports from all sources both internal and external and develop and implement corrective action plans as appropriate based on findings.
3. Audit grievance process and documentation - report findings. (were complaints logged handled appropriately)			06/15/21
12/15/21
			Carrie Cares, Quality Manager




			Report Period

			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

Member Greivances/appeals

			Overall grievances:  30 Total
Complaints/1000 members:  15 
Level 1-2:   25 grievances
Level 3-4:   5 grievances
Level 5:      0 grievances

Top compliant type: 
1.  Access category - obtaining an appointment timely:  10
2.  ServHICE of provider/offHICE staff - 9
3.  QOC:   3





			Number of grievances decreased compared to previous 6 month period.  

All goals met except overall % of complaints related to ease in obtaining an appointment timely of 10 which is 30% of the overall complaints.  

			Spike out detail data related to timely access complaints. Work with provider relations for improvement of timely access.  Evaluate hours and consider addition of PA in offending offHICE.
			Continue to monitor monthly.


			 OVER & UNDER UTILIZATION			WORKPLAN GOALS			PLANNED ACTIVITIES			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			Identify 4 chosen data types (please refer to last column for additional data type suggestions.) Examples of data types:
§ Inpatient (unplanned readmissions) 
§ Rates of selected procedures (high tech radiology, CABG, bariatric surgery, back surgery, CCath)
§ Referral rates to specialists per 1000
§ Pharmacy data (opioid use)
§ Over utilization of ER (frequent visits that do not result in admission)
Set threshold parameters and clarify methodology. 
Examples:
· Historical data
· Standard deviation above or below network averages
· Industry thresholds
· Percentiles
i.e.:
Total Inpatient ALOS and Inpatient Bed Days per thousand are evaluated for 1) potential under-utilization if they are below the MCG 23rd Edition Well-Managed benchmark for Inpatient Care or 2) potential over-utilization if they are above the Loosely Managed benchmark.
HEDIS data for CABG, Angioplasty and Cardiac Catheterization per thousand is evaluated for potential over-utilization if data is either 1) above the range of the 90th national percentile or 2) potential under-utilization if data is at the low end of the national percentile range.
For Interventions that cross over all product types of state “all product types”
			Maintain statistics of chosen data types within thresholds as established above.
Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.
Examples of goals for chosen data types:
§ Maintain a readmission rate below 10% for commercial 15% for Senior, Medi-Cal or CalMedi-Connect
§ High tech radiology – 2 standard deviations above and below network average
§ Referral to specialists – encounter visits of above 80% or below 20% of the industry average
§ Opioid dosage per CDC guidelines maintained at below 50 MME/Day in 90 % of patients
§ Decrease ER use of patients that have 3 or more ER visits in the last 6 months that did not result in an admission.			Document planned activities to achieve data results within thresholds.
1.       Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.
2.       Members on the High Opioid Utilization report will
a.        Primary care physicians contact to provide pharmacy data regarding other prescribers, education on best practHICEs in the management of chronic non-cancer pain
b.       Review to ensure there are no Patient Safety issues and 
c.        Will be referred to Case Management as needed.
3.       Peer to Peer outreach for case or data specific outliers
4.       Provide resources and materials to support improved utilization for providers
5.       Provide member education to support improved utilization for members.
6.       Develop preference care programs to assist customers in the decision-making process vs.   automatically choosing surgery as the first option for back pain
7.       Continue monitoring of measurement values for positive or negative trending.
8.       Timely referral into the appropriate disease management program when customers are identified in order to minimize over utilization.
9.       Continue short-term outreach post-surgical procedures and referral into case management as appropriate in order to minimize complications.			Self-Explanatory
Continued examples of data types for column #1:
1.       At a minimum, four data types will be identified annually for focus reporting of potential under or over utilization.  As a suggestion, the four data types may be selected from the following areas: 
a.       Specialist referral data
b.       Denial rates 
c.        Physician practHICE profiles from Utilization Management (UM) data
d.       Member complaints
e.        Member appeals
f.         PCP change requests
g.       Inpatient days, admits, ALOS
h.       Readmission rates
i.         Pharmacy utilization
j.         Outpatient visits
k.        Emergency Room visits
l.         Compliance with Preventive Care Guidelines 
m.      Top diagnoses for inpatient, outpatient and the Emergency Department settings 
n.       Top procedures based on utilization
o.       Selected procedures
p.       HEDIS results
q.       Satisfaction survey data


			 OVER & UNDER UTILIZATION 			KEY FINDINGS & ANALYSIS
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			ACTIONS/INTERVENTIONS
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			·          			1. MEDICAL
·	Statistics may be documented using the statistics page or via separate Provider internal system generated reports.
·	Commercial Hysterectomy rates at the 90th percentile of the western region.
·	Senior Hysterectomy rates at 75th percentile for western region.  Target review effective.
·	Back surgery showed a decrease in all age groups with the exception of males and females ages 45-64 when compared to previous reporting period. 
·	All bariatric surgery measurements are in alignment with the national average. There was a dramatic decrease in the males 55+ age group when compared to last period.
·	Medi-Cal 5% decrease noted in volume of referrals for CTs.
·	All product lines show significant decrease in number of CT requests.  Decrease attributed to Medical Director direct communication with frequent requesting practitioners.			1. MEDICAL
·  Identify hysterectomy as a target procedure.  Remove from auto-approval list.  Medical Director Review of all hysterectomy requests that do not meet criteria.
·  Continue to monitor CT referral data quarterly.
·  Refer to case management as appropriate
·  Refer to disease specific programs
·  Continue to monitor bariatric surgeries for underutilization for the seniors after population assessment of obesity rates has risen.			Self-explanatory
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B. Definitions 


			DEFINITIONS


			ACUTE ADMITS			The number of admissions to a general hospital/acute care facility, including mental health. (See definition for non-acute care.)


			ACUTE BEDDAYS			Those hospital days incurred during a specific reporting period that include medical, surgical, OB and mental health (in and out of area) that represents any risk (shared or full) to the Provider Organization.  These exclude: newborns that leave the hospital with the mother and are considered “normal newborns”.  (This may or may not include subacute/acute rehab days.)


			ADMINISTRATIVE DENIAL			Administrative denials are based on eligibility and carve-outs and are not included in denial counts as they are contract issues and therefore not reported to the Health Plans.  Administrative denials are usually contracting issues with a facility rather than issues related to a practitioner or member; the facility may use the provider dispute resolution process; the member is held harmless and no member notification is sent.  





			AVERAGE LENGTH OF STAY			Total beddays divided by total discharges or admits.





			BENCHMARK			For a particular indicator or performance measure, the benchmarking process identifies the best performance in the industry (health care or non health care) for a particular process or outcome, determines how that performance is achieved, and applies the lessons learned to improve performance.  Other comparative data Provider Organizations might use includes:
1) information obtained from other organizations through sharing or contributing to external reference databases; 
2) information obtained from open literature, data gathering and evaluation by independent organizations regarding industry data; 
3) performance of competitors; or 
4) comparisons with other organizations providing similar health care servHICEs.
(Definition modified from Baldrige National Quality Program Health Care Criteria for Performance Excellence 2003.)





			BEHAVIORAL HEALTH			Term for Mental Health servHICEs which may include substance abuse, chemical dependency for inpatient and outpatient.   This broad term may also include evaluation and treatment of psychological and substance abuse disorders by either PCP or Behavioral Health providers.


			CAL MEDICONNECT (CMC Tab)			A component of California's Coordinated Care Initiative.  It is a three-year, seven-county demonstration project to promote coordinated health care delivery to MEDICAREs and people with disabilities who are dually eligible (MediCal-Medicare).





			CASE MANAGEMENT			The process for identifying covered persons with specific health care needs in order to facilitate the development and implementation of a plan to efficiently use health care resources to achieve optimum member outcome.





			COMPLEX CASE MANAGEMENT			Complex case management is the coordination of care and servHICEs provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate the appropriate delivery of care and servHICEs.  Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards. 


			COMMERCIAL POPULATION			Those members (subscribers and their dependents), usually birth through 64 years of age, which obtain health care coverage through their employers.  This does not include Medicare or Medi-cal.





			CONCURRENT REVIEW			An assessment which determines medical necessity or appropriateness of servHICEs as they are being rendered.





			C-SNP 			Chronic Special Needs Plan





			DELEGATION			A formal process by which a Managed Care Organization (MCO) gives another entity the authority to perform certain functions on its behalf.  The authority may be delegated but, the responsibility for assuring that the function is performed appropriately, cannot be delegated.


			DENIAL (Medical Necessity)			The decision to refuse, deny or modify a request for servHICEs/referral based on medical necessity. Modification can include re-directing care to a different level of servHICE, quantity or to an in-network provider.(Source: Per CCR Title 22 § 51303, the servHICE requested is medically needed, but can be safely done by an in network provider) 
*Conditional non-covered benefits that require clinical review would be considered medical necessity denials.


			DENIAL (Administrative)			The decision to refuse, deny or modify a request for servHICEs/referral based on eligibility, straight non-covered, excluded benefits or carve-out.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			Carve-Out			The redirecting of patient care to a health plan contracted vendor.  Carve-Outs should not be included in medical necessity or administrative denial categories.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			DENOMINATOR			The total number of requests





			D-SNP 			Dual Special Needs Plan





			EMERGENCY ROOM (ER) VISITS			Any visit to an emergency room that does not result in a hospital stay. (Patients admitted to the hospital from the ER should not be counted.)


			GOALS			A future condition or performance level that one intends to attain.  Goals can be both short term and long term.  Goals are ends that guide actions. Quantitative goals frequently referred to as “targets,” include a numerical point or range. Targets can be projections based on comparative and/or competitive data.





			GRIEVANCE/COMPLAINT (To Assist Member Satisfaction)			An expression of dissatisfaction by a member, either written or oral.





			HRA			Health Risk Assessment





			ICP 			Individualized Care Plan 


			ICT			Interdisciplinary Care Team





			I-SNP 			Instutional Special Needs Plan





			INPATIENT			Medical, surgical, OB and mental health servHICEs rendered in a facility.  May or may not include servHICEs provided in subacute/acute rehab facilities.


			INTERVENTION			An action taken to increase the probability that desired outcomes will occur.





			Interrater Reliability  (IRR)			Required testing to ensure consistency in Utilization Review decision making covering how medical necessity decisions are made. Source 2021 NCQA UM 2 Element C.


			LENGTH OF STAY			The number of days from admission to discharge, excluding the last day of the stay and any denied days.





			LONG TERM ACUTE CARE			Extended long term acute care required for a member with complex/extensive care needs. 





			MEDI-CAL POPULATION			Those members enrolled in the California state Medicaid program and participate in the Managed Medi-Cal Program.


			MEDICARE POPULATION			Those members enrolled in the Medicare Advantage Program. 





			MEMBER			An individual who is a participant in a health plan (and your Provider Organization), and who, with other participants, comprise the enrollment.





			MEMBER MONTHS			The sum of the enrollment for the reporting period, e.g.:  total of three months enrollment.





			MONITOR			A periodic or on-going performance measurement to determine opportunities for improvement and/or the effectiveness of interventions.





			NON-ACUTE CARE			Inpatient care, including: hospHICE, nursing home, rehabilitation, skilled nursing, transitional care and respite care; regardless of the type of facility.





			NUMERATOR			The number of requests meeting decision time frame


			OUTCOME			The results achieved through the performance of a function or process.


			OUTPATIENT			All servHICEs not included in the definition of acute beddays or inpatient. 





			OVERTURNED			When an appeal for denied servHICEs is deemed appropriate, and the denial is reversed and servHICEs are approved.


			OVERUTILIZATION			Provision of servHICEs that were not clearly indicated or provision of servHICEs that were indicated in either excessive amounts or in a higher-level setting than appropriate.


			PEER REVIEW			Evaluation of the performance of colleagues by professionals with similar types of degrees and/or specialty.





			PERFORMANCE GOALS			The desired level of achievement of standards of care or servHICE.  These may be expressed as desired minimum performance levels (thresholds), industry best standards (benchmarks), or the permitted variance from the standard.  Performance goals are usually not static but change as performance improves and/or the standard of care is redefined.





			PHARMACY			Commercial - covered medical servHICEs, (example: injectables, infusions).
Medicare Part B - covered medical servHICEs, (example: injectables, infusions).  See CMS website below
Medicare Part D - see CMS website below (Only if Delegated)
Medi-Cal - covered medical servHICEs, (example: injectables)
Cal Medi-Connect - covered medical servHICEs, (example: injectables)



			Part B vs Part D 			https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


			2020 ASP Drug Pricing Files link			https://www.cms.gov/medicare/medicare-part-b-drug-average-sales-prHICE/2020-asp-drug-pricing-files





			PTMPM/PTMPY			Per Thousand Members Per Month/Per Thousand Members Per Year





			PRACTHICE GUIDELINES			Systematically developed descriptive tools or standardized specifications for care to assist practitioner in making decisions about appropriate health care for specific clinical circumstances.








			PRIOR REVIEW/ PRECERTIFICATION/ AUTHORIZATION/ CERTIFICATION/ DETERMINATION			Prior assessment that proposed servHICEs are appropriate for a particular patient and will be covered by the Managed Care Organization (MCO).  Payment for servHICEs depends on whether the patient and the category of servHICE are covered by the member’s benefit plan and the eligibility of the patient at the time of servHICE.





			QUALITATIVE ANALYSIS			An examination of the underlying reason for or cause of results, including deficiencies or processes that may present barriers to improvement or cause failure to reach a stated goal. Qualitative analysis must draw conclusions about why the results are what they are and involves staff responsible for executing a program or process. Also called a causal, root cause or barrier analysis.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			QUANTITATIVE ANALYSIS			A comparison of numeric results against a standard or benchmark, trended over time. Quantitative analysis must draw conclusions about what results mean. Unless specified, tests of statistical significance are not required, but may be useful when analyzing trends.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			READMISSION			Admission within 31 days of discharge for the same or similar diagnosis.





			REFERRAL 			A request for authorization of servHICEs.


			RETROSPECTIVE REVIEW			Assessment of the appropriateness of medical servHICEs on a case-by-case basis or aggregate basis after the servHICEs have been provided.





			MEDICARE/MEDICARE POPULATION			Those members eligible for Medicare, age 65 or older and/or disabled.  





			SPECIAL NEEDS PLANS (SNP)			Medicare managed care plans which are focused on vulnerable groups of Medicare beneficiaries: the institutionalized, dual-eligible (Medicare, Medi-Cal), and beneficiaries with severe or disabling chronic conditions.  The goal of Special Needs Plans is for improvement in care for beneficiaries with special needs through improved coordination and continuity of care.  





			STANDARDS			Authoritative statements of (1) minimum levels of acceptable performance; or results, (2) excellent levels of performance or results; or (3) the range of acceptable performance or results.


			THRESHOLD			A pre-established level of performance that, when not met, results in initiating further in-depth review to determine if a problem or opportunity for improvement exists. A pre-established level of performance refers to a minimum performance position on a performance measurement scale determined by the organization. A threshold performance level permits evaluation relative to past performances, assists in projection and establishing future goals, and provides appropriate comparison.  When a threshold is not met, it triggers the initiation of further in-depth review to identify a problem or opportunity for improvement.


			TRANSITIONS OF CARE			1. Transitions of care refers to the movement of patients between health care practitioners and settings as their conditions and care needs change during the course of a chronic or acute illness. (National Transition of Care Coalition)  
2. Movement of a member from one care setting to another  as the member’s health status changes; for example moving from home to a hospital as a result of an exacerbation of a chronic condition or moving from the hospital to a rehabilitation facility after surgery. (NCQA) 





			TURN AROUND TIME (TAT)			The amount of time (usually days) from the receipt of a request/referral until the determination is made.





			UPHELD			When an appeal for denied servHICEs is not overturned (denial stands).





			URGENT CONCURRENT			Authorization is obtained for health servHICEs during a a course of care or prior to the end of an episode of care.  These servHICEs can be inpatient, outpatient, for rental of durable medical equipment, continuing use of medications and treatments, mental health, PT, OT, ST servHICEs, and other specialized healthcare. Member is in an IP status in a faciltiy and requires continued medical necessity review for appropriateness of level of care for IP stay. (aka: Head in the bed)





			UNDERUTILIZATION			Failure to provide appropriate servHICEs.





			UTC			Unable to contact





			FORMULAS


			These formulas are generic.  Use population-specific membership and utilization data where indicated.  Note:  that when completing a quarter 
or semi-annual report the formulas should cover the three (or six) month reporting period for each quarter or six month period being reported.  
(2016 Formula changes: the denominator has been corrected to say "Member Months" rather than "Enrollment".) 







			BEDDAYS per 1000			Total Raw Beddays X 12000
Member Months                       


						NOTE:  Divide total raw beddays incurred by member months, then multiply that result by 12000.





			ADMITS per 1000			Total Admissions   X 12000
Member Months                         


						NOTE:  Divide total admissions incurred by member months, then multiply that result by 12000.





			AVERAGE LENGTH OF STAY			Total Raw Beddays (for report period)           
Total Discharges (for report period) OR Total Admits (for report period)


						NOTE: Divide total raw beddays incurred by total discharges OR total admits 





			READMITS %			Total Readmissions  x 100
# Admissions            


						NOTE:  Divide total  readmissions divided by admissions, then multiply that result by 100. 





			EMERGENCY ROOM VISIT RATE per 1000 			Total Raw ER Visits  X 12000
Member Months                          


						NOTE: Divide total raw # ER days incurred by member months, and multiply that result by 12000.





			DENIAL RATE (%)


						NOTE: Divide total #denials by total # referrals processed, multiply this result by 100.  In the case of Referral Denials in Tab 3, the total # of referrals processed equals the sum of the Outpatient Pre-ServHICE and Inpatient Pre-ServHICE Routine Raw, Urgent Raw and Urgent Concurrent Raw requests reported above.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits (requiring medical necessity review) should be included in denial stats and would not be considered an administrative denial. 






			DENIAL RATE per 1000			Total Raw # of Denials X 12000
Member Months                       


						NOTE: Divide total raw # of denials incurred by member months,  then multiply that result by 12000.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits should be included in denial stats and would not be considered an administrative denial. 





			REFERRAL TURN AROUND TIME (TAT) PERCENT (% OF REFERRALS MEETING TAT STANDARDS)			Total # Referrals Meeting TAT   X   100
Total # Referrals Processed (for report period)


						NOTE: Divide total # referrals meeting TAT by total # referrals processed, multiply this result by 100





			NOTE: Applies to all UM decisions directly related to requests by members (or by their authorized representatives) for authorization for health care servHICEs, whether requests are based on benefits or on medical necessity, and whether they are approvals or denials.
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C. Signature Page 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Attestation Questions						Response (Yes/No) /  Comments


			Are the reported inpatient statistics health plan specific?  


			Are the reported referral statistics health plan specific?  


			Are the reported ER statistics health plan specific?  


			Are ER visits denied for medical necessity during this report period?


			Indicate if ER statistics are based on date of servHICE? (Yes or No)						(Preferred report pull based on date of servHICE)


			Indicate if ER statistics are based on date of claim payment (Yes or No)


			Are the reported CCM statistics health plan specific?


			Are the reported SNP statistics health plan specific?


			Are the reported over/under utilization statistics health plan specific?


			NOTE: Reports that are sent electronically must state “Signature on File” on the signature line.  This will be verified at the annual oversight audit.


			I.  UM COMMITTEE MEETINGS			Frequency			Day of the Week			Time


			UM Committee


						     			     			     


			II. UM PROGRAM CONTACTS			Name			Phone #			Email


			UM Manager


			UMC Chairperson


			III. PERSON SUBMITTING REPORTS			Name 			Phone #			Email


			Initial Work Plan





			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report												Quarter 1


															Quarter 2


			Annual Evaluation												Quarter 3


			IV. UM COMMITTEE APPROVAL			UMC Chair Signature			Date to UM Committee			Date to Governing Board			Quarter 4


			Work Plan												1st Semi-Annual


															2nd Semi-Annual 


			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report





			Annual Evaluation


			2013 1st Semi-Annual


			2013 2nd Semi-Annual


			2013 1st Quarter


			2013 2nd Quarter


			2013 3rd Quarter


			2013 4th Quarter


			2013 Annual
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1. Inpatient Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Quarter 2


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			INPATIENT METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi- Annual			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			
Rehab Readmits Rate  (%)


			Medicare


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Readmits/1000


			SNF Average LOS


			BH Beddays/1000


			BH Admits/1000


			BH Average LOS


			BH Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS


			LTAC Readmits/1000


			Rehab Beddays/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Admits/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Average LOS			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Readmits (%)			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Medi-Cal


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%) 


			Cal MediConnect


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%)
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check if NO InPatient Data


Check here if you are not delegated for Commercial


Check here if you are not delegated for Cal MediConnect


Check here if reporting Quarterly


Check here if reportin Semi-Annual





2. Inpt WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Inpatient Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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&8UM Workplan, Semi-Annual/Quarterly Report, Annual Evaluation
Created on&D	&8Page &P	&8&A



&8 2009 HIP ICE UM Work Plan 01-14-09	&8Page &P	&8&A



&8UM Work Plan, Semi-Annual/Quarterly Report, Annual Evaluation
Created on&D	&8Page &P	&8&A
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





3. Referral Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  
NOTE: Do not include administrative denials in the reported denial statistics.  


			REQUEST METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect





4. Referral WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Referral:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual Evaluation





&G	2022 HICE UM WORK PLAN / SEMI-ANNUAL/QUARTERLY REPORTS / ANNUAL EVALUATION
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





5. ER Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			ER UTILIZATION METRICS
(Medical Necessity Only)			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual





			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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&8UM Workplan, Semi-Annual/Quarterly Report, Annual Evaluation
Created on&D	&8Page &P	&8&A
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect


Check if data was pulled from Claims 


Check if data was pulled from UM Data 





6. ER WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			ER Utilization:  Goals, Analysis, Interventions and Evaluation (Medical Necessity Only)





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis. 

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-annually


Check if  Reporting Quarterly 





7. Complex CM Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type			Report Type





			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			COMPLEX CASE MANAGEMENT (CCM) METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual  Average			Q3			Q4			2nd Semi-Annual Average			Annual Average 


			Total Membership (Commercial)


			Total Membership (Medicare)
Include SNP Memebers


			Total Membership (Medi-Cal)


			Total # of CM Members Identified


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Reached


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Unable to Reach (UTR)


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Enrolled and Managed


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases - Open >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Closed >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			% CCM Cases Open and Closed / Enrollment


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			% of Population Enrolled


			Commercial % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Annual Population Assessment			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			Annual CCM Member Experience			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			 % Positive Experience


			Annual Measuring Effectiveness			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			(Measure 1)


			(Measure 2)


			(Measure 3)


			Total # of CM identified 			Total raw number of CM cases identified for potential case management enrollment identified by the delegate during the reporting period. This includes the raw number of members included on predictive analytic reports, high dollar pharmacy, inpatient reports, reports by high risk diagnosis, claims, and then also all referrals from all sources.


			Total # of CM Cases Enrolled and Managed			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period and those still open at the end of the reporting period.


			Total # of CM Cases- Open			Total raw number of open  CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period and the cases are still open at the end of the reporting period.


			Total # of CM Cases-  Reached			Total raw number of  reached CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period that closed  at the end of the reporting period.


			Total # of CM Cases-  Unable to Reach (UTR) 			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period.


			CCM >60 Days			Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards.


			% CCM Cases Open and Closed / Enrollment
(% of members in CM)			The number of members servHICEd in CM during the reporting period divided by the number of total membership, expressed as a percentage.  The numbers of members servHICEd include cases closed during the reporting period and also the members still open during the reporting period.


			# CCM Large claimant cases (>$75K) Identified/Accepted - as required by Health Plan			Total number of members who accepted case management and are currently enrolled into the case management program for this reporting period with claims  greater than $75K


			# CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members  reviewed for case management within 30 days from the date of identification with claims greater than $75K   


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members reviewed for case management within 30 days from date of identification with claims greater than $75K , expressed as a percentage.  
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal 





8. Complex CM WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Complex Case Management (CCM):  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Population Assessment Goals: 



						


Pauline Romero      HHHH: 2022 proposed language update:
The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  Population assessment must annually evaluate relevant characteristics and needs, including social determinants of health.  Member population assessment must  include the needs of children and adolescents, individuals with disabilities,  individuals with serious and persistent mental illness (SPMI), members of racial or ethnic groups, members with limited English proficiency, and must identify & assess relevant member subpopulations.
			CCM Program Effectiveness Goals:


						


Pauline Romero      HHHH: Describe 3 effectiveness measurement goals and describe activities to achieve these goals
For Each Measure, the organization:
1. Identifies a relevant process or outcome
2. Uses valid method that provide quantitative results
3. Sets performance goal
4. Clearly identifies measure specifications
5. Collects data and analyzes results
6. Identifies opportunities for improvement, if applicable.

Source:  2022 NCQA PHM 6: Element A, Factor 1-3			CCM Member Experience Goals:  






						


Pauline Romero      HHHH: 2022 proposed language update:
Evaluate experience by obtaining feedback from members and analyzing member complaints.  
Feedback is specific to the CCM program and includes at least one of the following measures:
1.  Information about the overall program.
2. The program staff.
3. Usefulness of the information disseminated.
4. Member's ability to adhere to recommendations.
5. Percentage of members indicating that the program helped them achieve goals.  
			CCM Metric Goals





			CCM Program Effectiveness Analysis :
Describe 3 effectiveness measurement goals and describe activities to achieve these goals

Source:  2020 NCQA PHM 6: Element A, Factor 1-3
			Program Related Process or Outcome 
(PHM: Identifies a relevant process or outcome)
Enter for Initial Workplan 			Methodology           
(PHM: Uses valid method that provide quantitative results) 
Enter for Initial Workplan			 Performance Goal                (PHM: Sets performance goal)
Enter for Initial Workplan 


			Measure 1:



			Measure 2:



			Measure 3:



			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  
· Review the HICE website for all current templates.
· Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and quantitative & qualitative analysis for each measure (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  
· If the metrics are below benchmark the comments should address why CM goals were not met.  
· If the metrics are below benchmark did the results improve from the previous reporting period?
· If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?

			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER: 
· If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 


Pauline Romero      HHHH: 2022 proposed addition:
The organization uses results from the PHM impact to identify opportunities and act on opportunity.  The organization uses the results of its analysis to identify opportunities for improvement, which may be different each time data are measured and analyzed. 

Source: 
2022 NCQA PHM 6 Population Identification, Element B, Factors 1 & 2.
			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.

REMINDER: 
If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			First Semi Annual



			Metrics analysis


			Second Semi Annual


			Metrics analysis


			Annual


			Annual CCM Population Assessment 


			Annual CCM Member Experience 



			Annual SA CCM Goals Not Met 


			Annual CCM Program Effectiveness Impact Analysis:
 


			Measure 1:



			Measure 2:



			Measure 3:
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9. SNP Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			Recommend use of the HICE Transition of Care (TOC) log for data related reporting elements.


			SNP Case Management (CM) Metrics
Source: CMS Managed Care Manual  SNP MOC, MOC 2, Element C, Factor C.1


			Medicare Managed Care Manual Ch5 SNP


			MEDICARE SPECIAL NEEDS PLANS 			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			D-SNP Dual Special Needs  Population


			Total # of D-SNP delegated members up to the last of the reporting period 
Total # of SNP members


			% of D-SNP members with ICP based on HRA


			% D-SNP members with HRA - engaged in CM (ICP with member involvement)


			% D- SNP with HRA - members refusing CM/Opt-Out


			% D-SNP with HRA - members UTC CM


			% D- SNP members with ICP within 90 days regardless of HRA


			Total # D-SNP CM ICPs with documentation of ICT coordination of member care


			C-SNP Chronic Special Needs Population  


			Total # of C-SNP delegated members up to the last of the reporting period 


			% of C-SNP members with ICP based on HRA


			% C-SNP members with HRA - engaged in CM (ICP with member involvement)


			% C- SNP with HRA - members refusing CM/Opt-Out


			% C-SNP with HRA - members UTC CM


			% C- SNP members with ICP within 90 days regardless of HRA


			Total #C- SNP CM ICPs with documentation of ICT coordination of member care


			Annual SNP Program Education Efforts


			ICT Training (# of ICT members who had an ICT training prior to ICT meeting) 


			SNP Care Transition


			Data Elements- Transition to Health Care Settings																								 


			Total # of SNP Members with care transitions


			Out of the members with TOC, how many ICP shared between settings


			Compliance with Care Coordination


			out of the members with TOC, how many members were notified of the assigned a point of contact throughout the transition



			out of the members with TOC, how many members were given education to manage conditions and avoid transitions




			out of the members with TOC, how many members and/or caregivers are educated for self-management activities



			out of the members with TOC, how many members' ICP were shared to ICT 



			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)
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Check here if you are not delegated for SNP


Check here if you are not delegated for C-SNP


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


10. SNP WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Special Needs Plans:  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)




			Medicare Managed Care Manual Ch5 SNP


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			SNP Care Transition:


			Data Elements- Transition to Health Care Settings
Enter planned activities on how group will track transitions to the various Health Care Settings.
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1


			Compliance with Care Coordination:
Enter planned activities on how group will track and document compliance with Transition of Care Coordination
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1, E.3, E.5, E.6


			Annual SNP Program Education
CMS SNP MOC: MOC 2, Element A (A.5-A.6), MOC 3, Element C (C.1-C.2)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES SEMI-ANNUAL REPORT ONLY


			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions



			2nd Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			Annual SNP Program Education



			SNP Program- MOC Quality Measurement and Performance Improvement
Describe 3 effectiveness measurement goals and describe activities to achieve these goals
Source:  SNP MOC: MOC 4: Element A (Factor A.1-A.4), Element B, (Factor B.1-B.5).
			Identify Goals 
Identify and define the measurable goals and health outcomes used to improve the health care needs of SNP beneficiaries
(Source:SNP MOC: MOC 4, Element B, Factor B.1)
			Identify Health Outcome Measures
Identify specific beneficiary health outcome measures used to measure overall SNP population health outcomes at the plan level
(Source:  SNP MOC: MOC 4, Element B, Factor B.2)			 Track and Assess Goals 
Describe how the SNP establishes methods to assess and track the MOCs impact on SNP beneficiaries’ health outcomes
(Source: SNP MOC: MOC 4, Element B, Factor B.3)              


			MEASURING PATIENT EXPERIENCE OF CARE (SNP MEMBER SATISFACTION)must address the process of measuring SNP member satisfaction 
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4, Element C Factors 1-4)			ONGOING PERFORMANCE IMPROVEMENT EVALUATION OF THE MOC must provide a written description of the ongoing performance improvement evaluation of its MOC. This process must describe how the organization will use the results to assess and evaluate its quality performance indicators on a continual basis, including how the organization improves its ongoing performance by incorporating lessons learned. Lessons learned must be documented and communicated with key stakeholders
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4: Element D Factors 1-4)			DISSEMINATION OF SNP QUALITY PERFORMANCE RELATED TO THE MOC
The organization must address the process for communicating its quality improvement performance by:

Describing how performance results and other pertinent information are shared with multiple stakeholders.
Stating the scheduled frequency of communications with stakeholders.
Describing the methods for ad hoc communication with stakeholders.
Identifying the individuals responsible for communicating performance updates in a timely manner.
(Source: SNP MOC 4: Element E Factors 1-4)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORTING


			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			1st Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			2nd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			3rd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings within 1 business day
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			4th Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B.  Compliance with Care Coordination
1.  Care plan transfer between health care settings
2.  Practitioner notification within set timeframe
3.  Member/caregiver communication and education about changes in member's condition and self-management as a result of transition within set timeframe
4.  Member/caregiver provided consistent person or unit responsible through transitions


			Annual SNP Program Education


			Annual SNP Population Assessment
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


11.  CMC Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			MEDICARE CMC PLANS 			2021
YTD			2022
Goal			Q1			Q2			Q3			Q4			Annual


			CMC Case Management (CM) Metrics


			Total # of CMC delegated members up to the last day of the reporting period who were enrolled for at least 90 days. 


			% CMC members engaged in CM who were enrolled with PPG for at least 90 days. 


			% CMC members refusing CM/Opt-Out who were enrolled with PPG for at least 90 days. 


			% CMC members who were UTC for CM who were enrolled with PPG for at least 90 days (UTC = at least 3 contact attempts)						>20%


			% CMC care plans developed with member involvement 


			% CMC care plans developed with/out member involvement



			% ICTs (ICT completed/ICP updated date-completed)



			Measuring Effectiveness


			% Positive Experience (NCQA requirement)


			Quality Metrics


			% CMC members with discussion of care goals documented in ICP (CA 1.6- Total # of discussion of care goals/ total # of care plans completed/updated) 						95%


			% Interaction with Care Team (CA 1.12- Total # of members who had at least one care coordinator contact i.e phone, mail, face to face/ total # of members who have/had a care coordinator during the reporting period.)
						95%


			% Care Plan Compliance (Total # of members with a care plan completed within 90 days of PPG enrollment/Total # of member whose 90th day of enrollment occurred within the reporting period, excluding the total # of members who were documented unwilling and unable to reach within 90 days of enrollment with the PPG.)						85%


			Annual CMC Program Education Efforts


			ICT Training (Total # of staff completed ICT training prior to ICT meeting attended)


			CMC Transitions of Care


			Data Elements


			% of Care Plans based on TOC (Care Plan completed or updated / TOC dicharges to home)


			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)


			Reducing Unplanned Transition


			% Monthly identification of members at risk of admission.
(Information maybe extracted from the following: data from claims, UM Report e.g. Readmission Report, Frequent ER Visit, provider report, predictive modeling, etc.)



			% Annual identification of members at risk of admission through analysis of member admissions to hospital and ED visit
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Check here if you are not delegated for CMC





12. CMC WP & Rpt


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Cal MediConnect:  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) 
and Titles


			Case Management



			Measuring Effectiveness




			Quality Withholds




			Annual ICT Training


			CMC Transition of Care



			Reducing Unplanned Transition


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORT ONLY


			Q1
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q2
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q3
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q4
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			ANNUAL


			Annual
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition
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13. Utilization-UM TAT Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			UM REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect (Dual Medi/Medi)


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE  decision within 5 or 14 (Health Plan Specific)  business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are using 5 Days


Check here if you are using 14 Days





14. Utilization-TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual


			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

*If the metrics are below benchmark the comments should address whey goals were not met.  
*If the metrics are below benchmark did the results improve from the previous reporting period?
*If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 


Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





15. Utilization-Behavioral TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BEHAVIORAL REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Behavioral Health


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Behavioral Health																								     			     


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 or 14  (Health Plan Specific) business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!








&G	2022 HICE UM WORK PLAN / SEMI-ANNUAL/QUARTERLY REPORTS / ANNUAL EVALUATION
Utilization - Behavioral TAT	




&8 2022 HICE UM Delegation Required Reports Template (Approved 12.15.21)		&8Page &P of &N



Check here if you are not delegated for Commercial - Behavioral Health


Check here if you are not delegated for Medicare - Behavioral Health


Check here if you are not delegated for Medi-Cal - Behavioral Health


Check here if you are not delegated for Cal MediConnect - Behavioral Health


Check here if you are using 5 Days


Check here if you are using 14 Days





16. Util-BH TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BH Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





17. Utilization-Pharmacy TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			PHARMACY REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Pharmacy


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Pharmacy (Part B Only Data)


			Urgent PreservHICE  decision and notification within 24 hours of the request (Extensions NA)															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours (Extensions NA)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Pharmacy


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request 
(Note: Plan Specific TAT 24 hours)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Pharmacy																								     			     


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!





&G	2022 HICE UM WORK PLAN / SEMI-ANNUAL/QUARTERLY REPORTS / ANNUAL EVALUATION
Utilization - Pharmacy TAT	




&9 2022 HICE UM Delegation Required Reports Template (Approved 12.15.21)		&8Page &P of &N



Check here if you are not delegated for Commercial - Pharmacy


Check here if you are not delegated for Medicare - Pharmacy


Check here if you are not delegated for Cal MediConnect - Pharmacy


Check here if you are not delegated for MEDI-CAL- Pharmacy


Check if 24 Hour TAT


Check if 72 Hour TAT





18. Util-Rx TAT WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Rx Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





19. Experience WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Experience with UM Process (NCQA ME 7 Element C-F, DMHC 28 CCR 1300.70(a)(1); 28 CCR 1300.70(b)(2)(G)(5)):  Goals, Analysis, Interventions and Evaluation 






			Initial Work Plan Goals

Provide annual goal for both member and practitioner experience			Planned Activities
Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
• Document the type of survey performed or data obtained (PAS, monkey, group created, grievances with UM process, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  			Target Date(s) for Completion
Complete Q_ 2022, present to committee Q_ 2022			Responsible Person(s) and Titles


			Member experience


			Practitioner experience








			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 

			Key Findings and Analysis
List type of survey
Identify areas of improvement 
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)
REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions
State when the results were presented to committee  
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)
REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.
REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  


			1st Semi-annual
			Member experience:
Practitioner experience:


			2nd Semi-annual
			Member experience:
Practitioner experience:


			Annual








			https://govt.westlaw.com/calregs/Document/ID2336BE0D44911DEB97CF67CD0B99467?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





20. IRR WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Other UM Activities (NCQA UM2C Consistency in Applying Criteria):  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities: 
Assesses the consistency with whichphysician and non-physician reviewers.  Include planned review methodology
			Target Date(s) for Completion
Complete Q2, 2022, present to committee Q3 2022			Responsible Person(s) and Titles


			Mark NA if Non-Clinical Staff (ONLY) Make Benefit Decisions  


			Annual Inter-rater Reliability Evaluation -Non-Clinical UM Staff      
# of Staff:
Benchmark:




			Annual Inter-rater Reliability Evaluation - Clinical Staff
# of Staff:
Benchmark:      



			Annual Inter-rater Reliability Evaluation - Physician Staff  
# of Staff:
Benchmark:    






			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up Actions
Document training activities for those that did not meet the benchmark.
Document date and follow up activities 
Document date to committee
			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up
Document training activities for those that did not meet the benchmark.
Document date and follow up activities
Document date to committee			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Q1


			Q2


			Q3


			Q4


			Annual 
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N/A Non-Clinical Staff makes benefit decisions 





 21. Misc Reporting Tab


			Provider Organization Name (OPTIONAL ONLY): 			Organization Name Test


			Report Type:  			Report Type


			OPTIONAL ONLY.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  
These metrics are NOT required to be healthplan specific. This tab is "Optional" refer to individual healthplan requirements.  Not intended to be QI Workplan replacement. The reporting elements within this this Excel tab are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.

Guidelines: Semi-annual touchpoint to reflect how work plan is progressing.  Template is not prescriptive, the decision on how to report and monitor accessibility as it relates to UM process is delegate discretion.  Report what you are currently doing in the area of accessibility and grievances relating to UM process. Certain metrics or components are not required at this time. I.E. document the areas you are doing well and the areas that need improvement.  Internal data or consolidated information provided from all the health plans is acceptable.  Examples are provided in instructions are samples but not mandated.  



			MEMBER ACCESSIBILITY:  Workplan Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal





			Report Period			Metrics


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


			1st Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			MEMBER COMPLAINTS/GRIEVANCES:  Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal																								 





			Report Period			Metrics   




Romero, Pauline      HHHH: refer to instructions for examples			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


						


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions			


Romero, Pauline      HHHH: refer to instructions for examples			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			1st Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal
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22. Over Under Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Refer to instructions tab - from data and population assessment pick four data types that may have risk for possible over and/or under utilization of servHICEs.  For one or more of the four data types please choose a metric to monitor under utilization of specialist referrals and servHICEs.  Tracking can be in the form of encounters/K.   Examples of other data types includes selected procedures, inpatient data/readmissions,  ER frequent flyers, preventative servHICEs, Opioid use,  satisfaction data, 








			Some methods for monitoring for over/under utilization:  1.  review historical data.  2. Apply a standard deviation above and below to the average.  3.  Use industry benchmarks.  4.  Percentages  etc.
DMHC language- 









			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			OVER & UNDER UTILIZATION METRICS			2021
YTD			2022
Benchmark/Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs. 


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			Medicare - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			MediCal - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1																														 





			Data type #2





			Data Type #3





			Data type # 4





			CalMedi-Connect - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data Type # 1																														 





			Data Type #2





			Data Type #3





			Data Type # 4
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Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated





23. Over Under WP


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Over and Under Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Benchmark parameters/Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)


Review the HICE Semi-Annual template instructions tab for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

If the metrics are above or below the over/under benchmark the comments should address what goals were not met.  
A metric that falls below a benchmark may not indicate performance issue, it is only a red flag.  
Typically more than one key performance indicator will align if the potential over/underutilization is valid. (for example low beddays and a high re-admission rate or  low referral encounters with high referral denial rate and increased complaints)  
Are any other or related metrics pointing to ward over/under utilization.

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  Enough time should elapse to allow for the interventions to make an impact.
																								 


			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 
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			[Health Plan] Delegated Credentialing








ICE Quarterly Credentialing Submission Form





			Delegate Name:


			     











Reporting Period:	|_|  1st Quarter (due May 15th)			|_|  3rd Quarter (due November 15th)


(Check One Box)	|_|  2nd Quarter (due August 15th)		|_|  4th Quarter (due February 15th)





POLICY:  [Health Plan] requires all delegated groups to complete this form and return it to the contact listed below on a Quarterly basis.  If no practitioners were approved by the credentialing committee during the current reporting period, you are still required to sign and date this form and check the appropriate box below.  Please send this form and all attachments to:


[Health Plan Representative Name, Title]


[Email Address]


[Phone]





Check One Box Only


[bookmark: Check9]|_|	NO [Health Plan] practitioners were discussed and/or reviewed for initial and recredentialing      approvals or denials during this time.





|_|	At the Credentialing Committee meeting(s) on (list all dates during this reporting period) 


			     








The following practitioners were approved for initial and recredentialing (attach list of practitioners to include: complete name; professional degree; specialty; PCP/SCP designation; current license #; board certification specialty; board certification expiration date; credentialing/recredentialing approval date; and date with quality of care reason(only) for suspension /termination/resignation. (Attach list, if applicable).





			


			PCP’s


MD/DO


			SCPs


MD/DO/DDS/DPM


			Non-Physician/Allied Health


PA/NP/OD etc.


			 OP/HDOs


SNFs/Home Healthcare, Facilities, etc.





