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Dear Provider: 

 

Thank you for participating with Molina Healthcare. 

 

This manual provides information about how to work with Molina Healthcare.  We will update 

the online provider manual as often as necessary. 

 

As always, you may contact us at 1-888-898-7969 or your assigned Provider Services 

Representative if you have questions. 

 

We value your participation 

 

Molina Healthcare 

www.molinahealthcare.com 

 

 

 

 

 

 

 
A MICHIGAN FOR PROFIT COR PORATION  

 

 
 

Disclaimer: 

This Policy & Procedure Manual shall serve as an attachment, referenced thereto and incorporated therein, to the 

Molina Healthcare of Michigan, Inc. Services Agreement/Amendment.  The information contained within this 

Manual is proprietary to Molina Healthcare.  The information is not to be copied in whole or part; nor is the 

information to be distributed without express written consent of Molina Healthcare. 

http://www.molinahealthcare.com/
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INTRODUCTION  
Mission 

Our mission is to promote health and provide health services to families and individuals who are 

lower income and covered by government programs. 

 

Vision 

Molina Healthcare is an innovative healthcare leader providing quality care and accessible 

services in an efficient and caring manner. 

 

Core Values:  
We strive to be an exemplary organization: 

1. We care about the people we serve and advocate on their behalf. 

2. We provider quality service and remove barriers to health services. 

3. We are healthcare innovators and embrace change quickly. 

4. We respect each other and value ethical business practices. 

5. We are careful in the management of our financial resources and serve as prudent 

stewards of the public funds. 

 

About Molina Healthcare 

Molina Healthcare, headquartered in Long Beach, California, is a multi-state managed care 

company focused on providing healthcare services to people who receive healthcare benefits 

through a Medicare Special Needs Program, Medicare, Medicaid, State Childrenôs Health 

Insurance Program (ñSCHIPò), and other government-sponsored programs. C. David Molina, 

M.D., founded our company in 1980 as a provider organization serving the Medicaid population 

through a network of primary care clinics in California, 21 of which are in operation today. As 

the need for more effective management and delivery of healthcare services to underserved 

populations continued to grow, Molina became licensed as a Health Maintenance Organization 

(ñHMOò) in California.  

Today, the Company provides medical care in California, Washington, Nevada, Utah, Michigan, 

Ohio, Missouri, Florida, Texas and New Mexico.  Molina Healthcare provides healthcare 

services to more than one million members. 

Included in Molina networks are company-owned and operated primary care clinics, independent 

physicians and groups, hospitals and ancillary providers.   

Our members have distinct social and medical needs and are characterized by their cultural, 

ethnic and linguistic diversity. From our inception, we have designed our company to work with 

government agencies to serve low-income populations. Our success has resulted from our 

expertise in working with government agencies, our extensive experience in meeting the needs of 

our members, our 25 years of owning and operating primary care clinics, our cultural and 

linguistic expertise and our focus on operational and administrative efficiency. 
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CONTACT INFORMATION  
The following is a list of contact information to assist you in making the appropriate contact with 

the Service Departments of Molina Healthcare. 

 

Claims Status Inquiry ................................................................. www.molinahealthcare.com 

 ...........................................................................................1-888-898-7969, Option 1 then 2 

 Claims Appeals (technical denials) Fax to: ......................1-248-925-1768 

Eligibility  ..............................................................................................................1-888-898-7969 

 Member Services ......................................................................................Option 1, 1 then 2 

 Interactive Voice Response (IVR) ............................................................Option 1, 1 then 1 

 ePortal (Provider Self Services) ............................................... www.molinahealthcare.com 

 

Pharmacy Services .................................................................1-888-898-7969, Option 1 then 5 

 Fax Number .................................................................................................1-888-373-3059 

 email address ...................................................... MHMcompliance@molinahealthcare.com 

CompCare (Behavioral Health Benefit) ..............................................................1-800-435-5348 

Fraud and Abuse Prevention ........................................................................1-877-372-5361 

 Fax Number .................................................................................................1-248-925-1780 

Provider Services .......................................................................... 1-888-898-7969, ext.155822 

Utilization Management .....................................................1-888-898-7969, Option 1, then 4 

 Clinical Appeals (Authorization, Readmissions, Medical Necessity, etc) 

 Referral and Appeals Fax Number ..............................................................1-800-594-7404 

Claims Address:  
Molina Healthcare of Michigan, Inc. 

P.O. Box 22668 

Long Beach CA 90801 

 

 

Troy Address: Detroit Address: 
100 West Big Beaver Road, Suite 600 

Troy, MI 48084 - 5209 

409 East Jefferson, Suite 600 

Detroit, MI 48226 

 

http://www.molinahealthcare.com/
http://www.molinahealthcare.com/
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ENROLLMENT INFORMATION  
Medicaid 

Medicaid is a federal program created by Title XIX of the Social Security Act in 1965. The 

primary objective of the program is to provide essential medical and health services to those who 

would not otherwise have the financial resources to purchase them.  Public and private agencies 

work together to administer the Medicaid Program.   

 

Recipient eligibility for public assistance is determined by the Family Independency Agency 

(FIA).  Michigan Enrolls is the enrollment broker for Michiganôs Medicaid program and 

provides educational materials about the various health plans available in a memberôs county.   

 

Michigan Enrolls also helps Medicaid members pick the health plan of their choice. If members 

do not choose a health plan, Michigan Enrolls will assign the member to a health plan. Michigan 

Enrollsô phone number is 1-888-367-6557. 

 

Molina Healthcare is notified each month when Medicaid recipients select their Plan. Members 

will have two cards, a Molina Healthcare identification card and a Michigan Medicaid 

identification card. The State sends a Medicaid identification card (MICard) to each member. 

This card contains the memberôs Medicaid eligibility.  Members should present both cards each 

time they receive a service. Here are some eligibility points:  

 

 Members who lose and then regain Medicaid eligibility within 93 days are automatically 

reassigned to the Plan and the Primary Care Provider they previously had. 

 

 Newborns are automatically enrolled with the Health Plan the mother was enrolled in on 

the date of delivery.  Parents may choose a different plan for the newborn within the first 

90 days of the newbornôs eligibility. 

 

Note: The newbornôs Michigan Medicaid card may not reflect HMO coverage for 30-60 days. 

 

MIChild  

MIChild is a health insurance program for the uninsured children of Michiganôs working 

families.  Eligibility is determined by the following criteria: 

 Must be a U.S. citizen (some legal immigrants qualify) 

 Must live in Michigan, even for a short period of time 

 Must be under the age of 19 

 Family must meet income requirements 

 Children must not have other insurance coverage 

 All eligible children will pay a monthly premium of $10.00 per family 

 

MIChild applicants may submit applications online at 

www.mdch.state.mi.us/msa/mdch_msa/App.htm.  Applicants may also submit applications to 

participating health maintenance organizations (HMO), local health departments, or the 

Administrative Contractor at MIChild, P.O. Box 30412, Lansing, MI 48909.  MIChild questions 

should be referred to 1-888-988-6300. 