			Total # of Initial Creds


			     


			     


			     


			     





			Total # of Recreds


			     


			     


			     


			     











			


(For Quality of Care ONLY)


			PCP’s


MD/DO


			SCPs


MD/DO/DDS/DPM


			Non-Physician/Allied Health


PA/NP/OD etc.


			OP/HDOs


SNFs/Home Healthcare, Facilities, etc.





			Total # of Suspension


			     


			     


			     


			     





			Total # of Terminations


			     


			     


			     


			     





			Total # of Resignations


			     


			     


			     


			     











			Site Visit for Complaint Monitoring


			Number of Complaints


			     


			Number of Site Audits Conducted


			     














IMPROVEMENT ACTIVITIES:   Check here if no activities  |_|	


Please provide a summary of any credentialing activities carried out to improve performance (e.g., POC, CVO contract, new computerized tracking system, updated policies and procedures). 


			     





			     











The undersigned hereby attests that the above information is truthful, accurate and complete.





			Signed (Name & Title):       


			     


			Date:
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Instructions


			1. OVERVIEW


			This Claims Monthly Timeliness Report is designed to report, without duplication, actions completed (i.e., claims finalized during each month).  It includes claims no matter what date of service is being billed as long as it has been finalized during the month being reported.  The intent of the form is to display a full calendar quarter of data, however the data is required to be reported monthly.  





			CMS requires plans to report requests for organizations determinations submitted to the plan.  Plans are to report requests for payment and services, as described in the Part C Technical Specifications, for non-contracted providers and enrollee representative. Plans are to report decisions made by delegated entities – such as an external, contracted entity responsible for organization determinations.  





			2. DEFINING the REPORT


			Format.  The format was set up for HMOs that have delegated claims that must be processed within 30 calendar days for unaffiliated providers and 60 calendar days enrollee representative





			Non-Compliant Results.  If the aggregate results for the month do not meet or exceed the 95% on-time standard, DROH (Days Receipts on Hand) must be reported and a corrective action plan must be attached; see more information about corrective action plans and exceptions in Section 5.





			Spreadsheet Color Coding. Cells, except for Corrective Action Plan, that have yellow background must be completed.  Corrective Action Plan must be completed if the aggregated results for the month do not meet or exceed the 95% on-time standard





			Include.  Include claims that were paid, unclean or member-denied during the calendar months of the quarter.  Separate rows are provided for each category. These are all fee-for-service, closed claims where checks or notices were mailed during the month being reported.  Refer to claims sub-folder of the Approved ICE Documents folder in the Library on the ICE web site.





			Column Items to be completed:


			Health Plan Name (line #2): Enter the name of the Health Plan you are delegated to process claims





			MSO (line #2): Enter the name of Manage Service Organization which provide administrative and/or operational services to process claims





			Medicare Advantage (line#3):  Enter the CMS Contract Number





			Group/IPA/Hospital Name (line#3):  Enter the name of the IPA, medical group, capitated hospital, specialty health plan or other risk-bearing entity contracted with a health plan to process delegated claims.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.





			Report Preparer (lines #7-#10):  Enter the 3 items (Name, Email, Phone) for the person preparing the report.





			Date Report Generated (lines #11):  Enter the date the report was generated.





			Month (line #17):  Enter the number of the  month being reported (e.g., enter 3, 6, 9, or 12 as appropriate).





			Year (line #17):  Enter the year of the month being reported.  For example, reports due by 6/15/08 would be reporting the previous month.





			Months (line#17):  The first row under columns labeled “Month One, Month Two, and Month Three.  The three cells display the calendar months being reported.  





			Paid (line #21 for 30-day and line #37 for 60-day):  Enter the number of claims paid (Fully Favorable) submitted from non-contracted providers during each month.  The date the check was mailed should define the month in which the claim was paid. 





			Paid (line #23 for 30-day and line #39 for 60-day):  Enter the number of claims paid (Partially Favorable) submitted from non-contracted providers during each month. The date the check was mailed should define the month in which the claim was paid.  





			Number of Paid on Time (line #26 for 30-day):  Enter the number of claims paid (Fully Favorable and Partially Favorable) submitted from non-contracted providers during each month.  The date the check was mailed should define the month in which the claim was paid. 





			Provider-Denied (Unfavorable) (line #41 for 60-day):  Enter the number of claims involving a coverage denial (Adverse) for provider financially liable submitted from non-contracted provider.  Read more about member denials in Section 5.  The date the denial notice was mailed should define the month in which the claim was denied.





			Member-Denied (Unfavorable) (line #42 for 60-day):  Enter the number of claims involving a coverage denial (Adverse) for member financially liable submitted from non-contracted provider.  Read more about member denials in Section 5.  The date the denial notice was mailed should define the month in which the claim was denied.





			Member/Enrollee (line #47 for 60-day):  Enter the number of direct member reimbursement claims paid (Fully Favorable) during each month. The date the check was mailed should define the month in which the claim was paid.  





			Member/Enrollee (line #48 for 60-day):  Enter the number of direct member reimbursement claims paid (Partially Favorable) during each month. The date the check was mailed should define the month in which the claim was paid.  





			Member/Enrollee (line #49 for 60-day):  Enter the number of direct member reimbursement claims paid (Adverse) during each month. The date the denial notice was mailed should define the month in which the claim was denied.





			Number of Paid and Denied on Time (line #54 for 60 day):   Enter the number for provider and enrollee/representative claims, both paid and denied (Fully Favorable, Partially Favorable, Adverse) of reported claims that were processed on time.  For HMO claims, on time means within 30 calendar days for unaffiliated providers and within 60 calendar days for unaffiliated/unclean claims and affiliated providers/member denied claims.  Read more under timeliness in Section 5.  





			Reopenings (line #63): Enter the Total number of reopened (revised) decisions, for any reason, in Time Period above.





			Note: If the “Result: % on Time” for the “Month” is below 95% and you do not already have a written corrective action plan (CAP) on file with the health plan that addresses this claims timeliness deficiency and submit one with your monthly report.





			Percentage On Time (line #28 for 30 day and line #57 for 60 day):  This should indicate the percentage on time for all claims processed (fully favorable/partially favorable/adverse) for each month and the percentage on time for the quarter.





			Signature (lines #70-#77):  Enter the 6 items (Signature, Date, Printed Name, Primary Title, Phone Number and Email Address ) for the person who is attesting to the correctness and accuracy of the MTR. For each quarter reports that are due to the health plans by the end of the month following the quarter being reported to include the signature of the Principal Officer. 





			3. SUBMITTING the REPORTS


			General Instructions:


			Due Dates:


			Claims Reports for each month are due to the health plans on or before the 15th calendar day of each month following the month being reported.  If the 15th falls on a weekend or holiday, you should send them on the preceding work day.  For each quarter reports that are due to the health plans by the end of the month following the quarter being reported to include the signature of the Principal Officer. The reports for each month are to completed with the data claims source tab, Enrollee Source and Reopening data. The quarter reports should include all three months data for each tab.
1st Qtr. = 4/30
2nd Qtr. = 7/31
3rd Qtr. = 11/30
4th Qtr. = 1/31





			Health Plan Report Submission Addresses:


			Please refer to the document located in the Library / ICE Approved Documents / Claims.  It is recommended that you pull a fresh copy of this document each month and review it for changes.





			4. CORRECTIVE ACTION PLANS





			If reported results do not meet minimum standards of 95% and you do not already have a written corrective action plan (CAP) that addresses any deficiencies on file with the health plan as required after an audit or a deficient monthly report, then a CAP(s) must be submitted with this monthly report.  A CAP should list the root cause and remediation actions to be taken and the target date for completing implementation of each action to ensure compliance.





			Corrective Action Plan (CAP): Complete the Corrective Action Plan or attached as a separate document if the result percentage does not equal or exceed 95% or if DROH is required and it exceeds 20 days.  The CAP must include a description of key actions and the target date(s) to complete implementation.





			DROH (Days Receipts on Hand): This line on the report consists of a best practice measure of the unprocessed inventory in a claims shop. This item is not required unless three (3) consecutive months of claims timeliness non-compliance have been self-reported or non-compliance has been confirmed through a health plan audit.  DROH reporting may stop once 3 consecutive months of claims timeliness compliance have been reported unless reporting accuracy has been found to be deficient.  If it is, check with each health plan for the requirements to be met.  To calculate DROH, take the total of all claims on hand that have not yet been paid, contested, encountered or denied.  Include claims received but not entered in the computer system, which includes electronic claims not yet uploaded and paper claims sent to logging, data entry or imaging operations plus claims data entered, pended in the system, routed to COB, eligibility or utilization management or otherwise awaiting adjudication.  Divide that total by the average daily number of claims received over the last 20 working days.  It is a best practice to monitor DROH weekly.  





			Report the level as of the last working Friday of each month on this report (per the DROH workbook), or as of the last working day of the month (your own method), as long as reporting is consistent.  Include all unprocessed claims for all product lines.  Include all health plans’ claims each time and report the same figure to every health plan.  Maintaining an inventory between 10 and 15 DROH is a best practice to avoid duplicate billings and risk of timeliness problems.  If you report DROH greater than 20 days, you need to attach a corrective action plan.  There is an Excel workbook to help compile and calculate DROH titled “Multi Days Receipts On Hand (DROH).”  It is on the ICE web site www.iceforhealth.org: Click on Library, then Approved ICE Documents, then Claims.





			DEFINITIONS


			General Instructions:


			The key legal and regulatory requirements for HMOs to assure the accurate and timely processing of claims are Sections 1876(g)(6)(A), 1842(2) of the Social Security Act and 42 Code of Federal Regulations Part 400.  When HMO's contract with IPA's, or groups or facilities that administer their own claims (i.e., have delegated claim processing), HMOs are required by law to assure that those payors meet CMS requirements.  The claims to be monitored and reported include all Medicare Advantage claims for which Medicare beneficiaries might have liability.  This excludes encounter-only claims that may be processed for allocation of risk pool (capitation) dollars.  Note:  The beginning of the 30-days or 60-day period is the earliest date stamp on the claims that you cannot prove is not one of yours or anyone contracted with the HMO to process claims.  The end of the period is the date on which the payment or denial notice was mailed--not the examiner's release or adjudication date.  Whenever the date printed on your checks and/or recorded in your system do not accurately reflect the check mailed date, you must use the actual mailed date to calculate timeliness for reports and to select for universe listings.


			Please follow all descriptions and labels on the report itself carefully.  The report should be e-mailed or sent by fax monthly to each health plan.  If you process claims for several enrollment groups with a single health plan, contact the health plan to find out if statistics for each group must be reported separately.  The report is due on the 15th calendar day of each month.  It reports your operating results for the prior calendar month by calculating the percentages of payments and notices that were mailed on time.





			An Organization Determination is a plan's response to a request for coverage (payment or provision) of an item or service - including auto adjudicated claims, prior authorization requests, and requests to continue previously authorized on going courses of treatment. It includes requests from both contracted and non-contracted providers. 





			Claims:  Claims that should be included are “live,” payable claims that may expose our beneficiaries to liability.  That would include carve-out claims for services provided by providers who are otherwise capitates.  That does not include:


			·        Adjustments to previously paid claims


			·         Interest-only payments


			·         Claims forwarded to the financially responsible entity for payment


			·         Duplicate claims


			·         Encounter-only claims you data enter for services you have sub-capitated to other providers, or claims paid solely as a means of allocating 


			                 capitation (and the member could never be liable for a denial).  





			Clean Claims:  If all information necessary to process a claim from non-affiliated providers is available within the health plan, Provider Group or Hospital, the claim is clean.  A clean claim is defined as "one which can be paid as soon as it is received, because it is complete in all aspects, including complete coding, itemization, dates of service and billed amounts." Emergency services or out-of-area urgently needed services do not require authorization to be considered "clean."  A claim is "unclean" if it does not have a diagnosis that is immediately identifiable as emergent or out-of-area urgent and it lacks the necessary medical records for medical review to determine the medical necessity or liability for urgent or emergent care.  A claim is also considered unclean if it appears to be fraudulent or is in a foreign language or currency.   





			Medicare Advantage: Medicare Advantage organizations receive a monthly capitation payment from the federal government to provide medical care to Medicare Advantage members.  Any claims for members are the responsibility of the HMO or its contracted providers and are not paid by Medicare.  The alternative to Medicare Advantage is traditional Fee-for-Service, where claims are adjudicated by Medicare intermediaries or carriers who reimburse providers directly based on cost or fee schedules.  Patients are not locked into a limited set of providers under Fee-for-Service as they are when they enroll with a HMO under Medicare Advantage.





			Unaffiliated: A provider with whom a health plan and/or its contracted/capitated medical groups, IPAs or hospitals do not have a signed contractual arrangement/agreement.  (Often referred to as a non-contacting or non-plan provider.)





			Fully Favorable:  claim decision means an item or service was covered in whole. (see clarification questions below from CMS)





			Partially Favorable:  claim decision means an item or service was partially covered (e.g., if a claim has multiple line items, some of which were paid and some of which were denied, it would be considered partially favorable; if a pre-service request for 10 therapy services was processed, but only 5 were authorized, this would be considered partially favorable).																		 





			Unfavorable:  claim decision means an item or service was denied in whole. (see clarification questions below from CMS)





			Denied Claims: A denied claim is a claim where (a) one or more services will not be paid by the health plan (including its contracted IPAs/hospitals) and (b) payment is the responsibility of the patient.  This does not include claims:


			·         For patients who remain enrolled with the same HMO but have transferred from one IPA to another IPA and you are forwarding the claim


			·         For which payment responsibility belongs to another contracting entity (health plan, hospital, IPA) and you are forwarding the claim


			·         That are duplicates


			·         That are encounter only/capitated claims and no patient liability is involved


			·         That involve reduced payment amounts due to contract terms or Medicare fee schedules (RBRVS, DRG, etc.)





			Interest: Although interest is not reported on this form, please note that for each clean unaffiliated 30-day claim paid later than the statutory deadline, interest must be paid. It is paid for each day beginning with the first day after deadline through the day the payment check is mailed. The amount of interest is calculated by multiplying a daily rate times the number of days the claims payment is or was mailed late, times the dollar rate amount that is being/was paid (not the amount billed).  The daily rate is the result of dividing the federal annual prompt payment by 365.  The federal prompt payment rate changes every January and July.  It is announced in the Federal Register and is made available to you by the health plans.





			*2012 Medicare Part C Plan Reporting Requirements


			Technical Specifications Document


			Version Date: January 2012


			Prepared by:  The Center for Medicare





			Below are clarifications that were provided from CMS  in May 2012





			Q1 - We are seeking clarification on how we should report Unfavorable organization determination for claims. Do you want Unfavorable (denied) claims for both contract and non-contract providers to be included?





			CMS Answer: Unfavorable claims for both contract and non-contract providers should be included.





			Q1 - A delegate receives a claim from a provider with two service lines. The first service is covered under the delegation agreement and is the responsibility of the delegate and is paid based on the CMS fee scheduled amount or contracted amount. The second service is not the responsibility of the delegate and is not paid but is instead forwarded to the appropriate payor for further adjudication. Would this constitute a fully favorable claim because the first line is paid while a substantive decision has not been reached on the second line due to the delegate not being the appropriate payor?





			CMS Answer: Yes, Fully Favorable





			Q2 - A claim is received with multiple service lines some of which are either considered to be bundled services or incidental to the primary service. For example a lab claim is received. The lab itself is covered but the actual collection of the blood (venipuncture) is not paid separately as it is integral to the primary procedure and would never be billed on its own. Would this still be fully favorable?





			CMS Answer: Yes, Fully Favorable





			Q3 - Can you confirm that the following rejected claims would all be excluded from reporting?





			o Due to the billed Procedure/Modifier being inconsistent





			o Due to the billed Procedure being inconsistent with age





			o Due to a Missing Invoice





			o Due to the Primary Insurance Carrier's EOB being requested





			o Due to Provider billing errors





			CMS Answer: Yes





			* January 2017 Technical Specifications -Reopenings


			Reopenings (Organization Determinations and Redeterminations)


			 


			1. A reopening is a remedial action taken to change a final determination or decision even


			though the determination or decision may have been correct at the time it was made


			based on the evidence of record.


			 


			2. Refer to 42 CFR §422.616 and Parts C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance section 80.2


			Manual for additional information and CMS requirements related to reopenings.


			 


			3. All reopened coverage determinations and redeterminations should be included. 





			4. For cases that are in a reopening status across multiple reporting periods, contracts should 


			report those cases in each applicable reporting period. For example, if a plan reopened an 


			organization determination in the first quarter of a given calendar year, and sent the 


			notice of the revised decision on in the second quarter of the same calendar year that case


			should be reported as “pending” in the Q1 data file and then as resolved in Q2 (either


			Fully Favorable, Partially Favorable or Adverse).


			 


			5.  If the IRE fully or partially overturns the plan’s determination, the case is not and must


			not be reported as a reopening.  








Revisions


			History of Revisions





			August 7, 2020			Updated all Instruction tabs to be in line with MTR Summary Process


			June 9, 2020			New Monthly Timeliness Report (MTR) template is created to address new CMS CY 2019/2020 Technical Specifications for Medicare Part C Reporting Requirements.
Changes include:
  - New MTR Summary
  - New ClaimSourceData report template
  - New EnrolleeRepSourceData report template
  - Instructions updated to include due dates for quarter submission to include signature of Principal Officer
  - Removed ODAG Claims Source tap. This report is specifically only for Part C reporting


			January 1, 2018			Changed reference to "date of check" and/or "date of denial notice" to indicate date check or denial notice was "mailed" for determining the month in which the claim is reported. 


			July 1, 2017			Added per January 2017 Technical Specification to instruction tab additional definition of Reopenings (Organization Determinations and Redeterminations). Under Reopening Source Data tab included the 4 new additional elements for 2017 reporting: 6.28, 6.29, 6.30 and 6.33


			April, 2016			Added to reopening Source Data tab  6.29 Reopen Disposition 4-for Pend. Technical Specification Document effective January 1, 2016 Reopenings that are in a reopening status across multiple reporting periods are to be reported in each applicable reporting period. For example, if a plan reopened an organization determination on 3/15/2014 and sent the notice of the revised decision on 4/22/2014, that case should be reported as “pending” in the Q1 data file and then as resolved in Q2 (either Fully Favorable, Partially Favorable or Adverse).


			September, 2015			Add claims Source Data Tab-at a minimum to be reported quarterly to the plans-ODAG requirements effective January 1, 2015. This includes 2016 minor changes per CMS memo dated 10/20/15.


			February, 2015			Added a new category, Reopened (Revised) Decisions in Time Period Above (row 40). Under this category, added Total number of reopened (revised) decisions, for any reason, in Time Period Above (row 41). Added validation rules to following sub-totals: Total number of claims paid (Fully Favorable and Partially Favorable) within 30 days (row 21), Total number of claims paid or denied within 60 days or less (row 36), Number of Unclean, unaffiliated claims paid (Fully Favorable) during this reporting month (row 28), Number of unaffiliated member liability claims denied (Fully Unfavorable) during this reporting month (row 31), Total number of unaffiliated provider denials (Fully Unfavorable) during this reporting month (row 33). 


			April, 2012			Added under 30 Day, Unaffiliated Medicare Advantage: Partially Favorable (Line #19), Sub-total of claims paid (Line #20).  Added under 60 day, Affiliated, Unaffiliated Unclean Provider Claims:  Partially Favorable (Line #29), changed Adverse to Fully Unfavorable (Lines #30-31), Provider Denials Fully Unfavorable (Lines #32-33) As per 2012 Medicare Part C Plan Reporting Requirements, Technical Specifications Document, Version Date: January 2012. 


			October, 2010			On MTR form, added attestation on line #40, moved signature to line #41. Made changes to Instructions for Provider Group Submission lines 40-47 to reflect added attestation statement and revised signature line. Made other minor spelling corrections to Instructions.


			August, 2009			Added a column for CMS Quarterly Part C Reporting requirements data. Under 60 day paid claims added an additional row for number of unaffiliated unclean paid (fully favorable) claims during this reporting month. Also added a row for number of unaffiliated member liability claims denied (Adverse) during this reporting month. 


			September, 2008			  Minor changes made due to typos in some of the information listed on the instructions tab with regards to interest and member denied claims


			August, 2008			Document transferred from a word document to an excel spreadsheet.  Addition of columns to indicate 3 months of data on one worksheet.  Definitions and instructions added to one tab.  No revisions were made to the definitions.


			June 24, 2003			The form and definitions are not changed.  This revision combines them in a single document and adds this history of revisions.


			March, 2001			Denial accuracy removed, DROH added, and updated definitions.


			1994			Original version.








CY 2018-2019 Part C Comparison


			Organization Determinations/Reconsiderations


			Data Elements for Organization Determinations/Reconsiderations Reporting Section





			2018						2019


			6.1			Total Number of Organization Determinations Made in Reporting Time Period			1.A			Total Number of Organization Determinations Made in the Reporting Period


			6.2			Of the Total Number of Organization Determinations in 6.1, Number Processed Timely


			6.4			Number of Organization Determinations – Fully Favorable (Claims)


			6.6			Number of Organization Determinations – Partially Favorable (Claims)


			6.8			Number of Organization Determinations – Adverse (Claims)


									1.E			Number of Organization Determinations submitted by Enrollee/Representative (Claims)


									1.G			Number of Organization Determinations submitted by Non-Contract Provider (Claims)








									2.C			Number of Organization Determinations – Fully Favorable (Claims) Submitted by enrollee/representative


									2.D			Number of Organization Determinations – Fully Favorable (Claims) Submitted by Non-contract provider


									2.G			Number of Organization Determinations – Partially Favorable (Claims) Submitted by enrollee/representative


									2.H			Number of Organization Determinations – Partially Favorable (Claims) Submitted by Non-contract provider


									2.K			Number of Organization Determinations – Adverse (Claims) Submitted by enrollee/representative


									2.L			Number of Organization Determinations – Adverse (Claims) Submitted by Non-contract provider


			6.21			Total number of reopened (revised) decisions, for any reason, in Time Period			5.A			Total number of reopened (revised) decisions, for any reason, in Time Period





			Reopened


			For each case that was reopened, the following information will be uploaded in a data file.


			NOTE: No changes to the data elements for 2019 Reopened file.





			2018						2019


			6.22			Contract Number			5.B			Contract Number


			6.23			Plan ID			5.C			Plan ID


			6.24			Case ID			5.D			Case ID


			6.25			Case Level (Organization Determination or Reconsideration)			5.E			Case Level (Organization Determination or Reconsideration)


			6.26			Date of original disposition			5.F			Date of original disposition


			6.27			Original disposition (Fully Favorable; Partially Favorable or Adverse)			5.G			Original disposition (Fully Favorable; Partially Favorable or Adverse)


			6.28			Was the case processed under the expedited timeframe? (Y/N)			5.H			Was the case processed under the expedited timeframe? (Y/N)


			6.29			Case type (Service or Claim)			5.I			Case type (Service or Claim)


			6.3			Status of treating provider (Contract, Non-contract)			5.J			Status of treating provider (Contract, Non-contract)


			6.31			Date case was reopened			5.K			Date case was reopened


			6.32			Reason(s) for reopening (Clerical Error, Other Error, New and Material Evidence, Fraud or Similar Fault, or Other)			5.L			Reason(s) for reopening (Clerical Error, Other Error, New and Material Evidence, Fraud or Similar Fault, or Other)


			6.33			Additional Information (Optional)			5.M			Additional Information (Optional)


			6.34			Date of reopening disposition (revised decision)*			5.N			Date of reopening disposition (revised decision)*


			6.35			Reopening disposition (Fully Favorable; Partially Favorable, Adverse or Pending)			5.O			Reopening disposition (Fully Favorable; Partially Favorable, Adverse or Pending)


			* The date of disposition is the date the required written notice of a revised decision was sent per 405.982.


			Edits and Validation Check


			·         Case_Reopened_Date field is later than or equal to the Original_Disposition_Date field.


			·         Reopening_Disposition_Date field is later than or equal to Case_Reopened_Date field.


			·         All data elements have positive values








MTR





						Health Plan																		MSO


						Medicare Advantage 																		Group/IPA/Hospital Name








						Report Preparer


						Name 


						Title 			Claims Analyst


						E-Mail 


						Phone 


						Date Report Generated





						Please enter counts below in the applicable yellow cells.  If reporting zero, please enter "0"





																								Month			Month			Month			CMS Reporting


						Month			Year															One			Two			Three			Quarterly Data











									CLEAN CLAIMS:  30 Day, Non-Contracted Provider Medicare Advantage


																					Number of clean claims paid (Fully Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of clean claims paid (Partially Favorable) submitted by a non-contracted provider during this reporting month												0





									Sub-total of clean claims paid during this reporting period															0			0			0			0


																					Total number of fully favorable and partially claims paid within 30 days or less												0





																					Result: % On Time			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!





						Below 95% Requires a Corrective Action Plan


						Please describe:

- Include the root cause and remediation plan

- To include estimated timeframe for compliance.






																								Month			Month			Month			CMS Reporting


																								One			Two			Three			Quarterly Data


																														


						60 Day, Non-Contracted Claims																								     


																					Number of Unclean claims paid (Fully Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of Unclean claims paid (Partially Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of claims denied (Adverse) submitted by a non-contracted provider  with no member liability during this reporting month												0


																					Number of claims denied (Adverse) submitted by a non-contracted provider with member liability during this reporting month												0





						Sub-total of 60 days claims paid and denied submitted by non-contracted provider during this reporting period																		0			0			0			0





						Enrollee/Representative Claims																								     


																					Number of claims paid (Fully Favorable) submitted by a member/enrollee (DMR Claims) during this reporting month												0


																					Number of claims paid (Partially Favorable) submitted by a member/enrollee (DMR Claims) during this reporting month												0


																					Number of claims denied (Adverse) submitted by a member/enrollee (DMR Claims) during this reporting month												0





						Sub-total of enrollee/representative claims during this reporting period																		0			0			0			0








												Total number of paid or denied within 60 days or less																					0








																					Result: % On Time			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!





																								Month			Month			Month			CMS Reporting


																								One			Two			Three			Quarterly Data


																														


									Reopened (Revised) Decisions in Time Period Above


																					Total number of reopened (revised) decisions for non-contracted providers, for any reason, in Time Period Above												0








						Below 95% Requires a Corrective Action Plan


						Please describe:

- Include the root cause and remediation plan

- To include estimated timeframe for compliance.






						I certify (or declare) that I have read and reviewed the above-referenced information and the contents are true and correct to the best of my knowledge and belief.





						Signature (Please fill out data below for Designated Principal Officer.)															Date





						Printed Name															* Note: A Principal Officer is: “‘Principal officer’ means a president, vice-president, secretary, treasurer or chairman of the board of a corporation, a sole proprietor, the managing general partner of a partnership, or a person having similar responsibilities or functions.”


						Title 			Claims Analyst


						Primary Title


						Phone Number


						Email Address








ICE Approved 06.22.2020 rev 08_2020		






ClaimSource Instructions


			Claim Source


			Scope


						Include all Non-Contract provider Fully Favorable (Paid) claims.


						Include all Non-Contract provider Partially Favorable (Partially Paid) claims.


						Include all Non-Contract provider Adverse (Denied) claims.


						Submit claims based on the date the claim was paid, or the date the claim should have been paid, or the notification date of the denial, or the date the denial notification should have been sent (the date the request was initiated may fall outside of the review period).


						If a claim has more than one line item, include all of the claim’s line items in a single row and enter the multiple line items as a single claim.


			Validation Rules


			Required Fields - All report fields requires a response.


			Valid Response - The report field/column only accept the following response.


						Provider Type
(Column G)									CP - Contract

NCP - Non-Contract


						Is this a clean claim?
(Column H)									Y - Clean

N - Unclean


						Date the request was received
(Column I)									Date [CCYYY/MM/DD]


						Request Disposition
(Column J)									Fully Favorable - Paid or Fully Favorable claim.

Partially Favorable - Partially Paid or Partially Favorable claim.

Adverse - Denied or Adverse claims.


						Date the claim was paid
(Column K)									Date [CCYYY/MM/DD] - Date the claim was Paid, Partially Paid, or Denied.


						Was interest paid on the claim?
(Column L)									Y - Interest was paid on the claim.

N - Interest was not paid on the claim.


						Member/Provider Denial
(Column M`)									Y - Adverse claim with member liability [Member Denial]

N - Adverse claim with no member liability [Provider Denial]

NA - not an Adverse claim.


						First Tier, Downstream, and Related Entity
(Column O)									The name of the related entity that processed the claim (e.g., Independent Physician Association, Physician Medical Group or Manage Service Organization.


			Date Sequence - check the chronological order of reported events.


			Date the request was received
(Column I)												Date the request was received (Column I) <= Date the claim was paid (Column K)


			Date the claim was paid
(Column K)												Date the claim was paid (Column K) <= Check/EOB Mail Date (Column M)








ClaimSource


			Beneficiary First Name			Beneficiary Last Name			Cardholder ID			Contract ID			Plan ID			Claim Number			Provider Type			Is this a clean claim?			Date the request was received			Request Disposition			Date the claim was paid			Was interest paid on the claim?			Member/Provider Denial Type			Check/EOP/IDN Letter Mail Date			First Tier, Downstream and Related Entity


			Required
CHAR (50)			Required
CHAR (50)			Required
CHAR (20)			Required
CHAR (5)			Required
CHAR (3)			Required
CHAR (40)			Required
CHAR (3)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (8)			Required
CHAR (10)			Required
CHAR (1)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (70)


			First name of the beneficiary.			Last name of the beneficiary.			Cardholder identifier used to identify the beneficiary. This is assigned by the sponsor.			The contract number (e.g. H1234) of the organization.			The plan number (e.g., 001) of the organization.			The associated claim or payment request number assigned by the sponsor for this request. If a claim or payment request number is not available, please provide your internal tracking or case number. Answer NA if there is no claim, payment request or other tracking number available.			Indicate whether the provider who performed the service is a contract (CP) or non-contract provider (NCP). 
 
Note: the term “provider” encompasses physicians and facilities.			Yes/No indicator flag to indicate whether the claim is clean (Y) or unclean (N).			Provide the date the payment request was received by your organization. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Status of the request.  Valid values are: Fully Favorable (Paid), Partially Favorable (Partially Paid) or Adverse (Denied).			Date the claim was paid, partially paid or denied.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Yes (Y)/No (N) indicator of whether interest was paid on the claim.			Yes (Y), if Adverse claim with member liability [Member Denial].   

No (N) ,if Adverse claim with no member liability [Provider Denial].

NA if not Adverse claim.			Date the Check/EOP is mailed out.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Insert the name of the First Tier, Downstream, and Related Entity that processed the claim (e.g., Independent Physician Association, Physicians Medical Group or Third Party Administrator).


			Submitted Quarterly by RBO/Delegated Group








EnrolleeSource Instructions


			Enrollee Source


			Scope


						Include all requests processed as direct member reimbursements, including approvals, denials, partial approvals, reconsiderations and non-contract provider claim reconsiderations submitted by beneficiaries.


						Submit direct member reimbursement requests based on the date the reimbursement was issued, or the date the reimbursement should have been issued, or the notification date of the denial, or the date the denial notification should have been sent (the date the request was initiated may fall outside of the review period).


						If a reimbursement request has more than one line item, include all of the request’s line items in a single row and enter the multiple line items as a single reimbursement request.


			Validation Rules


			Required Fields - All report fields requires a response.


			Valid Response - The report field/column only accept the following response.


						Person who made the request
(Column G)									B - Beneficiary

BR - Beneficiary's Representative


						Date the request was received
(Column H)									Date [CCYYY/MM/DD]


						Request Disposition
(Column I)									Fully Favorable - Paid or Fully Favorable reimbursement.

Partially Favorable - Partially Paid or Partially Favorable reimbursement.

Adverse - Denied or Adverse reimbursement.


						Date reimbursement paid
(Column J)									Date (CCYYY/MM/DD) - Date the sponsor issued payment or sent notification to the member or provider.


						Was interest paid on the reimbursement request?
(Column K)									Y - Interest was paid on the claim.

N - Interest was not paid on the claim.


						Check/EOB Mail Date
(Column L)									Date (CCYYY/MM/DD) - Date written notification provided to the enrollee.

Pending - If written notification has not yet been provided, but is anticipated to be provided in a forthcoming EOB notice.


						First Tier, Downstream, and Related Entity
(Column M)									The name of the related entity that processed the direct member reimbursement (e.g., Independent Physician Association, Physician Medical Group or Manage Service Organization.


			Date Sequence - check the chronological order of reported events.


			Date the request was received
(Column H)												Date the request was received (Column H) <= Date reimbursement paid (Column J)


			Date reimbursement paid
(Column J)												Date reimbursement paid (Column J) <= Check/EOB Mail Date (Column M)








EnrolleeSource


			Beneficiary First Name			Beneficiary Last Name			Cardholder ID			Contract ID			Plan ID			Claim Number			Person who made the request			Date the request was received			Request Disposition			Date reimbursement paid			Was interest paid on the reimbursement request?			Check/EOB Mail Date			First Tier, Downstream and Related Entity


			Required
CHAR (50)			Required
CHAR (50)			Required
CHAR (20)			Required
CHAR (5)			Required
CHAR (3)			Required
CHAR (40)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (41)			Required
CHAR (10)			Required
CHAR (1)			Required
CHAR (10)			Required
CHAR (70)


			First name of the beneficiary.			Last name of the beneficiary.			Cardholder identifier used to identify the beneficiary. This is assigned by the sponsor.			The contract number (e.g. H1234) of the organization.			The plan number (e.g., 001) of the organization.			The associated claim or payment request number assigned by the sponsor for this request. If a claim or payment request number is not available, please provide your internal tracking or case number. Answer NA if there is no claim, payment request or other tracking number available.			Indicate whether the payment request was made by a beneficiary (B) or beneficiary's representative (BR).			Provide the date the reimbursement request was received by your organization. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Status of the request. Valid values are: Fully Favorable (Paid), Partially Favorable (Partially Paid), Adverse (Denied).			Date the sponsor issued payment or sent notification to the member or provider. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Yes (Y)/No (N) indicator of whether interest was paid on the reimbursement request.			Date the Check/EOB is mailed out.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Insert the name of the First Tier, Downstream, and Related Entity that processed the direct member reimbursement request (e.g., Independent Physician Association, Physicians Medical Group or Third Party Administrator). Answer NA if not applicable.


			Submitted Quarterly by RBO/Delegated Group








ReopeningSource Instructions


			Reopening Source


			Scope


						Include all reopenings (a process used to correct minor errors or omissions to a previously processed claim without using the formal appeals process) for Non-Contract provider.


						Submit reopening based on the Date of Reopening Disposition (the date the request was initiated may fall outside of the review period).


						If a claim has more than one line item, include all of the claim’s line items in a single row and enter the multiple line items as a single claim.


			Validation Rules


			Required Fields - All report fields requires a response except the following:
   Additional Information (Column M)
   HICN (Column Q)


			Valid Response - The report field/column only accept the following response.


						Case Level
(Column E)									1 - Organization Determination

2 - Reconsideration (an independent review of the administrative record)


						Date of Original Disposition
(Column F)									Date [MMDDYYYY]


						Original Disposition
(Column G)									1 - Fully Favorable

2 - Partially Favorable

3 - Adverse


						Was the case processed under the expedited time frame?
(Column H)									1 - Yes (uncommon for claims)

2 - No


						Case Type
(Column I)									1 - Service (uncommon for claims)

2 - Claim


						Status of Treating Provider
(Column J)									1 - Contract

2 - Non-Contract


						Date Case Reopened
(Column K)									Date [MMDDYYYY]


						Reason(s) for Reopening
(Column L)									1 - Clerical Error

2 - Other Error

3 - New and Material Evidence

4 - Fraud or Similar Fault

5 - Other


						Date of Reopening Disposition
(Column N)									Date [MMDDYYYY]


						Reopen Disposition
(Column O)									1 - Fully Favorable

2 - Partially Favorable

3 - Adverse

4 - Pending (continue to  report reopening each month until the Reopen Disposition is finalize)


						Date of Service
(Column R)									Date [MMDDYYYY]


			Date Sequence - check the chronological order of reported events.


			Date of Original Disposition
(Column F)												Date of Original Disposition (Column I) <= Date Case Reopened (Column K)


			Date Case Reopened
(Column K)												Date Case Reopened (Column K) <= Date of Reopening Disposition (Column N)


			Date of Service
(Column R)												Date of Service (Column R) <= Date of Original Disposition (Column F)








ReopeningSource


			Enter Delegate Name			Medicare Contract # (e.g. H1234).			CMS Plan ID / Member PBP - (Plan Benefit Package) - (e.g., 001).			Unique Identifier for Episode - For Claims, use claim number
			Case Level - (Enter 1 for Organization Determination or 2 for Reconsideration)			Date original Disposition was finalized 			Original Determination - (Enter 1 for Fully Favorable, or 2 for Partially Favorable or 3 for Adverse original disposition) 			Provide the answer to the question
whether case was processed under expedited timeframe (Enter 1 for Yes and 2 for No).			Provide the case type - (Enter 1 for Service or 2 for Claim).			Provide the status of treating
provider - (Enter 1 for Contract or 2 for Non- contract).			Provide the date case was reopened.
Note: The system shall validate that the month is a value 01 to 12 and the day is a value 01 to 31.			Provide reasons for reopening - (Enter 1 for Clerical Error, 2 for Other Error, 3 for New and Material Evidence, 4 for Fraud or Similar Fault, or 5 for Other).			Enter additional information			Provide the date of reopening
disposition (revised decision).
Date reopened disposition finalized (this date can not be earlier than the date the date the case was reopened).			Reopen Disposition - (Enter 1 for Fully Favorable, or 2 for Partially Favorable, or 3 for Adverse 4 for pending  reopening disposition) 			Member ID Required			HICN * - if not available leave blank			Date of Service - List 1st Date of Service Only 


			Format = Text			Format = Text			Format = #			Format = Text			Format = #			Format = MMDDYYYY			Format = #			Format = #			Format = #			Format = #			Format = MMDDYYYY			Format = #			Format = Text			Format = MMDDYYYY			Format = #			Format = Text			Format = Text			Format = MMDDYYYY


			Field Max 150			Field Max 5			Field Max 3			Field Max 150			Field Max 1			Field Max 8			Field Max 1			Field Max 1			Field Max 1			Field Max 1			Field Max 8			Field Max 1			Field Max 500			Field Max 8			Field Max 1			Field Max 20			Field Max 20			Field Max 8


						H1234			001 or 801			2014123456			1 or 2			06012014			1 or 2 or 3			1 or 2			1 or 2			1 or 2			06012014			1 or 2 or 3 or 4 or 5						06012014			1 or 2 or 3 or 4									06012014


			Delegate Name			5.A
Contract #			5.C
Plan ID			5.D
Case ID			5.E
Case Level			5.F
Date of Original Disposition			5.G
Original Disposition			5.H
Was the case processed under the expedited time frame? )			5.I
Case type 			5.J
Status of treating provider			5.K
Date Case Reopened			5.L
Reason(s) for Reopening			5.M
Additional Information (Optional)			5.N
Date of Reopening Disposition			5.O
Reopen Disposition			Mbr ID			HICN			Date of Service


			Submitted Monthly by RBO/Delegated Group
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Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Inpatient Metrics Acute Inpatient and LTAC – 
Calculated Monthly 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 
*RKK plans please submit monthly, 
15th of the following month being 
reported 

1.   Admits/1000 
2.   Days/1000 
3. Average Length of Stay 
4. Readmission rate within 30 

days 
Number of inpatient/LTAC stay 
denials 

Inpatient Metrics Detailed Notice of Discharge log and 
copy of notice sent to the beneficiary 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 

 

Inpatient Metrics SNF – Calculated Monthly Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 
*RKK plans please submit monthly, 
15th of the following month being 
reported 

1.  Admits/1000 
2.  Days/1000 

   3.  Average Length of Stay 
4.  Readmission rate within 30 days 
5.  Number of SNF stay denials 

Inpatient Metrics Log for SNF/HHC and CORF appeals 
with copies of the Detailed 
Explanation of Coverage letters given 
to Members 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 

 

Complex Case Management Complex Case Management Log Quarterly: 4/15, 7/15, 10/15, and 
1/15 

CCM Log

 
Compliance/Fraud, Waste 
and Abuse 

Payment Suspensions Based on 
Credible Allegations of Fraud 

Ad-Hoc: 7 days prior to implementing 
payment suspension. 

2022 Payment 
Suspension Reportin   

Compliance/Fraud, Waste 
and Abuse 

Inappropriate Prescribing of Opioids Quarterly: 15 days after the last 
month of each quarter. 1/15, 4/15, 
7/15, 10/15 2022 Inappropriate 

Opioid Prescribing R   
 


		Operational Area

		Report Type

		Due Dates

		Form



		Inpatient Metrics

		Acute Inpatient and LTAC – Calculated Monthly

		Quarterly: 4/15, 7/15, 10/15, and 1/15



*RKK plans please submit monthly, 15th of the following month being reported

		1.   Admits/1000

2.   Days/1000

3. Average Length of Stay

4. Readmission rate within 30 days

Number of inpatient/LTAC stay denials



		Inpatient Metrics

		Detailed Notice of Discharge log and copy of notice sent to the beneficiary

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		



		Inpatient Metrics

		SNF – Calculated Monthly

		Quarterly: 4/15, 7/15, 10/15, and 1/15



*RKK plans please submit monthly, 15th of the following month being reported

		1.  Admits/1000

2.  Days/1000

   3.  Average Length of Stay

4.  Readmission rate within 30 days

5.  Number of SNF stay denials



		Inpatient Metrics

		Log for SNF/HHC and CORF appeals with copies of the Detailed Explanation of Coverage letters given to Members

		Quarterly: 4/15, 7/15, 10/15, and 1/15



		



		Complex Case Management

		Complex Case Management Log

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Compliance/Fraud, Waste and Abuse

		Payment Suspensions Based on Credible Allegations of Fraud

		Ad-Hoc: 7 days prior to implementing payment suspension.

		





		Compliance/Fraud, Waste and Abuse

		Inappropriate Prescribing of Opioids

		Quarterly: 15 days after the last month of each quarter. 1/15, 4/15, 7/15, 10/15

		









2022 Inappropriate Opioid Prescribing Reporting Template.xlsx

Sheet1


			No.			Reporting Period			Prescriber Name			Prescriber NPI No.			Prescriber  DEA No.			Medicare Prescriber  No.			Prescriber Phone No.			Prescriber Street Address			Period Review Start Date			Period Review End Date			Potential Medicare Exposure
(Part C)			Potential Medicare Exposure
(Part C)			Are Medical Records Available?			Have the medical records been reviewed?			Was the complaint referred to an agency already (i.e. CMS, OIG, law enforcement)?			How many members are impacted by this suspension?			Member(s) Medicare Beneficiary Identifier (MBI) 			Description of Allegations/Findings



						Q1, Q2, Q3, or Q4			Name of prescriber identified overprescribing																		MM/DD/YYYY			MM/DD/YYYY			Total dollar amount paid to this prescriber for Part C Claims			Total dollar amount paid to this prescriber for Part D Claims			Y/N			Y/N			Y/N			Number of patients seen by prescriber			Can list multiple MBIs in this field			Up to a maximum of 4000
characters


			1


			2


			3


			4


			5










image1.emf

CCM Log




CCM Log

CM Log Template


			Mbr. Name			TELEPHONE 			ID			Risk Score			IPA			CM DELEGATED			Primary Dx			Identified by			Acute IP			ER Visits			SNF			SNP			PCP			IPA CM			TELEPHONE			Language			TOC			POC			Case Weight			PPP			CC








index


			HEADERS


			Acute IP			ACUTE HOSPITALIZTION


			SNF			SKILL NURSING FACILITY


			SNP			SPECIAL NEEDS PROGRAM


			TOC			TRANSITION OF CARE


			POC			PLAN OF CARE


			PPP			PAPA PALS


			CC			CARECARE


			IDENTIFIED BY


			CL			CLAIMS


			CM			CASE/CARE MANAGEMENT


			CS			CUSTIMER SERVICE


			DN			DIRECT NETWORK


			ER			EMERGENCY ROOM


			IP			INPATIENT


			PA			PRIOR AUTHORIZATION


			PN			PROVIDER NETWORK


			PO			PROVIDER OFFICE


			PPP			PAPA PALS


			QM			QUALITY MANAGEMENT


			RS			RISK SCORE >3.5


			UM			UTILIZATION MANAGEMENT
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2022 Payment 


Suspension Reporting Template.xlsx




2022 Payment Suspension Reporting Template.xlsx

Sheet1


			No.			Provider Name			Provider NPI No.			Provider DEA No.			Medicare Provider No.			Provider Phone No.			Provider Street Address			Period Review Start Date			Period Review End Date			Potential Medicare Exposure			Are Medical Records Available?			Have the medical records been reviewed?			Was the complaint referred to an agency already (i.e. CMS, OIG, law enforcement)?			How many members are impacted by this suspension?			Member(s) Medicare Beneficiary Identifier (MBI) 			Description of Allegations/Findings



						Name of provider payment suspension being enforced on																		MM/DD/YYYY			MM/DD/YYYY			Total dollar amount paid to this provider			Y/N			Y/N			Y/N			Number of patients seen by provider			Can list multiple MBIs in this field			Up to a maximum of 4000
characters


			1


			2


			3


			4


			5
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2022 Inappropriate 


Opioid Prescribing Reporting Template.xlsx






Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Compliance/Fraud, Waste 
and Abuse 

Substantiated or Suspicious Activities 
of FWA 

Ad-Hoc: Within 7 days of identifying 
substantiated or suspected FWA. 

2022 FDR 
Suspected FWA Refe   

*Please note, if a template is not provided, the plan will accept the groups template/format.  

Please submit reports by the due date above via Clever Care’s SFTP and send a screen shot to 
Compliance@ccmapd.com showing the location of the reports. 

Instructions for access to Clever Care SFTP are as follows: 

1. Complete the attached SFTP form and submit to Clever Care IT Systems Engineer at 

ron.wan@ccmapd.com and copy to Compliance@ccmapd.com    
Clever%20Care%20
Health%20Plan%20S 

2. Allow IT 7 to 10 business days to process the SFTP form. 
3. Once the SFTP form is processed and your account is created, IT will send the login credentials to the 

primary contact. 
4. Once logged in with your credentials, you can submit reports/files on the SFTP site, please remember 

notify Compliance with the screenshot. 
 


		Operational Area

		Report Type

		Due Dates

		Form



		Compliance/Fraud, Waste and Abuse

		Substantiated or Suspicious Activities of FWA

		Ad-Hoc: Within 7 days of identifying substantiated or suspected FWA.

		







*Please note, if a template is not provided, the plan will accept the groups template/format. 

Please submit reports by the due date above via Clever Care’s SFTP and send a screen shot to Compliance@ccmapd.com showing the location of the reports.

Instructions for access to Clever Care SFTP are as follows:





1. 

[bookmark: _MON_1686724079]Complete the attached SFTP form and submit to Clever Care IT Systems Engineer at ron.wan@ccmapd.com and copy to Compliance@ccmapd.com    

2. Allow IT 7 to 10 business days to process the SFTP form.

3. Once the SFTP form is processed and your account is created, IT will send the login credentials to the primary contact.

4. Once logged in with your credentials, you can submit reports/files on the SFTP site, please remember notify Compliance with the screenshot.



image2.emf

Clever%20Care%20


Health%20Plan%20Secure%20FTP%20Form.docx




Clever%20Care%20Health%20Plan%20Secure%20FTP%20Form.docx
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Secure File Transfer (SFTP) Request Form





Please complete the registration form below.  Please fill out the entire form and return it to it@ccmapd.com


Please allow 7-10 days for the folder/user account(s) to be set up on the server. 


(All fields marked with *** are required; please complete before submitting form.)





[bookmark: Text14]Company Name: ***	     








Primary Contact (will coordinate to setup access): 


Contact Name: ***		     


Department:			     


Phone: ***   			     		E-mail: ***      





Additional Contact (in case Primary is unreachable):


Contact Name: 			     


Department:			     


Phone:   				     		E-mail:       





Network Info:


[bookmark: Text10][bookmark: Text11]Primary Source IP address: required if new or changed	xxx.xxx.xxx.xxx 


Second Source IP address:  required if available		xxx.xxx.xxx.xxx


Additional information / comments : 			     








Once you are given your login and temporary password, you can update your password via https://sftp.ccmapd.com 
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2022 FDR 


Suspected FWA Referral Form.pdf




2022 FDR Suspected FWA Referral Form.pdf




Suspected FWA Referral Form



Instruction: CMS Final Rule (CMS-4190-F2) is requiring Clever Care to report all substantiated or suspected fraud, 
waste an abuse (FWA) via a CMS portal effective January 1, 2022. Any first-tier, downstream, related entities 
(FDRs) contracted with Clever Care who identifies substantiated or suspected FWA must send this completed form 
to Clever Care within (7) days, in order for the plan to report the matter in the CMS portal in a timely manner. The 
Special Investigations Unit (SIU) may contact you upon receipt of this complaint, so please be sure to 
furnish sufficient contact information.



Please designate as a Part C or Part D issue: 



 Phone: 



MSO PBM  Other  on behalf of (if applicable): 



FDR Organization Name:



     Address:             City: State:   Zip: 



  Plan Name/Contract # (if applicable): 



Case Tracking # (if applicable):



 Parent Organization (if applicable): 



Pharmacy Benefit Manager (if applicable): 



    Beneficiary Information: 



Name: Phone: 



HICN#: MBI #:  



Address:  City: State:   Zip: 



Date of Birth:  Primary language (if other than English): 



Medicare Plan Name: Member ID#: 



Is the Beneficiary a Subject?   Yes  No  Unknown 



Do you have any Contact Reports on the beneficiary?   Yes  No  Unknown 



To ensure compliance with all applicable laws, do not send Protected Health Information (PHI) via email.



Please fax this form to (657)276-4721 or email to fwa@ccmapd.com



Medicare Advantage Issue (Part C)



Prescription Drug Benefit Issue (Part D)
Both Part C and Part D Issue



Fax:



Date of Referral:  



FDR Contact Information:



 Name:



Email:



Submitted By (Select One) IPO





mailto:NBIMEDICComplaints@qlarant.com
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Suspected FWA Referral Form



Description of Subject/Suspects of Fraud: 



Name: Tax ID (TIN): NPI: 



DEA#: Medicare Provider #: 



Business (DBA):  Phone#: 



Address: City: State: Zip: 



Please describe type of business or physician specialty:  



Complaint Details: 



    Prior MEDIC Case Number (if applicable): 



Was PLATO used?   No  Yes         



Period of Review: 



Paid $ 



Potential MEDICARE program exposure: 



Part C program exposure: Billed $ 



Part D program exposure: Billed $ Paid $ 



Was this matter forwarded to Law Enforcement? 



Y
e
s



If yes, 



type: 
 OIG  FBI  Local 



Did you receive Medical Records?  No  Yes   



If yes, have you completed a Medical Record 



Review?  No  Yes 



Have you reported Patient Harm in this matter to 
another agency?  No  Yes



Description of Findings/Allegations: (Please provide a detailed description of the nature of the fraud issue 



including the following: description of fraudulent activity; CPT codes involved; states where the fraud activity took 



place; description of individuals and/or businesses involved in the alleged illegal activity; dates that the fraud 



occurred; names and contact information for victims; and copies of documentation regarding the fraudulent activity 



including letters, advertising, etc.): 



No Yes



To ensure compliance with all applicable laws, do not send Protected Health Information (PHI) via email.



Please fax this form to (657)276-4721 or email to fwa@ccmapd.com








			Date of Referral: 


			Name: 


			Phone: 


			Fax: 


			Email: 


			Complainant Organization Name: 


			Address: 


			City: 


			State: 


			Zip: 


			Name_2: 


			Phone_2: 


			Address_2: 


			City_2: 


			State_2: 


			Zip_2: 


			Date of Birth: 


			Primary language if other than English: 


			Medicare Plan Name: 


			Member ID: 


			Name_3: 


			NPI: 


			DEA: 


			Medicare Provider: 


			Business DBA: 


			Phone_3: 


			Address_3: 


			City_3: 


			State_3: 


			Zip_3: 


			Please describe type of business or physician specialty: 


			Prior MEDIC Case Number if applicable: 


			Period of Review: 


			Submitted By: Off


			Other Textbox: 


			Plan Name/Contract  (if applicable): 


			Plan Tracking  (if applicable): 


			Parent Organization (if applicable): 


			Pharmacy Benefit Manager (if applicable): 


			Bene a Subject: Off


			Contract Reports: Off


			Tax ID (TIN): 


			Part C Billed$: 


			Part C Paid$: 


			Part D Billed$: 


			Part D Paid$: 


			Description of Findings/Allegations: 


			Law Enforcement: Off


			Plato Used: Off


			Medical Records: Off


			Medical Record Review: Off


			Patient Harm: Off


			Part C or Part D issue: Off


			HICN: 


			MBI#: 












Utilization 
Management, 
Quality 
Management, 
Delegation & 
Oversight
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Prior authorization is required for all 
elective admissions to the acute 
setting. Notification of emergency 
admissions to acute setting is required 
within one business day.

• We do not require prior authorization 
for emergency room or urgent care 
services

MEDICAL GROUPS AND IPAs ARE 
DELEGATED FOR PROFESSIONAL 
SERVICE AUTHORIZATIONS

Utilization Review Criteria
• Clever Care uses follows CMS 

hierarchy: Medicare National Coverage 
determination (NCD), Local Coverage 
Determination (LCD), CMS Manuals, 
then InterQual®, Specialty Literature 
criteria  to assess medical necessity for 
services

• Prior Authorization 
List/Documentation Requirements

• Enter Authorizations using the portal, 
view real time status, receive notice of 
approvals via email. 

• Hospital Admissions Line:  
PH (833) 253-8373   FAX (657) 276-4719

Authorization



Prior Authorization Requirements

• Enter requests via Clever Care’s 
EZNet provider portal.

• Complete required fields.

• Attached documentation to facilitate 
approval and expedite processing

• Look up Approval status or receive 
an email when Authorization status 
is changed.

• Print authorization directly from the 
Portal. 



Prior Authorization



Grievance & Appeals
• Member Grievance and appeals 

• Members may file grievances by 
calling the Clever Care Customer 
Service Department at (833) 388-8168 
toll free. Every attempt will be made 
to resolve the oral grievance at the 
time the information is received and 
ensure the member is 
accommodated.

• Complaint Forms routed to Clever 
Care will be processed within 24 
hours of receipt. The completed 
Complaint Form shall be routed 
immediately to the Grievance 
Coordinator, investigated, resolved, 
and reported according to Clever 
Care Health Plan policies

• Providers and provider groups are 
not delegated Appeals or Grievances



Grievances

• Clever Care will accept grievances via the following methods:
• Calling 833-388-8168 and speaking to a Member Services 

Representative

• Calling 833-283-9888 and speaking to the A&G department

• Faxing their grievance to 657-276-4715 or 657-276-4720

• Emailing their grievance to appeals@ccmapd.com or 

csr@ccmapd.com

• Visiting one of our offices or community centers and filing in person

• Via mail to any of our locations
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• Standard grievances will be resolved within 30 calendar days.

• Verbal grievances will be responded to verbally unless it's Quality-of-Care or 

the member requests a written response.

• Grievances received in writing will be responded to in writing.

• Expedited grievances will be resolved within 24 hours of receipt.



Appeals
• Standard Appeal – We will provide a written decision on a standard 

appeal within 30 days of receipt.

• We will provide a written decision on payment appeal within 60 days.

Part B drug appeals have a standard turnaround time of 7 days.

• Expedited Appeal – We will provide a decision on an expedited appeal 
within 72 hours after receipt.

• We will automatically give the member an expedited appeal if a 
doctor asks for one. If a member asks for an expedited appeal 
without support from a doctor, we will decide if the request requires 
an expedited appeal. If we do not provide an expedited appeal, the 
decision will be provided within 30 days.

• Clever Care will accept appeals via the following methods:
• Calling 833-388-8168 and speaking to a Member Services 

Representative (expedited only)
• Calling 833-283-9888 and speaking to the A&G department 

(expedited only)
• Faxing their appeal to 657-276-4715 or 657-276-4720
• Emailing their appeal to appeals@ccmapd.com or 

csr@ccmapd.com
• Visiting one of our offices or community centers and filing in 

person
• Via mail to any of our locations
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Name Email Phone Fax

A&G Department Appeals@ccmapd.com 833-283-9888 657-276-4715

Ashlee Sprague Ashlee.sprague@ccmapd.com 714-650-8768 657-276-4715

Terri Rosales Terri.rosales@ccmapd.com 714-650-8751 657-276-4715

Jami Alfaro Jami.alfaro@ccmapd.com 833-283-9888 657-276-4715
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• Providers and provider groups are not delegated for appeals & grievances

• When applicable, Clever Care A&G department will submit a request to an IPA to 

provide a response back to us within a specified amount of time regarding the 

grievance or appeal.

• Clever Care A&G department will then officially respond to member and/or 

provider and resolve the grievance or appeal.



Quality Measures

• Member Incentives have been established to 
encourage Members to seek preventive care and 
services linked to Quality measures.

• Direct contracted PCPs may also earn incentives 
for the completion of an Annual Wellness visit.

• Clever Care will be engaging provider offices in 
various campaigns to encourage member 
completion of quality Stars and HEDIS measures.

• Clever Care offers a Medication Therapy 
Management (MTM) Plan for members with 
complex health needs. The MTM program helps 
members and their doctors ensure the member’s  
medications are working. It also helps to identify 
and reduce possible medication problems.



Member Incentives
Clever Care is committed to the health of our members.
We believe that members who participate in activities that focus on promoting 
improved health, preventing injuries and illness, and demonstrate efficient use of 
our health care resources deserve to be rewarded.

• Earn rewards up to a maximum of $150 in additional Flexible Health & 
Wellness Spending allowances on your debit card, per year.

• Complete and submit a verification form, signed by your PCP, to Clever 
Care in order to receive your reward.

Action Reward

Complete the Health Risk Assessment (HRA) within 90 days of 
enrollment 

$20

Complete an Annual Wellness Visit with a PCP $50
Get the annual flu vaccine $10
Get the COVID-19 vaccine $10
Complete a diabetic retinal eye exam $30
Complete an at-home wellness check $50
Complete a post-hospitalization visit, with your PCP, within 30 days 
of discharge

$50

Complete two diabetic prevention measures:  
Blood Glucose A1C test
Urine protein test

$25

Complete a cancer screening:
Breast cancer $50
Cervical cancer $25
Prostate cancer $20

Colon cancer (Colonoscopy, Sigmoidoscopy, CT Colonography, FOBT) $25



Risk Adjustment 
• Risk adjustment is a mechanism used across health insurance programs for 

the expected healthcare costs of their enrollees based on disease factors and 
demographic characteristics.

• HCCs are comprised of mostly chronic conditions and a few acute conditions.

• All conditions the patient has and those that require care and treatment or 
impact the overall care and treatment of the patient should be documented 
and reported at the time of the encounter.

• The Member’s Risk score is based on the validated codes supported by the 
documentation submitted by our IPAs/Medical Groups and Participating 
Providers.

• Inappropriate coding, which does not reflect the severity of illness and quality 
of care, can result in inaccurate identification of Member needs and impact 
reimbursement for the patient’s overall care.

• CMS requires that each disease state and co-morbidity be documented at 
least once, every year.
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HCC Risk Related Reporting
The IPA/Medical Groups/Providers must redocument Member’s chronic conditions on yearly 
basis.

To improve the accuracy of medical coding and its supporting documentation, Clever Care will 
provide its Primary Care Physicians with the following:

• A current list of the Primary Care Physician’s assigned Clever Care Members
• The Member’s profile which shows the Member’s chronic/acute diagnosis history, 

potential undiagnosed disease conditions, and any CMS quality measures the Member 
may be eligible.

• Provider offices can also be provided trainings on acceptable CMS regulated coding and 
documentation practices.

HCC Documentation Requirements:

• A diagnosis documentation supporting a face-to-face encounter • Primary diagnosis or reason 
for visit

• The current statuses of the Member’s conditions, reported as stable, improved or worsening

• Each condition addressed and/or treated, or those impacting the overall care and treatment 
of the patient must have a corresponding treatment plan.

• CMS requires that all codes reported on the encounter are supported by documentation.
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Annual Wellness Visits
• 2023 Very Clever Wellness Incentive (VCWi) program for PCPs to close risk 

and quality gaps via comprehensive wellness visit.

66

• Clever Care also offers in-home, embedded, and mobile wellness programs to 
our members via our vendor partners.



Cultural Competency

We care about our members 
and want to make sure they 
understand how to use the 
benefits of a Clever Care 
health plan.

That is why we have in-house 
materials and customer 
service representative who 
speak:
• English,
• Spanish
• Mandarin
• Cantonese
• Korean
• Vietnamese
• Tagalog
• Khmer

• CMS encourages Providers to pursue cultural competency training.  

• Compassionate care and communication in the member’s language is integral 
to Clever Care Health Plan’s success. 



In-Language Services

• Clever Care strives to provide in-language services to our Members.

• Member materials are available in English, Chinese, Korean, and Vietnamese.

• Large print, Braille and Audio versions of Member documents are also 
available from the health plan.

• Contact Customer Service at (833) 888-8168 if you need assistance with In-
Language or Accessible format documents.



Delegation 
Oversight

69



Delegation Oversight Overview
Delegation Oversight Program to build structure around the requirements to audit, monitor, 
communicate, and train in healthcare and administrative functions that have been delegated.
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Focus areas may include:

• Quality Assurance and Quality Improvement.
• Credentialing, Recredentialing and Facility 

Site Review
• Staff and Provider Training and Communication
• Case Management, Continuity of Care and 

Care Transitions
• Utilization Management (e.g., timeliness, clinical 

decisions, denial notices, emergency services, 
structure)

• Claims Processing/Adjudication and 
Timely Payment

• Provider Disputes and Claim Appeals
• Member Rights

• Customer Service
• Network Management
• Organization Determinations
• Communication Services (for example, call 

center, Culture & Linguistic services, 
alternative formats)

• Access and Availability (including ADA)
• Model of Care and Practice Guidelines
• Systems
• Reporting and Monitoring
• Sub-delegation

Pre-Delegation 
Assessment

•Prior to proceeding with delegation of responsibilities to an FDR, Clever Care will conduct a pre-delegation assessment 
to determine, among other things, the FDR’s ability to implement all proposed delegated activities.

•The Compliance Department is responsible for reviewing the new First Tier entity’s Compliance Program, obtaining a 
completed Compliance Attestation and for screening the potential entity against the OIG/GSA Excluded Persons lists prior 
to contract effectuation



Delegation Oversight Overview
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Audit Area/ Benchmark Resulting Action

Credentialing/ 100%
If FDR fails to meet this threshold a CAP will be issued and a re-audit 
may be scheduled

UM, CM, QM, Claims, PDR/ 100% If FDR meets the overall score of 95% but fails to pass a "must pass" 
element, a CAP will be issued for that element.

If FDR fails to meet the overall 95% score a CAP is issued and if the 
deficiency is attributed to a must pass element, a re-audit will be 
scheduled within 90 days

Annual Audit

• Through annual oversight audits, Clever Care and likewise its Delegates review policies, program structure, and 
files of the Delegate and Sub-Delegate to ensure continued compliance with all applicable laws, rules, 
regulations, contractual requirements and Clever Care policies and procedures.

• The first annual audits are conducted within 12 months of initial contracting and every year thereafter.



Delegation Oversight Overview
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Function Reporting Requirements Minimum Frequency of Reporting
Utilization Management Utilization Management 

Program Description
Annually

ODAG Reports – EOD and SOD Monthly
UM Part C Quarterly Reports (HICE 
Format)

Q1 = April 15th
Q2 = July 15th

Q3 = October 15th
Q4 = January 15th

Utilization Management Metrics and 
Work Plan (HICE Format)

Semi-Annually

Complex Case Management Complex Case Management 
Program Description

Annually

Case Management Metrics and 
Work Plan (ICE Format)

Semi-Annually

Credentialing Credentialing Reports (HICE Format) Semi-Annually
Claims Processing and Provider Dispute 
Resolution

Monthly Timeliness Reports
ODAG Reports- Claims,

DMRs, and Dismissals

Monthly and Quarterly

Provider Dispute Resolution Quarterly
Documentation to Support Annual 
Delegation Oversight Audits

Other documentation, such as Delegate 
and Sub- Delegates' policies and 
procedures, are collected at the time of 
audit

Annually

Data Validation 
& Reporting

•Quarterly Universe Validation audits are conducted on UM and Claims data. The result is incorporated in the annual delegation for 
the succeeding year and appropriate score is awarded.

•Clever Care requires that the Delegates and Sub-Delegates submit monthly, quarterly, and annual reports on key performance 
indicators for each delegated or sub-delegated or outsourced function



Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Inpatient Metrics Acute Inpatient and LTAC – 
Calculated Monthly 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 
*RKK plans please submit monthly, 
15th of the following month being 
reported 

1.   Admits/1000 
2.   Days/1000 
3. Average Length of Stay 
4. Readmission rate within 30 

days 
Number of inpatient/LTAC stay 
denials 

Inpatient Metrics Detailed Notice of Discharge log and 
copy of notice sent to the beneficiary 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 

 

Inpatient Metrics SNF – Calculated Monthly Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 
*RKK plans please submit monthly, 
15th of the following month being 
reported 

1.  Admits/1000 
2.  Days/1000 

   3.  Average Length of Stay 
4.  Readmission rate within 30 days 
5.  Number of SNF stay denials 

Inpatient Metrics Log for SNF/HHC and CORF appeals 
with copies of the Detailed 
Explanation of Coverage letters given 
to Members 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 
 

 

Complex Case Management Complex Case Management Log Quarterly: 4/15, 7/15, 10/15, and 
1/15 

CCM Log

 
Compliance/Fraud, Waste 
and Abuse 

Payment Suspensions Based on 
Credible Allegations of Fraud 

Ad-Hoc: 7 days prior to implementing 
payment suspension. 

2022 Payment 
Suspension Reportin   

Compliance/Fraud, Waste 
and Abuse 

Inappropriate Prescribing of Opioids Quarterly: 15 days after the last 
month of each quarter. 1/15, 4/15, 
7/15, 10/15 2022 Inappropriate 

Opioid Prescribing R   
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		Operational Area

		Report Type

		Due Dates

		Form



		Inpatient Metrics

		Acute Inpatient and LTAC – Calculated Monthly

		Quarterly: 4/15, 7/15, 10/15, and 1/15



*RKK plans please submit monthly, 15th of the following month being reported

		1.   Admits/1000

2.   Days/1000

3. Average Length of Stay

4. Readmission rate within 30 days

Number of inpatient/LTAC stay denials



		Inpatient Metrics

		Detailed Notice of Discharge log and copy of notice sent to the beneficiary

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		



		Inpatient Metrics

		SNF – Calculated Monthly

		Quarterly: 4/15, 7/15, 10/15, and 1/15



*RKK plans please submit monthly, 15th of the following month being reported

		1.  Admits/1000

2.  Days/1000

   3.  Average Length of Stay

4.  Readmission rate within 30 days

5.  Number of SNF stay denials



		Inpatient Metrics

		Log for SNF/HHC and CORF appeals with copies of the Detailed Explanation of Coverage letters given to Members

		Quarterly: 4/15, 7/15, 10/15, and 1/15



		



		Complex Case Management

		Complex Case Management Log

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Compliance/Fraud, Waste and Abuse

		Payment Suspensions Based on Credible Allegations of Fraud

		Ad-Hoc: 7 days prior to implementing payment suspension.

		





		Compliance/Fraud, Waste and Abuse

		Inappropriate Prescribing of Opioids

		Quarterly: 15 days after the last month of each quarter. 1/15, 4/15, 7/15, 10/15

		









2022 Inappropriate Opioid Prescribing Reporting Template.xlsx

Sheet1


			No.			Reporting Period			Prescriber Name			Prescriber NPI No.			Prescriber  DEA No.			Medicare Prescriber  No.			Prescriber Phone No.			Prescriber Street Address			Period Review Start Date			Period Review End Date			Potential Medicare Exposure
(Part C)			Potential Medicare Exposure
(Part C)			Are Medical Records Available?			Have the medical records been reviewed?			Was the complaint referred to an agency already (i.e. CMS, OIG, law enforcement)?			How many members are impacted by this suspension?			Member(s) Medicare Beneficiary Identifier (MBI) 			Description of Allegations/Findings



						Q1, Q2, Q3, or Q4			Name of prescriber identified overprescribing																		MM/DD/YYYY			MM/DD/YYYY			Total dollar amount paid to this prescriber for Part C Claims			Total dollar amount paid to this prescriber for Part D Claims			Y/N			Y/N			Y/N			Number of patients seen by prescriber			Can list multiple MBIs in this field			Up to a maximum of 4000
characters


			1


			2


			3


			4


			5










image1.emf

CCM Log




CCM Log

CM Log Template


			Mbr. Name			TELEPHONE 			ID			Risk Score			IPA			CM DELEGATED			Primary Dx			Identified by			Acute IP			ER Visits			SNF			SNP			PCP			IPA CM			TELEPHONE			Language			TOC			POC			Case Weight			PPP			CC








index


			HEADERS


			Acute IP			ACUTE HOSPITALIZTION


			SNF			SKILL NURSING FACILITY


			SNP			SPECIAL NEEDS PROGRAM


			TOC			TRANSITION OF CARE


			POC			PLAN OF CARE


			PPP			PAPA PALS


			CC			CARECARE


			IDENTIFIED BY


			CL			CLAIMS


			CM			CASE/CARE MANAGEMENT


			CS			CUSTIMER SERVICE


			DN			DIRECT NETWORK


			ER			EMERGENCY ROOM


			IP			INPATIENT


			PA			PRIOR AUTHORIZATION


			PN			PROVIDER NETWORK


			PO			PROVIDER OFFICE


			PPP			PAPA PALS


			QM			QUALITY MANAGEMENT


			RS			RISK SCORE >3.5


			UM			UTILIZATION MANAGEMENT










image2.emf

2022 Payment 


Suspension Reporting Template.xlsx




2022 Payment Suspension Reporting Template.xlsx

Sheet1


			No.			Provider Name			Provider NPI No.			Provider DEA No.			Medicare Provider No.			Provider Phone No.			Provider Street Address			Period Review Start Date			Period Review End Date			Potential Medicare Exposure			Are Medical Records Available?			Have the medical records been reviewed?			Was the complaint referred to an agency already (i.e. CMS, OIG, law enforcement)?			How many members are impacted by this suspension?			Member(s) Medicare Beneficiary Identifier (MBI) 			Description of Allegations/Findings



						Name of provider payment suspension being enforced on																		MM/DD/YYYY			MM/DD/YYYY			Total dollar amount paid to this provider			Y/N			Y/N			Y/N			Number of patients seen by provider			Can list multiple MBIs in this field			Up to a maximum of 4000
characters


			1


			2


			3


			4


			5










image3.emf

2022 Inappropriate 


Opioid Prescribing Reporting Template.xlsx






Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Credentialing ICE Quarterly Credentialing 
Submission Form 

Quarterly: 5/15, 8/15, 11/15, and 
2/15 

ICE_CRD_Quarterly 
Report Template  

Claims Monthly Timeliness Report (MTR) Monthly: 15th of the following month 
being reported 

ICE_CMS_MTR rev 
092020  

Claims Provider Dispute Resolution Report Quarterly: Last calendar day of the 
month after the last month of each 
quarter. 4/30, 7/31, 10/31, & 1/31 CMS_Qtr_ProvDisput

e_Rpt_Final_012019  
Claims ODAG – Table 3 Payment 

Organization Determinations and 
Reconsiderations 

Quarterly: 4/15, 7/15, 10/15, and 
1/15 

Table 3 Payment Org 
Det  

Utilization Management ODAG – Table 1 Standard & 
Expedited Pre-Service Organization 
Determinations 

Monthly: 15th of the following month 
being reported 

Table 1 Standard and 
Expedited PreService O 

Utilization Management Part C Report Quarterly: 4/15, 7/15, 10/15, and 
1/15 

2019_ICE__Part 
C_OD_Report_Final_Te 

Utilization Management UM Program Annually - February 15th  

Utilization Management ICE Work Plan Annually - February 15th 

2022_HICE_UM_Dele
gation_Report_Templa 

Utilization Management ICE Semi-Annual Report Semi-Annually: 8/15 for Jan – June 
30th.  2/15 for July – Dec.  

2022_HICE_UM_Dele
gation_Report_Templa 
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		Operational Area

		Report Type

		Due Dates

		Form



		Credentialing

		ICE Quarterly Credentialing Submission Form

		Quarterly: 5/15, 8/15, 11/15, and 2/15

		





		Claims

		Monthly Timeliness Report (MTR)

		Monthly: 15th of the following month being reported

		





		Claims

		Provider Dispute Resolution Report

		Quarterly: Last calendar day of the month after the last month of each quarter. 4/30, 7/31, 10/31, & 1/31

		





		Claims

		ODAG – Table 3 Payment Organization Determinations and Reconsiderations

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Utilization Management

		ODAG – Table 1 Standard & Expedited Pre-Service Organization Determinations

		Monthly: 15th of the following month being reported

		





		Utilization Management

		Part C Report

		Quarterly: 4/15, 7/15, 10/15, and 1/15

		





		Utilization Management

		UM Program

		Annually - February 15th

		



		Utilization Management

		ICE Work Plan

		Annually - February 15th

		





		Utilization Management

		ICE Semi-Annual Report

		Semi-Annually: 8/15 for Jan – June 30th.  2/15 for July – Dec. 

		









CMS_Qtr_ProvDispute_Rpt_Final_012019

CMS PDR Qrtly Rpt


			CMS PDR Quarterly Reporting


			NOTE:  Rows and columns with headers that have yellow background must be completed.





			Capitated Provider Name   


			Reporting Period    





									Total Submitted During Reporting Period						Total Resolved in Quarter in Favor of Provider			Total Resolved in Quarter in Favor of Payer			Total Number with Pending Resolution						Total Forwarded to Health Plan in Quarter			Subtotal Resolved in Quarter (B + C)			No. Resolved Within 30 Calendar Days			% Resolved Within 30 Calendar Days           (F / E)*			Total Resulting in Written Determination


			Claims/Billing						A						B			C			D									E			F			G			H


			Non-contracted**																		- 0





			Professional**


			Institutional**


			Other Providers**








			GRAND TOTAL						- 0						- 0			- 0			- 0									- 0						ERROR:#DIV/0!





			Provide an informative summary on any emerging or established patterns of provider disputes and demonstrate how that information has been used to improve the payor's


			administrative capacity, payor-provider relations, claim payment procedures, quality of care assurance system (process) and quality of patient care (results):


			(Attach summary if the average in column G is less than 95% on the quarterly report.  Always provide a summary on the Annual (4th quarter) report.  If your reported results do not show any emerging or established patterns that could be used for improvement activities, please so state.)











			I certify (or declare) that I have read and reviewed the above report and all attachments thereto and know the contents thereof, and that the


			statements therein are true and correct to the best of my knowledge and belief.


																														(Signature of Designated Principal Officer Above)


			Date   


																					Printed Name  


			*If the average (Grand Total) percentage in the "% Resolved Within 30 Calendar-Days" column (G) is less than 95%, attach a corrective action plan*.																		Primary Title  


																					Phone Number  


																					E-Mail Address  











Instructions





						1. Overview


						Pursuant to Center for Medicare & Medicaid Services (CMS) new reporting requirements regarding CMS Provider Payment Dispute Resolution for Non-Contracted Providers. Effective 01/01/2010, Medicare Advantage Organizations (HMO, PPO, RPPO and PFFS), 1876 Cost Plans, Medi-Medi Plans, and the Program of All-Inclusive Care for the Elderly (PACE) organizations, including plans and delegated claims processing organizations, must incorporate certain changes in their quarterly Provider Dispute Resolution Reports to their contracted health plans.  


						The Medicare Advantage Organization, 1876 Cost Plans, Medi-Medi Plans, and PACE's Principal Officer(s) must sign or personally transmit those reports to the plans.  The reports include a statement attesting to the accuracy of the information.


						The Provider Dispute Resolution Report is based on disputes received during the calendar quarter.  It is required to include only disputes received on or after 01/01/10.





						2. General Notes


						Non-Compliant Results.  If the “Grand Total” for the “% [Percentage] Resolved Within 30 Calendar Days” (Column G) is not equal to or better than 95%, and you do not already have a written corrective action plan (CAP) on file with the health plan that addresses this PDR deficiency, please refer to Section 5 below and submit one with your quarterly report.


						Spreadsheet Color Coding.  Rows and columns with headers that have yellow background must be completed.  The sheet is protected to keep you from deleting the contents of cells that contain formulas.


						Include.  The report includes:


						·        all complete provider disputes received during the quarter (provided that they relate to claims received on or after 01/01/10 or other disputes where the original action being disputed took place on or after 01/01/10); and


						·        all complete provider disputes that were resolved during the quarter, including carry-over disputes from prior quarters.


						·        All completed provider disputes that remain pending resolution at the end of the quarter.


						Do Not Include.  The report does not include:


						·        Payment denials by payers that result in zero payments being made to a non-contracted provider.


						·        Payment disputes for contracted providers.


						·        Local and National Coverage Determinations.





						·        Medical necessity determinations.


						·        Payment disputes for which no initial determination has been made. 





						3. Row Items to be completed





						The following describes how a Capitated Provider must complete the form. 


						Capitated Provider Name.  Enter the name of the IPA, medical group, capitated hospital, specialty health plan or other risk-bearing entity delegated by a health plan to process claims.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


						Reporting Period.  Enter the first date of the quarter, a dash [“-”] and the last date of the quarter with the year.


						I.   In the “Claims/Billing” Categories:


						1.      Report separate counts for disputes from Non-contracted Providers.  These counts are to be reported for the following categories:





						·        Column B, “Total Resolved in Quarter in Favor of Provider”;


						·        Column C, “Total Resolved in Quarter in Favor of Payer”; and


						·        Column D, “Total Number with Pending Resolution.”





						Note: If an Capitated Provider has automated tracking and reporting of provider disputes, this requirement that distinguishes between contracted and non-contracted providers may require IT or systems modifications.


						2.      Report separate counts for disputes from Professional providers, Institutional providers, and Other providers, defined as follows:


						·        Professional.  Disputes from Physicians and other licensed practitioners such as podiatrists, therapists, chiropractors, etc.


						·        Institutional.  Disputes from hospitals, SNFs, emergency rooms, surgi-centers.


						·        Other Providers.  Disputes from ambulance, vendors for DME, for Prosthetics and Orthotics, and for other medically covered supplies and equipment.


						ICE Provider Dispute Resolution Report counts to be reported here pertain only to Column A, “Total Submitted During Reporting Period.”


						III. “Grand Totals”


						1.      What Needs Manual Entry: The following “Grand Total” amounts need to be manually entered:


						·        Column F, “Number Resolved Within 30 Calendar Days”; and


						·        Column H, “Total Resulting in Written Determination.”





						2.      What Will Auto-Populate: The ICE Provider Dispute Resolution Report spreadsheet has been designed to auto-populate the Grand Totals for the following columns:


						·        Column A, “Total Submitted During Reporting Period”;


						·        Column B, “Total Resolved in Quarter in Favor of Provider”;


						·        Column C, “Total Resolved in Quarter in Favor of Payer”; 


						·        Column D, “Total Number with Pending Resolution”; 


						·        Column E, “Subtotal Resolved in Quarter” (a preset formula will add grand totals from Columns B + C to derive the grand total amount for Column E); and


						·        Column G, “% Resolved Within 30 Calendar Days” (a preset formula will divide the grand total from Column E by the grand total in Column F).


						Date.  Enter the date the report was submitted.


						Designated Principal Officer.  Signature space for the Principal Officer for provider dispute resolution.  Read elsewhere in this guide for an e-mail alternative to submitting signed documents.


						Printed Name, Phone Number, E-Mail Address.  Enter this information about the Principal Officer.





						4. Descriptions of Columns to be Completed.


						Note: Column heading letters refer to the letters on row 5 within the spreadsheet, not the automatic letters visible above the first row on the computer screen.


						A.     Total Submitted During Reporting Period: Manually enter the number of complete disputes received during the quarter.





						B.     Total Resolved in Quarter in Favor of Provider: Manually enter the number of disputes resolved during the quarter in favor of the billing provider (overturned).  Include disputes that were reported in the prior quarter as “pending resolution” but were carried over from the prior quarter and resolved as overturned during the quarter being reported. 





						C.     Total Resolved in Quarter in Favor of Payer: Manually enter the number of disputes resolved during the quarter in favor of your organization (upheld).  Include disputes that were reported in the prior quarter as “pending resolution” but were carried over from the prior quarter and resolved as upheld during the quarter being reported.  





						D.     Total Number with Pending Resolution: Manually enter the number of disputes that remained in a “pending resolution” status as of the last calendar day of the quarter.  This count does not include receipts of incomplete disputes (that is, disputes received for which the Capitated Provider needed to request the pertinent information necessary to deem the dispute as “complete”). 





						E.      Subtotal Resolved in Quarter: A preset formula will add grand totals from Columns B + C to derive the grand total amount for Column E.  Only a grand total number is required.





						F.      Number Resolved Within 30 Calendar Days: Manually enter the number of disputes that were resolved within 30 calendar days of receipt.  Only a grand total number is required. 





						G.     % Resolved Within 30 Calendar Days.  This column is automated.  It is column E divided by column F.  A preset formula will divide the grand total from Column E by the grand total in Column F.  Only a grand total number is required. 





						H.     Total Resulting in Written Determination: Manually enter the number of those disputes resulting in written determination; written determination is required for dispute administration.  Only a grand total number is required. 





						I.     Total Submited  to Health Plan: Manually enter the number of those disputes forwarded to the Health Plan.  Only a grand total number is required. (2nd Level Disputes)





						5. Due Dates


						The due-dates for Capitated Providers to submit the Provider Dispute Resolution Report. The reports are due to the health plans on or before the last calendar day of the month after the last month of each calendar quarter as follows:


						Due Date


						First        April 30


						Second   July 31


						Third      October 31


						Fourth    January 31





						Corrective Action Plan requirements:


						If the "Grand Total" for the "% resolved within 30 Calendar days" (column G) is not equal to or greater than 95% you must provide an informative summary on any emerging or established patterns of provider disputes and demonstrate how that information has been used to improve the payor's administrative capacity, payor-provider relations, claims payment procedures, quality of care assurance system (process) and quality of patient care (results)





						Note:  4th Quarter submission (due on 01/31/xx) must include a statement regarding the above corrective action plan requirements.  If your reported results do not show emerging patterns you must so state.  





						6. Certifications


						Paper submissions by mail or facsimile transmission must be signed by the Principal Officer.  This serves to certify her/his awareness of and the accuracy of the information.  As an alternative to providing a signature, submission of the report as an attachment to an e-mail transmission must be sent directly from the Principal Officer’s mailbox if it is to be accepted as “certified.”
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Table 3 Payment Org Det

Table 3 - Payment Org Det 


			Enrollee First Name			Enrollee Last Name			Enrollee ID			Contract ID			Plan Benefit Package (PBP)			First Tier, Downstream, and Related Entity			Authorization or Claim Number			Date the request was received			AOR/Equivalent notice Receipt Date			Waiver of Liability (WOL) Receipt Date			Was it a clean claim?			Was the request processed as an OD or Recon?			Request Determination			Date of Determination			Date claim/reconsideration was paid			Date written notification provided to enrollee			Date written notification provided to provider			Date forwarded to IRE			Who made the request?			Issue description and type of service			Was the initial organization determination request denied for lack of medical necessity?