 

http://www.mdch.state.mi.us/msa/mdch_msa/App.htm
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Molina Healthcare Identification Card s 

 
 

Medicaid ID Card 
 

 
 
 

Medicaid Program Code = 001 

 
 
 

MIChild ID Card  
 

 
 

 

MIChild  Program Code = 002 
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ELIGI BILITY  
The following resources may be utilized to determine whether a patient is eligible to receive 

Molina Healthcare benefits for Medicaid or MIChild: 

 

ePortal Eligibiglity Roster    www.molinahealthcare.com 

Interactive Voice Response (IVR) System  1-888-898-7969, Option 1, 1, then 1 

Member Services     1-888-898-7969, Option 1, 1, then 2 

MDCH Automated Voice Response System  1-888-696-3510 (fee required) 

Web-Denis       www.bcbsm.com 

 

A memberôs eligibility may change monthly; therefore, it is the providerôs responsibility to 

verify eligibility prior to rendering services.  Services provided when a member is not enrolled 

with Molina Healthcare will not be covered. 

 

Member Initiated Transfer Requests 

Members desiring to change their Primary Care Physician (PCP) must call Member Services at 

1-888-898-7969.  Generally, requests made on/or before the 15th day of the month will be 

effective the first of the next month.  Requests made after the 15th day of the month will be 

effective the first of the following month.  

 

Example: Request made October 10, 2008, change effective November 1, 2008 

Request made October 20, 2008 change effective December 1, 2008 

 

Provider Initiated Transfer Requests 

There may be times when a PCP requests a member be transferred to a different PCP.  If this 

situation occurs, the current PCP must inform the member in writing of the reason(s) for 

terminating the current physician/patient relationship and must also inform the member they 

have thirty (30) days to choose another PCP. The written correspondence must be mailed by 

certified or registered letter to the member. A copy of the correspondence must be sent to:  

 

Molina Healthcare of Michigan, Inc. 

Member Service Department  

100 West Big Beaver Road, Suite 600 

Troy, Michigan 48084 

Fax (248) 925-1765 

 

Providers should use the Molina Healthcare Member Change Information Request Form to 

notify Member Services of their desire to initiate a member transfer.  The form is located in the 

Forms section of Molina Healthcareôs website at www.molinaheatlhcare.com.  A Member 

Services Representative can assist the member in reviewing the Provider Directory for available 

PCP choices. 

 

When the PCP believes an immediate transfer is necessary, the PCP should contact 

Member Services at 1-888-898-7969 for assistance. 

 

http://www.molinahealthcare.com/
http://www.netwerkes.com/
http://www.bcbsm.com/
http://www.molinaheatlhcare.com/
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DISENROLLMENT  
The Michigan Department of Community Health allows for disenrollment from Medicaid Health 

Plans via the Special Disenrollment process: 

 

Reasons for Special Disenrollment: 

 Urgent/Life-threatening: Situations that involve physical acts of violence; physical or 

verbal threats of violence made against providers, staff or the public; or where stalking 

situations exist. 

 Fraud/Misrepresentation: Involves alteration or theft of prescriptions or 

misrepresentation of plan membership allowing another person to receive healthcare 

services. 

 Other noncompliance situations: Including failure to follow treatment plan; repeated 

use or unauthorized use of non-participating providers; no participating provider will see 

the patient; repeated emergency room use; and those who impede care. 

 

Documentation for Special Disenrollment: 

 Detailed documentation is required to support the disenrollment request. 

 Incident Report or summary of non-compliance behavior is required from provider office. 

 Copy of PCP dismissal letter or correspondence to the member. 

 Copy of Police Report and reference number given by Police Department. 

 Copy of altered/forged prescription. 

 

Completed forms and documentation should be sent to: 

 

Molina Healthcare of Michigan, Inc. 

Attn: Enrollment Services Supervisor 

100 West Big Beaver Road; Suite 600 

Troy, MI 48084-5209 
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CLAIMS  
Billing Address: 

Molina Healthcare of Michigan, Inc. 

P.O. Box 22668 

Long Beach, CA 90801 

 

Please do not submit initial claims to the Troy address as this will delay the processing of your 

claims, and your claim may be returned.  Please contact the Claims Department with any 

questions or concerns at 1-888-898-7969. 

 

Claims Submission Guidelines 

Filing Limit 

 Claims should be sent to Molina Healthcare within 90 days from the date of service.  

 For resubmission or secondary claims, Molina Healthcare must receive the claim within 

180 days from the date of service.  

 If a claim is submitted to Medicaid or another HMO in error prior to the claim being 

submitted to Molina Healthcare, the submission limit is not extended. Eligibility must be 

verified prior to rendering services.  

 Molina Healthcare responds to claims within State processing guidelines.  The Claims 

determination will be reported to the provider on a Remittance Advice (RA). 

 If no response is received within 45 days on a submitted claim, please call the Claims 

Call Center at 1-888-898-7969 to status the claim(s).  

 All claims received beyond the filing limit will be rejected and members may not be 

billed for the services. 

 

Electronic Claims Submission 

Molina Healthcare accepts claims electronically.  Electronic submission allows claims to be 

directly entered into Molina Healthcareôs  processing system, which results in faster payment and 

fewer rejections.  Contact Molina Healthcaresô Help Desk to sign up for ePortal at 1-866-449-

6848 or contact your Provider Services Representative. 

 

 ePortal (www.molinahealthcare.com) Provider Self Services 

o submit claims 

o status claims 

o print claims reports 

 

 Molina Healthcare also accepts electronic claims submissions through the following 

clearing houses: 

 Netwerkes.com  

 Emdeon (formerly WebMD) ï Payer Number is 38334.  

 Availity/THIN - Payer Number is 38334  

 Payer Path (HCFA 1500 only) ï Payer Number is 38334  

 Practice Insight (HCFA 1500 only) ï Payer Number 38334  

 ZirMed Inc ï Payer Number 38334  

 SSI Group 

http://www.molinahealthcare.com/
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Claims Form 

 Professional charges must be submitted on a CMS 1500 08-05 version Form  

 Facility UB04 Form 

 

 Paper Claim Submission Guidelines 

 Must use original forms 

 Must be typewritten or computer generated 

 Do not use highlighters, white-out or any other markers on the claim 

 Avoid script, slanted or italicized type. 12 point type is preferred 

 Do not use an imprinter to complete any portion of the claim form.  

 Do not use punctuation marks or special characters  

 Use a six digit format with no spaces or punctuation for all dates (ex 060101).  

 Securely staple all attachments. Attachments should identify patientôs name and recipient 

ID number 

 

Claims Policies 

Adjudication 

MHM adjudicates claims according to the State of Michigan Medical Services Administration 

(MSA) policies and procedures.  Reference the Uniform Billing Guidelines, ICD-9 Diagnosis 

Code Book, CPT Code Book, HCPCS and Michigan Department of Community Health (MDCH) 

website www.michigan.gov when submitting a claim  

 

Payment 

 Contracted providers will be paid according to the terms of the agreement between the 

provider and Molina Healthcare  

 Non-Contracted Providers will be paid for covered services according to the MDCH 

Medicaid fee schedule  

 

Resubmission 

 Providers may resubmit claims with correction(s) and/or change(s).  The provider should 

document on the claim that the claim is being resubmitted.  

 CMS 1500 claim form: Enter ñRESUBMISSIONò on the claim in the Remarks section. 

 UB04 claim form: Type of bill must be indicated on the form. Enter ñRESUBMISSION 
in the comments section of the form.  

 

Please send to Original/Resubmission address above.  Faxed copies are no longer accepted.  

 

Newborn Care 

Newborn care must be submitted on the appropriate claim form using the newbornôs Medicaid 

ID number.  The motherôs Medicaid ID number may not be used to bill for services provided to a 

newborn. 

http://www.michigan.gov/
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Provider National Identification Number (NPI)  

Molina Healthcare Required Fields: 

 

CMS 1500  Required?  Field Location  

Billing Provider NPI  Yes  Box 33a  

Billing Provider Medicaid Number  Yes  Box 33b  

Rendering Provider NPI  Yes  Box 24j  

Rendering Provider Medicaid Number  Yes  Box 24j  

Referring Provider NPI  If Applicable  Box 17b  

Facility Provider NPI  If Applicable  Box 32a  

Taxonomy Code  No  Boxes 24j; 33b and 32b  

UB04  Required?  Field Location  

Billing Provider NPI  Yes  Box 56  

Billing Provider Medicaid Number  Yes  Box 57a  

Attending Provider NPI  If Applicable  Box 76  

Operating Provider NPI  If Applicable  Box 77j  

Other Provider NPI  If Applicable  Box 78  

Other Provider NPI  If Applicable  Box 79  

Taxonomy Code  No  Boxes 57, 76,77,78 and 79  

 

Coordination of Benefits 

As a provider treating Molina Healthcare members, your cooperation in notifying Molina 

Healthcare when any other coverage exists is appreciated. This includes other health care plans 

or any other permitted methods of third party recovery for coordination of benefits, workerôs 

compensation and subrogation. 

 Claims involving coordination of benefits with primary insurance carriers should be 

received by Molina Healthcare within 365 days from the date of the primary carrierôs 

explanation/denial of benefits.  

 If Molina Healthcare reimburses a provider and then discovers other coverage is primary, 

Molina Healthcare may request the provider to refund the amount paid by Molina 

Healthcare.  

 Regardless of the primary payerôs reimbursement, Molina Healthcare should be billed as 

a secondary payer for all services rendered. A copy of the primary payerôs EOB showing 

payment or denial must be attached to the claim.  

 Molina Healthcare will make payment if the primary insurance payment is less than the 

Medicaid Fee for Service Rate.  

 Molina Healthcare members cannot be billed for any outstanding balance after Molina 

Healthcare makes payment.  

 Molina Healthcare members do not have deductibles, co-pays or co-insurance.  
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Appeals 

Providers may submit an appeal by following the steps below: 

 Contact the Claims Call Center at 1-888-898-7969, Option 1, then 2 

 Speak to a Claims Resolution Representative.  If you do not agree with the claims 

determination, then : 

 Submit a letter of appeal detailing your reason for appeal along with supporting 

documentation within 90 days of your of the original claims determination 

 Mail your appeal to: 

Molina Healthcare of Michigan, Inc. 

100 West Big Beaver Road, Suite 600 

Troy, MI 48084-5209 

 

Claim Form Field Requirements 

 See Attachment A for CMS HCFA 1500 08-05 claim form requirements 

 See Attachment B for CMS 1450 UB-04 claim form requirements 

 

Sample Remittance Advice (RA) 

 See Attachment C 
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CMS HCFA 1500 08-05 claim form requirements 

 MANDATORY:  Item is required for all claims.  If the item is left blank, the claim 

cannot be processed. 

 CONDITIONAL:  Item is required if applicable.  Your claim may not be processed if 

blank. 

 

FIELD  STATUS INFORMATION  
1 CONDITIONAL Insurance 

1a MANDATORY Medicaid I.D. Number (When billing for a newborn, the 

newbornôs Medicaid ID is required by MHM) 

2 MANDATORY Patient's Name 

3 MANDATORY Patient's Birth Date And Sex 

4 CONDITIONAL Insured's Name 

5 CONDITIONAL Patient's Address 

6 CONDITIONAL Patient Relationship To Insured 

7 CONDITIONAL Insured's Address 

8 CONDITIONAL Patient Status 

9 CONDITIONAL Other Insured's Name 

9a CONDITIONAL Other Insured's Policy Or Group Number 

9b CONDITIONAL Other Insured's Date Of Birth And Sex 

9c CONDITIONAL Employer's Name Or School Name 

9d CONDITIONAL Insurance Plan Name Or Program Name 

10a MANDATORY Is Patient's Condition Related To Employment? 

10b MANDATORY Is Patient's Condition Related To Auto Accident? 

10c MANDATORY Is Patient's Condition Related To Other Accident? 

10d CONDITIONAL Reserved For Location Use 

11 CONDITIONAL Insured's Policy Group Or Federal Employee Compensation 

Act (FECA) Number 

11a CONDITIONAL Insured's Date Of Birth 

11b CONDITIONAL Employer's Name Or School Name 

11c CONDITIONAL Insurance Plan Name Or Program Name 

11d CONDITIONAL Is There Another Health Benefit Plan? 