			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required


			50			50			11			5			3			70			40			10			10			10			4			5			9			10			10			10			10			10			3			2000			4


			Enter the first name of the enrollee.			Enter the last name of the enrollee.			Enter the Medicare Beneficiary Identifier (MBI) of the enrollee. An MBI is the non-intelligent unique identifier that replaced the HICN on Medicare cards as a result of The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015. The MBI contains uppercase alphabetic and numeric characters throughout the 11-digit identifier and is unique to each Medicare enrollee. This number must be submitted excluding hyphens or dashes.			Enter the contract number (e.g., H7607).			Enter the PBP (e.g., 001).			Enter the name of the First Tier, Downstream, and Related Entity (which is any party that enters into a written arrangement, acceptable to CMS, with the Sponsoring organization to provide administrative or health care services to an enrollee under the Part C or D program) that processed the request.
Enter None if the Sponsoring organization processed the request.			Enter the associated authorization or claim number for this request. If an authorization or claim number is not available, enter the internal tracking or case number.
Enter None if there is no authorization, claim or other tracking number available.			Enter the date the payment request was received. If the Sponsoring organization obtained information establishing good cause after the 60-day filing timeframe, enter the date the Sponsoring organization received the information establishing good cause.
Submit in CCYY/MM/DD format (e.g., 2020/01/01).			Enter the date the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for dismissed requests or if no AOR or equivalent written notice was received or required.			Enter the date the WOL form was received for non-contracted provider payment appeals. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for ODs, enrollee submitted requests, or if a WOL was never received.			Enter:
•Y for clean claim
•N for unclean claim
•None for payment reconsiderations			Enter the manner by which the request was processed:
•OD
•Recon			Enter:
•Approved
•Denied
•Dismissed			Enter the date of the determination. Submit in CCYY/MM/DD format (e.g., 2020/01/01). This is the date the determination was entered in the system and may be the same as the date claim was paid.
For dismissed requests, enter the date the Sponsor dismissed the request.			Enter the date the claim/reconsideration was paid. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if payment was not provided, if the request was denied, or if the request was dismissed.			Enter the date written notification was provided to enrollee. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided.			Enter the date written notification was provided to provider. Do not enter the date a letter is generated or printed. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided or if the enrollee submitted the request.			Enter the date the reconsideration request was forwarded to the IRE. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None for organization determination requests, or if the reconsideration request was approved, dismissed, or not forwarded to the IRE.			Enter who made the request:
•E for enrollee
•ER for enrollee's representative
•NCP for requests by a non-contract provider
NCP includes non-contract pharmacies.			Provide a description of the service or item requested and why it was requested (if known). For denials, also provide an explanation of why the payment organization determination or payment reconsideration request was denied.
For dismissed requests, please provide the reason for dismissal.
For Part B drugs requests, include the J-Code, National Drug Code (NDC), or both.			Enter:
•Y for Yes
•N for No
•None if the request was approved or dismissed








Instructions


			Please use the guidance below for the following record layout:


			Universe Table 3: Payment Organization Determinations and Reconsiderations (PYMT_C) Record Layout


			• Include all payment organization determinations and payment reconsiderations the Sponsoring organization approved, denied or dismissed from non-contract providers, enrollees, and non-contract pharmacies during the universe request period.


			Submit payment organization determinations (claims) based on the date the claim was paid (Column O) or notification of the denial to the provider (if provider submitted the claim - Column Q) or enrollee (if the enrollee submitted the claim – Column P). Submit payment reconsiderations based on the date the overturned reconsideration was paid or, for upheld reconsiderations, submit based on the date the case was forwarded to the IRE. Submit dismissed requests based on the date of the decision to dismiss (Column N).


			• Include all payment requests for Part B drugs if applicable.


			• Include all payment requests for supplemental services that meet the criteria defined at 42 CFR § 422.100(c)(2).


			• If a payment organization determination or reconsideration includes more than one service, include all of the request’s line items in a single row and enter the multiple line items as a single organization determination or reconsideration request.


			o Enter any request denied in whole or in part as denied.


			Enter all fields for a single case in the same time zone. For example, if the Sponsoring organization has systems in EST and CST, all data in a single line item must be in a single time zone.


			• Exclude all payment requests processed as:


			o duplicate claims,


			o payment adjustments,


			o reopenings,


			o withdrawals, and


			o retrospective reviews.


			• Exclude all requests for Value Added Items and Services.


			• Exclude any payment requests that were denied due to:


			o invalid billing codes,


			o eligibility (i.e., enrollees who were not enrolled on the date of service, providers not accepting assignment), or


			o recoupment of payment, including pending determination of other primary insurance such as automobile, worker’s compensation, etc.
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Table 1 Standard and Expedited PreService OD

Table 1 - Std & Exp PreServ ODs


			Enrollee First Name			Enrollee Last Name			Enrollee ID			Contract ID			Plan Benefit Package (PBP)			First Tier, Downstream, and Related Entity			Authorization or Claim Number			Date the request was received			Time the request was received			Part B Drug Request?			AOR/Equivalent notice Receipt Date			AOR/Equivalent notice Receipt Time			Request Determination			Was the request processed as Standard or Expedited?			Was a timeframe extension taken?			Date of Determination			Time of Determination			Date oral notification provided to enrollee			Time oral notification provided to enrollee			Date written notification provided to enrollee			Time written notification provided to enrollee			Who made the request?			Issue description and type of service			Was an expedited request made but processed as standard?			Was the request denied for lack of medical necessity?


			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required			CHAR Always Required


			50			50			11			5			3			70			40			10			8			1			10			8			9			1			1			10			8			10			8			10			8			3			2000			4			4


			Enter the first name of the enrollee.			Enter the last name of the enrollee			Enter the Medicare Beneficiary Identifier (MBI) of the enrollee. An MBI is the non-intelligent unique identifier that replaced the HICN on Medicare cards as a result of The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015. The MBI contains uppercase alphabetic and numeric characters throughout the 11-digit identifier and is unique to each Medicare enrollee. This number must be submitted excluding hyphens or dashes.			Enter the contract number (e.g., H7607).			Enter the PBP (e.g., 001).			Enter the name of the First Tier, Downstream, and Related Entity (which is any party that enters into a written arrangement, acceptable to CMS, with the Sponsoring organization to provide administrative or health care services to an enrollee under the Part C or D program) that processed the request.
Enter None if the Sponsoring organization processed the request			Enter the associated authorization or claim number for this request. If an authorization or claim number is not available, enter the internal tracking or case number.
Enter None if there is no authorization, claim or other tracking number available.			Enter the date the request was received. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
If a standard request was upgraded to expedited, enter the date the request was upgraded.			For all expedited requests and standard Part B drug requests, enter the time the request was received. Submit in HH:MM:SS military time format (e.g., 23:59:59).
If a standard request was upgraded to expedited, enter the time the request was upgraded.
Enter None for standard and dismissed requests.			Enter:
•Y for Yes
•N for No
			Enter the date the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no AOR or equivalent written notice was received or required.			For all expedited requests and standard Part B drug requests, enter the time the Appointment of Representative (AOR) form or equivalent written notice was received by the Sponsoring organization. Submit in HH:MM:SS format (e.g., 23:59:59).
Enter None for standard service requests or if no AOR or equivalent written notice was received or required.			Enter:
•Approved
•Denied
•Dismissed			Enter the manner by which the request was processed:
•S for Standard
•E for Expedited			Enter:
•Y for Yes
•N for No			Enter the date of the determination. Submit in CCYY/MM/DD format (e.g., 2020/01/01). For dismissed requests, enter the date the Sponsor dismissed the request.			For all expedited requests and standard Part B drug requests, enter the time of the determination. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard and dismissed requests			Enter the date oral notification was provided to enrollee. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no oral notification was provided			For all expedited requests and standard Part B drug requests, enter the time oral notification was provided to enrollee. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard requests, dismissed requests, or if no oral notification was provided.			Enter the date written notification of determination was provided to enrollee. Do not enter the date a letter is generated or printed. Submit in CCYY/MM/DD format (e.g., 2020/01/01).
Enter None if no written notification was provided			For all expedited requests and standard Part B drug requests, enter the time written notification of determination was provided to enrollee.
Do not enter the time a letter was generated or printed. Submit in HH:MM:SS military time format (e.g., 23:59:59).
Enter None for standard requests, dismissed requests, or if no written notification was provided			Enter who made the request:
•E for enrollee
•ER for enrollee’s representative
•CP for requests by a contract provider
•NCP for requests by a non-contract provider
“Provider” includes physicians and facilities.			Provide a description of the service or item requested and why it was requested (if known). For denials, also provide an explanation of why the pre-service request was denied.
For dismissed requests, provide the reason for dismissal.
			Enter:
•Y for Yes if an expedited request was received but downgraded to standard
•None for all other requests (e.g. the request was received as expedited and processed as expedited, the request was received as standard)			Enter:
•Y for Yes
•N for No
None if the request was approved or dismissed








Instructions


						Please use the guidance below for the following record layout:


						Universe Table 1: Standard and Expedited Pre-service Organization Determinations (OD) Record Layout


						• Include all pre-service organization determination requests the Sponsoring organization approved, denied or dismissed during the universe request period. The date of the Sponsoring organization’s determination (Column ID P) must fall within the universe request period.


						• Include all pre-service requests for supplemental services that meet the criteria defined in 42 CFR § 422.100(c)(2).


						• Include all pre-service organization determination requests for Part B drugs.


						• If a pre-service organization determination includes more than one service, include all of the request’s line items in a single row and enter the multiple line items as a single organization determination request.


						o Enter any request denied in whole or in part as denied.


						• Enter all fields for a single request in the same time zone. For example, if the Sponsoring organization has systems in EST and CST, all data in a single line item must be in the same time zone.


						• Exclude all requests processed as reconsiderations, payments, reopenings, and withdrawals.


						o Exclude all concurrent reviews for inpatient hospital services and inpatient SNF services, and notifications of admissions.


						o Exclude all requests for Value Added Items and Services.
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Instructions for OrgDets


			1. Overview 2019


			Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Part C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance
- CMS website:  https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/index.html

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements


			2. Defining the Report


			Format:


			Spreadsheet Color Coding.  Cells with white background must be completed.  


			Column Items to be completed:


			Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.


			Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


			Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 


			Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4


			Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."


			Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 


			Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)


			Year (rows 26-28):  In the second column, enter the year of the month being reported.


			Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.


			SS #1-A   Total number of Determinations:  
This column must equal the sum of values in columns SS #1-D and SS #1-F.
This column must also equal the sum of values in columns SS #2-A,B,E,F,I & J.
The Source Data should support the number entered here in SS #1-A.


			SS #1-B   Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.


			SS #1-C   Request for Determinations Dismissals:  Enter the total of all requests for services that were dismissed.


			SS #1-D   Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-A,E & I.



			SS #1-F   Number of Organization Determinations requested by Non-Contract Provider (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-B,F & J.


			SS #2-A   Number of Organization Determinations – Fully Favorable (Services) that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were approved without modification or redirection by enrollee/representative or provider on behalf of the enrollee.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-A.


			SS #2-B   Number of Organization Determinations – Fully Favorable (Services) requested by Non-contract Provider:  Enter the total of all requests for services that were approved without modification or redirection by a Non-contract Provider.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-B.


			SS #2-E  Determinations Partially Favorable that were requested by enrollee/representative or provider on behalf of the enrollee: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by enrollee/representative or provider on behalf of the enrollee:  For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-E.


			SS #2-F  Determinations Partially Favorable that were requested by a non-contract Provider: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by a Non-contract Provider:  . For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-F.


			SS #2-I  Determinations Adverse that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were denied and would be member liability, that were requested by enrollee/representative or provider on behalf of the enrollee:.  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-I.





			SS #2-J  Determinations Adverse that were requested by a Non-contract Provider:  Enter the total of all requests for services that were denied and would be member liability, that were requested by a Non-contract Provider:  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-J.





			SS #5-A Reopened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under SS #5-A.
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Organization Determinations





																					2019


						Medicare Advantage Part C Quarterly Report


						Organization Determinations (UM Services)





						Health Plan Name


						Enter name of Health Plan


						Medical Group/IPA


						Enter name of MG/IPA


						Management Company / TPA


						Enter name of Management Company/TPA 
(if applicable)


						Quarter																					Year


						Enter report quarter																					Enter Year


						Report Preparer


						**The data submitted is for Federal reporting and is accurate and complete.


						Name 			Enter Name of Report Preparer


						Title 			Enter Title of Report Preparer


						E-Mail 			Enter e-mail address of Report Preparer


						Phone 			Enter Phone# of Report Preparer


						Fax 			Enter Fax# of Report Preparer


						Date			Enter Date Report Submitted





						If your organization makes determinations for several health plans, report data for each health plan separately.


												SS #1-A			SS #1-B			SS #1-C			SS #1-D			SS #1-F			SS #2-A			SS #2-B			SS #2-E			SS #2-F			SS #2-I			SS #2-J			SS #5-A


						Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Number of Organization Determinations requested by enrollee/representative or contracted provider on behalf of the enrollee (Services)			F. Number of Organization Determinations requested by Non-Contract Provider (Services)			Number of Organization Determinations – Fully Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Fully Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Partially Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Partially Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Adverse (Services) 
Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Adverse (Services)
 Requested by Non-contract Provider 			Total number of reopened (revised) decisions, for any reason, in Time Period Above 


						1			2019			#			#			#			#			#			#			#			#			#			#			#			#


						2			2019			#			#			#			#			#			#			#			#			#			#			#			#


						3			2019			#			#			#			#			#			#			#			#			#			#			#			#


						TOTALS						0			0			0			0			0			0			0			0			0			0			0			0





						Submit to:




















						NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
Q1  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    





						For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.








&1#&"Calibri"&8&K414141Proprietary		Page &P of &N        .






Source Data


			This report format includes data elements that allow for data validation and outlier identification for CMS Part C quarterly reporting only. This template does not address ODAG audit universe data validation elements.  NOTE: CMS does not prescribe specific validation data elements for CMS Part C reporting; please confirm with your contracted health plan to determine specific reporting requirements.


			1			2			3			4			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			26			27			28			29			30			31			32			33


			Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			HIC Number or Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity Name			Person who made pre-service OD request: 
- CP = Contract Provider
- NCP = Non-contract provider
- E = Enrollee or -ER= Enrollee's Representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S = Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations / Disposition
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse
W=Withdrawn
D=Dismissals			Time Zone
P = Pacific
C = Central
E = Eastern			Date original   organization determination request was received			Time original   organization determination request was received 
(Required for EOD determinaions)			Decision date for organization determinations 
			Decision time for  organization determinations (used when calculating timeliness in minutes; apply military format)

			Verbal notification date  for expedited organization determinations. The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format). The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Written notification date for expedited organization determinations  			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)						Turnaround time in days (calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 26 for verbal notification requirements. 

			Turnaround time 
(calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 27 for verbal notification requirements. 

			Was this reported as Timely?  (Optional)
			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken by a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


			Unique ID			Contract Number			HIC Number			Plan ID 			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[MMDDYYYY]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			Date Received
[MMDDYYYY]			Time Received     [HHMMSS]   			Date of Decision 
[MMDDYYYY]         			Time of Decision
[HHMMSS]   			Date of Verbal Notification provided to Enrollee
[MMDDYYYY]			Time of Verbal Notification Provided to Enrollee
[HHMMSS]      			Date Written Notification Provided to Enrollee
[MMDDYYYY]			Time of Written Notification Provided to Enrollee
[HHMMSS]     			Expedited Reason			Turn Around Time 
[Days]			Turn Around Time
[Hours, Minutes, Seconds]  			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[MMDDYYYY]			Dismissed
[Y or N]			Dismissal Notification Date 
[MMDDYYYY]








&1#&"Calibri"&8&K414141Proprietary		






Reopening Data


			This report format includes data elements that allow for data validation and outlier identification for CMS Part C quarterly reporting for reopened cases only. This template does not address ODAG audit universe data validation elements.  NOTE: CMS does not prescribe specific validation data elements for CMS Part C reporting; please confirm with your contracted health plan to determine specific reporting requirements.


			1			2			3			4			5			6			7			8			9			10			11			12			13			10			11			12			13			14			15			16			17			18			19			20			21


			Contract member was enrolled in during event			PBP member was enrolled in during event			Unique Identifier for Episode
(Must be Unique Across Data Sources)			Case Level
1 = Coverage Determination

			Date original disposition was finalized 
Date of original disposition
			Original Determination
1 = Fully Favorable
2 = Partially Favorable 
3 = Adverse 			Expedited?
Y or N			Case Type
1 = Service			Status of Treating Provider
C = Contract
NC = Non-Contract

*Use the below numeric values for 2019 reporting
1 = Contracted 
2 = Non-Contracted 			Original received date of reopen request 
			Reason for Reopening 
Specific description of reason for reopening
CE = Clerical Error
NME = New and Material Evidence
 O = Other 
			Additional Information
OPTIONAL			Date of reopening disposition (date the required written notice of a revised decision was sent)
			Reopen Disposition 
1 = Fully Favorable 
2 = Partially Favorable 
3 = Adverse  
4 = Pending			Plan's Member ID Required			HIC Number or Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Member 
Last Name			Member 
First Name			Member
Date of Birth
			Original Disposition Case ID #			Reopened Case ID # 
- Enter original Case ID#, if applicable			Who requested the Reopening: 
P = Provider
B = Beneficiary
BR = Beneficiary's Representative  
HP = Plan Initiated 
			Delegate's Reopening Reason Code
CE = Clerical Error
NME = New and Material Evidence
 O = Other 			Root Cause - Enter specific reason for reopen (free-text narrative)
			Autocalculated based on re-opened date minus original disposition date
- Timely filing: within 1 yr
- Good Cause: within 4 yrs
- Clerical error anytime
*NA if not Reopened


			OD 5B			OD 5C			OD 5D			OD 5E			OD 5F			OD 5G			OD 5H			OD 5I			OD 5J			OD 5K
			OD 5L			OD 5M			OD 5N			OD 5O


			Contract Number			Plan ID			Case ID			Case Level Organization Determination			Date of Original Disposition 
[YYYYMMDD]			Original Disposition			Was case processed under the expedited timeframe?
[Y/N]			Case Type 			Status of Treating Provider			Date Case Reopened
[YYYYMMDD]			Reason for Reopening			Additional Information
(Optional)			Date of Reopening Disposition
[YYYYMMDD]			Reopen Disposition			Plan's Member ID 
(099999909)			HICN  (CMS's Client Index Number)			Member Name Last			Member Name First			Member Date of Birth
[YYYYMMDD]			Original Disposition Case ID #			Reopened 
Case ID #			Requestor of Reopening			Reopening Reason Code			Root Cause
for Reopen Reason			Timely filing Calculation


																		(dropdown list)															(dropdown list)									(dropdown list)																								(dropdown list)									0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0


																																																																											0






































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































&1#&"Calibri"&8&K414141Proprietary		






2018vs2019 Summary Updates


			2018			vs			2019


			1. Overview						1. Overview 2019


			Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
- CMS website: http://www.cms.gov/MMCAG/

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements						Beginning Q1-2014, CMS requires quarterly reporting on Organization Determinations for UM clinical decisions. Post Services Claim Organization Determinations are separately reported.  
Reporting for each quarter is based on actions completed each month during the quarter (e.g., decisions to approve, modify, and deny requests for services). 
The form is for each full calendar quarter of data; however the data  provided must be reported on a monthly basis.   

For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
- 42 CFR Part 422, Subpart M, and Part C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance
- CMS website:  https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/index.html

This report format includes data elements that allow for data validation and outlier identification. NOTE: CMS does not prescribe specific data elements, please confirm with your contracted health plan to determine reporting requirements


			2. Defining the Report						2. Defining the Report


			Format:						Format:


			Spreadsheet Color Coding.  Cells with white background must be completed.  						Spreadsheet Color Coding.  Cells with white background must be completed.  


			Column Items to be completed:						Column Items to be completed:


			Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.						Health Plan Name (row 7):  Enter the name of the Health Plan to which you are reporting.


			Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.						Medical Group/IPA (row 9):  Enter the name of the IPA, medical group, entity delegated to perform Utilization Management.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.


			Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 						Management Company / TPA (line 11).Type in the name of the Management Company or Third Party Administrator that performs UM for the delegate. Leave blank if the Medical Group/IPA manages its own UM. 


			Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4						Quarter (row 13): Enter the quarter for which data is supplied.  Data is based on date of decision/determination to approve (favorable determination), modify (partially favorable determination), or deny (adverse determination).  Format: Q1, Q2, Q3, Q4


			Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."						Year (row 13):  Enter the year of the month being reported in the field to the right of "Quarter."


			Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 						Report Preparer Certification (rows 16-21):  Enter the 6 items shown.  The preparer is authorized to attest to data accuracy on behalf of the organization. 


			Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)						Month (rows 26-28):  In the first column, enter the number of the month being reported (e.g., 1 = January, 2 = February, etc)


			Year (rows 26-28):  In the second column, enter the year of the month being reported.						Year (rows 26-28):  In the second column, enter the year of the month being reported.


			Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.						Note: If your organization makes determinations for several health plans, report data for each health plan separately.**Do not include concurrent review or retrospective review (claims) data.


			6.1 Total number of Determinations:  This column will autocalculate the sum of values in columns 6.3, 6.5 and 6.7 once any of these are populated
The Source Data should support the number entered here in 6.1						SS #1-A   Total number of Determinations:  
This column must equal the sum of values in columns SS #1-D and SS #1-F.
This column must also equal the sum of values in columns SS #2-A,B,E,F,I & J.
The Source Data should support the number entered here in SS #1-A.


			6.2 Determinations Processed Timely:  Enter the total of all requests for services that were in 6.1 that were processed timely.  This number is a subset of 6.1 that should not be added into 6.1 Total number of Determinations.						SS #1-B   Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.


			6.3 Determinations Fully Favorable:  Enter the total of all requests for services that were approved without modification or redirection.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.3						SS #1-C   Request for Determinations Dismissals:  Enter the total of all requests for services that were dismissed.


			6.5  Determinations Partially Favorable: Enter the total of all requests for services that were partially approved, but were modified or redirected. For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.5						SS #1-D   Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-A,E & I.



			6.7  Determinations Adverse :  Enter the total of all requests for services that were denied and would be member liability.  This includes denials for eligibility, medical necessity and benefits.
The sum of 6.3, 6.5 and 6.7 should equal the number in 6.1
The Source Data should support the number entered here in 6.7						SS #1-F   Number of Organization Determinations requested by Non-Contract Provider (Services)
The sum of SS #1-D and SS #1-F must equal the number in SS #1-A.
This column must equal the sum of values in columns SS #2-B,F & J.


			6.9 Request for Determinations Withdrawn:  Enter the total of all requests for services that were withdrawn.						SS #2-A   Number of Organization Determinations – Fully Favorable (Services) that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were approved without modification or redirection by enrollee/representative or provider on behalf of the enrollee.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-A.


			6.19 ReOpened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under 6.19.						SS #2-B   Number of Organization Determinations – Fully Favorable (Services) requested by Non-contract Provider:  Enter the total of all requests for services that were approved without modification or redirection by a Non-contract Provider.  
E.g., the request for specialty consultation by a specific practitioner was approved.  
E.g., the request for 12 physical therapy visits over six weeks by a specific provider was approved as requested.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-B.


									SS #2-E  Determinations Partially Favorable that were requested by enrollee/representative or provider on behalf of the enrollee: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by enrollee/representative or provider on behalf of the enrollee:  For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-E.


									SS #2-F  Determinations Partially Favorable that were requested by a non-contract Provider: Enter the total of all requests for services that were partially approved, but were modified or redirected, that were requested by a Non-contract Provider:  . For example:  
1) Request for 12 physical therapy visits over six weeks by a specific provider was approved, but was modified to six visits over three weeks by that provider; 
2) Request for specialty consultation by a specific practitioner was approved, but redirected to another practitioner.
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.
The Source Data should support the number entered here in SS #2-F.


									SS #2-I  Determinations Adverse that were requested by enrollee/representative or provider on behalf of the enrollee:  Enter the total of all requests for services that were denied and would be member liability, that were requested by enrollee/representative or provider on behalf of the enrollee:.  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-I.





									SS #2-J  Determinations Adverse that were requested by a Non-contract Provider:  Enter the total of all requests for services that were denied and would be member liability, that were requested by a Non-contract Provider:  This includes denials for eligibility, medical necessity and benefits. 
The sum of SS #2-A,B,E,F,I & J should equal the number in SS #1-A.  
The Source Data should support the number entered here in SS #2-J.





									SS #5-A Reopened (revised) Decisions:  Enter the total of all requests for services that were reopened (revised) decisions, for any reason, in Time Period Above.
The Reopenings Data should support the number you list under SS #5-A.





			Summary Count Changes																																																									2019


						Medicare Advantage Part C Quarterly Report																																							Medicare Advantage Part C Quarterly Report


						Organization Determinations (UM Services)																																							Organization Determinations (UM Services)





						Health Plan Name																																							Health Plan Name


						Enter name of Health Plan																																							Enter name of Health Plan


						Medical Group/IPA																																							Medical Group/IPA


						Enter name of MG/IPA																																							Enter name of MG/IPA


						Management Company / TPA																																							Management Company / TPA


						Enter name of Management Company/TPA (if applicable)																																							Enter name of Management Company/TPA 
(if applicable)


						Quarter																					Year																		Quarter																					Year


						Q1																					2019																		Enter report quarter																					Enter Year


						Report Preparer																																							Report Preparer


						**The data submitted is for Federal reporting and is accurate and complete.																																							**The data submitted is for Federal reporting and is accurate and complete.


						Name 			Enter Name of Report Preparer																																				Name 			Enter Name of Report Preparer


						Title 			Enter Title of Report Preparer																																				Title 			Enter Title of Report Preparer


						E-Mail 			Enter e-mail address of Report Preparer																																				E-Mail 			Enter e-mail address of Report Preparer


						Phone 			Enter Phone# of Report Preparer																																				Phone 			Enter Phone# of Report Preparer


						Fax 			Enter Fax# of Report Preparer																																				Fax 			Enter Fax# of Report Preparer


						Date			Enter Date Report Submitted																																				Date			Enter Date Report Submitted





						If your organization makes determinations for several health plans, report data for each health plan separately.																																							If your organization makes determinations for several health plans, report data for each health plan separately.


												6.1			6.2			6.3			6.5			6.7			6.9			6.10			6.21																		SS #1-A			SS #1-B			SS #1-C			SS #1-D			SS #1-F			SS #2-A			SS #2-B			SS #2-E			SS #2-F			SS #2-I			SS #2-J			SS #5-A


						Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Organization Determinations
Processed 
Timely in 6.1			Number of Organization Determinations Fully Favorable (Services)			Number of Organization Determinations Partially Favorable (Services)			Number of Organization Determinations Adverse (Services)			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Total Number of Reopened (revised) Decisions												Month			Year			Total Number of Organization Determinations Made in Reporting Time Period			Number of Requests for Organization Determinations Withdrawn			Number of Requests for Organization Determinations
Dismissals			Number of Organization Determinations requested by enrollee/representative or provider on behalf of the enrollee (Services)			F. Number of Organization Determinations requested by Non-Contract Provider (Services)			Number of Organization Determinations – Fully Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Fully Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Partially Favorable (Services) Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Partially Favorable (Services) Requested by Non-contract Provider 			Number of Organization Determinations – Adverse (Services) 
Requested by enrollee/representative or provider on behalf of the enrollee 			Number of Organization Determinations – Adverse (Services)
 Requested by Non-contract Provider 			Total number of reopened (revised) decisions, for any reason, in Time Period Above 


						1			2019			0			0			0			0			0			0			0			0												1			2019			#			#			#			#			#			#			#			#			#			#			#			#


						2			2019			0			0			0			0			0			0			0			0												2			2019			#			#			#			#			#			#			#			#			#			#			#			#


						3			2019			0			0			0			0			0			0			0			0												3			2019			#			#			#			#			#			#			#			#			#			#			#			#


						TOTALS						0			0			0			0			0			0			0			0												TOTALS						0			0			0			0			0			0			0			0			0			0			0			0





						Submit to:																																							Submit to:


												thomas.moynier@anthem.com

















						NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
QI  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    																																							NOTE: If your organization makes determinations for several enrollment groups with a single health plan, report data for each group separately.  
DUE DATES: Reports for each quarter are due to the health plans on or before the dates listed below. If the 15th falls on a weekend or holiday, please send report on the preceding business day.
Q1  = April 15th
Q2 = July 15th
Q3 = October 15th
Q4 = January 15th    





						For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.																																							For an explanation of Part C organization determination procedures, refer to CMS regulations and guidance: 
 - 42 CFR Part 422, Subpart M, and Chapter 13 of the Medicare Managed Care Manual
 - the CMS website: http://www.cms.gov/MMCAG/.











mailto:thomas.moynier@anthem.com


2018vs2019 Source Data Updates


			2018 vs 2019 CMS Part C Technical Specification Comparison Updates (Summary updates @ end of document)


			2018			1			2			3			4			5			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			25			26			27			28			29			30			31			32			33			34			35			36


						Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			HIC Number  
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity 
(Health Plan assigned code)			Delegated Entity Name			Person who made pre-service OD request: 
CP = Contract Provider
 
NCP = Non-contract provider

B = Beneficiary or Beneficiary's representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S= Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse			Time Zone
P = Pacific
C = Central
E = Eastern			Received date  for standard organization determinations (used when calculating timeliness in days)			Decision date  for standard organization determinations (used when calculating timeliness in days)

			While the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the notice within 72 hours in and of itself is insufficient. The enrollee must receive the notice within 72 hours.  If the Medicare health plan first notifies the enrollee orally of a completely favorable expedited reconsideration, it must mail written confirmation to the enrollee within 3 calendar days. 			While the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the notice within 72 hours in and of itself is insufficient. The enrollee must receive the notice within 72 hours.  If the Medicare health plan first notifies the enrollee orally of a completely favorable expedited reconsideration, it must mail written confirmation to the enrollee within 3 calendar days.			The Medicare health plan must automatically provide an expedited organization determination if a physician indicates, either orally or in writing, that applying the standard time for making a determination could seriously jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum function. When asking for an expedited organization determination, the enrollee or a physician must submit either an oral or written request directly to the entity responsible for making the determination. A physician may also provide oral or written support for an enrollee’s own request for an expedited determination.			Received date  for expedited organization determinations (used when calculating timeliness)			Decision date  for expedited organization determinations (used when calculating timeliness in minutes; apply military format)

			Decision date for expedited organization determinations (used when calculating timeliness)
			Decision time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Verbal notification date  for expedited organization determinations (used when calculating timeliness)			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Written notification date for expedited organization determinations  (used when calculating timeliness)			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)			Turnaround time in days (calculated from original received date to original decision date or decision date minus received date)

			Turnaround time 
(calculated from original received date to original decision date or decision date minus received date)

			Was this reported as Timely? 
(Sum of "Y" answers must add up to same number reported under 6.2 on organization determinations tab)			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken my a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


						Unique ID			Contract Number			HIC Number			Plan ID 			Delegated Entity
Code			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[YYYYMMDD]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			SOD 
Received Date 
[YYYYMMDD]			SOD
Decision Date 
[YYYYMMDD]         			SOD Verbal
Notification Date
[YYYYMMDD]			SOD Written
Notification Date
[YYYYMMDD]			Expedited Reason			EOD  
Received Date 
[YYYYMMDD]			EOD
Received Time 
[HHMMSS]          			EOD
Decision Date
[YYYYMMDD]          			EOD
Decision Time 
[HHMMSS]           			EOD Verbal 
Notification Date
[YYYYMMDD]			EOD Verbal 
Notification Time
[HHMMSS]      			EOD Written 
Notification Date
[YYYYMMDD] 			EOD Written 
Notification Time
[HHMMSS]      			Turn Around time
[Days]			Turn Around time
[HHMMSS]      			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[YYYYMMDD]			Dismissal
[Y or N]			Dismissal Date 
[YYYYMMDD]





			2019			1			2			3			4			6			7			8			9			10			11			12			13			14			15			16			17			18			19			20			21			22			23			24			26			27			28			29			30			31			32			33


						Health Plan assigned ID number (Health Plan to complete)			Contract member was enrolled in during event
(Health Plan to complete)			Medicare Beneficiary Identifier (MBI)
(If not available, leave blank)			Plan ID or PBP
(If not available, leave blank)
*Plan ID or Plan Benefit Package (PBP) is a set of benefits for a defined Part C or Part D service area. The Plan ID is different from member ID number.			Delegated Entity Name			Person who made pre-service OD request: 
- CP = Contract Provider
- NCP = Non-contract provider
- E = Enrollee or -ER= Enrollee's Representative
			Member Num Required			Member
Last Name			Member
 First Name			Member 
Date of birth
			Unique Identifier for Episode; 
must be Unique Across Data Sources			Internal Determination Description
(Preservice Review)

*As of 2015 reporting period, CMS no longer requires concurrent reviews to be reported. 			S = Standard (14 days)
SE = Standard with Extension (28 days)
E = Expedited (72 hrs)
EE  =  Expedited Extension (17 days)
			Preservice Determinations / Disposition
FF = Fully Favorable
PF = Partially Favorable 
AD = Adverse
W=Withdrawn
D=Dismissals			Time Zone
P = Pacific
C = Central
E = Eastern			Date original   organization determination request was received			Time original   organization determination request was received 
(Required for EOD determinations)			Decision date for organization determinations 
			Decision time for  organization determinations (used when calculating timeliness in minutes; apply military format)

			Verbal notification date  for expedited organization determinations. The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Verbal notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format). The Medicare health plan must make the determination and notify the enrollee and the physician involved of its determination as expeditiously as the enrollee’s health condition requires, but no later than 72 hours after receiving the request. Although the Medicare health plan may notify the enrollee orally or in writing, the enrollee must be notified within the 72 hour time frame. Mailing the determination within 72 hours in and of itself is insufficient. The enrollee must receive the notice in the mail within 72 hours. When the determination is adverse, the Medicare health plan must mail written confirmation of its determination within 3 calendar days after providing oral notification.
			Written notification date for expedited organization determinations  			Written notification time for expedited organization determinations (used when calculating timeliness in minutes; apply military format)						Turnaround time in days (calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 26 for verbal notification requirements. 

			Turnaround time 
(calculated from original received date to original verbal*/written notification date or notification date minus received date)
*Refer to column 27 for verbal notification requirements. 

			Was this reported as Timely?  (Optional)
			Withdrawn
The party who files a request may withdraw the request at any time before a decision is mailed by writing to the Medicare health plan. 			Withdrawn Notification Date 
			Dismissal
- An action taken by a Medicare health plan when an organization determination request lacks required information or otherwise does not meet CMS requirements to be considered a valid request 			Dismissal Date


						Unique ID			Contract Number			MBI Number			Plan ID 			Delegated Entity Name			Requestor			Member ID Number			Member 
Last Name			Member 
First Name			Member 
DOB
[MMDDYYYY]			Authorization Number 
(Case ID)			Internal Determination Description 			Case Type			CMS Determination Reporting Category			Time Zone
[P, C, E]			Date Received
[MMDDYYYY]			Time Received     [HHMMSS]   			Date of Decision 
[MMDDYYYY]         			Time of Decision
[HHMMSS]   			Date of Verbal Notification provided to Enrollee
[MMDDYYYY]			Time of Verbal Notification Provided to Enrollee
[HHMMSS]      			Date Written Notification Provided to Enrollee
[MMDDYYYY]			Time of Written Notification Provided to Enrollee
[HHMMSS]     			Expedited Reason			Turn Around Time 
[Days]			Turn Around Time
[Hours, Minutes, Seconds]  			Reported as Timely
[Y or N] 			Withdrawn
[Y or N]			Withdrawn Notification Date 
[MMDDYYYY]			Dismissed
[Y or N]			Dismissal Notification Date 
[MMDDYYYY]








			Summary Notes: 2018 vs 2019 Source Data Updates


			Updated and changed HIC Number to MBI Number


			Updated to follow Tech. Specs. the "person who made preservice request to include "E=Enrollee and ER=Enrollee Representative" 


			Changed the date format from [YYYYMMDD] to [MMDDYYYY] 


			Condensed the Decision Dates to only (1) output (no longer has the SOD vs EOD decision date separately)  


			Condensed the Decision Time to only (1) output (no longer has the SOD vs EOD decision time separately)  


			Condensed the Verbal Notification Dates to only (1) output (no longer has the EOD verbal notification  date separately)  


			Condensed the Verbal Notification Time to only (1) output (no longer has the EOD verbal notification  time separately)  


			Condensed the Received  Dates to only (1) output (no longer has the EOD received date separately)  


			Condensed the Received  Time to only (1) output (no longer has the EOD received time separately)  
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A. Instructions


			GENERAL INSTRUCTIONS:  
Please complete the entire "Signature Page" tab prior to submitting each report to Health Plans.  NOTE: The Provider Organization Name and Report Type will auto-populate on each tab after this information is entered on the signature page.  ALL DATA SHOULD BE HEALTH PLAN SPECIFIC.


			Areas denoted in red font and italics are EXAMPLES only.  The work plan tool template may be used to complete UM delegation reports required by Health Plans.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting.  This tool represents minimum regulatory and accrediting reporting requirements. Regulatory requirements specify that UM data must be specific to each Health Plan. Statistics may be documented using the "METRIC" tabs or via separate organization internal system generated reports.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  


			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation





			WORK PLAN, SEMI-ANNUAL/QUARTERLY REPORTS, AND ANNUAL EVALUATION INSTRUCTIONS


			COMPONENT 			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Work Plan is due to Health Plans by February 15th.

▪ Each year must start with a new work plan as a separate document from the previous year’s evaluation or 4th quarter report.  

▪ Each component listed must be addressed.

▪ Complete all columns for each component specified.  State reasons if not completed or NA.

			▪ Describe goals in specific and measurable terms.

▪ List benchmarks if available.

▪ List thresholds for identification of improvement opportunities.

▪ Improvement goals should be based on the previous year’s Annual UM Evaluation.			▪ List specific activities planned to address component and achieve goals.

▪ Describe measurement and data analysis methods.			▪ List specific date(s) for completion or time frame for each planned activity.			▪ List name(s) and title(s) or Department (s) responsible for the completion of planned activities.


			COMPONENT 			Report Period & Due Dates			Key Findings & Analysis			Interventions / Follow-up Actions			Remeasurement


			▪ Semi-annual report
▪ Quarterly report			▪ 1st semi-annual report covers period from January 1st - June 30th.  Report is due to Health Plans by August 15th.

▪ 2nd semi-annual report / annual evaluation covers period from July 1st - December 31st.  Report is due to Health Plans by February 15th. 


▪ 1st QTR - Report is due to Health Plans by May 15th.

▪ 2nd QTR - Report is due to Health Plans by August 15th.

▪ 3rd QTR - Report is due to Health Plans by November 15th.

▪ 4th QTR/annual evaluation - Reports are due to Health Plans by February 15th.			▪ For each reporting period, list key findings as specified by measures set in goals.  For example, if goal is based on # Per Member Per Month, list findings as # Per Member Per Month.

▪ Key findings should be objective and quantitative.

▪ State whether goals were met or not met.  State reasons if goals were not met. For example, document the effectiveness of interventions including any progress that was made towards improving performance.

▪ Document your analysis of the findings listed including any patterns or trends.  

▪ Describe any barriers for attaining goals.

▪ Include findings on any follow-up issues from the previous reporting period.  

▪ For annual evaluation, list progress in the last reporting period and an overall summary for the entire 12 month period.  State if goal was not met, add topic to work plan for next year.			▪ List what your organization will do to either maintain your current performance and/or what further actions are needed to improve performance.  
▪ For each reporting period, document the activities that were implemented and/or completed as described in the Work Plan Planned Activities Section.

▪ Document any additional activities that may have not been included in the work plan.

▪ For the annual evaluation, list interventions that were taken during the last reporting period as well as an overall summary of the interventions for the 12 month period.			▪ Update if responsible party or department has changed or additional departments or individuals are added.

▪ Update with target date(s) for re-measurement or completion of follow-up actions.


			EXAMPLES


			INPATIENT STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Document for each product on statistic page.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

1. Decrease commercial readmission rates by 10%.

2. Maintain MEDICARE BH Days with in 5% from last YTD.			1.Track and trend readmissions for MEDICARE/Medicare products.

2. Develop and implement REFERRAL process to high risk clinic.			1. Monthly presentation to UMC

2. 1st quarter 2022			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			INPATIENT STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document the statistics that are outside of the stated thresholds/goals.

If theres is no data to report the report should be populated with zeros (0) on the Inpatient Metrics tab and notated in the Inpt WP&Rpts tab "no data to report". 

1. Only 2 commercial readmissions during the 1st quarter.  Acute bed days were increased in the 1st quarter.  This was due to an increased number of admissions as the ALOS was within goals.

▪ Document whether the interventions were effective in improving inpatient statistics.

3.   Readmission rates were found to be within an acceptable range.  It is too early to assess the outcome of High Risk Clinic 

Divide total readmission rates divided by the number of admissions, then multiply that result by 100.			▪ Document what your organization did to improve any indicator that was outside the threshold/goal.

1.Readmission rates were trended and presented to the UMC for discussion.

2. A referral process was developed and implemented for High Risk Clinic.  Members are identified before discharge from acute facility for risk of readmission.  If assessed as high risk, the member is referred to the High Risk Clinic for follow-up by the IPA Hospitalists in collaboration with the member’s PCP.

3. Continue to analyze outcome of high risk clinic. 			Report to UMC by 7/30/21.


			UM Over/Under Utilization Stastics 
Report Period

Monitoring is part of each WorkPlan
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization.

▪ Document reasons for denials.

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted




REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			REFERRAL STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪ Define and document what will be included in total number of REFERRALs (e.g. authorization REFERRALs, pre-certifications inpatient, and direct REFERRALs).  

▪ Define and document what will be included in total number of denials (e.g. pre-servHICE denials, NODMAR, claims).

▪ Document formula that will be used for determining denial % or denial rate PTMPY. (Refer to "Definitions" tab for denial rate formulas.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

			1. Provide education to PCPs regarding MEDICARE covered benefits.

2.  Track and trend referrals and denials per PCP and analyze data for over/under utilization.  Present to UMC.

3.  Present individual referral data to PCPs.

4. Set up capitation arrangements with high volume specialists.

5. Develop and implement PCP corrective actions as necessary.			1. 1st quarter 2015 and quarterly thereafter.

2. 2nd quarter 2015 and quarterly thereafter.

3.  1st quarter 2015.			▪ Nancy Nurse, RN, UM Manager
▪ Stanley Stat, MD, Medical Director


			1. UM REFERRAL goals are 1.5 per commercial and Medi-Cal members and 3.0 for MEDICARE members.
 
2. Inpatient goals are documented on the statistics page as admissions/1000 and beddays/1000.  Current information system is not able to separate outpatient REFERRALs from pre-certification inpatient REFERRALs.  Inpatient pre-certification is included in the outpatient REFERRAL data.

3. The IPA denial rate goal is less than 3% for both inpatient and outpatient REFERRALs. 


			REFERRAL STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪  If the Provider Organization Information System (IS) does not allow for the collection of  data that differentiates between the UM REFERRAL categories, i.e. Outpatient, Inpatient, Urgent, Non-Urgent, Concurrent, etc. then, document a statement describing what cannot be reported due to systems limitations. 

▪ Decrease in REFERRALs requiring pre-certification can be attributed to the new capitation arrangement with orthopedists and the addition to the servHICEs that are now a direct REFERRAL from the provider’s offHICE.  Goal met to date.