12 CONDITIONAL Patient's Or Authorized Person's Signature 

13 CONDITIONAL Insured's Or Authorized Person's Signature 

14 CONDITIONAL Date Of Current Illness, Injury Or Pregnancy 

15 CONDITIONAL If Patient Has Had A Same Or Similar Illness, Give First 

Date 

16 CONDITIONAL Dates Patient Unable To Work In Current Occupation 

17 CONDITIONAL Name Of Referring Physician Or Other Source 

17a CONDITIONAL I.D. Number Of Referring Physician 

17b CONDITIONAL 10-digit NPI# of Referring Physician or Other Source 

18 CONDITIONAL Hospitalization Dates Related To Current Services 

19 CONDITIONAL Reserved For Local Use 

20 CONDITIONAL Outside Lab/Charges 

21 MANDATORY Diagnosis Or Nature Of Illness Or Injury 

22 CONDITIONAL Medicaid Resubmission Code And Original Reference 

Number 

ATTACHMENT A 



Claims 

Molina Healthcare Provider Manual      Section 2.6 

FIELD  STATUS INFORMATION  
23 CONDITIONAL Prior Authorization Number 

24a MANDATORY Date(S) Of Service 

24b MANDATORY Place Of Service 

24c CONDITIONAL Type Of Service 

24d MANDATORY Procedures, Services Or Supplies 

24e MANDATORY Diagnosis Code (Pointer) 

24f MANDATORY Charges 

24g MANDATORY Days Or Units 

24h CONDITIONAL EPSDT/Family Plan 

24I MANDATORY EMG-Emergency - Y Or N 

24j* MANDATORY Rendering Provider ID #, Medicaid # and NPI# 

24k CONDITIONAL Reserved For Local Use 

25 MANDATORY Federal Tax I.D. Number (Check Box/SSN Or EIN) 

26 MANDATORY Patient's Account Number 

27 CONDITIONAL Accept Assignment 

28 MANDATORY Total Charge 

29 CONDITIONAL Amount Paid 

30 MANDATORY Balance Due 

31 MANDATORY Signature Of Physician Or Supplier Including Degrees Or 

Credentials 

32 CONDITIONAL Name And Address Of Facility Where Services Were 

Rendered (If Other Than Home Or Office) 

32a CONDITIONAL 10-digit NPI# of Service Facility Location 

33 MANDATORY Company Name as registered with IRS, Address, Zip Code, 

Phone # and PIN # (Medicaid ID # without Provider Type).  

MHM requires the name registered with the IRS to be 

submitted on line one in Box 33. 

33a MANDATORY 10 digit NPI# of Billing Provider 

33b* MANDATORY Billing provider Medicaid ID# 

 

*Taxonomy code not required 
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UB-04 claim form requirements 

 MANDATORY:  I tem is required for all claim submissions. 

 CONDITIONAL:  Item is required if applicable. 

 

FIELD  STATUS INFORMATION  
1 MANDATORY Company Name as registered with the IRS, Address and 

Telephone Number 

2  Blank 

3 MANDATORY Patient Control Number 

4 MANDATORY Type of Bill 

5 MANDATORY Federal Tax Number 

6 MANDATORY Statement Covers Period 

7  Blank 

8a MANDATORY Patient Name 

9a-d MANDATORY Patient Address 

10 MANDATORY Patient Date of Birth 

11 MANDATORY Patient Sex 

12 MANDATORY Admission Start of Care Date 

13 MANDATORY Admission Hour (for inpatient only) 

14 MANDATORY Type of Admission 

15 MANDATORY Source of Admission (SRC) 

16 CONDITIONAL Discharge Hour 

17 MANDATORY Patient Status (Discharge Status)* 

18-28 CONDITIONAL Condition Codes (if applicable) 

29-30 CONDITIONAL ACDT State 

31-34 CONDITIONAL Occurrence Codes and Dates (if applicable)* 

35-37 CONDITIONAL Occurrence span code 

38a-d CONDITIONAL Name and Address of the party responsible for the bill 

39-41 

a-d 

CONDITIONAL Value Codes and Amounts (if applicable)* 

42 MANDATORY Revenue Codes* 

43 MANDATORY Revenue Description 

44 MANDATORY HCPCS Code/Rates (if applicable) 

45 MANDATORY Date of Service for the Line Item 

46 CONDITIONAL Units of Service (if more than 1) 

47 MANDATORY Total Charges (by Revenue Code/HCPCS) 

48 CONDITIONAL Dollar Amount for Any Non-covered Services 

49  Blank 

50 MANDATORY Payer Identification  

51 MANDATORY Provider Number:  Medicaid ID Number without the 

Provider Type 

52 CONDITIONAL Assigned Release For Insurance Benefit 

53 CONDITIONAL Assignment Of Benefits 

54 CONDITIONAL Prior Payments (if applicable) 

55 MANDATORY Estimated Amount Due From Payer 

56 MANDATORY Billing Provider NPI# 

57 MANDATORY Billing Provider Medicaid Number 

ATTACHMENT B 
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FIELD  STATUS INFORMATION  
58 CONDITIONAL Name Of Insured 

59 CONDITIONAL Patientôs Relationship To Insured 

60 MANDATORY Medicaid Recipient ID Number (When billing for a newborn, 

the newbornôs Medicaid ID is required by MHM). 

61 CONDITIONAL Name Of Group Or Plan Through Which Health Insurance Is 

Provided 

62 CONDITIONAL Group Policy Number 

63 CONDITIONAL Pre-Cert Or Authorization Number 

64 CONDITIONAL Document Control Number 

65 CONDITIONAL Name Of Employer 

66 MANDATORY ICD-9 Principle Diagnosis 

67a-q CONDITIONAL Other Diagnosis Codes (if applicable) 

68  Blank 

69 MANDATORY Admitting Diagnosis (for Inpatient only) 

70 a-c CONDITIONAL Patient Reason Diagnosis 

71 CONDITIONAL  

72 CONDITIONAL External Cause Of Injury ICD-9 Diagnosis Code 

73  Blank 

74 CONDTIONAL Principle Procedure Code and Date 

74 a-e CONDITIONAL Other Procedure Codes and Dates 

75  Blank 

76 CONDITIONAL Attending Provider NPI# 

77 CONDITIONAL Operating Provider NPI# 

78-79 CONDITIONAL Other Provider NPI# 

80 CONDITIONAL Remarks (if applicable) 

 

*Refer to Uniform Billing Manual for List of Codes 
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Sample Remittance Advice (RA) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ATTACHMENT C 
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QUALITY IMPROVEMENT PROGRAM  
Introduction  

Molina Healthcare serves Medicaid and MIChild members in counties throughout Michigan.  

Molina Healthcare, also referred to as Molina Healthcare, MH Michigan and ñhealth planò in this 

document has served Medicaid patients since 2000.  For all plan members, Molina Healthcare 

emphasizes personalized care that places the physician in the pivotal role of managing 

healthcare.  Molina Healthcare is responsible for managing the provision of accessible, 

appropriate, cost-effective, high quality health care services for its members throughout the 

continuum of care.  The health plan assists members as they move through the managed care 

system, reducing barriers to care, and supporting members in reaching optimal health. Molina 

Healthcare credentials and contracts with individual practitioners, provider organizations, 

facilities and institutions to deliver health care and service to members.  Molina Healthcare 

delegates the authority to perform specified plan functions and services, while maintaining 

oversight responsibility for delegated and non-delegated activities. 

 

The Quality Improvement Program (QIP) is established to provide the structure and key 

processes that enable the health plan to carry out its commitment to ongoing improvement of 

care and service, and improvement of the health of its members.  The QIP assists Molina 

Healthcare to achieve these goals.  It is an evolving program that is responsive to the changing 

needs of the health planôs customers and the standards established by the medical community, 

regulatory and accrediting bodies.  

 

The following QI Program Description includes discussion of program philosophy, scope, 

structure, and methodology. 

 

1. Program Philosophy 

Molina Healthcare of Michigan maintains the following values, assumptions, and 

operating principles for the Quality Improvement Program: 

 The QIP provides a structure for promoting and achieving excellence in all areas 

through continuous improvement. 

 Improvements are based on industry ñbest practiceò or on standards set by 

regulators or accrediting organizations. 

 The QIP is applicable to all disciplines comprising the organization, at all levels 

of the organization. 

 Teams and teamwork are essential to the improvement of care and services. 

 Data collection and analysis is critical to problem-solving and process 

improvement. 

 Each employee is highly valued as a contributor to quality processes and 

outcomes.  

 Compliance with National Committee for Quality Assurance (NCQA) Standards 

and achievement of accreditation demonstrates Molina Healthcare's commitment 

to quality improvement. 

 Information about the QIP is available for members and providers upon request. 

 Internal and external feedback about Molina Healthcareôs programs and processes 

is integrated into the improvement efforts. 
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2. Quality Improvement Program Goals 

Molina Healthcare has defined the following goals for the QI Program:  

 Design and maintain programs that improve the care and service outcomes within 

identified member populations, ensuring the relevancy through understanding of 

the health planôs demographics and epidemiological data. 

 Define, demonstrate, and communicate the organization-wide commitment to and 

involvement in achieving improvement in the quality of care, member safety and 

service. 

 Improve the quality, appropriateness, availability, accessibility, coordination and 

continuity of the health care and service provided to members.  Through ongoing 

and systematic monitoring, interventions and evaluation improve Molina 

Healthcare of Michigan (also referred to as MHM) structure, process, and 

outcomes. 

 Use a multidisciplinary committee structure to facilitate the achievement of 

quality improvement goals and to ensure participation of community providers in 

the MH Michigan network.   

 Facilitate organizational efforts which  achieved  and  maintain regulatory 

compliance and NCQA Accreditation-Excellent in 2005 

 

3. Quality Improvement Program Objectives 
3.1 QIP objectives direct personnel, activities, and resources to achieve Program 

goals. Written objectives address:  

 Activities planned, 

 Methodologies, 

 Persons responsible, and 

 Time frames for meeting each objective 

 

 3.2 Objectives are developed and established annually with consideration given to: 

 

 Important aspects of care and service provided by Molina Healthcare. 

 Objectives identified from ongoing and annual evaluation. 

 Changes in policies, procedures, benefits or product offerings. 

 Changes in member demographics and epidemiological characteristics. 

 Recommendations made by NCQA, Michigan Department of Community 

Health (MDCH),   practitioners, practitioner groups, and members. 

 Contractually mandated improvement activities that address state-wide QI 

goals 

 National, state, and local public health goals. 

 Identified ñBest Practicesò. 

 Delegated activities and delegatesô performance. 

 Member and provider satisfaction data. 

 Network changes. 

 Ability to achieve meaningful improvement with available resources. 
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3.2 QIP objectives are reviewed and revised annually or more frequently as needed.  

Specific activities are identified to support the achievement of the objectives.  

These activities are tracked and are recorded in an annual QI Work Plan. 

(APPENDIX A)  

 

4. Scope of Program Activities 

The Molina Healthcare QI Program encompasses the quality of acute, chronic and 

preventive health care and service provided in both the inpatient and outpatient setting to 

our population as determined by age, disease categories, risk status and products.  The 

scope of service includes but is not limited to, those provided in institutional settings, 

ambulatory care, home care and mental health.  Contracted provider groups, primary care 

and specialty practitioners and ancillary providers may render these services.  

 

4.1 Important Aspects of Care 

To provide for overall quality functioning as a managed care plan, Molina 

Healthcare continuously monitors important aspects of care.  These aspects or 

activities of care/service include, but are not limited to: 

 Access and Availability 

 Continuity and Coordination of Care 

 Health Management Systems 

 Under and Over Utilization 

 Behavioral Health Care  

 Chronic and Acute Care 

 Member Safety and Error Avoidance 

 High-Risk/High-Volume/Problem-Prone Care 

 Preventive Care and Services 

 Member and Practitioner Satisfaction/Dissatisfaction 

 Guideline Management; Clinical Practice and Preventive Guidelines 

 Health Plan Service Standards 

 Quality of Care Complaint Review and Clinical Case Review 

 Pharmacy Services  

 

4.2 Data Sources and Staff Resources 

Quality Improvement is a data driven process.  Molina Healthcare utilizes 

multiple data sources to monitor, analyze and evaluate the QI program and 

planned activities.  These sources include, but are not limited to the following: 

 

 Encounter and Claims data 

 Pharmacy Benefit Manager data 

 Pertinent medical records (minimum necessary) 

 Utilization reports and case review data 

 Provider and member complaint data obtained  through call tracking, 

Utilization Management (UM), Provider Services and other sources 
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 Provider and member satisfaction survey results 

 Appeal information 

 Statistical, epidemiological and demographic member information 

 Authorization and denial reporting 

 Enrollment; regional, disenrollment 

 HEDIS  

 Behavioral Health data 

 Geo-Access provider availability data and analysis 

 Feedback other than complaints regarding services and programs from 

members and providers. 

 CAHPS 

 

QI Staff and Analytical Resources include, but are not limited to:  

 

 Chief Medical Officer (1.0 FTE) 

 QI Director (1.0 FTE)  

 Health Analyst (3.0 FTE) 

 

Additional QI Expertise resources are in the following functional areas: 

 UM 

 Case Management 

 Pharmacy 

 Member Services 

 Provider Services 

 Government Contracts/Compliance 

 Finance 

 Credentialing 

 

5.0 Quality Improvement Strategy 

 5.1 Quality Improvement Activities 

To meet the purpose, goals and scope of this program, QI activities as reflected in the QI 

Work Plan will be focused in the following areas.  

1. Improvement of the health status of the health plan membership through: 

 Implementation of programs to address the priority needs associated with 

the major high-risk, acute and chronic illnesses faced by plan members.  

These programs will include preventive health, health education, disease 

management (health management), and care guidelines. 

 Monitoring the outcomes of care against national and available regional 

practice standards. 

 Utilization of multi-disciplinary and multi-dimensional teams to address 

process improvements that can enhance care and service, including 

primary, specialty and behavioral health practitioners.  