▪ Denial rate within Provider Organization goal and industry standard.  Benefit related denials continue to be the most prevalent reason for denials.
			▪  Tracked and trend referrals per PCP and analyzed data for over/under utilization.  

▪  Executed new capitation agreement with Orthopedists.

▪  Continue to monitor referrals quarterly.

▪  MIS Department to develop UM dashboard 

▪ Tracked and trend all denials per PCP.

▪ Educate provider panel on the appropriateness of referrals based on denial rate.

▪ Implement use of the HICE “Carve Out” letter for appropriate situations vs. issuing denials.

▪ Continue to monitor quarterly.			§ MIS department,  late Fall




			ER UTILIZATION
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ ER utilization is any visit to the ER that does not result in a hospital stay. Members admitted to the hospital should not be counted. 

▪ Do not include Urgent Care in ER WP.


▪ ER data should include information from claims.

1.  Reduce ER utilization by 10%.			▪ Document any planned activities that will reduce the number of ER visits.

1. Educate provider panel on the appropriateness of referrals based on denial rate.

2.  Educate members to call PCP before going to the ER.

3. Case Management to monitor frequent ER utilizers and assess need for alternative care.

			Quarterly			▪ Nancy Nurse, RN, UM Manager 
▪ Christy Case, RN, Case Manager 





			ER UTILIZATION
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

Review the HICE Quarter/ Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization in relation to ER utilization. 

▪ Document reasons for denials.

REMINDERS:  

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If  above than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are above benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted


			COMPLEX CASE MANAGEMENT METRICS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			1. Describe activities to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Describe planned activities to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Describe planned activities to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Describe planned activities to meet organization's established CCM goal metrics			1. Target date to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Target date to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Target date to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Target date for CCM goal metrics completion			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			COMPLEX CASE MANAGEMENT METRICS 
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report
2nd semi-annual report
Annual 			Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics

▪ Identify findings for why goals are not met for the reporting period.			Clearly state and Document the goals that were not met and the action(s) being taken to meet the goals.			Report to UMC by 7/30/2022


			EXPERIENCE WITH UM PROCESS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Increase member satisfaction with UM process by 5%. 

▪ Increase practitioner satisfaction with UM  process by 5% over last year rate.
1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			• Conduct an annual assessment of experience with the UM process. 

▪ Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
			Complete Q3 2022, present to committee Q4 2022			Nancy Nurse, RN, UM Manager


			EXPERIENCE WITH UM PROCESS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			• Valid Methodology: Document the type of survey performed (PAS, monkey, group created, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  

1. Member - Awaiting results

2. Practitioner - Practitioner satisfaction with UM process was 82%.
Provider satisfaction increased by 2% compared to 2016 survey.  Increase may be attributed to changes in work flow processes and timely f/u on all provider complaints.  Goal not met.
			• Document actual actions and inventions in response to the results.  If analysis indicates opportunities to improve experience with UM, list the planned interventions based on the causes that were identified

1.Member 
Survey to be conducted in September. Results to be presented to committee in Q4

2. Practitioner
Continue to monitor provider complaints.
Presented to committee in May.  Will develop a subcommittee to explore improvement processes.			Continue with plan as noted


			UTILIZATION & REFERRAL TIMEFRAME COMPLIANCE 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles			Is this a TAT instruction or REFERRALS?


			▪ Identify 4 chosen data types (must include 1 data type per product line and one data type related to behavioral health). 
Examples: LOS data, Admits/1000, Unplanned readmissions, Rates of selected procedures, REFERRAL rates

▪ Document thresholds for each data type using external or internal sources that provide distribution of performance data.

▪ Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.

▪ Hysterectomy rates – 10th % threshold for under utilization and 90th % for over utilization.

▪ Admits/1000 – 1.5 standard deviation above and below network average.

▪ Decrease number of unnecessary CT/MRI REFERRALs by 5%.

▪ Maintain TAT average at 3 days.  Improve % meeting standard by 10%.
			▪ Document planned activities to achieve data results within thresholds.

▪ Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.

▪ For REFERRALs that require prior-authorization state your interventions for improvement.  Document what types of REFERRALs are included in your statistics (urgent, non-urgent, post-servHICE and direct).

▪ Educate ordering practitioners to provide complete medical history pertinent to ordering scans.

▪ Educate lHICEnsed staff on use of Imaging Module of Intermural® guidelines to increase consistency of review.

			▪ Monitor daily report for opportunities for improvement 

▪ Report to UMC monthly			Nancy Nurse, RN, UM Manager


			UTILIZATION & REFERRAL
TIMEFRAME COMPLIANCE
Report Period

			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			▪ Enter the number of referrals received
▪ Enter the number of compliant referrals
▪ Calculate the compliant percentage (formulas included in metrics tab).


** TAT regulation specifics are noted in red within the green highlighted sections of the metrics tab**



			Quarterly or Semi-Annual Report

			▪  List the average TAT and the percent meeting TAT of 5 days for the reporting period.  If your non-urgent TAT standard is different from the 5 day standard please indicate standard.


			▪ Continue with plan as noted

 ▪ UM Manager to provide in-servHICE and education regarding TAT standard.			Continue with plan


			OTHER UM ACTIVITIES 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			UM Interrater Reliability Evaluation- Consistency in Applying Criteria
▪ Document scoring benchmarks for physician and non-physician reviewers involved in the determination process 
(may include physicians, nurses and coordinators depending on Health Plan requirements)

▪ IRR does apply for Non-Clinical Staff.  Non-Clinical staff under the supervision of a lHICEnsed staff may approve servHICEs when there are explicit auto approval criteria and no clinical judgement is required (NCQA Requirement). 

▪ Maintain a 90% interrater reliability for UM staff and physicians.

▪ Ensure 100% New staff tested PRIOR to conducting independent UM review

▪ Additional items may be listed here based on your Health Plan delegation agreement.

▪New staff will not be released until remediation and the 90% threshold is met.			▪ Evaluate the consistency of physician and non-physician reviewers involved in the UM determination process at least annually; 12 months from previous evaluation. 

Include planned review methodology

			Complete Q2, 2022, present to committee Q3 2022			Nancy Nurse, RN, UM Manager


			OTHER UM ACTIVITIES
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document review methodology 8/30, 5% or 50 files). 

Document the date, score and type of review conducted for physician and non physician reviewers.  Document results and if benchmark was met.

3 of 3 physician reviewers scored 90%.  8/30 methodology was used.  Benchmark met

7 of 7 nurses scored 90%.  8/30 methodology was used.  Benchmark met

1 of 4 coordinators scored 80%.  8/30 methodology was used.  Benchmark not met. 

1 of 1 New staff scored 90% prior to conducting independent UM review. 8/30 methodology was used. Benchmark met". 

 New staff will not be released until remediation and the 90% threshold is met.
			Document training activities for those that did not meet the benchmark.

Document date and follow up activities, Complete Q3, 2022, present to committee Q4 2022

▪ Training for those not meeting the benchmark will take place within 30 days. Follow up IRR to be done within 60 days.  Results to be presented to UMC.

			Continue with plan


			2nd  semi-annual report			Document results of IRR Evaluation as presented to committee in Q3			Document follow up IRR results 


			Misc. Activities
Access & Availability			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Accessibility is NOT required to be healthplan specific.  The  Miscellanous tab template is an "optional" work plan tab per individual healthplan.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.



			▪ Areas denoted in italics are EXAMPLES only.  



			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation


			DMHC:  Timely Access to Care:
California law requires timely access to care. This means that there are limits on how long a member has to wait to get health care appointments and telephone advHICE.  The delegate UM department should be aware of the distance, timeliness and availability of their providers when managing referrals. 

Monitored are urgent and routine appointment for PCP and specialty and availability of providers listed in directory.  If a member cannot obtain a timely appointment, the organization must help the member get an appointment with an appropriate provider.  

The health plan will perform access audits and the delegate benefits from proactive self monitoring access to provide a quality program.  This report will address metrics available from both internal and external sources to manage compliance with required timely access. 

NCQA QI 5: The organization establishes mechanisms to ensure access to primary care servHICEs, behavioral healthcare servHICEs and member servHICEs. Using valid methodology, the organization collects and analyzes data to measure its performance against standards for access.

Provide your data metrics, analysis  and actions taken in regards to timely access to your providers of care from all data sources. 			Maintain access thresholds of 90% meeting expectations in all areas of measurement for both urgent and routine referrals to PCP and high volume specialist. 

Area of access monitoring measurement can include timeliness, distance, wait time and availability.

Develop UM staff job aids to facilitate access/availability to membership during the UM review process.



 
			Monitor complaint data for access related issues.  Identify practitioner offHICEs with more than 2 complaints/quarter.

Conduct access audits on a semi-annual basis and/or obtain and analyze access data from external sources (health plan data)

Track and trend volume of requests for out of network providers to evaluate adequate access in-network

Conduct root cause analysis of findings including demographic supply and demand variations.

Provide UM staff with job aids to identify providers with access/availability issues.  Educate staff on workflow to provide timely access for members seeking a referral.
			06/15/20
12/15/20



			Report Period			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

			All access standards met at 90% in the 1st semi-annual reporting period with the exception of one area:  same day access to care at 69%.
			Goal met for timely access to care for all areas.  
Goal not met for same day access to PCP.  Root cause analysis revealed demographic need for extended hours for pediatric servHICEs.  Meeting with leadership and affected offHICEs for extended hours consideration. 			Adjusted offHICE hours to allow for same day access appointments.

			No further action required.




			Misc. QI. - Member Complaints/Grievances			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NCQA ME 7:  To assess member experience with its servHICEs, the organization monitors and evaluates member complaints and appeals related to UM process. 
The organization aggregates complaints and appeals into categories:

The organization annually identifies opportunities for improvement, sets priorities and decides which opportunities to pursue based on analysis of the complaint data.

			Examples;

1. Decrease overall number of member complaints by 20%.
2. Decrease complaints related to ease in obtaining a referral by 10%
3. Decrease level 3-4 complaints by 10%
4. Decrease level 5 complaints to none

maintain score above 90% for all internal audits of complaint process
			Examples

1. Track member complaints by type and severity. Review volumes, grievance type trends, workflow challenges, timeliness, etc.
2. Analyze member complaint/grievance reports from all sources both internal and external and develop and implement corrective action plans as appropriate based on findings.
3. Audit grievance process and documentation - report findings. (were complaints logged handled appropriately)			06/15/21
12/15/21
			Carrie Cares, Quality Manager




			Report Period

			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

Member Greivances/appeals

			Overall grievances:  30 Total
Complaints/1000 members:  15 
Level 1-2:   25 grievances
Level 3-4:   5 grievances
Level 5:      0 grievances

Top compliant type: 
1.  Access category - obtaining an appointment timely:  10
2.  ServHICE of provider/offHICE staff - 9
3.  QOC:   3





			Number of grievances decreased compared to previous 6 month period.  

All goals met except overall % of complaints related to ease in obtaining an appointment timely of 10 which is 30% of the overall complaints.  

			Spike out detail data related to timely access complaints. Work with provider relations for improvement of timely access.  Evaluate hours and consider addition of PA in offending offHICE.
			Continue to monitor monthly.


			 OVER & UNDER UTILIZATION			WORKPLAN GOALS			PLANNED ACTIVITIES			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			Identify 4 chosen data types (please refer to last column for additional data type suggestions.) Examples of data types:
§ Inpatient (unplanned readmissions) 
§ Rates of selected procedures (high tech radiology, CABG, bariatric surgery, back surgery, CCath)
§ Referral rates to specialists per 1000
§ Pharmacy data (opioid use)
§ Over utilization of ER (frequent visits that do not result in admission)
Set threshold parameters and clarify methodology. 
Examples:
· Historical data
· Standard deviation above or below network averages
· Industry thresholds
· Percentiles
i.e.:
Total Inpatient ALOS and Inpatient Bed Days per thousand are evaluated for 1) potential under-utilization if they are below the MCG 23rd Edition Well-Managed benchmark for Inpatient Care or 2) potential over-utilization if they are above the Loosely Managed benchmark.
HEDIS data for CABG, Angioplasty and Cardiac Catheterization per thousand is evaluated for potential over-utilization if data is either 1) above the range of the 90th national percentile or 2) potential under-utilization if data is at the low end of the national percentile range.
For Interventions that cross over all product types of state “all product types”
			Maintain statistics of chosen data types within thresholds as established above.
Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.
Examples of goals for chosen data types:
§ Maintain a readmission rate below 10% for commercial 15% for Senior, Medi-Cal or CalMedi-Connect
§ High tech radiology – 2 standard deviations above and below network average
§ Referral to specialists – encounter visits of above 80% or below 20% of the industry average
§ Opioid dosage per CDC guidelines maintained at below 50 MME/Day in 90 % of patients
§ Decrease ER use of patients that have 3 or more ER visits in the last 6 months that did not result in an admission.			Document planned activities to achieve data results within thresholds.
1.       Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.
2.       Members on the High Opioid Utilization report will
a.        Primary care physicians contact to provide pharmacy data regarding other prescribers, education on best practHICEs in the management of chronic non-cancer pain
b.       Review to ensure there are no Patient Safety issues and 
c.        Will be referred to Case Management as needed.
3.       Peer to Peer outreach for case or data specific outliers
4.       Provide resources and materials to support improved utilization for providers
5.       Provide member education to support improved utilization for members.
6.       Develop preference care programs to assist customers in the decision-making process vs.   automatically choosing surgery as the first option for back pain
7.       Continue monitoring of measurement values for positive or negative trending.
8.       Timely referral into the appropriate disease management program when customers are identified in order to minimize over utilization.
9.       Continue short-term outreach post-surgical procedures and referral into case management as appropriate in order to minimize complications.			Self-Explanatory
Continued examples of data types for column #1:
1.       At a minimum, four data types will be identified annually for focus reporting of potential under or over utilization.  As a suggestion, the four data types may be selected from the following areas: 
a.       Specialist referral data
b.       Denial rates 
c.        Physician practHICE profiles from Utilization Management (UM) data
d.       Member complaints
e.        Member appeals
f.         PCP change requests
g.       Inpatient days, admits, ALOS
h.       Readmission rates
i.         Pharmacy utilization
j.         Outpatient visits
k.        Emergency Room visits
l.         Compliance with Preventive Care Guidelines 
m.      Top diagnoses for inpatient, outpatient and the Emergency Department settings 
n.       Top procedures based on utilization
o.       Selected procedures
p.       HEDIS results
q.       Satisfaction survey data


			 OVER & UNDER UTILIZATION 			KEY FINDINGS & ANALYSIS
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			ACTIONS/INTERVENTIONS
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			·          			1. MEDICAL
·	Statistics may be documented using the statistics page or via separate Provider internal system generated reports.
·	Commercial Hysterectomy rates at the 90th percentile of the western region.
·	Senior Hysterectomy rates at 75th percentile for western region.  Target review effective.
·	Back surgery showed a decrease in all age groups with the exception of males and females ages 45-64 when compared to previous reporting period. 
·	All bariatric surgery measurements are in alignment with the national average. There was a dramatic decrease in the males 55+ age group when compared to last period.
·	Medi-Cal 5% decrease noted in volume of referrals for CTs.
·	All product lines show significant decrease in number of CT requests.  Decrease attributed to Medical Director direct communication with frequent requesting practitioners.			1. MEDICAL
·  Identify hysterectomy as a target procedure.  Remove from auto-approval list.  Medical Director Review of all hysterectomy requests that do not meet criteria.
·  Continue to monitor CT referral data quarterly.
·  Refer to case management as appropriate
·  Refer to disease specific programs
·  Continue to monitor bariatric surgeries for underutilization for the seniors after population assessment of obesity rates has risen.			Self-explanatory
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B. Definitions 


			DEFINITIONS


			ACUTE ADMITS			The number of admissions to a general hospital/acute care facility, including mental health. (See definition for non-acute care.)


			ACUTE BEDDAYS			Those hospital days incurred during a specific reporting period that include medical, surgical, OB and mental health (in and out of area) that represents any risk (shared or full) to the Provider Organization.  These exclude: newborns that leave the hospital with the mother and are considered “normal newborns”.  (This may or may not include subacute/acute rehab days.)


			ADMINISTRATIVE DENIAL			Administrative denials are based on eligibility and carve-outs and are not included in denial counts as they are contract issues and therefore not reported to the Health Plans.  Administrative denials are usually contracting issues with a facility rather than issues related to a practitioner or member; the facility may use the provider dispute resolution process; the member is held harmless and no member notification is sent.  





			AVERAGE LENGTH OF STAY			Total beddays divided by total discharges or admits.





			BENCHMARK			For a particular indicator or performance measure, the benchmarking process identifies the best performance in the industry (health care or non health care) for a particular process or outcome, determines how that performance is achieved, and applies the lessons learned to improve performance.  Other comparative data Provider Organizations might use includes:
1) information obtained from other organizations through sharing or contributing to external reference databases; 
2) information obtained from open literature, data gathering and evaluation by independent organizations regarding industry data; 
3) performance of competitors; or 
4) comparisons with other organizations providing similar health care servHICEs.
(Definition modified from Baldrige National Quality Program Health Care Criteria for Performance Excellence 2003.)





			BEHAVIORAL HEALTH			Term for Mental Health servHICEs which may include substance abuse, chemical dependency for inpatient and outpatient.   This broad term may also include evaluation and treatment of psychological and substance abuse disorders by either PCP or Behavioral Health providers.


			CAL MEDICONNECT (CMC Tab)			A component of California's Coordinated Care Initiative.  It is a three-year, seven-county demonstration project to promote coordinated health care delivery to MEDICAREs and people with disabilities who are dually eligible (MediCal-Medicare).





			CASE MANAGEMENT			The process for identifying covered persons with specific health care needs in order to facilitate the development and implementation of a plan to efficiently use health care resources to achieve optimum member outcome.





			COMPLEX CASE MANAGEMENT			Complex case management is the coordination of care and servHICEs provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate the appropriate delivery of care and servHICEs.  Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards. 


			COMMERCIAL POPULATION			Those members (subscribers and their dependents), usually birth through 64 years of age, which obtain health care coverage through their employers.  This does not include Medicare or Medi-cal.





			CONCURRENT REVIEW			An assessment which determines medical necessity or appropriateness of servHICEs as they are being rendered.





			C-SNP 			Chronic Special Needs Plan





			DELEGATION			A formal process by which a Managed Care Organization (MCO) gives another entity the authority to perform certain functions on its behalf.  The authority may be delegated but, the responsibility for assuring that the function is performed appropriately, cannot be delegated.


			DENIAL (Medical Necessity)			The decision to refuse, deny or modify a request for servHICEs/referral based on medical necessity. Modification can include re-directing care to a different level of servHICE, quantity or to an in-network provider.(Source: Per CCR Title 22 § 51303, the servHICE requested is medically needed, but can be safely done by an in network provider) 
*Conditional non-covered benefits that require clinical review would be considered medical necessity denials.


			DENIAL (Administrative)			The decision to refuse, deny or modify a request for servHICEs/referral based on eligibility, straight non-covered, excluded benefits or carve-out.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			Carve-Out			The redirecting of patient care to a health plan contracted vendor.  Carve-Outs should not be included in medical necessity or administrative denial categories.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			DENOMINATOR			The total number of requests





			D-SNP 			Dual Special Needs Plan





			EMERGENCY ROOM (ER) VISITS			Any visit to an emergency room that does not result in a hospital stay. (Patients admitted to the hospital from the ER should not be counted.)


			GOALS			A future condition or performance level that one intends to attain.  Goals can be both short term and long term.  Goals are ends that guide actions. Quantitative goals frequently referred to as “targets,” include a numerical point or range. Targets can be projections based on comparative and/or competitive data.





			GRIEVANCE/COMPLAINT (To Assist Member Satisfaction)			An expression of dissatisfaction by a member, either written or oral.





			HRA			Health Risk Assessment





			ICP 			Individualized Care Plan 


			ICT			Interdisciplinary Care Team





			I-SNP 			Instutional Special Needs Plan





			INPATIENT			Medical, surgical, OB and mental health servHICEs rendered in a facility.  May or may not include servHICEs provided in subacute/acute rehab facilities.


			INTERVENTION			An action taken to increase the probability that desired outcomes will occur.





			Interrater Reliability  (IRR)			Required testing to ensure consistency in Utilization Review decision making covering how medical necessity decisions are made. Source 2021 NCQA UM 2 Element C.


			LENGTH OF STAY			The number of days from admission to discharge, excluding the last day of the stay and any denied days.





			LONG TERM ACUTE CARE			Extended long term acute care required for a member with complex/extensive care needs. 





			MEDI-CAL POPULATION			Those members enrolled in the California state Medicaid program and participate in the Managed Medi-Cal Program.


			MEDICARE POPULATION			Those members enrolled in the Medicare Advantage Program. 





			MEMBER			An individual who is a participant in a health plan (and your Provider Organization), and who, with other participants, comprise the enrollment.





			MEMBER MONTHS			The sum of the enrollment for the reporting period, e.g.:  total of three months enrollment.





			MONITOR			A periodic or on-going performance measurement to determine opportunities for improvement and/or the effectiveness of interventions.





			NON-ACUTE CARE			Inpatient care, including: hospHICE, nursing home, rehabilitation, skilled nursing, transitional care and respite care; regardless of the type of facility.





			NUMERATOR			The number of requests meeting decision time frame


			OUTCOME			The results achieved through the performance of a function or process.


			OUTPATIENT			All servHICEs not included in the definition of acute beddays or inpatient. 





			OVERTURNED			When an appeal for denied servHICEs is deemed appropriate, and the denial is reversed and servHICEs are approved.


			OVERUTILIZATION			Provision of servHICEs that were not clearly indicated or provision of servHICEs that were indicated in either excessive amounts or in a higher-level setting than appropriate.


			PEER REVIEW			Evaluation of the performance of colleagues by professionals with similar types of degrees and/or specialty.





			PERFORMANCE GOALS			The desired level of achievement of standards of care or servHICE.  These may be expressed as desired minimum performance levels (thresholds), industry best standards (benchmarks), or the permitted variance from the standard.  Performance goals are usually not static but change as performance improves and/or the standard of care is redefined.





			PHARMACY			Commercial - covered medical servHICEs, (example: injectables, infusions).
Medicare Part B - covered medical servHICEs, (example: injectables, infusions).  See CMS website below
Medicare Part D - see CMS website below (Only if Delegated)
Medi-Cal - covered medical servHICEs, (example: injectables)
Cal Medi-Connect - covered medical servHICEs, (example: injectables)



			Part B vs Part D 			https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


			2020 ASP Drug Pricing Files link			https://www.cms.gov/medicare/medicare-part-b-drug-average-sales-prHICE/2020-asp-drug-pricing-files





			PTMPM/PTMPY			Per Thousand Members Per Month/Per Thousand Members Per Year





			PRACTHICE GUIDELINES			Systematically developed descriptive tools or standardized specifications for care to assist practitioner in making decisions about appropriate health care for specific clinical circumstances.








			PRIOR REVIEW/ PRECERTIFICATION/ AUTHORIZATION/ CERTIFICATION/ DETERMINATION			Prior assessment that proposed servHICEs are appropriate for a particular patient and will be covered by the Managed Care Organization (MCO).  Payment for servHICEs depends on whether the patient and the category of servHICE are covered by the member’s benefit plan and the eligibility of the patient at the time of servHICE.





			QUALITATIVE ANALYSIS			An examination of the underlying reason for or cause of results, including deficiencies or processes that may present barriers to improvement or cause failure to reach a stated goal. Qualitative analysis must draw conclusions about why the results are what they are and involves staff responsible for executing a program or process. Also called a causal, root cause or barrier analysis.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			QUANTITATIVE ANALYSIS			A comparison of numeric results against a standard or benchmark, trended over time. Quantitative analysis must draw conclusions about what results mean. Unless specified, tests of statistical significance are not required, but may be useful when analyzing trends.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			READMISSION			Admission within 31 days of discharge for the same or similar diagnosis.





			REFERRAL 			A request for authorization of servHICEs.


			RETROSPECTIVE REVIEW			Assessment of the appropriateness of medical servHICEs on a case-by-case basis or aggregate basis after the servHICEs have been provided.





			MEDICARE/MEDICARE POPULATION			Those members eligible for Medicare, age 65 or older and/or disabled.  





			SPECIAL NEEDS PLANS (SNP)			Medicare managed care plans which are focused on vulnerable groups of Medicare beneficiaries: the institutionalized, dual-eligible (Medicare, Medi-Cal), and beneficiaries with severe or disabling chronic conditions.  The goal of Special Needs Plans is for improvement in care for beneficiaries with special needs through improved coordination and continuity of care.  





			STANDARDS			Authoritative statements of (1) minimum levels of acceptable performance; or results, (2) excellent levels of performance or results; or (3) the range of acceptable performance or results.


			THRESHOLD			A pre-established level of performance that, when not met, results in initiating further in-depth review to determine if a problem or opportunity for improvement exists. A pre-established level of performance refers to a minimum performance position on a performance measurement scale determined by the organization. A threshold performance level permits evaluation relative to past performances, assists in projection and establishing future goals, and provides appropriate comparison.  When a threshold is not met, it triggers the initiation of further in-depth review to identify a problem or opportunity for improvement.


			TRANSITIONS OF CARE			1. Transitions of care refers to the movement of patients between health care practitioners and settings as their conditions and care needs change during the course of a chronic or acute illness. (National Transition of Care Coalition)  
2. Movement of a member from one care setting to another  as the member’s health status changes; for example moving from home to a hospital as a result of an exacerbation of a chronic condition or moving from the hospital to a rehabilitation facility after surgery. (NCQA) 





			TURN AROUND TIME (TAT)			The amount of time (usually days) from the receipt of a request/referral until the determination is made.





			UPHELD			When an appeal for denied servHICEs is not overturned (denial stands).





			URGENT CONCURRENT			Authorization is obtained for health servHICEs during a a course of care or prior to the end of an episode of care.  These servHICEs can be inpatient, outpatient, for rental of durable medical equipment, continuing use of medications and treatments, mental health, PT, OT, ST servHICEs, and other specialized healthcare. Member is in an IP status in a faciltiy and requires continued medical necessity review for appropriateness of level of care for IP stay. (aka: Head in the bed)





			UNDERUTILIZATION			Failure to provide appropriate servHICEs.





			UTC			Unable to contact





			FORMULAS


			These formulas are generic.  Use population-specific membership and utilization data where indicated.  Note:  that when completing a quarter 
or semi-annual report the formulas should cover the three (or six) month reporting period for each quarter or six month period being reported.  
(2016 Formula changes: the denominator has been corrected to say "Member Months" rather than "Enrollment".) 







			BEDDAYS per 1000			Total Raw Beddays X 12000
Member Months                       


						NOTE:  Divide total raw beddays incurred by member months, then multiply that result by 12000.





			ADMITS per 1000			Total Admissions   X 12000
Member Months                         


						NOTE:  Divide total admissions incurred by member months, then multiply that result by 12000.





			AVERAGE LENGTH OF STAY			Total Raw Beddays (for report period)           
Total Discharges (for report period) OR Total Admits (for report period)


						NOTE: Divide total raw beddays incurred by total discharges OR total admits 





			READMITS %			Total Readmissions  x 100
# Admissions            


						NOTE:  Divide total  readmissions divided by admissions, then multiply that result by 100. 





			EMERGENCY ROOM VISIT RATE per 1000 			Total Raw ER Visits  X 12000
Member Months                          


						NOTE: Divide total raw # ER days incurred by member months, and multiply that result by 12000.





			DENIAL RATE (%)


						NOTE: Divide total #denials by total # referrals processed, multiply this result by 100.  In the case of Referral Denials in Tab 3, the total # of referrals processed equals the sum of the Outpatient Pre-ServHICE and Inpatient Pre-ServHICE Routine Raw, Urgent Raw and Urgent Concurrent Raw requests reported above.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits (requiring medical necessity review) should be included in denial stats and would not be considered an administrative denial. 






			DENIAL RATE per 1000			Total Raw # of Denials X 12000
Member Months                       


						NOTE: Divide total raw # of denials incurred by member months,  then multiply that result by 12000.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits should be included in denial stats and would not be considered an administrative denial. 





			REFERRAL TURN AROUND TIME (TAT) PERCENT (% OF REFERRALS MEETING TAT STANDARDS)			Total # Referrals Meeting TAT   X   100
Total # Referrals Processed (for report period)


						NOTE: Divide total # referrals meeting TAT by total # referrals processed, multiply this result by 100





			NOTE: Applies to all UM decisions directly related to requests by members (or by their authorized representatives) for authorization for health care servHICEs, whether requests are based on benefits or on medical necessity, and whether they are approvals or denials.
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https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


C. Signature Page 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Attestation Questions						Response (Yes/No) /  Comments


			Are the reported inpatient statistics health plan specific?  


			Are the reported referral statistics health plan specific?  


			Are the reported ER statistics health plan specific?  


			Are ER visits denied for medical necessity during this report period?


			Indicate if ER statistics are based on date of servHICE? (Yes or No)						(Preferred report pull based on date of servHICE)


			Indicate if ER statistics are based on date of claim payment (Yes or No)


			Are the reported CCM statistics health plan specific?


			Are the reported SNP statistics health plan specific?


			Are the reported over/under utilization statistics health plan specific?


			NOTE: Reports that are sent electronically must state “Signature on File” on the signature line.  This will be verified at the annual oversight audit.


			I.  UM COMMITTEE MEETINGS			Frequency			Day of the Week			Time


			UM Committee


						     			     			     


			II. UM PROGRAM CONTACTS			Name			Phone #			Email


			UM Manager


			UMC Chairperson


			III. PERSON SUBMITTING REPORTS			Name 			Phone #			Email


			Initial Work Plan





			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report												Quarter 1


															Quarter 2


			Annual Evaluation												Quarter 3


			IV. UM COMMITTEE APPROVAL			UMC Chair Signature			Date to UM Committee			Date to Governing Board			Quarter 4


			Work Plan												1st Semi-Annual


															2nd Semi-Annual 


			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report





			Annual Evaluation


			2013 1st Semi-Annual


			2013 2nd Semi-Annual


			2013 1st Quarter


			2013 2nd Quarter


			2013 3rd Quarter


			2013 4th Quarter


			2013 Annual
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1. Inpatient Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Quarter 2


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			INPATIENT METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi- Annual			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			
Rehab Readmits Rate  (%)


			Medicare


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Readmits/1000


			SNF Average LOS


			BH Beddays/1000


			BH Admits/1000


			BH Average LOS


			BH Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS


			LTAC Readmits/1000


			Rehab Beddays/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Admits/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Average LOS			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Readmits (%)			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Medi-Cal


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%) 


			Cal MediConnect


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%)
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check if NO InPatient Data


Check here if you are not delegated for Commercial


Check here if you are not delegated for Cal MediConnect


Check here if reporting Quarterly


Check here if reportin Semi-Annual





2. Inpt WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Inpatient Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





3. Referral Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  
NOTE: Do not include administrative denials in the reported denial statistics.  


			REQUEST METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect





4. Referral WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Referral:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





5. ER Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			ER UTILIZATION METRICS
(Medical Necessity Only)			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual





			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect


Check if data was pulled from Claims 


Check if data was pulled from UM Data 





6. ER WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			ER Utilization:  Goals, Analysis, Interventions and Evaluation (Medical Necessity Only)





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis. 

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-annually


Check if  Reporting Quarterly 





7. Complex CM Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type			Report Type





			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			COMPLEX CASE MANAGEMENT (CCM) METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual  Average			Q3			Q4			2nd Semi-Annual Average			Annual Average 


			Total Membership (Commercial)


			Total Membership (Medicare)
Include SNP Memebers


			Total Membership (Medi-Cal)


			Total # of CM Members Identified


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Reached


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Unable to Reach (UTR)


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Enrolled and Managed


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases - Open >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Closed >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			% CCM Cases Open and Closed / Enrollment


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			% of Population Enrolled


			Commercial % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Annual Population Assessment			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			Annual CCM Member Experience			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			 % Positive Experience


			Annual Measuring Effectiveness			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			(Measure 1)


			(Measure 2)


			(Measure 3)


			Total # of CM identified 			Total raw number of CM cases identified for potential case management enrollment identified by the delegate during the reporting period. This includes the raw number of members included on predictive analytic reports, high dollar pharmacy, inpatient reports, reports by high risk diagnosis, claims, and then also all referrals from all sources.


			Total # of CM Cases Enrolled and Managed			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period and those still open at the end of the reporting period.


			Total # of CM Cases- Open			Total raw number of open  CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period and the cases are still open at the end of the reporting period.


			Total # of CM Cases-  Reached			Total raw number of  reached CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period that closed  at the end of the reporting period.


			Total # of CM Cases-  Unable to Reach (UTR) 			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period.


			CCM >60 Days			Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards.


			% CCM Cases Open and Closed / Enrollment
(% of members in CM)			The number of members servHICEd in CM during the reporting period divided by the number of total membership, expressed as a percentage.  The numbers of members servHICEd include cases closed during the reporting period and also the members still open during the reporting period.


			# CCM Large claimant cases (>$75K) Identified/Accepted - as required by Health Plan			Total number of members who accepted case management and are currently enrolled into the case management program for this reporting period with claims  greater than $75K


			# CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members  reviewed for case management within 30 days from the date of identification with claims greater than $75K   


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members reviewed for case management within 30 days from date of identification with claims greater than $75K , expressed as a percentage.  
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal 





8. Complex CM WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Complex Case Management (CCM):  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Population Assessment Goals: 



						


Pauline Romero      HHHH: 2022 proposed language update:
The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  Population assessment must annually evaluate relevant characteristics and needs, including social determinants of health.  Member population assessment must  include the needs of children and adolescents, individuals with disabilities,  individuals with serious and persistent mental illness (SPMI), members of racial or ethnic groups, members with limited English proficiency, and must identify & assess relevant member subpopulations.
			CCM Program Effectiveness Goals:


						


Pauline Romero      HHHH: Describe 3 effectiveness measurement goals and describe activities to achieve these goals
For Each Measure, the organization:
1. Identifies a relevant process or outcome
2. Uses valid method that provide quantitative results
3. Sets performance goal
4. Clearly identifies measure specifications
5. Collects data and analyzes results
6. Identifies opportunities for improvement, if applicable.

Source:  2022 NCQA PHM 6: Element A, Factor 1-3			CCM Member Experience Goals:  






						


Pauline Romero      HHHH: 2022 proposed language update:
Evaluate experience by obtaining feedback from members and analyzing member complaints.  
Feedback is specific to the CCM program and includes at least one of the following measures:
1.  Information about the overall program.
2. The program staff.
3. Usefulness of the information disseminated.
4. Member's ability to adhere to recommendations.
5. Percentage of members indicating that the program helped them achieve goals.  
			CCM Metric Goals





			CCM Program Effectiveness Analysis :
Describe 3 effectiveness measurement goals and describe activities to achieve these goals

Source:  2020 NCQA PHM 6: Element A, Factor 1-3
			Program Related Process or Outcome 
(PHM: Identifies a relevant process or outcome)
Enter for Initial Workplan 			Methodology           
(PHM: Uses valid method that provide quantitative results) 
Enter for Initial Workplan			 Performance Goal                (PHM: Sets performance goal)
Enter for Initial Workplan 


			Measure 1:



			Measure 2:



			Measure 3:



			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  
· Review the HICE website for all current templates.
· Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and quantitative & qualitative analysis for each measure (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  
· If the metrics are below benchmark the comments should address why CM goals were not met.  
· If the metrics are below benchmark did the results improve from the previous reporting period?
· If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?

			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER: 
· If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 


Pauline Romero      HHHH: 2022 proposed addition:
The organization uses results from the PHM impact to identify opportunities and act on opportunity.  The organization uses the results of its analysis to identify opportunities for improvement, which may be different each time data are measured and analyzed. 

Source: 
2022 NCQA PHM 6 Population Identification, Element B, Factors 1 & 2.
			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.

REMINDER: 
If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			First Semi Annual



			Metrics analysis


			Second Semi Annual


			Metrics analysis


			Annual


			Annual CCM Population Assessment 


			Annual CCM Member Experience 



			Annual SA CCM Goals Not Met 


			Annual CCM Program Effectiveness Impact Analysis:
 


			Measure 1:



			Measure 2:



			Measure 3:
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9. SNP Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			Recommend use of the HICE Transition of Care (TOC) log for data related reporting elements.


			SNP Case Management (CM) Metrics
Source: CMS Managed Care Manual  SNP MOC, MOC 2, Element C, Factor C.1


			Medicare Managed Care Manual Ch5 SNP


			MEDICARE SPECIAL NEEDS PLANS 			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			D-SNP Dual Special Needs  Population


			Total # of D-SNP delegated members up to the last of the reporting period 
Total # of SNP members


			% of D-SNP members with ICP based on HRA


			% D-SNP members with HRA - engaged in CM (ICP with member involvement)


			% D- SNP with HRA - members refusing CM/Opt-Out


			% D-SNP with HRA - members UTC CM


			% D- SNP members with ICP within 90 days regardless of HRA


			Total # D-SNP CM ICPs with documentation of ICT coordination of member care


			C-SNP Chronic Special Needs Population  


			Total # of C-SNP delegated members up to the last of the reporting period 


			% of C-SNP members with ICP based on HRA


			% C-SNP members with HRA - engaged in CM (ICP with member involvement)


			% C- SNP with HRA - members refusing CM/Opt-Out


			% C-SNP with HRA - members UTC CM


			% C- SNP members with ICP within 90 days regardless of HRA


			Total #C- SNP CM ICPs with documentation of ICT coordination of member care


			Annual SNP Program Education Efforts


			ICT Training (# of ICT members who had an ICT training prior to ICT meeting) 


			SNP Care Transition


			Data Elements- Transition to Health Care Settings																								 


			Total # of SNP Members with care transitions


			Out of the members with TOC, how many ICP shared between settings


			Compliance with Care Coordination


			out of the members with TOC, how many members were notified of the assigned a point of contact throughout the transition



			out of the members with TOC, how many members were given education to manage conditions and avoid transitions




			out of the members with TOC, how many members and/or caregivers are educated for self-management activities



			out of the members with TOC, how many members' ICP were shared to ICT 



			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)
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Check here if you are not delegated for SNP


Check here if you are not delegated for C-SNP


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


10. SNP WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Special Needs Plans:  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)




			Medicare Managed Care Manual Ch5 SNP


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			SNP Care Transition:


			Data Elements- Transition to Health Care Settings
Enter planned activities on how group will track transitions to the various Health Care Settings.
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1


			Compliance with Care Coordination:
Enter planned activities on how group will track and document compliance with Transition of Care Coordination
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1, E.3, E.5, E.6


			Annual SNP Program Education
CMS SNP MOC: MOC 2, Element A (A.5-A.6), MOC 3, Element C (C.1-C.2)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES SEMI-ANNUAL REPORT ONLY


			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions



			2nd Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			Annual SNP Program Education



			SNP Program- MOC Quality Measurement and Performance Improvement
Describe 3 effectiveness measurement goals and describe activities to achieve these goals
Source:  SNP MOC: MOC 4: Element A (Factor A.1-A.4), Element B, (Factor B.1-B.5).
			Identify Goals 
Identify and define the measurable goals and health outcomes used to improve the health care needs of SNP beneficiaries
(Source:SNP MOC: MOC 4, Element B, Factor B.1)
			Identify Health Outcome Measures
Identify specific beneficiary health outcome measures used to measure overall SNP population health outcomes at the plan level
(Source:  SNP MOC: MOC 4, Element B, Factor B.2)			 Track and Assess Goals 
Describe how the SNP establishes methods to assess and track the MOCs impact on SNP beneficiaries’ health outcomes
(Source: SNP MOC: MOC 4, Element B, Factor B.3)              


			MEASURING PATIENT EXPERIENCE OF CARE (SNP MEMBER SATISFACTION)must address the process of measuring SNP member satisfaction 
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4, Element C Factors 1-4)			ONGOING PERFORMANCE IMPROVEMENT EVALUATION OF THE MOC must provide a written description of the ongoing performance improvement evaluation of its MOC. This process must describe how the organization will use the results to assess and evaluate its quality performance indicators on a continual basis, including how the organization improves its ongoing performance by incorporating lessons learned. Lessons learned must be documented and communicated with key stakeholders
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4: Element D Factors 1-4)			DISSEMINATION OF SNP QUALITY PERFORMANCE RELATED TO THE MOC
The organization must address the process for communicating its quality improvement performance by:

Describing how performance results and other pertinent information are shared with multiple stakeholders.
Stating the scheduled frequency of communications with stakeholders.
Describing the methods for ad hoc communication with stakeholders.
Identifying the individuals responsible for communicating performance updates in a timely manner.
(Source: SNP MOC 4: Element E Factors 1-4)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORTING


			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			1st Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			2nd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			3rd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings within 1 business day
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			4th Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B.  Compliance with Care Coordination
1.  Care plan transfer between health care settings
2.  Practitioner notification within set timeframe
3.  Member/caregiver communication and education about changes in member's condition and self-management as a result of transition within set timeframe
4.  Member/caregiver provided consistent person or unit responsible through transitions


			Annual SNP Program Education


			Annual SNP Population Assessment
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


11.  CMC Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			MEDICARE CMC PLANS 			2021
YTD			2022
Goal			Q1			Q2			Q3			Q4			Annual


			CMC Case Management (CM) Metrics


			Total # of CMC delegated members up to the last day of the reporting period who were enrolled for at least 90 days. 


			% CMC members engaged in CM who were enrolled with PPG for at least 90 days. 


			% CMC members refusing CM/Opt-Out who were enrolled with PPG for at least 90 days. 


			% CMC members who were UTC for CM who were enrolled with PPG for at least 90 days (UTC = at least 3 contact attempts)						>20%


			% CMC care plans developed with member involvement 


			% CMC care plans developed with/out member involvement



			% ICTs (ICT completed/ICP updated date-completed)



			Measuring Effectiveness


			% Positive Experience (NCQA requirement)


			Quality Metrics


			% CMC members with discussion of care goals documented in ICP (CA 1.6- Total # of discussion of care goals/ total # of care plans completed/updated) 						95%


			% Interaction with Care Team (CA 1.12- Total # of members who had at least one care coordinator contact i.e phone, mail, face to face/ total # of members who have/had a care coordinator during the reporting period.)
						95%


			% Care Plan Compliance (Total # of members with a care plan completed within 90 days of PPG enrollment/Total # of member whose 90th day of enrollment occurred within the reporting period, excluding the total # of members who were documented unwilling and unable to reach within 90 days of enrollment with the PPG.)						85%


			Annual CMC Program Education Efforts


			ICT Training (Total # of staff completed ICT training prior to ICT meeting attended)


			CMC Transitions of Care


			Data Elements


			% of Care Plans based on TOC (Care Plan completed or updated / TOC dicharges to home)


			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)


			Reducing Unplanned Transition


			% Monthly identification of members at risk of admission.
(Information maybe extracted from the following: data from claims, UM Report e.g. Readmission Report, Frequent ER Visit, provider report, predictive modeling, etc.)