 Oversight of delegated processes to ensure delegated organizations MHM 

standard 
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2. Identification of appropriate safety and error avoidance initiatives for MHM 

members in collaboration with the primary care provider through: 

 Evaluation of pharmacy data for provider alerts about drug interactions, 

recall, and pharmacy over and under-utilization. 

 Education of members regarding their role in receiving safe, error free 

health care services through the member newsletter and the Molina web 

site. 

 Education of providers regarding improved safety processes in their 

practice through the provider newsletter, member profiles and the Molina 

web site. 

 Dissemination of information regarding important safety activities and 

Health Delivery Organization (HDO) audit findings for safety concerns to 

members and providers. 

 Evaluation for safe clinic environments during office site reviews. 

 Education to members regarding safe practices at home through health 

education and incentive programs. 

 Intervention for identified safety issues as identified through case 

management, care management and the grievance and clinical case review 

process.   

 Collection of data regarding hospital activities relating to member safety. 

 Dissemination of information to providers and members regarding 

activities in the network related to safety and quality improvement. 

3. Evaluation of the continuity and coordination of care through annual analysis of 

data to include: 

 Transition of Care processes and the effectiveness of inter-provider 

communications and documentation. 

 Medical record audits. 

 Tracking quality of care issues, including adverse events. 

 Focused health management programs. 

 Member and practitioner satisfaction surveys and complaint and appeal 

review. 

 Identification of chronically ill or complex new patients through 

assessment processes. 

 Oversight of delegated activities. 

 

4. Monitoring over-utilization and under-utilization through: 

 Tracking quality of care issues, including adverse outcomes and sentinel 

events. 

 Member complaint and appeal review. 

 Utilization review and case management reports. 

 Practitioner medical, pharmacy and utilization profiles. 

 Performance measures relative to implementation of preventive and 

clinical practice guidelines 
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 Oversight of delegated group member satisfaction and utilization. 

 

5. Evaluation of access and availability of care and service through: 

 Measurement and evaluation of geographic access to primary care 

physicians, key specialists, hospitals and other health care services. 

 Evaluation of appointment access and availability of after-hours care and 

after hour information offered by practices. 

 Evaluation of MHM Member Services telephone access. 

 Evaluation of all satisfaction measures for availability and access to care.  

 Oversight of delegated activities. 

 

6. Management of Molina Healthcareôs interface with practitioners, providers, 
members and state agencies to implement programs, including: 

 Inclusion of contracted practitioners and providers in the planning and 

implementation of clinical programs. 

 Review, approval, and dissemination of preventive health and clinical 

practice guidelines and measurement of adherence with current 

recommendations. 

 Review of clinical performance measures including HEDIS results to 

identify actions for improvement.  

 Identification of legislative and benefit changes that enhance health 

promotion. 

 Annual review of practitioner surveys and proposed activities for 

improvement. 

 

7. Management of health care practitioner and provider credentialing/recredentialing 

to include: 

 Review of credentialing/recredentialing policies and procedures. 

 Peer review of credentialing/recredentialing decisions. 

 Peer review of investigated quality of care issues and proposed corrective 

action plans. 

 Oversight of delegated credentialing activities. 

 

8. Ensure that medical records comply with standards of structural integrity and 

contain evidence of appropriate medical practices for quality care by: 

 Review of medical record audit results and corrective actions. 

 Practitioner education and corrective action where indicated. 

 

9. Oversight of member satisfaction measurement and improvement activities: 

 Review of all sources of member satisfaction information including, but 

not limited to, CAHPS Surveys, disenrollment information, complaints 
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and appeals and identify opportunities for improvement. 

 Design and evaluate initiatives to improve satisfaction. 

10. Evaluation of the effectiveness of QI activities in producing measurable 

improvements in the care and service provided to members through: 

 Organization of multi-disciplinary teams, including clinical experts, to 

analyze service and process improvement opportunities, determine actions 

for improvement, and evaluate results. 

 Track the progress of quality activities through appropriate quality 

committee minutes and review/update the QI work plan quarterly. 

 Revise interventions as required based on analysis. 

 

 5.2 Quality Improvement Methodology  

A cyclic, continuous, systematic process is used to improve performance and 

communicate clinical and service quality issues. This process is used throughout 

the organization to help individuals improve procedures, systems, quality, cost, 

and outcomes related to their areas of responsibility. The model includes the 

following steps: 

 Establish standards and benchmarks  

 Collect data 

 Analyze data and determine performance levels 

 Identify opportunities for improvement 

 Prioritize opportunities 

 Establish clear improvement objectives 

 Design and implement interventions 

 Measure effectiveness 

 

6.0 Organizational Structure Supporting Quality Improvement: Accountability  

Roles and Responsibilities: 

6.1 The Board of Directors  

Molina Healthcare of Michiganôs Board has ultimate authority and responsibility 

for the quality of care and service delivered by MHM.  The Board is responsible 

for the direction and oversight of the QI Program and delegates authority to the 

Quality Improvement Committee (QIC) under the leadership of the Chief Medical 

Officer.  The President/CEO also serves as a member of the Molina Healthcare of 

Michigan Board of Directors. 

 

6.2 The Quality Improvement Committee (QIC) 

The QIC is responsible for the implementation and ongoing monitoring of the 

Quality Improvement program.  Through the Quality Improvement Sub-

committees, the QIC recommends policy decisions, analyzes and evaluates the 

progress, results and outcomes of all quality improvement activities, institutes 

needed actions and ensures follow-up. 
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The QIC sets the strategic direction for all quality activities at Molina Healthcare.  

The QIC receives reports from all QI sub-committees, advises and directs the 

committees on the focus and implementation of the QI program and work plan.  

The QIC reviews data from QI activities to ensure that performance meets 

standards and makes recommendations for improvements to be carried out by 

sub-committees or by specific departments.   

 

The QIC is chaired by the Chief Medical Officer, and is composed of 

management of key health plan functions and network practitioners.  The QIC 

confirms and reports to the Board that plan activities comply with all state, 

federal, regulatory and NCQA standards.  The QIC reports to the Board any 

variance from quality performance goals and the plan to correct the variance. The 

QIC submits to the Board approved, signed, minutes reflecting committee 

decisions and actions of each meeting.  In addition it presents an annual QI 

program, work plan and prior year evaluation, as well as quarterly summaries of 

important activities to the Board. 

6.3 Quality Leadership 

1. The Chief Medical Officer and Director of QI are responsible to plan, 

design, implement and coordinate QI activities. Their combined 

responsibilities include but are not limited to:  

 Reporting to the Board at the quarterly meetings. 

 Demonstration and promotion of the QI Program through 

communication, practice, and resource allocation. 

 Achievement of organizational goals. 