			% Annual identification of members at risk of admission through analysis of member admissions to hospital and ED visit
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Check here if you are not delegated for CMC





12. CMC WP & Rpt


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Cal MediConnect:  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) 
and Titles


			Case Management



			Measuring Effectiveness




			Quality Withholds




			Annual ICT Training


			CMC Transition of Care



			Reducing Unplanned Transition


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORT ONLY


			Q1
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q2
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q3
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q4
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			ANNUAL


			Annual
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition
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13. Utilization-UM TAT Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			UM REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect (Dual Medi/Medi)


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE  decision within 5 or 14 (Health Plan Specific)  business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are using 5 Days


Check here if you are using 14 Days





14. Utilization-TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual


			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

*If the metrics are below benchmark the comments should address whey goals were not met.  
*If the metrics are below benchmark did the results improve from the previous reporting period?
*If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 


Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





15. Utilization-Behavioral TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BEHAVIORAL REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Behavioral Health


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Behavioral Health																								     			     


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 or 14  (Health Plan Specific) business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Behavioral Health


Check here if you are not delegated for Medicare - Behavioral Health


Check here if you are not delegated for Medi-Cal - Behavioral Health


Check here if you are not delegated for Cal MediConnect - Behavioral Health


Check here if you are using 5 Days


Check here if you are using 14 Days





16. Util-BH TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BH Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





17. Utilization-Pharmacy TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			PHARMACY REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Pharmacy


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Pharmacy (Part B Only Data)


			Urgent PreservHICE  decision and notification within 24 hours of the request (Extensions NA)															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours (Extensions NA)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Pharmacy


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request 
(Note: Plan Specific TAT 24 hours)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Pharmacy																								     			     


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Pharmacy


Check here if you are not delegated for Medicare - Pharmacy


Check here if you are not delegated for Cal MediConnect - Pharmacy


Check here if you are not delegated for MEDI-CAL- Pharmacy


Check if 24 Hour TAT


Check if 72 Hour TAT





18. Util-Rx TAT WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Rx Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





19. Experience WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Experience with UM Process (NCQA ME 7 Element C-F, DMHC 28 CCR 1300.70(a)(1); 28 CCR 1300.70(b)(2)(G)(5)):  Goals, Analysis, Interventions and Evaluation 






			Initial Work Plan Goals

Provide annual goal for both member and practitioner experience			Planned Activities
Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
• Document the type of survey performed or data obtained (PAS, monkey, group created, grievances with UM process, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  			Target Date(s) for Completion
Complete Q_ 2022, present to committee Q_ 2022			Responsible Person(s) and Titles


			Member experience


			Practitioner experience








			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 

			Key Findings and Analysis
List type of survey
Identify areas of improvement 
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)
REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions
State when the results were presented to committee  
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)
REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.
REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  


			1st Semi-annual
			Member experience:
Practitioner experience:


			2nd Semi-annual
			Member experience:
Practitioner experience:


			Annual








			https://govt.westlaw.com/calregs/Document/ID2336BE0D44911DEB97CF67CD0B99467?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





20. IRR WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Other UM Activities (NCQA UM2C Consistency in Applying Criteria):  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities: 
Assesses the consistency with whichphysician and non-physician reviewers.  Include planned review methodology
			Target Date(s) for Completion
Complete Q2, 2022, present to committee Q3 2022			Responsible Person(s) and Titles


			Mark NA if Non-Clinical Staff (ONLY) Make Benefit Decisions  


			Annual Inter-rater Reliability Evaluation -Non-Clinical UM Staff      
# of Staff:
Benchmark:




			Annual Inter-rater Reliability Evaluation - Clinical Staff
# of Staff:
Benchmark:      



			Annual Inter-rater Reliability Evaluation - Physician Staff  
# of Staff:
Benchmark:    






			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up Actions
Document training activities for those that did not meet the benchmark.
Document date and follow up activities 
Document date to committee
			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up
Document training activities for those that did not meet the benchmark.
Document date and follow up activities
Document date to committee			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Q1


			Q2


			Q3


			Q4


			Annual 
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N/A Non-Clinical Staff makes benefit decisions 





 21. Misc Reporting Tab


			Provider Organization Name (OPTIONAL ONLY): 			Organization Name Test


			Report Type:  			Report Type


			OPTIONAL ONLY.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  
These metrics are NOT required to be healthplan specific. This tab is "Optional" refer to individual healthplan requirements.  Not intended to be QI Workplan replacement. The reporting elements within this this Excel tab are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.

Guidelines: Semi-annual touchpoint to reflect how work plan is progressing.  Template is not prescriptive, the decision on how to report and monitor accessibility as it relates to UM process is delegate discretion.  Report what you are currently doing in the area of accessibility and grievances relating to UM process. Certain metrics or components are not required at this time. I.E. document the areas you are doing well and the areas that need improvement.  Internal data or consolidated information provided from all the health plans is acceptable.  Examples are provided in instructions are samples but not mandated.  



			MEMBER ACCESSIBILITY:  Workplan Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal





			Report Period			Metrics


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


			1st Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			MEMBER COMPLAINTS/GRIEVANCES:  Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal																								 





			Report Period			Metrics   




Romero, Pauline      HHHH: refer to instructions for examples			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


						


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions			


Romero, Pauline      HHHH: refer to instructions for examples			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			1st Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal
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22. Over Under Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Refer to instructions tab - from data and population assessment pick four data types that may have risk for possible over and/or under utilization of servHICEs.  For one or more of the four data types please choose a metric to monitor under utilization of specialist referrals and servHICEs.  Tracking can be in the form of encounters/K.   Examples of other data types includes selected procedures, inpatient data/readmissions,  ER frequent flyers, preventative servHICEs, Opioid use,  satisfaction data, 








			Some methods for monitoring for over/under utilization:  1.  review historical data.  2. Apply a standard deviation above and below to the average.  3.  Use industry benchmarks.  4.  Percentages  etc.
DMHC language- 









			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			OVER & UNDER UTILIZATION METRICS			2021
YTD			2022
Benchmark/Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs. 


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			Medicare - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			MediCal - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1																														 





			Data type #2





			Data Type #3





			Data type # 4





			CalMedi-Connect - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data Type # 1																														 





			Data Type #2





			Data Type #3





			Data Type # 4
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Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated





23. Over Under WP


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Over and Under Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Benchmark parameters/Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)


Review the HICE Semi-Annual template instructions tab for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

If the metrics are above or below the over/under benchmark the comments should address what goals were not met.  
A metric that falls below a benchmark may not indicate performance issue, it is only a red flag.  
Typically more than one key performance indicator will align if the potential over/underutilization is valid. (for example low beddays and a high re-admission rate or  low referral encounters with high referral denial rate and increased complaints)  
Are any other or related metrics pointing to ward over/under utilization.

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  Enough time should elapse to allow for the interventions to make an impact.
																								 


			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 
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A. Instructions


			GENERAL INSTRUCTIONS:  
Please complete the entire "Signature Page" tab prior to submitting each report to Health Plans.  NOTE: The Provider Organization Name and Report Type will auto-populate on each tab after this information is entered on the signature page.  ALL DATA SHOULD BE HEALTH PLAN SPECIFIC.


			Areas denoted in red font and italics are EXAMPLES only.  The work plan tool template may be used to complete UM delegation reports required by Health Plans.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting.  This tool represents minimum regulatory and accrediting reporting requirements. Regulatory requirements specify that UM data must be specific to each Health Plan. Statistics may be documented using the "METRIC" tabs or via separate organization internal system generated reports.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  


			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation





			WORK PLAN, SEMI-ANNUAL/QUARTERLY REPORTS, AND ANNUAL EVALUATION INSTRUCTIONS


			COMPONENT 			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Work Plan is due to Health Plans by February 15th.

▪ Each year must start with a new work plan as a separate document from the previous year’s evaluation or 4th quarter report.  

▪ Each component listed must be addressed.

▪ Complete all columns for each component specified.  State reasons if not completed or NA.

			▪ Describe goals in specific and measurable terms.

▪ List benchmarks if available.

▪ List thresholds for identification of improvement opportunities.

▪ Improvement goals should be based on the previous year’s Annual UM Evaluation.			▪ List specific activities planned to address component and achieve goals.

▪ Describe measurement and data analysis methods.			▪ List specific date(s) for completion or time frame for each planned activity.			▪ List name(s) and title(s) or Department (s) responsible for the completion of planned activities.


			COMPONENT 			Report Period & Due Dates			Key Findings & Analysis			Interventions / Follow-up Actions			Remeasurement


			▪ Semi-annual report
▪ Quarterly report			▪ 1st semi-annual report covers period from January 1st - June 30th.  Report is due to Health Plans by August 15th.

▪ 2nd semi-annual report / annual evaluation covers period from July 1st - December 31st.  Report is due to Health Plans by February 15th. 


▪ 1st QTR - Report is due to Health Plans by May 15th.

▪ 2nd QTR - Report is due to Health Plans by August 15th.

▪ 3rd QTR - Report is due to Health Plans by November 15th.

▪ 4th QTR/annual evaluation - Reports are due to Health Plans by February 15th.			▪ For each reporting period, list key findings as specified by measures set in goals.  For example, if goal is based on # Per Member Per Month, list findings as # Per Member Per Month.

▪ Key findings should be objective and quantitative.

▪ State whether goals were met or not met.  State reasons if goals were not met. For example, document the effectiveness of interventions including any progress that was made towards improving performance.

▪ Document your analysis of the findings listed including any patterns or trends.  

▪ Describe any barriers for attaining goals.

▪ Include findings on any follow-up issues from the previous reporting period.  

▪ For annual evaluation, list progress in the last reporting period and an overall summary for the entire 12 month period.  State if goal was not met, add topic to work plan for next year.			▪ List what your organization will do to either maintain your current performance and/or what further actions are needed to improve performance.  
▪ For each reporting period, document the activities that were implemented and/or completed as described in the Work Plan Planned Activities Section.

▪ Document any additional activities that may have not been included in the work plan.

▪ For the annual evaluation, list interventions that were taken during the last reporting period as well as an overall summary of the interventions for the 12 month period.			▪ Update if responsible party or department has changed or additional departments or individuals are added.

▪ Update with target date(s) for re-measurement or completion of follow-up actions.


			EXAMPLES


			INPATIENT STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Document for each product on statistic page.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

1. Decrease commercial readmission rates by 10%.

2. Maintain MEDICARE BH Days with in 5% from last YTD.			1.Track and trend readmissions for MEDICARE/Medicare products.

2. Develop and implement REFERRAL process to high risk clinic.			1. Monthly presentation to UMC

2. 1st quarter 2022			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			INPATIENT STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document the statistics that are outside of the stated thresholds/goals.

If theres is no data to report the report should be populated with zeros (0) on the Inpatient Metrics tab and notated in the Inpt WP&Rpts tab "no data to report". 

1. Only 2 commercial readmissions during the 1st quarter.  Acute bed days were increased in the 1st quarter.  This was due to an increased number of admissions as the ALOS was within goals.

▪ Document whether the interventions were effective in improving inpatient statistics.

3.   Readmission rates were found to be within an acceptable range.  It is too early to assess the outcome of High Risk Clinic 

Divide total readmission rates divided by the number of admissions, then multiply that result by 100.			▪ Document what your organization did to improve any indicator that was outside the threshold/goal.

1.Readmission rates were trended and presented to the UMC for discussion.

2. A referral process was developed and implemented for High Risk Clinic.  Members are identified before discharge from acute facility for risk of readmission.  If assessed as high risk, the member is referred to the High Risk Clinic for follow-up by the IPA Hospitalists in collaboration with the member’s PCP.

3. Continue to analyze outcome of high risk clinic. 			Report to UMC by 7/30/21.


			UM Over/Under Utilization Stastics 
Report Period

Monitoring is part of each WorkPlan
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization.

▪ Document reasons for denials.

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted




REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			REFERRAL STATISTICS
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪ Define and document what will be included in total number of REFERRALs (e.g. authorization REFERRALs, pre-certifications inpatient, and direct REFERRALs).  

▪ Define and document what will be included in total number of denials (e.g. pre-servHICE denials, NODMAR, claims).

▪ Document formula that will be used for determining denial % or denial rate PTMPY. (Refer to "Definitions" tab for denial rate formulas.

▪ Identify benchmarks (community standard range or formulas/resources used to determine benchmarks)

			1. Provide education to PCPs regarding MEDICARE covered benefits.

2.  Track and trend referrals and denials per PCP and analyze data for over/under utilization.  Present to UMC.

3.  Present individual referral data to PCPs.

4. Set up capitation arrangements with high volume specialists.

5. Develop and implement PCP corrective actions as necessary.			1. 1st quarter 2015 and quarterly thereafter.

2. 2nd quarter 2015 and quarterly thereafter.

3.  1st quarter 2015.			▪ Nancy Nurse, RN, UM Manager
▪ Stanley Stat, MD, Medical Director


			1. UM REFERRAL goals are 1.5 per commercial and Medi-Cal members and 3.0 for MEDICARE members.
 
2. Inpatient goals are documented on the statistics page as admissions/1000 and beddays/1000.  Current information system is not able to separate outpatient REFERRALs from pre-certification inpatient REFERRALs.  Inpatient pre-certification is included in the outpatient REFERRAL data.

3. The IPA denial rate goal is less than 3% for both inpatient and outpatient REFERRALs. 


			REFERRAL STATISTICS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			NOTE: Only medical necessity (MN) denials are evaluated in this statistics, if unable to separate MN from administrative please indicate such and document plans going forward to address. 

▪  If the Provider Organization Information System (IS) does not allow for the collection of  data that differentiates between the UM REFERRAL categories, i.e. Outpatient, Inpatient, Urgent, Non-Urgent, Concurrent, etc. then, document a statement describing what cannot be reported due to systems limitations. 

▪ Decrease in REFERRALs requiring pre-certification can be attributed to the new capitation arrangement with orthopedists and the addition to the servHICEs that are now a direct REFERRAL from the provider’s offHICE.  Goal met to date.

▪ Denial rate within Provider Organization goal and industry standard.  Benefit related denials continue to be the most prevalent reason for denials.
			▪  Tracked and trend referrals per PCP and analyzed data for over/under utilization.  

▪  Executed new capitation agreement with Orthopedists.

▪  Continue to monitor referrals quarterly.

▪  MIS Department to develop UM dashboard 

▪ Tracked and trend all denials per PCP.

▪ Educate provider panel on the appropriateness of referrals based on denial rate.

▪ Implement use of the HICE “Carve Out” letter for appropriate situations vs. issuing denials.

▪ Continue to monitor quarterly.			§ MIS department,  late Fall




			ER UTILIZATION
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ ER utilization is any visit to the ER that does not result in a hospital stay. Members admitted to the hospital should not be counted. 

▪ Do not include Urgent Care in ER WP.


▪ ER data should include information from claims.

1.  Reduce ER utilization by 10%.			▪ Document any planned activities that will reduce the number of ER visits.

1. Educate provider panel on the appropriateness of referrals based on denial rate.

2.  Educate members to call PCP before going to the ER.

3. Case Management to monitor frequent ER utilizers and assess need for alternative care.

			Quarterly			▪ Nancy Nurse, RN, UM Manager 
▪ Christy Case, RN, Case Manager 





			ER UTILIZATION
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Quarterly report

Review the HICE Quarter/ Semi-Annual template instructions page for examples. 			▪ Document any trends noted in increase/decrease of IP utilization in relation to ER utilization. 

▪ Document reasons for denials.

REMINDERS:  

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If  above than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?


			Continue with plan as noted 




REMINDER:  If the metrics are above benchmark the comments should address the group's action plan and interventions to help meet the goals. 

			Continue with plan as noted


			COMPLEX CASE MANAGEMENT METRICS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			1. Describe activities to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Describe planned activities to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Describe planned activities to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Describe planned activities to meet organization's established CCM goal metrics			1. Target date to complete Annual Complex Case Management (CCM) Population Assessment.  

2. Target date to complete Annual CCM Program Effectiveness that include the 3 effectiveness measures 

3. Target date to complete Annual CCM Member Experience to evaluate member feedback/complaints .  

4. Target date for CCM goal metrics completion			▪ Nancy Nurse, LVN, UM Nurse 
▪ Christy Case, RN, Case Manager  


			COMPLEX CASE MANAGEMENT METRICS 
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions/Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report
2nd semi-annual report
Annual 			Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics

▪ Identify findings for why goals are not met for the reporting period.			Clearly state and Document the goals that were not met and the action(s) being taken to meet the goals.			Report to UMC by 7/30/2022


			EXPERIENCE WITH UM PROCESS 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			▪ Increase member satisfaction with UM process by 5%. 

▪ Increase practitioner satisfaction with UM  process by 5% over last year rate.
1. Annual Complex Case Management (CCM) Population Assessment: The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  

2. Annual CCM Program Effectiveness.  Describe 3 effectiveness measurement goals and describe activities to achieve these goals

3. Annual CCM Member Experience: (Report SNP separately).  Evaluate experience by obtaining feedback from members and analyzing member complaints.

4. Goal metrics for:  (Instructions for completing the metrics can be found at the bottom of Tab 7 - Complex CM Metrics)
· Total # of CM Members Identified 
· Total # of CM Cases Enrolled and Managed
· % CCM Cases Open and Closed / Enrollment
· # of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan
· % CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan
			• Conduct an annual assessment of experience with the UM process. 

▪ Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
			Complete Q3 2022, present to committee Q4 2022			Nancy Nurse, RN, UM Manager


			EXPERIENCE WITH UM PROCESS
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			• Valid Methodology: Document the type of survey performed (PAS, monkey, group created, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  

1. Member - Awaiting results

2. Practitioner - Practitioner satisfaction with UM process was 82%.
Provider satisfaction increased by 2% compared to 2016 survey.  Increase may be attributed to changes in work flow processes and timely f/u on all provider complaints.  Goal not met.
			• Document actual actions and inventions in response to the results.  If analysis indicates opportunities to improve experience with UM, list the planned interventions based on the causes that were identified

1.Member 
Survey to be conducted in September. Results to be presented to committee in Q4

2. Practitioner
Continue to monitor provider complaints.
Presented to committee in May.  Will develop a subcommittee to explore improvement processes.			Continue with plan as noted


			UTILIZATION & REFERRAL TIMEFRAME COMPLIANCE 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles			Is this a TAT instruction or REFERRALS?


			▪ Identify 4 chosen data types (must include 1 data type per product line and one data type related to behavioral health). 
Examples: LOS data, Admits/1000, Unplanned readmissions, Rates of selected procedures, REFERRAL rates

▪ Document thresholds for each data type using external or internal sources that provide distribution of performance data.

▪ Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.

▪ Hysterectomy rates – 10th % threshold for under utilization and 90th % for over utilization.

▪ Admits/1000 – 1.5 standard deviation above and below network average.

▪ Decrease number of unnecessary CT/MRI REFERRALs by 5%.

▪ Maintain TAT average at 3 days.  Improve % meeting standard by 10%.
			▪ Document planned activities to achieve data results within thresholds.

▪ Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.

▪ For REFERRALs that require prior-authorization state your interventions for improvement.  Document what types of REFERRALs are included in your statistics (urgent, non-urgent, post-servHICE and direct).

▪ Educate ordering practitioners to provide complete medical history pertinent to ordering scans.

▪ Educate lHICEnsed staff on use of Imaging Module of Intermural® guidelines to increase consistency of review.

			▪ Monitor daily report for opportunities for improvement 

▪ Report to UMC monthly			Nancy Nurse, RN, UM Manager


			UTILIZATION & REFERRAL
TIMEFRAME COMPLIANCE
Report Period

			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			▪ Enter the number of referrals received
▪ Enter the number of compliant referrals
▪ Calculate the compliant percentage (formulas included in metrics tab).


** TAT regulation specifics are noted in red within the green highlighted sections of the metrics tab**



			Quarterly or Semi-Annual Report

			▪  List the average TAT and the percent meeting TAT of 5 days for the reporting period.  If your non-urgent TAT standard is different from the 5 day standard please indicate standard.


			▪ Continue with plan as noted

 ▪ UM Manager to provide in-servHICE and education regarding TAT standard.			Continue with plan


			OTHER UM ACTIVITIES 
Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			UM Interrater Reliability Evaluation- Consistency in Applying Criteria
▪ Document scoring benchmarks for physician and non-physician reviewers involved in the determination process 
(may include physicians, nurses and coordinators depending on Health Plan requirements)

▪ IRR does apply for Non-Clinical Staff.  Non-Clinical staff under the supervision of a lHICEnsed staff may approve servHICEs when there are explicit auto approval criteria and no clinical judgement is required (NCQA Requirement). 

▪ Maintain a 90% interrater reliability for UM staff and physicians.

▪ Ensure 100% New staff tested PRIOR to conducting independent UM review

▪ Additional items may be listed here based on your Health Plan delegation agreement.

▪New staff will not be released until remediation and the 90% threshold is met.			▪ Evaluate the consistency of physician and non-physician reviewers involved in the UM determination process at least annually; 12 months from previous evaluation. 

Include planned review methodology

			Complete Q2, 2022, present to committee Q3 2022			Nancy Nurse, RN, UM Manager


			OTHER UM ACTIVITIES
Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st semi-annual report			▪ Document review methodology 8/30, 5% or 50 files). 

Document the date, score and type of review conducted for physician and non physician reviewers.  Document results and if benchmark was met.

3 of 3 physician reviewers scored 90%.  8/30 methodology was used.  Benchmark met

7 of 7 nurses scored 90%.  8/30 methodology was used.  Benchmark met

1 of 4 coordinators scored 80%.  8/30 methodology was used.  Benchmark not met. 

1 of 1 New staff scored 90% prior to conducting independent UM review. 8/30 methodology was used. Benchmark met". 

 New staff will not be released until remediation and the 90% threshold is met.
			Document training activities for those that did not meet the benchmark.

Document date and follow up activities, Complete Q3, 2022, present to committee Q4 2022

▪ Training for those not meeting the benchmark will take place within 30 days. Follow up IRR to be done within 60 days.  Results to be presented to UMC.

			Continue with plan


			2nd  semi-annual report			Document results of IRR Evaluation as presented to committee in Q3			Document follow up IRR results 


			Misc. Activities
Access & Availability			Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Accessibility is NOT required to be healthplan specific.  The  Miscellanous tab template is an "optional" work plan tab per individual healthplan.  The report templates contained in this Excel workbook are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.



			▪ Areas denoted in italics are EXAMPLES only.  



			HEALTH PLAN EVALUATION GUIDELINES:
X = Complete = All elements are appropriately addressed
P = Partially Complete = At least one element is appropriately addressed
0 = Not Complete = None of the elements are documented
NA = Element is not applicable for evaluation


			DMHC:  Timely Access to Care:
California law requires timely access to care. This means that there are limits on how long a member has to wait to get health care appointments and telephone advHICE.  The delegate UM department should be aware of the distance, timeliness and availability of their providers when managing referrals. 

Monitored are urgent and routine appointment for PCP and specialty and availability of providers listed in directory.  If a member cannot obtain a timely appointment, the organization must help the member get an appointment with an appropriate provider.  

The health plan will perform access audits and the delegate benefits from proactive self monitoring access to provide a quality program.  This report will address metrics available from both internal and external sources to manage compliance with required timely access. 

NCQA QI 5: The organization establishes mechanisms to ensure access to primary care servHICEs, behavioral healthcare servHICEs and member servHICEs. Using valid methodology, the organization collects and analyzes data to measure its performance against standards for access.

Provide your data metrics, analysis  and actions taken in regards to timely access to your providers of care from all data sources. 			Maintain access thresholds of 90% meeting expectations in all areas of measurement for both urgent and routine referrals to PCP and high volume specialist. 

Area of access monitoring measurement can include timeliness, distance, wait time and availability.

Develop UM staff job aids to facilitate access/availability to membership during the UM review process.



 
			Monitor complaint data for access related issues.  Identify practitioner offHICEs with more than 2 complaints/quarter.

Conduct access audits on a semi-annual basis and/or obtain and analyze access data from external sources (health plan data)

Track and trend volume of requests for out of network providers to evaluate adequate access in-network

Conduct root cause analysis of findings including demographic supply and demand variations.

Provide UM staff with job aids to identify providers with access/availability issues.  Educate staff on workflow to provide timely access for members seeking a referral.
			06/15/20
12/15/20



			Report Period			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

			All access standards met at 90% in the 1st semi-annual reporting period with the exception of one area:  same day access to care at 69%.
			Goal met for timely access to care for all areas.  
Goal not met for same day access to PCP.  Root cause analysis revealed demographic need for extended hours for pediatric servHICEs.  Meeting with leadership and affected offHICEs for extended hours consideration. 			Adjusted offHICE hours to allow for same day access appointments.

			No further action required.




			Misc. QI. - Member Complaints/Grievances			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			NCQA ME 7:  To assess member experience with its servHICEs, the organization monitors and evaluates member complaints and appeals related to UM process. 
The organization aggregates complaints and appeals into categories:

The organization annually identifies opportunities for improvement, sets priorities and decides which opportunities to pursue based on analysis of the complaint data.

			Examples;

1. Decrease overall number of member complaints by 20%.
2. Decrease complaints related to ease in obtaining a referral by 10%
3. Decrease level 3-4 complaints by 10%
4. Decrease level 5 complaints to none

maintain score above 90% for all internal audits of complaint process
			Examples

1. Track member complaints by type and severity. Review volumes, grievance type trends, workflow challenges, timeliness, etc.
2. Analyze member complaint/grievance reports from all sources both internal and external and develop and implement corrective action plans as appropriate based on findings.
3. Audit grievance process and documentation - report findings. (were complaints logged handled appropriately)			06/15/21
12/15/21
			Carrie Cares, Quality Manager




			Report Period

			Metrics (if applicable)			Key Findings and Analysis
			Interventions / Follow-up Actions
			Remeasurement


			1st Semi-annual

Member Greivances/appeals

			Overall grievances:  30 Total
Complaints/1000 members:  15 
Level 1-2:   25 grievances
Level 3-4:   5 grievances
Level 5:      0 grievances

Top compliant type: 
1.  Access category - obtaining an appointment timely:  10
2.  ServHICE of provider/offHICE staff - 9
3.  QOC:   3





			Number of grievances decreased compared to previous 6 month period.  

All goals met except overall % of complaints related to ease in obtaining an appointment timely of 10 which is 30% of the overall complaints.  

			Spike out detail data related to timely access complaints. Work with provider relations for improvement of timely access.  Evaluate hours and consider addition of PA in offending offHICE.
			Continue to monitor monthly.


			 OVER & UNDER UTILIZATION			WORKPLAN GOALS			PLANNED ACTIVITIES			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			Identify 4 chosen data types (please refer to last column for additional data type suggestions.) Examples of data types:
§ Inpatient (unplanned readmissions) 
§ Rates of selected procedures (high tech radiology, CABG, bariatric surgery, back surgery, CCath)
§ Referral rates to specialists per 1000
§ Pharmacy data (opioid use)
§ Over utilization of ER (frequent visits that do not result in admission)
Set threshold parameters and clarify methodology. 
Examples:
· Historical data
· Standard deviation above or below network averages
· Industry thresholds
· Percentiles
i.e.:
Total Inpatient ALOS and Inpatient Bed Days per thousand are evaluated for 1) potential under-utilization if they are below the MCG 23rd Edition Well-Managed benchmark for Inpatient Care or 2) potential over-utilization if they are above the Loosely Managed benchmark.
HEDIS data for CABG, Angioplasty and Cardiac Catheterization per thousand is evaluated for potential over-utilization if data is either 1) above the range of the 90th national percentile or 2) potential under-utilization if data is at the low end of the national percentile range.
For Interventions that cross over all product types of state “all product types”
			Maintain statistics of chosen data types within thresholds as established above.
Document specific goals that describe how you plan to detect potential over or under-utilization of servHICEs.
Examples of goals for chosen data types:
§ Maintain a readmission rate below 10% for commercial 15% for Senior, Medi-Cal or CalMedi-Connect
§ High tech radiology – 2 standard deviations above and below network average
§ Referral to specialists – encounter visits of above 80% or below 20% of the industry average
§ Opioid dosage per CDC guidelines maintained at below 50 MME/Day in 90 % of patients
§ Decrease ER use of patients that have 3 or more ER visits in the last 6 months that did not result in an admission.			Document planned activities to achieve data results within thresholds.
1.       Conduct qualitative analysis to determine cause/effect of data not within thresholds by practHICE site.
2.       Members on the High Opioid Utilization report will
a.        Primary care physicians contact to provide pharmacy data regarding other prescribers, education on best practHICEs in the management of chronic non-cancer pain
b.       Review to ensure there are no Patient Safety issues and 
c.        Will be referred to Case Management as needed.
3.       Peer to Peer outreach for case or data specific outliers
4.       Provide resources and materials to support improved utilization for providers
5.       Provide member education to support improved utilization for members.
6.       Develop preference care programs to assist customers in the decision-making process vs.   automatically choosing surgery as the first option for back pain
7.       Continue monitoring of measurement values for positive or negative trending.
8.       Timely referral into the appropriate disease management program when customers are identified in order to minimize over utilization.
9.       Continue short-term outreach post-surgical procedures and referral into case management as appropriate in order to minimize complications.			Self-Explanatory
Continued examples of data types for column #1:
1.       At a minimum, four data types will be identified annually for focus reporting of potential under or over utilization.  As a suggestion, the four data types may be selected from the following areas: 
a.       Specialist referral data
b.       Denial rates 
c.        Physician practHICE profiles from Utilization Management (UM) data
d.       Member complaints
e.        Member appeals
f.         PCP change requests
g.       Inpatient days, admits, ALOS
h.       Readmission rates
i.         Pharmacy utilization
j.         Outpatient visits
k.        Emergency Room visits
l.         Compliance with Preventive Care Guidelines 
m.      Top diagnoses for inpatient, outpatient and the Emergency Department settings 
n.       Top procedures based on utilization
o.       Selected procedures
p.       HEDIS results
q.       Satisfaction survey data


			 OVER & UNDER UTILIZATION 			KEY FINDINGS & ANALYSIS
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			ACTIONS/INTERVENTIONS
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			RESPONSIBLE PERSONS/DEPARTMENTS & TARGET DATES for completion


			·          			1. MEDICAL
·	Statistics may be documented using the statistics page or via separate Provider internal system generated reports.
·	Commercial Hysterectomy rates at the 90th percentile of the western region.
·	Senior Hysterectomy rates at 75th percentile for western region.  Target review effective.
·	Back surgery showed a decrease in all age groups with the exception of males and females ages 45-64 when compared to previous reporting period. 
·	All bariatric surgery measurements are in alignment with the national average. There was a dramatic decrease in the males 55+ age group when compared to last period.
·	Medi-Cal 5% decrease noted in volume of referrals for CTs.
·	All product lines show significant decrease in number of CT requests.  Decrease attributed to Medical Director direct communication with frequent requesting practitioners.			1. MEDICAL
·  Identify hysterectomy as a target procedure.  Remove from auto-approval list.  Medical Director Review of all hysterectomy requests that do not meet criteria.
·  Continue to monitor CT referral data quarterly.
·  Refer to case management as appropriate
·  Refer to disease specific programs
·  Continue to monitor bariatric surgeries for underutilization for the seniors after population assessment of obesity rates has risen.			Self-explanatory
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B. Definitions 


			DEFINITIONS


			ACUTE ADMITS			The number of admissions to a general hospital/acute care facility, including mental health. (See definition for non-acute care.)


			ACUTE BEDDAYS			Those hospital days incurred during a specific reporting period that include medical, surgical, OB and mental health (in and out of area) that represents any risk (shared or full) to the Provider Organization.  These exclude: newborns that leave the hospital with the mother and are considered “normal newborns”.  (This may or may not include subacute/acute rehab days.)


			ADMINISTRATIVE DENIAL			Administrative denials are based on eligibility and carve-outs and are not included in denial counts as they are contract issues and therefore not reported to the Health Plans.  Administrative denials are usually contracting issues with a facility rather than issues related to a practitioner or member; the facility may use the provider dispute resolution process; the member is held harmless and no member notification is sent.  





			AVERAGE LENGTH OF STAY			Total beddays divided by total discharges or admits.





			BENCHMARK			For a particular indicator or performance measure, the benchmarking process identifies the best performance in the industry (health care or non health care) for a particular process or outcome, determines how that performance is achieved, and applies the lessons learned to improve performance.  Other comparative data Provider Organizations might use includes:
1) information obtained from other organizations through sharing or contributing to external reference databases; 
2) information obtained from open literature, data gathering and evaluation by independent organizations regarding industry data; 
3) performance of competitors; or 
4) comparisons with other organizations providing similar health care servHICEs.
(Definition modified from Baldrige National Quality Program Health Care Criteria for Performance Excellence 2003.)





			BEHAVIORAL HEALTH			Term for Mental Health servHICEs which may include substance abuse, chemical dependency for inpatient and outpatient.   This broad term may also include evaluation and treatment of psychological and substance abuse disorders by either PCP or Behavioral Health providers.


			CAL MEDICONNECT (CMC Tab)			A component of California's Coordinated Care Initiative.  It is a three-year, seven-county demonstration project to promote coordinated health care delivery to MEDICAREs and people with disabilities who are dually eligible (MediCal-Medicare).





			CASE MANAGEMENT			The process for identifying covered persons with specific health care needs in order to facilitate the development and implementation of a plan to efficiently use health care resources to achieve optimum member outcome.





			COMPLEX CASE MANAGEMENT			Complex case management is the coordination of care and servHICEs provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate the appropriate delivery of care and servHICEs.  Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards. 


			COMMERCIAL POPULATION			Those members (subscribers and their dependents), usually birth through 64 years of age, which obtain health care coverage through their employers.  This does not include Medicare or Medi-cal.





			CONCURRENT REVIEW			An assessment which determines medical necessity or appropriateness of servHICEs as they are being rendered.





			C-SNP 			Chronic Special Needs Plan





			DELEGATION			A formal process by which a Managed Care Organization (MCO) gives another entity the authority to perform certain functions on its behalf.  The authority may be delegated but, the responsibility for assuring that the function is performed appropriately, cannot be delegated.


			DENIAL (Medical Necessity)			The decision to refuse, deny or modify a request for servHICEs/referral based on medical necessity. Modification can include re-directing care to a different level of servHICE, quantity or to an in-network provider.(Source: Per CCR Title 22 § 51303, the servHICE requested is medically needed, but can be safely done by an in network provider) 
*Conditional non-covered benefits that require clinical review would be considered medical necessity denials.


			DENIAL (Administrative)			The decision to refuse, deny or modify a request for servHICEs/referral based on eligibility, straight non-covered, excluded benefits or carve-out.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			Carve-Out			The redirecting of patient care to a health plan contracted vendor.  Carve-Outs should not be included in medical necessity or administrative denial categories.  (DO NOT INCLUDE IN MEDICAL NECESSITY DENIALS)


			DENOMINATOR			The total number of requests





			D-SNP 			Dual Special Needs Plan





			EMERGENCY ROOM (ER) VISITS			Any visit to an emergency room that does not result in a hospital stay. (Patients admitted to the hospital from the ER should not be counted.)


			GOALS			A future condition or performance level that one intends to attain.  Goals can be both short term and long term.  Goals are ends that guide actions. Quantitative goals frequently referred to as “targets,” include a numerical point or range. Targets can be projections based on comparative and/or competitive data.





			GRIEVANCE/COMPLAINT (To Assist Member Satisfaction)			An expression of dissatisfaction by a member, either written or oral.





			HRA			Health Risk Assessment





			ICP 			Individualized Care Plan 


			ICT			Interdisciplinary Care Team





			I-SNP 			Instutional Special Needs Plan





			INPATIENT			Medical, surgical, OB and mental health servHICEs rendered in a facility.  May or may not include servHICEs provided in subacute/acute rehab facilities.


			INTERVENTION			An action taken to increase the probability that desired outcomes will occur.





			Interrater Reliability  (IRR)			Required testing to ensure consistency in Utilization Review decision making covering how medical necessity decisions are made. Source 2021 NCQA UM 2 Element C.


			LENGTH OF STAY			The number of days from admission to discharge, excluding the last day of the stay and any denied days.





			LONG TERM ACUTE CARE			Extended long term acute care required for a member with complex/extensive care needs. 





			MEDI-CAL POPULATION			Those members enrolled in the California state Medicaid program and participate in the Managed Medi-Cal Program.


			MEDICARE POPULATION			Those members enrolled in the Medicare Advantage Program. 





			MEMBER			An individual who is a participant in a health plan (and your Provider Organization), and who, with other participants, comprise the enrollment.





			MEMBER MONTHS			The sum of the enrollment for the reporting period, e.g.:  total of three months enrollment.





			MONITOR			A periodic or on-going performance measurement to determine opportunities for improvement and/or the effectiveness of interventions.





			NON-ACUTE CARE			Inpatient care, including: hospHICE, nursing home, rehabilitation, skilled nursing, transitional care and respite care; regardless of the type of facility.





			NUMERATOR			The number of requests meeting decision time frame


			OUTCOME			The results achieved through the performance of a function or process.


			OUTPATIENT			All servHICEs not included in the definition of acute beddays or inpatient. 





			OVERTURNED			When an appeal for denied servHICEs is deemed appropriate, and the denial is reversed and servHICEs are approved.


			OVERUTILIZATION			Provision of servHICEs that were not clearly indicated or provision of servHICEs that were indicated in either excessive amounts or in a higher-level setting than appropriate.


			PEER REVIEW			Evaluation of the performance of colleagues by professionals with similar types of degrees and/or specialty.





			PERFORMANCE GOALS			The desired level of achievement of standards of care or servHICE.  These may be expressed as desired minimum performance levels (thresholds), industry best standards (benchmarks), or the permitted variance from the standard.  Performance goals are usually not static but change as performance improves and/or the standard of care is redefined.





			PHARMACY			Commercial - covered medical servHICEs, (example: injectables, infusions).
Medicare Part B - covered medical servHICEs, (example: injectables, infusions).  See CMS website below
Medicare Part D - see CMS website below (Only if Delegated)
Medi-Cal - covered medical servHICEs, (example: injectables)
Cal Medi-Connect - covered medical servHICEs, (example: injectables)



			Part B vs Part D 			https://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/Downloads/BvsDCoverageIssues.pdf


			2020 ASP Drug Pricing Files link			https://www.cms.gov/medicare/medicare-part-b-drug-average-sales-prHICE/2020-asp-drug-pricing-files





			PTMPM/PTMPY			Per Thousand Members Per Month/Per Thousand Members Per Year





			PRACTHICE GUIDELINES			Systematically developed descriptive tools or standardized specifications for care to assist practitioner in making decisions about appropriate health care for specific clinical circumstances.








			PRIOR REVIEW/ PRECERTIFICATION/ AUTHORIZATION/ CERTIFICATION/ DETERMINATION			Prior assessment that proposed servHICEs are appropriate for a particular patient and will be covered by the Managed Care Organization (MCO).  Payment for servHICEs depends on whether the patient and the category of servHICE are covered by the member’s benefit plan and the eligibility of the patient at the time of servHICE.





			QUALITATIVE ANALYSIS			An examination of the underlying reason for or cause of results, including deficiencies or processes that may present barriers to improvement or cause failure to reach a stated goal. Qualitative analysis must draw conclusions about why the results are what they are and involves staff responsible for executing a program or process. Also called a causal, root cause or barrier analysis.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			QUANTITATIVE ANALYSIS			A comparison of numeric results against a standard or benchmark, trended over time. Quantitative analysis must draw conclusions about what results mean. Unless specified, tests of statistical significance are not required, but may be useful when analyzing trends.
Source:  2022 NCQA HPA Appendix 5 Glossary 





			READMISSION			Admission within 31 days of discharge for the same or similar diagnosis.





			REFERRAL 			A request for authorization of servHICEs.


			RETROSPECTIVE REVIEW			Assessment of the appropriateness of medical servHICEs on a case-by-case basis or aggregate basis after the servHICEs have been provided.





			MEDICARE/MEDICARE POPULATION			Those members eligible for Medicare, age 65 or older and/or disabled.  





			SPECIAL NEEDS PLANS (SNP)			Medicare managed care plans which are focused on vulnerable groups of Medicare beneficiaries: the institutionalized, dual-eligible (Medicare, Medi-Cal), and beneficiaries with severe or disabling chronic conditions.  The goal of Special Needs Plans is for improvement in care for beneficiaries with special needs through improved coordination and continuity of care.  





			STANDARDS			Authoritative statements of (1) minimum levels of acceptable performance; or results, (2) excellent levels of performance or results; or (3) the range of acceptable performance or results.


			THRESHOLD			A pre-established level of performance that, when not met, results in initiating further in-depth review to determine if a problem or opportunity for improvement exists. A pre-established level of performance refers to a minimum performance position on a performance measurement scale determined by the organization. A threshold performance level permits evaluation relative to past performances, assists in projection and establishing future goals, and provides appropriate comparison.  When a threshold is not met, it triggers the initiation of further in-depth review to identify a problem or opportunity for improvement.


			TRANSITIONS OF CARE			1. Transitions of care refers to the movement of patients between health care practitioners and settings as their conditions and care needs change during the course of a chronic or acute illness. (National Transition of Care Coalition)  
2. Movement of a member from one care setting to another  as the member’s health status changes; for example moving from home to a hospital as a result of an exacerbation of a chronic condition or moving from the hospital to a rehabilitation facility after surgery. (NCQA) 





			TURN AROUND TIME (TAT)			The amount of time (usually days) from the receipt of a request/referral until the determination is made.





			UPHELD			When an appeal for denied servHICEs is not overturned (denial stands).





			URGENT CONCURRENT			Authorization is obtained for health servHICEs during a a course of care or prior to the end of an episode of care.  These servHICEs can be inpatient, outpatient, for rental of durable medical equipment, continuing use of medications and treatments, mental health, PT, OT, ST servHICEs, and other specialized healthcare. Member is in an IP status in a faciltiy and requires continued medical necessity review for appropriateness of level of care for IP stay. (aka: Head in the bed)





			UNDERUTILIZATION			Failure to provide appropriate servHICEs.