 Direct involvement in QI activities to include:  

Á Analysis of UM and QI data 

Á Serve as chair of QI committees 

Á Ensure effectiveness of quality activities and allocate resources 

Á Ensure practitioner participation 

2. The Chief Medical Officer is the designated physician who has substantial 

involvement in the QI Program.  This individual is responsible for: 

 Supervision of all of Healthcare Services including operational oversight 

responsibility for the Quality Improvement, Utilization Management, 

Credentialing, and Pharmacy departments. Additionally the Chief Medical 

Officer will evaluate the link between Behavioral Health and MHM on a 

regular basis. 

 Chairing the Quality Improvement Committee (QIC), and co-chairing the 

Pharmacy and Therapeutics Committee (P&TC), the Peer 

Review/Credentialing Committee (PRC), and the Utilization Management 

Committee (UMC).  
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 Oversight of development, dissemination, implementation and evaluation 

of clinical practice guidelines, preventive health guidelines and benefit 

interpretation guidelines. 

 Communication of information and decisions to network practitioners and 

providers, and follow-up on corrective action plans implemented for issues 

regarding quality of care, patient safety, or service. 

 Directs the provision of medical management for health care services, 

including behavioral health services, in conjunction with the Medical 

Director, the Clinical Behavioral Health Director and the Pharmacy 

Director. 

3. The Director, QI under the direction of the Chief Medical Officer, leads the QI 

function and has the following responsibilities: 

 Promote and maintain quality as a priority and guiding principle 

throughout the organization. 

 With the Chief Medical Officer, implements the MHM Safety Strategy. 

 Make available administrative support for planning, oversight, and 

allocation of resources to establish and maintain an organization-wide 

system of QI. 

 Serve as a resource for planning, implementation, and evaluation of the QI 

Program. 

 Provide operational oversight of the QI Program and annual work plan, 

Health Education, HEDIS, Health Management, Delegation Oversight, 

and other clinical measurement processes. 

 Coordinate health service activities to provide for measurement and 

analysis, obtaining needed expertise as needed. 

 Coordinate the organizationôs ongoing NCQA Accreditation activities. 

 

 6.4 Standing Quality Improvement Sub-Committees 

The QIC delegates QI functions to specific sub-committees.  Each of these sub-

committees is guided by a description that outlines its composition, meeting 

frequency, standards and responsibilities.  All MHM  Quality Sub-committees 

meet at a minimum quarterly and all keep contemporaneous minutes using a 

standard format.  

 

The activities of all quality committees are treated in a confidential manner, as 

outlined in their policies.  (Please refer to attached 2007 Committee Purpose and 

Meeting Dates, APPENDIX B  for a full description of sub-committee 

membership and responsibilities)  

 

 The Quality Improvement Committee (QIC). Information from the QIC is 
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reported to the Board of Directors on a quarterly basis or more often as 

appropriate. 

 The Peer Review/Credentialing Committee (PRC).  The PRC reports to 

the QIC. 

 The Member and Provider Satisfaction Committee. Reports to the QIC. 

 The Pharmacy and Therapeutics Committee (P&TC). The P&TC reports 

to the QIC. 

 The Utilization Management Committee (UMC). The UMC reports to the 

QIC. 

 The Compliance Committee (CC). The CC reports to the QIC. 

 The Policy and Procedure Committee reports to the QIC 

 6.5 QI Department Roles and Responsibility 

The QI Department is comprised of appropriately credentialed registered nurses, 

health professionals, and ancillary personnel who are responsible for coordination 

of the QIP and planned QI activities.  These include, but are not limited to: 

 

 Coordination of a health plan wide annual evaluation and planning cycle, 

resulting in an annual QI work plan that outlines organizational QI 

objectives with action plans, goals, responsibilities, timeframes and 

reporting requirements. 

 Coordination of clinical and service quality measurement and quarterly 

reporting to the QIC. 

 Management of QI projects, studies and interventions, preparation and 

submission of QI documents and reports, and recommendations to 

appropriate quality sub-committees. 

 Identification of opportunities for improvement through monitoring and 

analysis of clinical and satisfaction data. 

 Ensuring compliance with MHM and regulatory standards for timely 

response or resolution of complaints and appeals, in conjunction with UM 

and Member Services staff. 

 Monitoring QI preparations for compliance with regulatory requirements 

and for future accreditation. Coordinates the preparation of the formal 

study documentation, including Quality Improvement Activities (QIAs) 

and Performance Improvement Projects (PIPs). 

 Development, adoption, and implementation of relevant health education 

programs. 
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 Implementation of the clinical quality of care case review process. 

 Membership on appropriate Quality Sub-committees. 

 Maintenance of accountability and oversight of delegated administrative 

functions to include credentialing, utilization management, and claims to 

contracted provider groups.   

 Development, maintenance and implementation of QI policies and 

procedures. 

 Maintenance of necessary QI resources including, but not limited to 

written materials, software, specialty consultation, analyst and statistical 

support. 

 Identification and interventions for disparities for racially and ethnically 

diverse populations 

6.6 Other Departmental Roles and Responsibilities for QI 

All departments have a key role in quality improvement.  Departments participate 

in interdepartmental activities but also focus on intradepartmental opportunities to 

improve effectiveness or efficiency.  All departments participate in one or more of 

the Quality Improvement Committees. 

The UM staff is responsible for: 

 Development and maintenance of the UM Program, policies and 

procedures, annual UM work plan and program evaluation in compliance 

with NCQA, MHM and other regulatory and accrediting standards.  

 Monitoring over and under-utilization, coordination and continuity of care, 

including access to a nurse advice line.  

 Documentation of all potential quality of care, risk management, and 

member safety issues identified during UM review.  The Chief Medical 

Officer determines the severity of each case and determines if peer review 

is required. 

 Oversight of the coordination of care with healthcare delivery 

organizations (i.e., facilities) and contracted entities, and with groups 

delegated for UM functions.  

 Implementation of a case management program in collaboration with 

health management and prevention programs. 

The Provider Services staff is responsible for: 

 Monitoring practitioner, provider and health delivery organization access 

and availability, including behavioral health, and implementing 

improvement plans. 

 Review of practitioner satisfaction surveys, practitioner complaints and 

other forms of practitioner feedback and implementation of improvement 

plans. 
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 Dissemination of provider education materials as identified including 

statements of membersô rights and responsibilities. 

 Administration of the provider inquiry process for payment issues related 

to post-service claims and/or authorization denials. 

 Monitoring the trends of member concerns, complaints, appeals and 

disenrollment related to dissatisfaction with provider and provider 

inaccessibility and identifying opportunities for improvement, in 

conjunction with Member Services staff and QI.  

The Member Services staff is responsible for: 

 Administration of the membersô rights and responsibilities. 

 Monitoring member access to Molina Healthcare and compliance with 

contractual and regulatory standards for timely response or resolution of 

all issues, in conjunction with Provider Services. 

 Monitoring trends of member complaints, appeals and disenrollment and 

identification of opportunities for improvement.  