			UTC			Unable to contact





			FORMULAS


			These formulas are generic.  Use population-specific membership and utilization data where indicated.  Note:  that when completing a quarter 
or semi-annual report the formulas should cover the three (or six) month reporting period for each quarter or six month period being reported.  
(2016 Formula changes: the denominator has been corrected to say "Member Months" rather than "Enrollment".) 







			BEDDAYS per 1000			Total Raw Beddays X 12000
Member Months                       


						NOTE:  Divide total raw beddays incurred by member months, then multiply that result by 12000.





			ADMITS per 1000			Total Admissions   X 12000
Member Months                         


						NOTE:  Divide total admissions incurred by member months, then multiply that result by 12000.





			AVERAGE LENGTH OF STAY			Total Raw Beddays (for report period)           
Total Discharges (for report period) OR Total Admits (for report period)


						NOTE: Divide total raw beddays incurred by total discharges OR total admits 





			READMITS %			Total Readmissions  x 100
# Admissions            


						NOTE:  Divide total  readmissions divided by admissions, then multiply that result by 100. 





			EMERGENCY ROOM VISIT RATE per 1000 			Total Raw ER Visits  X 12000
Member Months                          


						NOTE: Divide total raw # ER days incurred by member months, and multiply that result by 12000.





			DENIAL RATE (%)


						NOTE: Divide total #denials by total # referrals processed, multiply this result by 100.  In the case of Referral Denials in Tab 3, the total # of referrals processed equals the sum of the Outpatient Pre-ServHICE and Inpatient Pre-ServHICE Routine Raw, Urgent Raw and Urgent Concurrent Raw requests reported above.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits (requiring medical necessity review) should be included in denial stats and would not be considered an administrative denial. 






			DENIAL RATE per 1000			Total Raw # of Denials X 12000
Member Months                       


						NOTE: Divide total raw # of denials incurred by member months,  then multiply that result by 12000.
*Administrative denials are not to be included in reported denial statistics. Administrative denials are based on eligibility and carve-outs.  Benefits should be included in denial stats and would not be considered an administrative denial. 





			REFERRAL TURN AROUND TIME (TAT) PERCENT (% OF REFERRALS MEETING TAT STANDARDS)			Total # Referrals Meeting TAT   X   100
Total # Referrals Processed (for report period)


						NOTE: Divide total # referrals meeting TAT by total # referrals processed, multiply this result by 100





			NOTE: Applies to all UM decisions directly related to requests by members (or by their authorized representatives) for authorization for health care servHICEs, whether requests are based on benefits or on medical necessity, and whether they are approvals or denials.
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C. Signature Page 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Attestation Questions						Response (Yes/No) /  Comments


			Are the reported inpatient statistics health plan specific?  


			Are the reported referral statistics health plan specific?  


			Are the reported ER statistics health plan specific?  


			Are ER visits denied for medical necessity during this report period?


			Indicate if ER statistics are based on date of servHICE? (Yes or No)						(Preferred report pull based on date of servHICE)


			Indicate if ER statistics are based on date of claim payment (Yes or No)


			Are the reported CCM statistics health plan specific?


			Are the reported SNP statistics health plan specific?


			Are the reported over/under utilization statistics health plan specific?


			NOTE: Reports that are sent electronically must state “Signature on File” on the signature line.  This will be verified at the annual oversight audit.


			I.  UM COMMITTEE MEETINGS			Frequency			Day of the Week			Time


			UM Committee


						     			     			     


			II. UM PROGRAM CONTACTS			Name			Phone #			Email


			UM Manager


			UMC Chairperson


			III. PERSON SUBMITTING REPORTS			Name 			Phone #			Email


			Initial Work Plan





			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report												Quarter 1


															Quarter 2


			Annual Evaluation												Quarter 3


			IV. UM COMMITTEE APPROVAL			UMC Chair Signature			Date to UM Committee			Date to Governing Board			Quarter 4


			Work Plan												1st Semi-Annual


															2nd Semi-Annual 


			1st Semi-annual Report


			2nd Semi-annual Report





			Quarter 1 Report


			Quarter 2 Report


			Quarter 3 Report


			Quarter 4 Report





			Annual Evaluation


			2013 1st Semi-Annual


			2013 2nd Semi-Annual


			2013 1st Quarter


			2013 2nd Quarter


			2013 3rd Quarter


			2013 4th Quarter


			2013 Annual
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1. Inpatient Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Quarter 2


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			INPATIENT METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi- Annual			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			
Rehab Readmits Rate  (%)


			Medicare


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS


			Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Readmits/1000


			SNF Average LOS


			BH Beddays/1000


			BH Admits/1000


			BH Average LOS


			BH Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS


			LTAC Readmits/1000


			Rehab Beddays/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Admits/1000			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Average LOS			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Rehab Readmits (%)			INCL/Acute						INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute			INCL/Acute


			Medi-Cal


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%) 


			Cal MediConnect


			Member Months (Self-Reported)


			Acute Beddays/1000


			Acute Admits/1000


			Acute Average LOS																											


			 Acute Readmits/1000


			SNF Beddays/1000


			SNF Admits/1000


			SNF Average LOS																											


			SNF Readmits/1000


			LTAC Beddays/1000


			LTAC Admits/1000


			LTAC Average LOS																											


			LTAC Readmits/1000


			Rehab Beddays/1000


			Rehab Admits/1000


			Rehab Average LOS																											


			Rehab Readmits (%)
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check if NO InPatient Data


Check here if you are not delegated for Commercial


Check here if you are not delegated for Cal MediConnect


Check here if reporting Quarterly


Check here if reportin Semi-Annual





2. Inpt WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Inpatient Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period
			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





3. Referral Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  
NOTE: Do not include administrative denials in the reported denial statistics.  


			REQUEST METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Outpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Inpatient Pre-ServHICE 


			Routine Raw


			Urgent Raw


			Urgent Concurrent Raw


			Routine PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Concurrent PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medical Necessity Denials (IP and OP)


			Total Denied


			% Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PTMPY Denied			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect





4. Referral WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Referral:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





5. ER Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			ER UTILIZATION METRICS
(Medical Necessity Only)			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual





			Commercial


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total # ER visits Raw


			Denied ER visits Raw


			Denied ER visits by %


			Total # ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Denied ER visits PTMPY			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal


Check here if you are not delegated for Cal MediConnect


Check if data was pulled from Claims 


Check if data was pulled from UM Data 





6. ER WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			ER Utilization:  Goals, Analysis, Interventions and Evaluation (Medical Necessity Only)





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/anaysis. 

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move towar meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-annually


Check if  Reporting Quarterly 





7. Complex CM Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type			Report Type





			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			COMPLEX CASE MANAGEMENT (CCM) METRICS			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual  Average			Q3			Q4			2nd Semi-Annual Average			Annual Average 


			Total Membership (Commercial)


			Total Membership (Medicare)
Include SNP Memebers


			Total Membership (Medi-Cal)


			Total # of CM Members Identified


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Reached


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Unable to Reach (UTR)


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Enrolled and Managed


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases - Open >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			Total # of CM Cases Closed >60 calendar days (Reporting Period) 


			Commercial


			Medicare


			Medi-Cal


			% CCM Cases Open and Closed / Enrollment


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) Identified/Accepted CM- as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			# of CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial


			Medicare


			Medi-Cal


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan


			Commercial			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			% of Population Enrolled


			Commercial % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal % Enrolled			ERROR:#DIV/0!						ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Annual Population Assessment			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			Annual CCM Member Experience			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			 % Positive Experience


			Annual Measuring Effectiveness			Enter 2022 Report under tab 8. Complex CM WP & Rpts


			(Measure 1)


			(Measure 2)


			(Measure 3)


			Total # of CM identified 			Total raw number of CM cases identified for potential case management enrollment identified by the delegate during the reporting period. This includes the raw number of members included on predictive analytic reports, high dollar pharmacy, inpatient reports, reports by high risk diagnosis, claims, and then also all referrals from all sources.


			Total # of CM Cases Enrolled and Managed			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period and those still open at the end of the reporting period.


			Total # of CM Cases- Open			Total raw number of open  CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period and the cases are still open at the end of the reporting period.


			Total # of CM Cases-  Reached			Total raw number of  reached CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled during the reporting period that closed  at the end of the reporting period.


			Total # of CM Cases-  Unable to Reach (UTR) 			Total raw number of CM referrals servHICEd by the delegate during the reporting period. ServHICEd refers to members enrolled that closed during the reporting period.


			CCM >60 Days			Complex Case Management is defined by cases managed greater than 60 days as defined by NCQA standards.


			% CCM Cases Open and Closed / Enrollment
(% of members in CM)			The number of members servHICEd in CM during the reporting period divided by the number of total membership, expressed as a percentage.  The numbers of members servHICEd include cases closed during the reporting period and also the members still open during the reporting period.


			# CCM Large claimant cases (>$75K) Identified/Accepted - as required by Health Plan			Total number of members who accepted case management and are currently enrolled into the case management program for this reporting period with claims  greater than $75K


			# CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members  reviewed for case management within 30 days from the date of identification with claims greater than $75K   


			% CCM Large claimant cases (>$75K) reviewed within 30 days - as required by Health Plan  			Total number of members reviewed for case management within 30 days from date of identification with claims greater than $75K , expressed as a percentage.  
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Check here if you are not delegated for Commercial


Check here if you are not delegated for Medicare


Check here if you are not delegated for Medi-Cal 





8. Complex CM WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Complex Case Management (CCM):  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			Population Assessment Goals: 



						


Pauline Romero      HHHH: 2022 proposed language update:
The organization outlines its population health management (PHM) strategy for meeting the care needs of its member population.  Population assessment must annually evaluate relevant characteristics and needs, including social determinants of health.  Member population assessment must  include the needs of children and adolescents, individuals with disabilities,  individuals with serious and persistent mental illness (SPMI), members of racial or ethnic groups, members with limited English proficiency, and must identify & assess relevant member subpopulations.
			CCM Program Effectiveness Goals:


						


Pauline Romero      HHHH: Describe 3 effectiveness measurement goals and describe activities to achieve these goals
For Each Measure, the organization:
1. Identifies a relevant process or outcome
2. Uses valid method that provide quantitative results
3. Sets performance goal
4. Clearly identifies measure specifications
5. Collects data and analyzes results
6. Identifies opportunities for improvement, if applicable.

Source:  2022 NCQA PHM 6: Element A, Factor 1-3			CCM Member Experience Goals:  






						


Pauline Romero      HHHH: 2022 proposed language update:
Evaluate experience by obtaining feedback from members and analyzing member complaints.  
Feedback is specific to the CCM program and includes at least one of the following measures:
1.  Information about the overall program.
2. The program staff.
3. Usefulness of the information disseminated.
4. Member's ability to adhere to recommendations.
5. Percentage of members indicating that the program helped them achieve goals.  
			CCM Metric Goals





			CCM Program Effectiveness Analysis :
Describe 3 effectiveness measurement goals and describe activities to achieve these goals

Source:  2020 NCQA PHM 6: Element A, Factor 1-3
			Program Related Process or Outcome 
(PHM: Identifies a relevant process or outcome)
Enter for Initial Workplan 			Methodology           
(PHM: Uses valid method that provide quantitative results) 
Enter for Initial Workplan			 Performance Goal                (PHM: Sets performance goal)
Enter for Initial Workplan 


			Measure 1:



			Measure 2:



			Measure 3:



			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  
· Review the HICE website for all current templates.
· Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and quantitative & qualitative analysis for each measure (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  
· If the metrics are below benchmark the comments should address why CM goals were not met.  
· If the metrics are below benchmark did the results improve from the previous reporting period?
· If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?

			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER: 
· If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 


Pauline Romero      HHHH: 2022 proposed addition:
The organization uses results from the PHM impact to identify opportunities and act on opportunity.  The organization uses the results of its analysis to identify opportunities for improvement, which may be different each time data are measured and analyzed. 

Source: 
2022 NCQA PHM 6 Population Identification, Element B, Factors 1 & 2.
			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.

REMINDER: 
If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			First Semi Annual



			Metrics analysis


			Second Semi Annual


			Metrics analysis


			Annual


			Annual CCM Population Assessment 


			Annual CCM Member Experience 



			Annual SA CCM Goals Not Met 


			Annual CCM Program Effectiveness Impact Analysis:
 


			Measure 1:



			Measure 2:



			Measure 3:
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9. SNP Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			Recommend use of the HICE Transition of Care (TOC) log for data related reporting elements.


			SNP Case Management (CM) Metrics
Source: CMS Managed Care Manual  SNP MOC, MOC 2, Element C, Factor C.1


			Medicare Managed Care Manual Ch5 SNP


			MEDICARE SPECIAL NEEDS PLANS 			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			D-SNP Dual Special Needs  Population


			Total # of D-SNP delegated members up to the last of the reporting period 
Total # of SNP members


			% of D-SNP members with ICP based on HRA


			% D-SNP members with HRA - engaged in CM (ICP with member involvement)


			% D- SNP with HRA - members refusing CM/Opt-Out


			% D-SNP with HRA - members UTC CM


			% D- SNP members with ICP within 90 days regardless of HRA


			Total # D-SNP CM ICPs with documentation of ICT coordination of member care


			C-SNP Chronic Special Needs Population  


			Total # of C-SNP delegated members up to the last of the reporting period 


			% of C-SNP members with ICP based on HRA


			% C-SNP members with HRA - engaged in CM (ICP with member involvement)


			% C- SNP with HRA - members refusing CM/Opt-Out


			% C-SNP with HRA - members UTC CM


			% C- SNP members with ICP within 90 days regardless of HRA


			Total #C- SNP CM ICPs with documentation of ICT coordination of member care


			Annual SNP Program Education Efforts


			ICT Training (# of ICT members who had an ICT training prior to ICT meeting) 


			SNP Care Transition


			Data Elements- Transition to Health Care Settings																								 


			Total # of SNP Members with care transitions


			Out of the members with TOC, how many ICP shared between settings


			Compliance with Care Coordination


			out of the members with TOC, how many members were notified of the assigned a point of contact throughout the transition



			out of the members with TOC, how many members were given education to manage conditions and avoid transitions




			out of the members with TOC, how many members and/or caregivers are educated for self-management activities



			out of the members with TOC, how many members' ICP were shared to ICT 



			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)
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Check here if you are not delegated for SNP


Check here if you are not delegated for C-SNP


https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


10. SNP WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Special Needs Plans:  Goals, Analysis, Interventions and Evaluation  
(Refer to HICE UM Delegation Report UM, CCM & SNP Instruction & Example Document)




			Medicare Managed Care Manual Ch5 SNP


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			SNP Care Transition:


			Data Elements- Transition to Health Care Settings
Enter planned activities on how group will track transitions to the various Health Care Settings.
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1


			Compliance with Care Coordination:
Enter planned activities on how group will track and document compliance with Transition of Care Coordination
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions
Source: CMS SNP MOC: MOC 2, Element E, Factor E.1, E.3, E.5, E.6


			Annual SNP Program Education
CMS SNP MOC: MOC 2, Element A (A.5-A.6), MOC 3, Element C (C.1-C.2)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES SEMI-ANNUAL REPORT ONLY


			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions



			2nd Semi-annual 
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions




			Annual SNP Program Education



			SNP Program- MOC Quality Measurement and Performance Improvement
Describe 3 effectiveness measurement goals and describe activities to achieve these goals
Source:  SNP MOC: MOC 4: Element A (Factor A.1-A.4), Element B, (Factor B.1-B.5).
			Identify Goals 
Identify and define the measurable goals and health outcomes used to improve the health care needs of SNP beneficiaries
(Source:SNP MOC: MOC 4, Element B, Factor B.1)
			Identify Health Outcome Measures
Identify specific beneficiary health outcome measures used to measure overall SNP population health outcomes at the plan level
(Source:  SNP MOC: MOC 4, Element B, Factor B.2)			 Track and Assess Goals 
Describe how the SNP establishes methods to assess and track the MOCs impact on SNP beneficiaries’ health outcomes
(Source: SNP MOC: MOC 4, Element B, Factor B.3)              


			MEASURING PATIENT EXPERIENCE OF CARE (SNP MEMBER SATISFACTION)must address the process of measuring SNP member satisfaction 
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4, Element C Factors 1-4)			ONGOING PERFORMANCE IMPROVEMENT EVALUATION OF THE MOC must provide a written description of the ongoing performance improvement evaluation of its MOC. This process must describe how the organization will use the results to assess and evaluate its quality performance indicators on a continual basis, including how the organization improves its ongoing performance by incorporating lessons learned. Lessons learned must be documented and communicated with key stakeholders
The organization’s MOC must address the process of measuring SNP member satisfaction by:

Describing the specific SNP survey used.
Explaining the rationale for the selection of a specific tool.
Describing how results of patient experience surveys are integrated into the overall MOC performance improvement plan.
Describing steps taken by the SNP to address issues identified in survey responses.
(Source: SNP MOC 4: Element D Factors 1-4)			DISSEMINATION OF SNP QUALITY PERFORMANCE RELATED TO THE MOC
The organization must address the process for communicating its quality improvement performance by:

Describing how performance results and other pertinent information are shared with multiple stakeholders.
Stating the scheduled frequency of communications with stakeholders.
Describing the methods for ad hoc communication with stakeholders.
Identifying the individuals responsible for communicating performance updates in a timely manner.
(Source: SNP MOC 4: Element E Factors 1-4)


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORTING


			Report Period  (For ALL Quarters and Semi-annual reporting periods)

REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			1st Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			2nd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			3rd Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings within 1 business day
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			4th Quarter
A. Data Elements- Transition to Health Care Settings
B. Compliance with Care Coordination:
1. Care plan transfer between health care settings 
2. Practitioner notification within set timeframe 
3. Member/caregiver communication and education about changes in member's condition and self-management as result of transition within set time.
4. Member/caregiver provided consistent person or unit responsible through transitions


			ANNUAL


			A. Data Elements- Transition to Health Care Settings
B.  Compliance with Care Coordination
1.  Care plan transfer between health care settings
2.  Practitioner notification within set timeframe
3.  Member/caregiver communication and education about changes in member's condition and self-management as a result of transition within set timeframe
4.  Member/caregiver provided consistent person or unit responsible through transitions


			Annual SNP Program Education


			Annual SNP Population Assessment
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https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c05.pdf


11.  CMC Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			MEDICARE CMC PLANS 			2021
YTD			2022
Goal			Q1			Q2			Q3			Q4			Annual


			CMC Case Management (CM) Metrics


			Total # of CMC delegated members up to the last day of the reporting period who were enrolled for at least 90 days. 


			% CMC members engaged in CM who were enrolled with PPG for at least 90 days. 


			% CMC members refusing CM/Opt-Out who were enrolled with PPG for at least 90 days. 


			% CMC members who were UTC for CM who were enrolled with PPG for at least 90 days (UTC = at least 3 contact attempts)						>20%


			% CMC care plans developed with member involvement 


			% CMC care plans developed with/out member involvement



			% ICTs (ICT completed/ICP updated date-completed)



			Measuring Effectiveness


			% Positive Experience (NCQA requirement)


			Quality Metrics


			% CMC members with discussion of care goals documented in ICP (CA 1.6- Total # of discussion of care goals/ total # of care plans completed/updated) 						95%


			% Interaction with Care Team (CA 1.12- Total # of members who had at least one care coordinator contact i.e phone, mail, face to face/ total # of members who have/had a care coordinator during the reporting period.)
						95%


			% Care Plan Compliance (Total # of members with a care plan completed within 90 days of PPG enrollment/Total # of member whose 90th day of enrollment occurred within the reporting period, excluding the total # of members who were documented unwilling and unable to reach within 90 days of enrollment with the PPG.)						85%


			Annual CMC Program Education Efforts


			ICT Training (Total # of staff completed ICT training prior to ICT meeting attended)


			CMC Transitions of Care


			Data Elements


			% of Care Plans based on TOC (Care Plan completed or updated / TOC dicharges to home)


			Supporting Member


			% Care plan shared to PCP (# of care plans shared with PCP/care plan created or updated)


			% Care Plan shared with Member (# of care plans shared with member/care plan created or updated)


			Reducing Unplanned Transition


			% Monthly identification of members at risk of admission.
(Information maybe extracted from the following: data from claims, UM Report e.g. Readmission Report, Frequent ER Visit, provider report, predictive modeling, etc.)



			% Annual identification of members at risk of admission through analysis of member admissions to hospital and ED visit
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Check here if you are not delegated for CMC





12. CMC WP & Rpt


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Cal MediConnect:  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) 
and Titles


			Case Management



			Measuring Effectiveness




			Quality Withholds




			Annual ICT Training


			CMC Transition of Care



			Reducing Unplanned Transition


			UTILIZE THIS SECTION IF HEALTH PLAN REQUIRES QUARTERLY REPORT ONLY


			Q1
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q2
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q3
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			Q4
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition



			ANNUAL


			Annual
1.Case Management
2.Measuring Effectiveness
3. Quality Metrics
4.Training for Staff and Providers
5. Transition of Care
6. Supporting Member
6. Reducing Unplanned Transition
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13. Utilization-UM TAT Metrics


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			UM REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medicare


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Medi-Cal


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect (Dual Medi/Medi)


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE  decision within 5 or 14 (Health Plan Specific)  business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are not delegated for this


Check here if you are using 5 Days


Check here if you are using 14 Days





14. Utilization-TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles














			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual


			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

*If the metrics are below benchmark the comments should address whey goals were not met.  
*If the metrics are below benchmark did the results improve from the previous reporting period?
*If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 


Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





15. Utilization-Behavioral TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BEHAVIORAL REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Behavioral Health


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Nonurgent Pre-ServHICE decision and notification within 14 days															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Behavioral Health


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 business days of receipt of request, written notification within 2 business days of decision


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Behavioral Health																								     			     


			Urgent Concurrent decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent Pre-ServHICE decision and written notification not to exceed 72 hours after receipt of request.  


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision within 5 or 14  (Health Plan Specific) business days of receipt of request, written notification within 2 business days of decision


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Behavioral Health


Check here if you are not delegated for Medicare - Behavioral Health


Check here if you are not delegated for Medi-Cal - Behavioral Health


Check here if you are not delegated for Cal MediConnect - Behavioral Health


Check here if you are using 5 Days


Check here if you are using 14 Days





16. Util-BH TAT WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			BH Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





17. Utilization-Pharmacy TAT 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			PHARMACY REQUESTS TIMEFRAME COMPLIANCE			2021
YTD			2022
Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			COMMERCIAL - Pharmacy


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDICARE - Pharmacy (Part B Only Data)


			Urgent PreservHICE  decision and notification within 24 hours of the request (Extensions NA)															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours (Extensions NA)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			MEDI-CAL - Pharmacy


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request 
(Note: Plan Specific TAT 24 hours)


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			PostservHICE decision and written notification within 30 days of receipt of request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Cal MediConnect - Pharmacy																								     			     


			Urgent Concurrent (exigent) decision and notification within 24 hours of the request															     			     


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Urgent PreservHICE (exigent) decision and notification within 24 hours of the request


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Non-Urgent PreservHICE decision and notification within 72 hours of receipt of request


			Turn Around Times


			Total # decision compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Total # notification compliant with TAT (numerator)


			Total # requests (denominator)


			% compliant			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!
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Check here if you are not delegated for Commercial - Pharmacy


Check here if you are not delegated for Medicare - Pharmacy


Check here if you are not delegated for Cal MediConnect - Pharmacy


Check here if you are not delegated for MEDI-CAL- Pharmacy


Check if 24 Hour TAT


Check if 72 Hour TAT





18. Util-Rx TAT WP & Rpts 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Rx Utilization and Referral Timeframe Compliance (NCQA UM5):  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  



			Q1


			Q2


			Q3


			Q4


			Annual 
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





19. Experience WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Experience with UM Process (NCQA ME 7 Element C-F, DMHC 28 CCR 1300.70(a)(1); 28 CCR 1300.70(b)(2)(G)(5)):  Goals, Analysis, Interventions and Evaluation 






			Initial Work Plan Goals

Provide annual goal for both member and practitioner experience			Planned Activities
Collect and analyze complaints and appeals or use survey data to assess member and practitioner experience with the UM Process
• Document the type of survey performed or data obtained (PAS, monkey, group created, grievances with UM process, etc.)

• Document a brief synopsis of the survey results including response rate and data analysis.  

• Document if goal met or not met and why not met. Indicate when an action is or is not expected; for example : >90% no action needed  			Target Date(s) for Completion
Complete Q_ 2022, present to committee Q_ 2022			Responsible Person(s) and Titles


			Member experience


			Practitioner experience








			Report Period
REMINDERS:  Review the HICE website for all current templates.

Review the HICE Semi-Annual template instructions page for examples. 

			Key Findings and Analysis
List type of survey
Identify areas of improvement 
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)
REMINDERS:  address metrics that are not provided in the key findings/analysis.  For example, if there are no urgent concurrent metrics the comments should address there are on no urgent concurrent metrics.

If the metrics are below benchmark the comments should address whey goals were not met.  

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?			Interventions / Follow-up Actions
State when the results were presented to committee  
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)
REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.
REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  


			1st Semi-annual
			Member experience:
Practitioner experience:


			2nd Semi-annual
			Member experience:
Practitioner experience:


			Annual








			https://govt.westlaw.com/calregs/Document/ID2336BE0D44911DEB97CF67CD0B99467?viewType=FullText&originationContext=documenttoc&transitionType=CategoryPageItem&contextData=(sc.Default)
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





20. IRR WP & Rpts


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Other UM Activities (NCQA UM2C Consistency in Applying Criteria):  Goals, Analysis, Interventions and Evaluation


			Initial Work Plan Goals			Planned Activities: 
Assesses the consistency with whichphysician and non-physician reviewers.  Include planned review methodology
			Target Date(s) for Completion
Complete Q2, 2022, present to committee Q3 2022			Responsible Person(s) and Titles


			Mark NA if Non-Clinical Staff (ONLY) Make Benefit Decisions  


			Annual Inter-rater Reliability Evaluation -Non-Clinical UM Staff      
# of Staff:
Benchmark:




			Annual Inter-rater Reliability Evaluation - Clinical Staff
# of Staff:
Benchmark:      



			Annual Inter-rater Reliability Evaluation - Physician Staff  
# of Staff:
Benchmark:    






			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up Actions
Document training activities for those that did not meet the benchmark.
Document date and follow up activities 
Document date to committee
			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual





			Report Period			Key Findings and Analysis
Document review methodology
Document the date, score and type of review conducted for physician and non physician reviewers.  
Document results and if benchmark was met			Interventions / Follow-up
Document training activities for those that did not meet the benchmark.
Document date and follow up activities
Document date to committee			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			Q1


			Q2


			Q3


			Q4


			Annual 
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N/A Non-Clinical Staff makes benefit decisions 





 21. Misc Reporting Tab


			Provider Organization Name (OPTIONAL ONLY): 			Organization Name Test


			Report Type:  			Report Type


			OPTIONAL ONLY.  NOTE: Please reference individual Health Plan communications, delegation agreements, and contracts for additional Provider Organization reporting responsibility.  
These metrics are NOT required to be healthplan specific. This tab is "Optional" refer to individual healthplan requirements.  Not intended to be QI Workplan replacement. The reporting elements within this this Excel tab are generic and can be modified for any information or data sets for reporting. Please reference individual Health Plan communications, delegation agreements, and contracts for specific Provider Organization reporting requirements.

Guidelines: Semi-annual touchpoint to reflect how work plan is progressing.  Template is not prescriptive, the decision on how to report and monitor accessibility as it relates to UM process is delegate discretion.  Report what you are currently doing in the area of accessibility and grievances relating to UM process. Certain metrics or components are not required at this time. I.E. document the areas you are doing well and the areas that need improvement.  Internal data or consolidated information provided from all the health plans is acceptable.  Examples are provided in instructions are samples but not mandated.  



			MEMBER ACCESSIBILITY:  Workplan Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal





			Report Period			Metrics


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


			1st Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			MEMBER COMPLAINTS/GRIEVANCES:  Goals, Analysis, Interventions and Evaluation


						Initial Work Plan Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal																								 





			Report Period			Metrics   




Romero, Pauline      HHHH: refer to instructions for examples			Key Findings and Analysis



Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			Interventions / Follow-up Actions



Romero, Pauline      HHHH: State what will be done to meet the goal.			Remeasurement


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions


						


Romero, Pauline      HHHH: Routine PCP within 10 days;  Specialist within 15 days. Urgent care within 48 hours. Measure by per 1000 members or percentage rates of meeting standard.			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			


Romero, Pauline      HHHH: State target dates for re-measurement or completion of follow-up actions			


Romero, Pauline      HHHH: refer to instructions for examples			


Romero, Pauline      HHHH: Trends noted, comparison from previous reports, top findings. List problems in reaching the goal, i.e. state if goals were met or not met, include what caused the problem/issue. 			


Romero, Pauline      HHHH: State what will be done to meet the goal.			1st Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			2nd Semi-annual


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal


			Annual 


			1.     Commercial


			2.     Senior/Medicare


			3.     Medi-Cal
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22. Over Under Metrics 


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type


			Refer to instructions tab - from data and population assessment pick four data types that may have risk for possible over and/or under utilization of servHICEs.  For one or more of the four data types please choose a metric to monitor under utilization of specialist referrals and servHICEs.  Tracking can be in the form of encounters/K.   Examples of other data types includes selected procedures, inpatient data/readmissions,  ER frequent flyers, preventative servHICEs, Opioid use,  satisfaction data, 








			Some methods for monitoring for over/under utilization:  1.  review historical data.  2. Apply a standard deviation above and below to the average.  3.  Use industry benchmarks.  4.  Percentages  etc.
DMHC language- 









			The Provider Organization may attach a separate internal system generated report that includes all of the listed data types.  


			OVER & UNDER UTILIZATION METRICS			2021
YTD			2022
Benchmark/Goal			Q1			Q2			1st Semi-Annual 			Q3			Q4			2nd Semi-Annual			Annual


			Commercial - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs. 


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			Medicare - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1





			Data type #2





			Data Type #3





			Data type # 4





			MediCal - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data type # 1																														 





			Data type #2





			Data Type #3





			Data type # 4





			CalMedi-Connect - 2 - 4 chosen data types to monitor for over and/or under utilization of servHICEs


			Member Months (Self-Reported)			- 0						- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Data Type # 1																														 





			Data Type #2





			Data Type #3





			Data Type # 4
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Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated


Check here if you are not delegated





23. Over Under WP


			Provider Organization Name: 			Organization Name Test


			Report Type:  			Report Type





			Over and Under Utilization:  Goals, Analysis, Interventions and Evaluation





			Initial Work Plan Benchmark parameters/Goals			Planned Activities			Target Date(s) for Completion			Responsible Person(s) and Titles

















			Report Period (Semi-Annual)			Key Findings and Analysis
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)			Interventions / Follow-up Actions
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)			Remeasurement
State target date(s) for re-measurement or completion of follow-up actions.


			1st Semi-annual


			2nd Semi-annual


			Annual Evaluation			(1st and 2nd must be completed)





			Report Period  (For ALL Quarters and Semi-annual reporting periods)


Review the HICE Semi-Annual template instructions tab for examples. 			Key Findings and Analysis (For ALL Quarters and Semi-annual reporting periods)
List any problems in reaching the goal or relevant data (i.e. state if goals were met or not met, include what caused the problem/issue)

If the metrics are above or below the over/under benchmark the comments should address what goals were not met.  
A metric that falls below a benchmark may not indicate performance issue, it is only a red flag.  
Typically more than one key performance indicator will align if the potential over/underutilization is valid. (for example low beddays and a high re-admission rate or  low referral encounters with high referral denial rate and increased complaints)  
Are any other or related metrics pointing to ward over/under utilization.

If the metrics are below benchmark did the results improve from the previous reporting period?

If lower than the previous reporting period, why are the interventions the group implement not improving (root cause) the metrics to move toward meeting bench mark?
			Interventions / Follow-up Actions (For ALL Quarters and Semi-annual reporting periods)
State what will be done to meet the goal (i.e. continue with plan as listed or modify the plan:  add a specific new process, etc.)

REMINDER:  If the metrics are below benchmark the comments should address the group's action plan and interventions to help meet the goals. 			Remeasurement (For ALL Quarters and Semi-annual reporting periods)
State target date(s) for re-measurement or completion of follow-up actions.


REMINDER:  If the metrics are below benchmark the comments should address the group's plan to reassess implemented by the group.  Enough time should elapse to allow for the interventions to make an impact.
																								 


			Q1


			Q2


			Q3


			Q4


			Annual Evaluation
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Check if Reporting Semi-Annually


Check if  Reporting Quarterly 





image1.png







image1.emf

ICE_CRD_Quarterly 


Report Template




ICE_CRD_Quarterly Report Template

[image: new_logo_4b] 








			[Health Plan] Delegated Credentialing








ICE Quarterly Credentialing Submission Form





			Delegate Name:


			     











Reporting Period:	|_|  1st Quarter (due May 15th)			|_|  3rd Quarter (due November 15th)


(Check One Box)	|_|  2nd Quarter (due August 15th)		|_|  4th Quarter (due February 15th)





POLICY:  [Health Plan] requires all delegated groups to complete this form and return it to the contact listed below on a Quarterly basis.  If no practitioners were approved by the credentialing committee during the current reporting period, you are still required to sign and date this form and check the appropriate box below.  Please send this form and all attachments to:


[Health Plan Representative Name, Title]


[Email Address]


[Phone]





Check One Box Only


[bookmark: Check9]|_|	NO [Health Plan] practitioners were discussed and/or reviewed for initial and recredentialing      approvals or denials during this time.





|_|	At the Credentialing Committee meeting(s) on (list all dates during this reporting period) 


			     








The following practitioners were approved for initial and recredentialing (attach list of practitioners to include: complete name; professional degree; specialty; PCP/SCP designation; current license #; board certification specialty; board certification expiration date; credentialing/recredentialing approval date; and date with quality of care reason(only) for suspension /termination/resignation. (Attach list, if applicable).





			


			PCP’s


MD/DO


			SCPs


MD/DO/DDS/DPM


			Non-Physician/Allied Health


PA/NP/OD etc.


			 OP/HDOs


SNFs/Home Healthcare, Facilities, etc.





			Total # of Initial Creds


			     


			     


			     


			     





			Total # of Recreds


			     


			     


			     


			     











			


(For Quality of Care ONLY)


			PCP’s


MD/DO


			SCPs


MD/DO/DDS/DPM


			Non-Physician/Allied Health


PA/NP/OD etc.


			OP/HDOs


SNFs/Home Healthcare, Facilities, etc.





			Total # of Suspension


			     


			     


			     


			     





			Total # of Terminations


			     


			     


			     


			     





			Total # of Resignations


			     


			     


			     


			     











			Site Visit for Complaint Monitoring


			Number of Complaints


			     


			Number of Site Audits Conducted


			     














IMPROVEMENT ACTIVITIES:   Check here if no activities  |_|	


Please provide a summary of any credentialing activities carried out to improve performance (e.g., POC, CVO contract, new computerized tracking system, updated policies and procedures). 


			     





			     











The undersigned hereby attests that the above information is truthful, accurate and complete.





			Signed (Name & Title):       


			     


			Date:
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Instructions


			1. OVERVIEW


			This Claims Monthly Timeliness Report is designed to report, without duplication, actions completed (i.e., claims finalized during each month).  It includes claims no matter what date of service is being billed as long as it has been finalized during the month being reported.  The intent of the form is to display a full calendar quarter of data, however the data is required to be reported monthly.  





			CMS requires plans to report requests for organizations determinations submitted to the plan.  Plans are to report requests for payment and services, as described in the Part C Technical Specifications, for non-contracted providers and enrollee representative. Plans are to report decisions made by delegated entities – such as an external, contracted entity responsible for organization determinations.  





			2. DEFINING the REPORT


			Format.  The format was set up for HMOs that have delegated claims that must be processed within 30 calendar days for unaffiliated providers and 60 calendar days enrollee representative





			Non-Compliant Results.  If the aggregate results for the month do not meet or exceed the 95% on-time standard, DROH (Days Receipts on Hand) must be reported and a corrective action plan must be attached; see more information about corrective action plans and exceptions in Section 5.





			Spreadsheet Color Coding. Cells, except for Corrective Action Plan, that have yellow background must be completed.  Corrective Action Plan must be completed if the aggregated results for the month do not meet or exceed the 95% on-time standard





			Include.  Include claims that were paid, unclean or member-denied during the calendar months of the quarter.  Separate rows are provided for each category. These are all fee-for-service, closed claims where checks or notices were mailed during the month being reported.  Refer to claims sub-folder of the Approved ICE Documents folder in the Library on the ICE web site.





			Column Items to be completed:


			Health Plan Name (line #2): Enter the name of the Health Plan you are delegated to process claims





			MSO (line #2): Enter the name of Manage Service Organization which provide administrative and/or operational services to process claims





			Medicare Advantage (line#3):  Enter the CMS Contract Number





			Group/IPA/Hospital Name (line#3):  Enter the name of the IPA, medical group, capitated hospital, specialty health plan or other risk-bearing entity contracted with a health plan to process delegated claims.  Do not enter the name of a medical services organization (MSO) or third party administrator (TPA) in this space.





			Report Preparer (lines #7-#10):  Enter the 3 items (Name, Email, Phone) for the person preparing the report.





			Date Report Generated (lines #11):  Enter the date the report was generated.





			Month (line #17):  Enter the number of the  month being reported (e.g., enter 3, 6, 9, or 12 as appropriate).





			Year (line #17):  Enter the year of the month being reported.  For example, reports due by 6/15/08 would be reporting the previous month.





			Months (line#17):  The first row under columns labeled “Month One, Month Two, and Month Three.  The three cells display the calendar months being reported.  





			Paid (line #21 for 30-day and line #37 for 60-day):  Enter the number of claims paid (Fully Favorable) submitted from non-contracted providers during each month.  The date the check was mailed should define the month in which the claim was paid. 





			Paid (line #23 for 30-day and line #39 for 60-day):  Enter the number of claims paid (Partially Favorable) submitted from non-contracted providers during each month. The date the check was mailed should define the month in which the claim was paid.  





			Number of Paid on Time (line #26 for 30-day):  Enter the number of claims paid (Fully Favorable and Partially Favorable) submitted from non-contracted providers during each month.  The date the check was mailed should define the month in which the claim was paid. 





			Provider-Denied (Unfavorable) (line #41 for 60-day):  Enter the number of claims involving a coverage denial (Adverse) for provider financially liable submitted from non-contracted provider.  Read more about member denials in Section 5.  The date the denial notice was mailed should define the month in which the claim was denied.





			Member-Denied (Unfavorable) (line #42 for 60-day):  Enter the number of claims involving a coverage denial (Adverse) for member financially liable submitted from non-contracted provider.  Read more about member denials in Section 5.  The date the denial notice was mailed should define the month in which the claim was denied.





			Member/Enrollee (line #47 for 60-day):  Enter the number of direct member reimbursement claims paid (Fully Favorable) during each month. The date the check was mailed should define the month in which the claim was paid.  





			Member/Enrollee (line #48 for 60-day):  Enter the number of direct member reimbursement claims paid (Partially Favorable) during each month. The date the check was mailed should define the month in which the claim was paid.  





			Member/Enrollee (line #49 for 60-day):  Enter the number of direct member reimbursement claims paid (Adverse) during each month. The date the denial notice was mailed should define the month in which the claim was denied.





			Number of Paid and Denied on Time (line #54 for 60 day):   Enter the number for provider and enrollee/representative claims, both paid and denied (Fully Favorable, Partially Favorable, Adverse) of reported claims that were processed on time.  For HMO claims, on time means within 30 calendar days for unaffiliated providers and within 60 calendar days for unaffiliated/unclean claims and affiliated providers/member denied claims.  Read more under timeliness in Section 5.  





			Reopenings (line #63): Enter the Total number of reopened (revised) decisions, for any reason, in Time Period above.





			Note: If the “Result: % on Time” for the “Month” is below 95% and you do not already have a written corrective action plan (CAP) on file with the health plan that addresses this claims timeliness deficiency and submit one with your monthly report.





			Percentage On Time (line #28 for 30 day and line #57 for 60 day):  This should indicate the percentage on time for all claims processed (fully favorable/partially favorable/adverse) for each month and the percentage on time for the quarter.





			Signature (lines #70-#77):  Enter the 6 items (Signature, Date, Printed Name, Primary Title, Phone Number and Email Address ) for the person who is attesting to the correctness and accuracy of the MTR. For each quarter reports that are due to the health plans by the end of the month following the quarter being reported to include the signature of the Principal Officer. 





			3. SUBMITTING the REPORTS


			General Instructions:


			Due Dates:


			Claims Reports for each month are due to the health plans on or before the 15th calendar day of each month following the month being reported.  If the 15th falls on a weekend or holiday, you should send them on the preceding work day.  For each quarter reports that are due to the health plans by the end of the month following the quarter being reported to include the signature of the Principal Officer. The reports for each month are to completed with the data claims source tab, Enrollee Source and Reopening data. The quarter reports should include all three months data for each tab.
1st Qtr. = 4/30
2nd Qtr. = 7/31
3rd Qtr. = 11/30
4th Qtr. = 1/31





			Health Plan Report Submission Addresses:


			Please refer to the document located in the Library / ICE Approved Documents / Claims.  It is recommended that you pull a fresh copy of this document each month and review it for changes.





			4. CORRECTIVE ACTION PLANS





			If reported results do not meet minimum standards of 95% and you do not already have a written corrective action plan (CAP) that addresses any deficiencies on file with the health plan as required after an audit or a deficient monthly report, then a CAP(s) must be submitted with this monthly report.  A CAP should list the root cause and remediation actions to be taken and the target date for completing implementation of each action to ensure compliance.





			Corrective Action Plan (CAP): Complete the Corrective Action Plan or attached as a separate document if the result percentage does not equal or exceed 95% or if DROH is required and it exceeds 20 days.  The CAP must include a description of key actions and the target date(s) to complete implementation.





			DROH (Days Receipts on Hand): This line on the report consists of a best practice measure of the unprocessed inventory in a claims shop. This item is not required unless three (3) consecutive months of claims timeliness non-compliance have been self-reported or non-compliance has been confirmed through a health plan audit.  DROH reporting may stop once 3 consecutive months of claims timeliness compliance have been reported unless reporting accuracy has been found to be deficient.  If it is, check with each health plan for the requirements to be met.  To calculate DROH, take the total of all claims on hand that have not yet been paid, contested, encountered or denied.  Include claims received but not entered in the computer system, which includes electronic claims not yet uploaded and paper claims sent to logging, data entry or imaging operations plus claims data entered, pended in the system, routed to COB, eligibility or utilization management or otherwise awaiting adjudication.  Divide that total by the average daily number of claims received over the last 20 working days.  It is a best practice to monitor DROH weekly.  





			Report the level as of the last working Friday of each month on this report (per the DROH workbook), or as of the last working day of the month (your own method), as long as reporting is consistent.  Include all unprocessed claims for all product lines.  Include all health plans’ claims each time and report the same figure to every health plan.  Maintaining an inventory between 10 and 15 DROH is a best practice to avoid duplicate billings and risk of timeliness problems.  If you report DROH greater than 20 days, you need to attach a corrective action plan.  There is an Excel workbook to help compile and calculate DROH titled “Multi Days Receipts On Hand (DROH).”  It is on the ICE web site www.iceforhealth.org: Click on Library, then Approved ICE Documents, then Claims.





			DEFINITIONS


			General Instructions:


			The key legal and regulatory requirements for HMOs to assure the accurate and timely processing of claims are Sections 1876(g)(6)(A), 1842(2) of the Social Security Act and 42 Code of Federal Regulations Part 400.  When HMO's contract with IPA's, or groups or facilities that administer their own claims (i.e., have delegated claim processing), HMOs are required by law to assure that those payors meet CMS requirements.  The claims to be monitored and reported include all Medicare Advantage claims for which Medicare beneficiaries might have liability.  This excludes encounter-only claims that may be processed for allocation of risk pool (capitation) dollars.  Note:  The beginning of the 30-days or 60-day period is the earliest date stamp on the claims that you cannot prove is not one of yours or anyone contracted with the HMO to process claims.  The end of the period is the date on which the payment or denial notice was mailed--not the examiner's release or adjudication date.  Whenever the date printed on your checks and/or recorded in your system do not accurately reflect the check mailed date, you must use the actual mailed date to calculate timeliness for reports and to select for universe listings.


			Please follow all descriptions and labels on the report itself carefully.  The report should be e-mailed or sent by fax monthly to each health plan.  If you process claims for several enrollment groups with a single health plan, contact the health plan to find out if statistics for each group must be reported separately.  The report is due on the 15th calendar day of each month.  It reports your operating results for the prior calendar month by calculating the percentages of payments and notices that were mailed on time.





			An Organization Determination is a plan's response to a request for coverage (payment or provision) of an item or service - including auto adjudicated claims, prior authorization requests, and requests to continue previously authorized on going courses of treatment. It includes requests from both contracted and non-contracted providers. 





			Claims:  Claims that should be included are “live,” payable claims that may expose our beneficiaries to liability.  That would include carve-out claims for services provided by providers who are otherwise capitates.  That does not include:


			·        Adjustments to previously paid claims


			·         Interest-only payments


			·         Claims forwarded to the financially responsible entity for payment


			·         Duplicate claims


			·         Encounter-only claims you data enter for services you have sub-capitated to other providers, or claims paid solely as a means of allocating 


			                 capitation (and the member could never be liable for a denial).  





			Clean Claims:  If all information necessary to process a claim from non-affiliated providers is available within the health plan, Provider Group or Hospital, the claim is clean.  A clean claim is defined as "one which can be paid as soon as it is received, because it is complete in all aspects, including complete coding, itemization, dates of service and billed amounts." Emergency services or out-of-area urgently needed services do not require authorization to be considered "clean."  A claim is "unclean" if it does not have a diagnosis that is immediately identifiable as emergent or out-of-area urgent and it lacks the necessary medical records for medical review to determine the medical necessity or liability for urgent or emergent care.  A claim is also considered unclean if it appears to be fraudulent or is in a foreign language or currency.   





			Medicare Advantage: Medicare Advantage organizations receive a monthly capitation payment from the federal government to provide medical care to Medicare Advantage members.  Any claims for members are the responsibility of the HMO or its contracted providers and are not paid by Medicare.  The alternative to Medicare Advantage is traditional Fee-for-Service, where claims are adjudicated by Medicare intermediaries or carriers who reimburse providers directly based on cost or fee schedules.  Patients are not locked into a limited set of providers under Fee-for-Service as they are when they enroll with a HMO under Medicare Advantage.





			Unaffiliated: A provider with whom a health plan and/or its contracted/capitated medical groups, IPAs or hospitals do not have a signed contractual arrangement/agreement.  (Often referred to as a non-contacting or non-plan provider.)





			Fully Favorable:  claim decision means an item or service was covered in whole. (see clarification questions below from CMS)





			Partially Favorable:  claim decision means an item or service was partially covered (e.g., if a claim has multiple line items, some of which were paid and some of which were denied, it would be considered partially favorable; if a pre-service request for 10 therapy services was processed, but only 5 were authorized, this would be considered partially favorable).																		 





			Unfavorable:  claim decision means an item or service was denied in whole. (see clarification questions below from CMS)





			Denied Claims: A denied claim is a claim where (a) one or more services will not be paid by the health plan (including its contracted IPAs/hospitals) and (b) payment is the responsibility of the patient.  This does not include claims:


			·         For patients who remain enrolled with the same HMO but have transferred from one IPA to another IPA and you are forwarding the claim


			·         For which payment responsibility belongs to another contracting entity (health plan, hospital, IPA) and you are forwarding the claim


			·         That are duplicates


			·         That are encounter only/capitated claims and no patient liability is involved


			·         That involve reduced payment amounts due to contract terms or Medicare fee schedules (RBRVS, DRG, etc.)





			Interest: Although interest is not reported on this form, please note that for each clean unaffiliated 30-day claim paid later than the statutory deadline, interest must be paid. It is paid for each day beginning with the first day after deadline through the day the payment check is mailed. The amount of interest is calculated by multiplying a daily rate times the number of days the claims payment is or was mailed late, times the dollar rate amount that is being/was paid (not the amount billed).  The daily rate is the result of dividing the federal annual prompt payment by 365.  The federal prompt payment rate changes every January and July.  It is announced in the Federal Register and is made available to you by the health plans.





			*2012 Medicare Part C Plan Reporting Requirements


			Technical Specifications Document


			Version Date: January 2012


			Prepared by:  The Center for Medicare





			Below are clarifications that were provided from CMS  in May 2012





			Q1 - We are seeking clarification on how we should report Unfavorable organization determination for claims. Do you want Unfavorable (denied) claims for both contract and non-contract providers to be included?





			CMS Answer: Unfavorable claims for both contract and non-contract providers should be included.





			Q1 - A delegate receives a claim from a provider with two service lines. The first service is covered under the delegation agreement and is the responsibility of the delegate and is paid based on the CMS fee scheduled amount or contracted amount. The second service is not the responsibility of the delegate and is not paid but is instead forwarded to the appropriate payor for further adjudication. Would this constitute a fully favorable claim because the first line is paid while a substantive decision has not been reached on the second line due to the delegate not being the appropriate payor?





			CMS Answer: Yes, Fully Favorable





			Q2 - A claim is received with multiple service lines some of which are either considered to be bundled services or incidental to the primary service. For example a lab claim is received. The lab itself is covered but the actual collection of the blood (venipuncture) is not paid separately as it is integral to the primary procedure and would never be billed on its own. Would this still be fully favorable?





			CMS Answer: Yes, Fully Favorable





			Q3 - Can you confirm that the following rejected claims would all be excluded from reporting?





			o Due to the billed Procedure/Modifier being inconsistent





			o Due to the billed Procedure being inconsistent with age





			o Due to a Missing Invoice





			o Due to the Primary Insurance Carrier's EOB being requested





			o Due to Provider billing errors





			CMS Answer: Yes





			* January 2017 Technical Specifications -Reopenings


			Reopenings (Organization Determinations and Redeterminations)


			 


			1. A reopening is a remedial action taken to change a final determination or decision even


			though the determination or decision may have been correct at the time it was made


			based on the evidence of record.


			 


			2. Refer to 42 CFR §422.616 and Parts C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals Guidance section 80.2


			Manual for additional information and CMS requirements related to reopenings.


			 


			3. All reopened coverage determinations and redeterminations should be included. 





			4. For cases that are in a reopening status across multiple reporting periods, contracts should 


			report those cases in each applicable reporting period. For example, if a plan reopened an 


			organization determination in the first quarter of a given calendar year, and sent the 


			notice of the revised decision on in the second quarter of the same calendar year that case


			should be reported as “pending” in the Q1 data file and then as resolved in Q2 (either


			Fully Favorable, Partially Favorable or Adverse).


			 


			5.  If the IRE fully or partially overturns the plan’s determination, the case is not and must


			not be reported as a reopening.  








Revisions


			History of Revisions





			August 7, 2020			Updated all Instruction tabs to be in line with MTR Summary Process


			June 9, 2020			New Monthly Timeliness Report (MTR) template is created to address new CMS CY 2019/2020 Technical Specifications for Medicare Part C Reporting Requirements.
Changes include:
  - New MTR Summary
  - New ClaimSourceData report template
  - New EnrolleeRepSourceData report template
  - Instructions updated to include due dates for quarter submission to include signature of Principal Officer
  - Removed ODAG Claims Source tap. This report is specifically only for Part C reporting


			January 1, 2018			Changed reference to "date of check" and/or "date of denial notice" to indicate date check or denial notice was "mailed" for determining the month in which the claim is reported. 


			July 1, 2017			Added per January 2017 Technical Specification to instruction tab additional definition of Reopenings (Organization Determinations and Redeterminations). Under Reopening Source Data tab included the 4 new additional elements for 2017 reporting: 6.28, 6.29, 6.30 and 6.33


			April, 2016			Added to reopening Source Data tab  6.29 Reopen Disposition 4-for Pend. Technical Specification Document effective January 1, 2016 Reopenings that are in a reopening status across multiple reporting periods are to be reported in each applicable reporting period. For example, if a plan reopened an organization determination on 3/15/2014 and sent the notice of the revised decision on 4/22/2014, that case should be reported as “pending” in the Q1 data file and then as resolved in Q2 (either Fully Favorable, Partially Favorable or Adverse).


			September, 2015			Add claims Source Data Tab-at a minimum to be reported quarterly to the plans-ODAG requirements effective January 1, 2015. This includes 2016 minor changes per CMS memo dated 10/20/15.


			February, 2015			Added a new category, Reopened (Revised) Decisions in Time Period Above (row 40). Under this category, added Total number of reopened (revised) decisions, for any reason, in Time Period Above (row 41). Added validation rules to following sub-totals: Total number of claims paid (Fully Favorable and Partially Favorable) within 30 days (row 21), Total number of claims paid or denied within 60 days or less (row 36), Number of Unclean, unaffiliated claims paid (Fully Favorable) during this reporting month (row 28), Number of unaffiliated member liability claims denied (Fully Unfavorable) during this reporting month (row 31), Total number of unaffiliated provider denials (Fully Unfavorable) during this reporting month (row 33). 


			April, 2012			Added under 30 Day, Unaffiliated Medicare Advantage: Partially Favorable (Line #19), Sub-total of claims paid (Line #20).  Added under 60 day, Affiliated, Unaffiliated Unclean Provider Claims:  Partially Favorable (Line #29), changed Adverse to Fully Unfavorable (Lines #30-31), Provider Denials Fully Unfavorable (Lines #32-33) As per 2012 Medicare Part C Plan Reporting Requirements, Technical Specifications Document, Version Date: January 2012. 


			October, 2010			On MTR form, added attestation on line #40, moved signature to line #41. Made changes to Instructions for Provider Group Submission lines 40-47 to reflect added attestation statement and revised signature line. Made other minor spelling corrections to Instructions.


			August, 2009			Added a column for CMS Quarterly Part C Reporting requirements data. Under 60 day paid claims added an additional row for number of unaffiliated unclean paid (fully favorable) claims during this reporting month. Also added a row for number of unaffiliated member liability claims denied (Adverse) during this reporting month. 


			September, 2008			  Minor changes made due to typos in some of the information listed on the instructions tab with regards to interest and member denied claims


			August, 2008			Document transferred from a word document to an excel spreadsheet.  Addition of columns to indicate 3 months of data on one worksheet.  Definitions and instructions added to one tab.  No revisions were made to the definitions.


			June 24, 2003			The form and definitions are not changed.  This revision combines them in a single document and adds this history of revisions.


			March, 2001			Denial accuracy removed, DROH added, and updated definitions.


			1994			Original version.








CY 2018-2019 Part C Comparison


			Organization Determinations/Reconsiderations


			Data Elements for Organization Determinations/Reconsiderations Reporting Section





			2018						2019


			6.1			Total Number of Organization Determinations Made in Reporting Time Period			1.A			Total Number of Organization Determinations Made in the Reporting Period


			6.2			Of the Total Number of Organization Determinations in 6.1, Number Processed Timely


			6.4			Number of Organization Determinations – Fully Favorable (Claims)


			6.6			Number of Organization Determinations – Partially Favorable (Claims)


			6.8			Number of Organization Determinations – Adverse (Claims)


									1.E			Number of Organization Determinations submitted by Enrollee/Representative (Claims)


									1.G			Number of Organization Determinations submitted by Non-Contract Provider (Claims)








									2.C			Number of Organization Determinations – Fully Favorable (Claims) Submitted by enrollee/representative


									2.D			Number of Organization Determinations – Fully Favorable (Claims) Submitted by Non-contract provider


									2.G			Number of Organization Determinations – Partially Favorable (Claims) Submitted by enrollee/representative


									2.H			Number of Organization Determinations – Partially Favorable (Claims) Submitted by Non-contract provider


									2.K			Number of Organization Determinations – Adverse (Claims) Submitted by enrollee/representative


									2.L			Number of Organization Determinations – Adverse (Claims) Submitted by Non-contract provider


			6.21			Total number of reopened (revised) decisions, for any reason, in Time Period			5.A			Total number of reopened (revised) decisions, for any reason, in Time Period





			Reopened


			For each case that was reopened, the following information will be uploaded in a data file.


			NOTE: No changes to the data elements for 2019 Reopened file.





			2018						2019


			6.22			Contract Number			5.B			Contract Number


			6.23			Plan ID			5.C			Plan ID


			6.24			Case ID			5.D			Case ID


			6.25			Case Level (Organization Determination or Reconsideration)			5.E			Case Level (Organization Determination or Reconsideration)


			6.26			Date of original disposition			5.F			Date of original disposition


			6.27			Original disposition (Fully Favorable; Partially Favorable or Adverse)			5.G			Original disposition (Fully Favorable; Partially Favorable or Adverse)


			6.28			Was the case processed under the expedited timeframe? (Y/N)			5.H			Was the case processed under the expedited timeframe? (Y/N)


			6.29			Case type (Service or Claim)			5.I			Case type (Service or Claim)


			6.3			Status of treating provider (Contract, Non-contract)			5.J			Status of treating provider (Contract, Non-contract)


			6.31			Date case was reopened			5.K			Date case was reopened


			6.32			Reason(s) for reopening (Clerical Error, Other Error, New and Material Evidence, Fraud or Similar Fault, or Other)			5.L			Reason(s) for reopening (Clerical Error, Other Error, New and Material Evidence, Fraud or Similar Fault, or Other)


			6.33			Additional Information (Optional)			5.M			Additional Information (Optional)


			6.34			Date of reopening disposition (revised decision)*			5.N			Date of reopening disposition (revised decision)*


			6.35			Reopening disposition (Fully Favorable; Partially Favorable, Adverse or Pending)			5.O			Reopening disposition (Fully Favorable; Partially Favorable, Adverse or Pending)


			* The date of disposition is the date the required written notice of a revised decision was sent per 405.982.


			Edits and Validation Check


			·         Case_Reopened_Date field is later than or equal to the Original_Disposition_Date field.


			·         Reopening_Disposition_Date field is later than or equal to Case_Reopened_Date field.


			·         All data elements have positive values








MTR





						Health Plan																		MSO


						Medicare Advantage 																		Group/IPA/Hospital Name








						Report Preparer


						Name 


						Title 			Claims Analyst


						E-Mail 


						Phone 


						Date Report Generated





						Please enter counts below in the applicable yellow cells.  If reporting zero, please enter "0"





																								Month			Month			Month			CMS Reporting


						Month			Year															One			Two			Three			Quarterly Data











									CLEAN CLAIMS:  30 Day, Non-Contracted Provider Medicare Advantage


																					Number of clean claims paid (Fully Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of clean claims paid (Partially Favorable) submitted by a non-contracted provider during this reporting month												0





									Sub-total of clean claims paid during this reporting period															0			0			0			0


																					Total number of fully favorable and partially claims paid within 30 days or less												0





																					Result: % On Time			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!





						Below 95% Requires a Corrective Action Plan


						Please describe:

- Include the root cause and remediation plan

- To include estimated timeframe for compliance.






																								Month			Month			Month			CMS Reporting


																								One			Two			Three			Quarterly Data


																														


						60 Day, Non-Contracted Claims																								     


																					Number of Unclean claims paid (Fully Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of Unclean claims paid (Partially Favorable) submitted by a non-contracted provider during this reporting month												0





																					Number of claims denied (Adverse) submitted by a non-contracted provider  with no member liability during this reporting month												0


																					Number of claims denied (Adverse) submitted by a non-contracted provider with member liability during this reporting month												0





						Sub-total of 60 days claims paid and denied submitted by non-contracted provider during this reporting period																		0			0			0			0





						Enrollee/Representative Claims																								     


																					Number of claims paid (Fully Favorable) submitted by a member/enrollee (DMR Claims) during this reporting month												0


																					Number of claims paid (Partially Favorable) submitted by a member/enrollee (DMR Claims) during this reporting month												0


																					Number of claims denied (Adverse) submitted by a member/enrollee (DMR Claims) during this reporting month												0





						Sub-total of enrollee/representative claims during this reporting period																		0			0			0			0








												Total number of paid or denied within 60 days or less																					0








																					Result: % On Time			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!





																								Month			Month			Month			CMS Reporting


																								One			Two			Three			Quarterly Data


																														


									Reopened (Revised) Decisions in Time Period Above


																					Total number of reopened (revised) decisions for non-contracted providers, for any reason, in Time Period Above												0








						Below 95% Requires a Corrective Action Plan


						Please describe:

- Include the root cause and remediation plan

- To include estimated timeframe for compliance.






						I certify (or declare) that I have read and reviewed the above-referenced information and the contents are true and correct to the best of my knowledge and belief.





						Signature (Please fill out data below for Designated Principal Officer.)															Date





						Printed Name															* Note: A Principal Officer is: “‘Principal officer’ means a president, vice-president, secretary, treasurer or chairman of the board of a corporation, a sole proprietor, the managing general partner of a partnership, or a person having similar responsibilities or functions.”


						Title 			Claims Analyst


						Primary Title


						Phone Number


						Email Address








ICE Approved 06.22.2020 rev 08_2020		






ClaimSource Instructions


			Claim Source


			Scope


						Include all Non-Contract provider Fully Favorable (Paid) claims.


						Include all Non-Contract provider Partially Favorable (Partially Paid) claims.


						Include all Non-Contract provider Adverse (Denied) claims.


						Submit claims based on the date the claim was paid, or the date the claim should have been paid, or the notification date of the denial, or the date the denial notification should have been sent (the date the request was initiated may fall outside of the review period).


						If a claim has more than one line item, include all of the claim’s line items in a single row and enter the multiple line items as a single claim.


			Validation Rules


			Required Fields - All report fields requires a response.


			Valid Response - The report field/column only accept the following response.


						Provider Type
(Column G)									CP - Contract

NCP - Non-Contract


						Is this a clean claim?
(Column H)									Y - Clean

N - Unclean


						Date the request was received
(Column I)									Date [CCYYY/MM/DD]


						Request Disposition
(Column J)									Fully Favorable - Paid or Fully Favorable claim.

Partially Favorable - Partially Paid or Partially Favorable claim.

Adverse - Denied or Adverse claims.


						Date the claim was paid
(Column K)									Date [CCYYY/MM/DD] - Date the claim was Paid, Partially Paid, or Denied.


						Was interest paid on the claim?
(Column L)									Y - Interest was paid on the claim.

N - Interest was not paid on the claim.


						Member/Provider Denial
(Column M`)									Y - Adverse claim with member liability [Member Denial]

N - Adverse claim with no member liability [Provider Denial]

NA - not an Adverse claim.


						First Tier, Downstream, and Related Entity
(Column O)									The name of the related entity that processed the claim (e.g., Independent Physician Association, Physician Medical Group or Manage Service Organization.


			Date Sequence - check the chronological order of reported events.


			Date the request was received
(Column I)												Date the request was received (Column I) <= Date the claim was paid (Column K)


			Date the claim was paid
(Column K)												Date the claim was paid (Column K) <= Check/EOB Mail Date (Column M)








ClaimSource


			Beneficiary First Name			Beneficiary Last Name			Cardholder ID			Contract ID			Plan ID			Claim Number			Provider Type			Is this a clean claim?			Date the request was received			Request Disposition			Date the claim was paid			Was interest paid on the claim?			Member/Provider Denial Type			Check/EOP/IDN Letter Mail Date			First Tier, Downstream and Related Entity


			Required
CHAR (50)			Required
CHAR (50)			Required
CHAR (20)			Required
CHAR (5)			Required
CHAR (3)			Required
CHAR (40)			Required
CHAR (3)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (8)			Required
CHAR (10)			Required
CHAR (1)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (70)


			First name of the beneficiary.			Last name of the beneficiary.			Cardholder identifier used to identify the beneficiary. This is assigned by the sponsor.			The contract number (e.g. H1234) of the organization.			The plan number (e.g., 001) of the organization.			The associated claim or payment request number assigned by the sponsor for this request. If a claim or payment request number is not available, please provide your internal tracking or case number. Answer NA if there is no claim, payment request or other tracking number available.			Indicate whether the provider who performed the service is a contract (CP) or non-contract provider (NCP). 
 
Note: the term “provider” encompasses physicians and facilities.			Yes/No indicator flag to indicate whether the claim is clean (Y) or unclean (N).			Provide the date the payment request was received by your organization. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Status of the request.  Valid values are: Fully Favorable (Paid), Partially Favorable (Partially Paid) or Adverse (Denied).			Date the claim was paid, partially paid or denied.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Yes (Y)/No (N) indicator of whether interest was paid on the claim.			Yes (Y), if Adverse claim with member liability [Member Denial].   

No (N) ,if Adverse claim with no member liability [Provider Denial].

NA if not Adverse claim.			Date the Check/EOP is mailed out.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Insert the name of the First Tier, Downstream, and Related Entity that processed the claim (e.g., Independent Physician Association, Physicians Medical Group or Third Party Administrator).


			Submitted Quarterly by RBO/Delegated Group








EnrolleeSource Instructions


			Enrollee Source


			Scope


						Include all requests processed as direct member reimbursements, including approvals, denials, partial approvals, reconsiderations and non-contract provider claim reconsiderations submitted by beneficiaries.


						Submit direct member reimbursement requests based on the date the reimbursement was issued, or the date the reimbursement should have been issued, or the notification date of the denial, or the date the denial notification should have been sent (the date the request was initiated may fall outside of the review period).


						If a reimbursement request has more than one line item, include all of the request’s line items in a single row and enter the multiple line items as a single reimbursement request.


			Validation Rules


			Required Fields - All report fields requires a response.


			Valid Response - The report field/column only accept the following response.


						Person who made the request
(Column G)									B - Beneficiary

BR - Beneficiary's Representative


						Date the request was received
(Column H)									Date [CCYYY/MM/DD]


						Request Disposition
(Column I)									Fully Favorable - Paid or Fully Favorable reimbursement.

Partially Favorable - Partially Paid or Partially Favorable reimbursement.

Adverse - Denied or Adverse reimbursement.


						Date reimbursement paid
(Column J)									Date (CCYYY/MM/DD) - Date the sponsor issued payment or sent notification to the member or provider.


						Was interest paid on the reimbursement request?
(Column K)									Y - Interest was paid on the claim.

N - Interest was not paid on the claim.


						Check/EOB Mail Date
(Column L)									Date (CCYYY/MM/DD) - Date written notification provided to the enrollee.

Pending - If written notification has not yet been provided, but is anticipated to be provided in a forthcoming EOB notice.


						First Tier, Downstream, and Related Entity
(Column M)									The name of the related entity that processed the direct member reimbursement (e.g., Independent Physician Association, Physician Medical Group or Manage Service Organization.


			Date Sequence - check the chronological order of reported events.


			Date the request was received
(Column H)												Date the request was received (Column H) <= Date reimbursement paid (Column J)


			Date reimbursement paid
(Column J)												Date reimbursement paid (Column J) <= Check/EOB Mail Date (Column M)








EnrolleeSource


			Beneficiary First Name			Beneficiary Last Name			Cardholder ID			Contract ID			Plan ID			Claim Number			Person who made the request			Date the request was received			Request Disposition			Date reimbursement paid			Was interest paid on the reimbursement request?			Check/EOB Mail Date			First Tier, Downstream and Related Entity


			Required
CHAR (50)			Required
CHAR (50)			Required
CHAR (20)			Required
CHAR (5)			Required
CHAR (3)			Required
CHAR (40)			Required
CHAR (2)			Required
CHAR (10)			Required
CHAR (41)			Required
CHAR (10)			Required
CHAR (1)			Required
CHAR (10)			Required
CHAR (70)


			First name of the beneficiary.			Last name of the beneficiary.			Cardholder identifier used to identify the beneficiary. This is assigned by the sponsor.			The contract number (e.g. H1234) of the organization.			The plan number (e.g., 001) of the organization.			The associated claim or payment request number assigned by the sponsor for this request. If a claim or payment request number is not available, please provide your internal tracking or case number. Answer NA if there is no claim, payment request or other tracking number available.			Indicate whether the payment request was made by a beneficiary (B) or beneficiary's representative (BR).			Provide the date the reimbursement request was received by your organization. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Status of the request. Valid values are: Fully Favorable (Paid), Partially Favorable (Partially Paid), Adverse (Denied).			Date the sponsor issued payment or sent notification to the member or provider. Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Yes (Y)/No (N) indicator of whether interest was paid on the reimbursement request.			Date the Check/EOB is mailed out.  Submit in CCYY/MM/DD format (e.g., 2015/01/01).			Insert the name of the First Tier, Downstream, and Related Entity that processed the direct member reimbursement request (e.g., Independent Physician Association, Physicians Medical Group or Third Party Administrator). Answer NA if not applicable.


			Submitted Quarterly by RBO/Delegated Group








ReopeningSource Instructions


			Reopening Source


			Scope


						Include all reopenings (a process used to correct minor errors or omissions to a previously processed claim without using the formal appeals process) for Non-Contract provider.


						Submit reopening based on the Date of Reopening Disposition (the date the request was initiated may fall outside of the review period).


						If a claim has more than one line item, include all of the claim’s line items in a single row and enter the multiple line items as a single claim.


			Validation Rules


			Required Fields - All report fields requires a response except the following:
   Additional Information (Column M)
   HICN (Column Q)


			Valid Response - The report field/column only accept the following response.


						Case Level
(Column E)									1 - Organization Determination

2 - Reconsideration (an independent review of the administrative record)


						Date of Original Disposition
(Column F)									Date [MMDDYYYY]


						Original Disposition
(Column G)									1 - Fully Favorable

2 - Partially Favorable

3 - Adverse


						Was the case processed under the expedited time frame?
(Column H)									1 - Yes (uncommon for claims)

2 - No


						Case Type
(Column I)									1 - Service (uncommon for claims)

2 - Claim


						Status of Treating Provider
(Column J)									1 - Contract

2 - Non-Contract


						Date Case Reopened
(Column K)									Date [MMDDYYYY]


						Reason(s) for Reopening
(Column L)									1 - Clerical Error

2 - Other Error

3 - New and Material Evidence

4 - Fraud or Similar Fault

5 - Other


						Date of Reopening Disposition
(Column N)									Date [MMDDYYYY]


						Reopen Disposition
(Column O)									1 - Fully Favorable

2 - Partially Favorable

3 - Adverse

4 - Pending (continue to  report reopening each month until the Reopen Disposition is finalize)


						Date of Service
(Column R)									Date [MMDDYYYY]


			Date Sequence - check the chronological order of reported events.


			Date of Original Disposition
(Column F)												Date of Original Disposition (Column I) <= Date Case Reopened (Column K)


			Date Case Reopened
(Column K)												Date Case Reopened (Column K) <= Date of Reopening Disposition (Column N)


			Date of Service
(Column R)												Date of Service (Column R) <= Date of Original Disposition (Column F)








ReopeningSource


			Enter Delegate Name			Medicare Contract # (e.g. H1234).			CMS Plan ID / Member PBP - (Plan Benefit Package) - (e.g., 001).			Unique Identifier for Episode - For Claims, use claim number
			Case Level - (Enter 1 for Organization Determination or 2 for Reconsideration)			Date original Disposition was finalized 			Original Determination - (Enter 1 for Fully Favorable, or 2 for Partially Favorable or 3 for Adverse original disposition) 			Provide the answer to the question
whether case was processed under expedited timeframe (Enter 1 for Yes and 2 for No).			Provide the case type - (Enter 1 for Service or 2 for Claim).			Provide the status of treating
provider - (Enter 1 for Contract or 2 for Non- contract).			Provide the date case was reopened.
Note: The system shall validate that the month is a value 01 to 12 and the day is a value 01 to 31.			Provide reasons for reopening - (Enter 1 for Clerical Error, 2 for Other Error, 3 for New and Material Evidence, 4 for Fraud or Similar Fault, or 5 for Other).			Enter additional information			Provide the date of reopening
disposition (revised decision).
Date reopened disposition finalized (this date can not be earlier than the date the date the case was reopened).			Reopen Disposition - (Enter 1 for Fully Favorable, or 2 for Partially Favorable, or 3 for Adverse 4 for pending  reopening disposition) 			Member ID Required			HICN * - if not available leave blank			Date of Service - List 1st Date of Service Only 


			Format = Text			Format = Text			Format = #			Format = Text			Format = #			Format = MMDDYYYY			Format = #			Format = #			Format = #			Format = #			Format = MMDDYYYY			Format = #			Format = Text			Format = MMDDYYYY			Format = #			Format = Text			Format = Text			Format = MMDDYYYY


			Field Max 150			Field Max 5			Field Max 3			Field Max 150			Field Max 1			Field Max 8			Field Max 1			Field Max 1			Field Max 1			Field Max 1			Field Max 8			Field Max 1			Field Max 500			Field Max 8			Field Max 1			Field Max 20			Field Max 20			Field Max 8


						H1234			001 or 801			2014123456			1 or 2			06012014			1 or 2 or 3			1 or 2			1 or 2			1 or 2			06012014			1 or 2 or 3 or 4 or 5						06012014			1 or 2 or 3 or 4									06012014


			Delegate Name			5.A
Contract #			5.C
Plan ID			5.D
Case ID			5.E
Case Level			5.F
Date of Original Disposition			5.G
Original Disposition			5.H
Was the case processed under the expedited time frame? )			5.I
Case type 			5.J
Status of treating provider			5.K
Date Case Reopened			5.L
Reason(s) for Reopening			5.M
Additional Information (Optional)			5.N
Date of Reopening Disposition			5.O
Reopen Disposition			Mbr ID			HICN			Date of Service


			Submitted Monthly by RBO/Delegated Group
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Reporting Requirements-Delegated Entities
Operational Area Report Type Due Dates Form 

Compliance/Fraud, Waste 
and Abuse 

Substantiated or Suspicious Activities 
of FWA 

Ad-Hoc: Within 7 days of identifying 
substantiated or suspected FWA. 

2022 FDR 
Suspected FWA Refe   

*Please note, if a template is not provided, the plan will accept the groups template/format.  

Please submit reports by the due date above via Clever Care’s SFTP and send a screen shot to 
Compliance@ccmapd.com showing the location of the reports. 

Instructions for access to Clever Care SFTP are as follows: 

1. Complete the attached SFTP form and submit to Clever Care IT Systems Engineer at 

ron.wan@ccmapd.com and copy to Compliance@ccmapd.com    
Clever%20Care%20
Health%20Plan%20S 

2. Allow IT 7 to 10 business days to process the SFTP form. 
3. Once the SFTP form is processed and your account is created, IT will send the login credentials to the 

primary contact. 
4. Once logged in with your credentials, you can submit reports/files on the SFTP site, please remember 

notify Compliance with the screenshot. 
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		Operational Area

		Report Type

		Due Dates

		Form



		Compliance/Fraud, Waste and Abuse

		Substantiated or Suspicious Activities of FWA

		Ad-Hoc: Within 7 days of identifying substantiated or suspected FWA.

		







*Please note, if a template is not provided, the plan will accept the groups template/format. 

Please submit reports by the due date above via Clever Care’s SFTP and send a screen shot to Compliance@ccmapd.com showing the location of the reports.

Instructions for access to Clever Care SFTP are as follows:





1. 

[bookmark: _MON_1686724079]Complete the attached SFTP form and submit to Clever Care IT Systems Engineer at ron.wan@ccmapd.com and copy to Compliance@ccmapd.com    

2. Allow IT 7 to 10 business days to process the SFTP form.

3. Once the SFTP form is processed and your account is created, IT will send the login credentials to the primary contact.

4. Once logged in with your credentials, you can submit reports/files on the SFTP site, please remember notify Compliance with the screenshot.
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Clever%20Care%20Health%20Plan%20Secure%20FTP%20Form.docx
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Secure File Transfer (SFTP) Request Form





Please complete the registration form below.  Please fill out the entire form and return it to it@ccmapd.com


Please allow 7-10 days for the folder/user account(s) to be set up on the server. 


(All fields marked with *** are required; please complete before submitting form.)





[bookmark: Text14]Company Name: ***	     








Primary Contact (will coordinate to setup access): 


Contact Name: ***		     


Department:			     


Phone: ***   			     		E-mail: ***      





Additional Contact (in case Primary is unreachable):


Contact Name: 			     


Department:			     


Phone:   				     		E-mail:       





Network Info:


[bookmark: Text10][bookmark: Text11]Primary Source IP address: required if new or changed	xxx.xxx.xxx.xxx 


Second Source IP address:  required if available		xxx.xxx.xxx.xxx


Additional information / comments : 			     








Once you are given your login and temporary password, you can update your password via https://sftp.ccmapd.com 








image1.png







image1.emf
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Suspected FWA Referral Form.pdf




2022 FDR Suspected FWA Referral Form.pdf




Suspected FWA Referral Form



Instruction: CMS Final Rule (CMS-4190-F2) is requiring Clever Care to report all substantiated or suspected fraud, 
waste an abuse (FWA) via a CMS portal effective January 1, 2022. Any first-tier, downstream, related entities 
(FDRs) contracted with Clever Care who identifies substantiated or suspected FWA must send this completed form 
to Clever Care within (7) days, in order for the plan to report the matter in the CMS portal in a timely manner. The 
Special Investigations Unit (SIU) may contact you upon receipt of this complaint, so please be sure to 
furnish sufficient contact information.



Please designate as a Part C or Part D issue: 



 Phone: 



MSO PBM  Other  on behalf of (if applicable): 



FDR Organization Name:



     Address:             City: State:   Zip: 



  Plan Name/Contract # (if applicable): 



Case Tracking # (if applicable):



 Parent Organization (if applicable): 



Pharmacy Benefit Manager (if applicable): 



    Beneficiary Information: 



Name: Phone: 



HICN#: MBI #:  



Address:  City: State:   Zip: 



Date of Birth:  Primary language (if other than English): 



Medicare Plan Name: Member ID#: 



Is the Beneficiary a Subject?   Yes  No  Unknown 



Do you have any Contact Reports on the beneficiary?   Yes  No  Unknown 



To ensure compliance with all applicable laws, do not send Protected Health Information (PHI) via email.



Please fax this form to (657)276-4721 or email to fwa@ccmapd.com



Medicare Advantage Issue (Part C)



Prescription Drug Benefit Issue (Part D)
Both Part C and Part D Issue



Fax:



Date of Referral:  



FDR Contact Information:



 Name:



Email:



Submitted By (Select One) IPO





mailto:NBIMEDICComplaints@qlarant.com
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Suspected FWA Referral Form



Description of Subject/Suspects of Fraud: 



Name: Tax ID (TIN): NPI: 



DEA#: Medicare Provider #: 



Business (DBA):  Phone#: 



Address: City: State: Zip: 



Please describe type of business or physician specialty:  



Complaint Details: 



    Prior MEDIC Case Number (if applicable): 



Was PLATO used?   No  Yes         



Period of Review: 



Paid $ 



Potential MEDICARE program exposure: 



Part C program exposure: Billed $ 



Part D program exposure: Billed $ Paid $ 



Was this matter forwarded to Law Enforcement? 



Y
e
s



If yes, 



type: 
 OIG  FBI  Local 



Did you receive Medical Records?  No  Yes   



If yes, have you completed a Medical Record 



Review?  No  Yes 



Have you reported Patient Harm in this matter to 
another agency?  No  Yes



Description of Findings/Allegations: (Please provide a detailed description of the nature of the fraud issue 



including the following: description of fraudulent activity; CPT codes involved; states where the fraud activity took 



place; description of individuals and/or businesses involved in the alleged illegal activity; dates that the fraud 



occurred; names and contact information for victims; and copies of documentation regarding the fraudulent activity 



including letters, advertising, etc.): 



No Yes



To ensure compliance with all applicable laws, do not send Protected Health Information (PHI) via email.



Please fax this form to (657)276-4721 or email to fwa@ccmapd.com








			Date of Referral: 


			Name: 


			Phone: 


			Fax: 


			Email: 


			Complainant Organization Name: 


			Address: 


			City: 


			State: 


			Zip: 


			Name_2: 


			Phone_2: 


			Address_2: 


			City_2: 


			State_2: 


			Zip_2: 


			Date of Birth: 


			Primary language if other than English: 


			Medicare Plan Name: 


			Member ID: 


			Name_3: 


			NPI: 


			DEA: 


			Medicare Provider: 


			Business DBA: 


			Phone_3: 


			Address_3: 


			City_3: 


			State_3: 


			Zip_3: 


			Please describe type of business or physician specialty: 


			Prior MEDIC Case Number if applicable: 


			Period of Review: 


			Submitted By: Off


			Other Textbox: 


			Plan Name/Contract  (if applicable): 


			Plan Tracking  (if applicable): 


			Parent Organization (if applicable): 


			Pharmacy Benefit Manager (if applicable): 


			Bene a Subject: Off


			Contract Reports: Off


			Tax ID (TIN): 


			Part C Billed$: 


			Part C Paid$: 


			Part D Billed$: 


			Part D Paid$: 


			Description of Findings/Allegations: 


			Law Enforcement: Off


			Plato Used: Off


			Medical Records: Off


			Medical Record Review: Off


			Patient Harm: Off


			Part C or Part D issue: Off


			HICN: 


			MBI#: 












Fraud Waste & Abuse 
Training and Documentation

Public Sector Specific Requirement

• The CMS annual compliance training requirement 
related to fraud, waste, and abuse awareness applies 
to all organizations that provide health care or 
administrative services for Medicare-eligible 
individuals under the Medicare Advantage program. If 
your organization provides these services, your 
organization will need to complete the required 
compliance training annually.

• Providers are responsible for administering and 
tracking their organization’s completion of this 
training. All employees within your organization who 
provide health care or administrative services for a 
Medicare-eligible individual under a Medicare 
Advantage program must participate in the training. 
You may choose how to monitor your employees’ 
completion of the training. 

• Tracking of training must be maintained for 10 years 
and made available to Clever Care, CMS or agents of 
CMS upon request to verify the training occurred.



Important Clever Care Contact Numbers
DEPARTMENT PHONE FAX EMAIL

Authorization 714-650-8770 657-276-4719 authorization@ccmapd.com 

Concurrent Review (Hospital 
Admissions) 833-253-8373 657-276-4719 concurrent@ccmapd.com

Claims 562-888-8801 x3040 657-276-4713 claims@ccmapd.com

Compliance 562-888-8801 x3060 657-276-4721 compliance@ccmapd.com

 Compliance Hotline 833-217-8644 657-276-4721

 Fraud Waste & Abuse Hotline 833-217-8645 657-276-4721

Community Provider Relations/ 
Network Development

562-888-8801 x3050 657-276-4718 provider@ccmapd.com

Credentialing 714-650-8719 657-276-4716 credentialing@ccmapd.com

Customer Service 833-388-8168 657-276-4720 csr@ccmapd.com

Grievance & Appeals 833 283-9888 657-276-4715 appeals@ccmapd.com

Quality Management 562-888-8801 x3220 657-276-4714 quality@ccmapd.com

Pharmacy-MedImpact 800-926-3004 858-790-6060 pharmacy@ccmapd.com

Sales 833-365-1888 657-276-4722 sales@ccmapd.com

EZNet Support 657-276-4758 clevercare-ezsupport@ccmapd.com
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Fraud Waste & Abuse
Fraudulent and abusive practices result in significant additional health care costs. It is 
in the best interest of all to identify and eliminate these practices. Allegations of fraud 
are treated seriously by Clever Care and will be aggressively investigated. Suspected 
instances of fraud or abuse against Clever Care can be reported by contacting the 
Clever Care Compliance Department hotline at (833) 217-8644.

FRAUD ABUSE
Intentional deception or misrepresentation 
that the individual knows to be untrue, 
knowing that the deception results in benefit
to themselves or some other person. Fraud
may take many forms, some examples of which
are:

• Billing for services not provided

• Misrepresenting services or the diagnosis 
to justify the services/equipment provided

• Alteringa claim to obtain a higher level of
reimbursement

• Soliciting, offering or receiving a kickback 
or bribe

Incidents or practices that are inconsistent 
with acceptedsound medicalpractices, 
resulting in unnecessary costs, improper 
payment for services not meeting 
professionally recognized standards of care,
or services that are medically unnecessary.
Abusivepractices include:

• Excessive charges

• Medically unnecessary services

• Improper billing practices

• Unbundling of services



Phone

• Customer Service: (833) 388-8168

• Community Relations & Network 
Development: (562) 888-8801 x3050

Email

• csr@ccmapd.com

• Provider@ccmapd.com

• clevercare-ezsupport@ccmapd.com

Website

• clevercarehealthplan.com

How to reach us
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