 Review of member satisfaction surveys and other forms of member 

feedback, identification of opportunities for improvement, and 

implementation of improvement activities. 

 Reporting all potential quality of care and risk management issues that are 

reported by members following policy and procedure. 

 Administration of the member complaint and appeal policy, ensuring 

timelines met per policy. 

Compliance Manager is responsible for: 

 Coordination of compliance audits. 

 Oversight of compliance with all applicable statutory, regulatory and 

contractual requirements. 

 Review of draft and final regulations and statutes. 

 Education and training for Molina Healthcare staff regarding contract 

provisions and new law/regulation. 

 Liaison with the state of Michigan. 

 Coordination of contract renewal activities. 

 Implementation and monitoring of the Compliance Plan. 

 Maintenance of approved policies and procedures, ensuring annual review 

and approval. 

 Preparation and review of member communications and submission to the 

state for approval as required, including member handbook and mailings. 

 Management and review of confidentiality issues and provision of training 
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as needed. 

 Coordinate organizational compliance for HIPAA (Health Insurance 

Portability and Accountability Act). 

 

The Credentialing staff is responsible for: 

 Implementation of a credentialing and recredentialing program that 

includes completion of office site visits to ensure a safe environment for 

members and appropriate practices, development and maintenance of 

provider profiles including available data from health plan functions and 

staffing the PRC. 

 

 Implementation of the medical record-keeping audit program. 

 

 Delegation Oversight 

 

The Pharmacy staff is responsible for: 

 Identification of key processes to evaluate pharmacy safety and 

effectiveness. 

 

 Maintenance of notification system for drug alerts. 

 

 Development and maintenance of operational policy and procedures for 

effective formulary management, authorizations processes and safe 

practices. 

 

 Oversight of Pharmacy Benefit Manager to ensure practices meets 

MHMôs standards. 

 

 

6.7  Role of Participating Providers 

Participating practitioners serve on all clinical committees including, QIC, UMC, 

P&TC and PRC.  Through this committee activity, participating providers may: 

 

 Review and provide feedback on proposed practice guidelines, preventive 

health standards, clinical protocols, health management programs, quality 

and HEDIS results, new technology and any other clinical issues regarding 

policies and procedures. 

 Review proposed QI study designs. 

 Participate in the development of action plans and interventions to 

improve levels of care and service. 

 

In cases where specific specialty feedback or assistance is needed, community 

specialists are used to review cases and to provide feedback on proposed 
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interventions or programs.  As needed, focus groups of practitioners may be used 

for assisting with the design or evaluation of specific programs.  

 

6.8 Confidentiality  

Molina Healthcare of Michigan is authorized by specific regulatory agencies and 

by members to obtain and review medical records, including member and 

practitioner identities.  Authorization is subject to all state and federal laws and 

regulations, including Title 42 Code of Federal Regulations, Molina Corporate 

Employee Handbook, Section B, Security and Confidentiality. Use of Protected 

Health Information (PHI) is outlined in a privacy notice distributed to all 

members. 

All Molina Healthcare personnel sign a Confidentiality Agreement and a Code of 

Conduct and Employee Handbook Acknowledgment form.  Signed documents are 

on file in the Human Resources Department.  In addition, non-Molina Healthcare 

members of QI committees sign a confidentiality statement when attending 

committee meetings and are protected from being required, with some exceptions, 

to testify in civil actions related to specific committee activities and actions. 

As an approved Coordinated QI Program by MDCH, information and documents 

created specifically for, and collected and maintained by an approved program 

receive protections from public disclosure.  Molina Healthcareôs QI documents 

are maintained in compliance with all legal requirements and include, but are not 

limited to, internal reviews, including patient care review studies, QI studies and 

reports, minutes of QI committees and administrative (i.e., non-clinical) processes 

having a direct impact on the provision of care or service.  The findings of all 

Molina Healthcare QI committees are part of the QI Program.  Such findings will 

not be released to any outside agency without the express permission of the 

originating agency and assurance that confidentiality will be maintained. 

The Board assigns the responsibility of managing and reviewing confidentiality 

issues to the Government Contracts and Compliance Department.  A Compliance 

Committee has been formed as directed by the Compliance Plan.  This committee 

addresses issues of confidentiality. 

 

6.9 Conflict of Interest 

No reviewing physician may perform a review on one of his/her patients, the 

patients of his/her partners, or cases in which the reviewing physician has a 

proprietary financial interest in the site providing care. 

 

7. Delegation Activities 

Molina Healthcare of Michigan may delegate Credentialing, UM, and Claim activities to 

provider groups that meet delegation requirements.  Prior to delegation, Molina 

Healthcare conducts on-site delegation pre-assessments to determine compliance with 

regulatory and accrediting requirements.  The health plan monitors ongoing compliance 

with review of monthly reports and annual on-site assessments.   
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The QIC monitors ongoing delegate compliance with regulatory and accrediting 

requirements.  The committee requires corrective action of delegates when necessary.  

MHMôs Director, QI is responsible for the delegation oversight process, which includes 

coordinating and conducting annual on-site assessments, monitoring credentialing 

reports, overseeing the corrective action process, and providing staff support. 

MHM currently delegates the following: 

o Credentialing 

o Quality Improvement for Behavioral Health 

o Utilization Management for Behavioral Health 

8. Program Evaluation and Revision  

The Quality Improvement Program Description and Work Plan govern the program 

structure and activities for a period of one calendar year.  At least annually, the QI 

Department will facilitate a formal evaluation of the QI Program.  Evaluation of all 

quality activities will include a description of limitations and barriers to improvements. 

 

The annual QI evaluation identifies the outcomes and includes the following areas: 

 Evaluates the results of each QI activity implemented during the year and 

identifies quantifiable improvements in care and service. 

 Where available, includes a trended indicator report and brief analysis of changes 

in trends and improvement actions taken as a result of the trends. 

 Identifies opportunities to strengthen member safety activities. 

 Evaluates resources, training, scope, and content of the program and practitioner 

participation. 

 Identifies limitations and barriers and makes recommendations for the upcoming 

year, including the identification of activities that will carry over into next year. 

 Evaluates the overall effectiveness of the QI Program. 

 

9. Governing Body Review and Approval 

Molina Healthcare of Michiganôs QI Program is accountable to and reports activities to 

the Board of Directors through the Quarterly and Annual Reports.  The Quality 

Improvement Program Evaluation, the QIP and the Work Plan are submitted to the Board 

of Directors for review and approval. 
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10. Glossary 

 

 BH:  Behavioral Health 

CAHPS:  Consumer Assessment of Health Plans  

 ED:  Emergency Department 

 HCA:  Health Care Authority 

 HDO:  Health Delivery Organization 

HEDIS: Health plan Employer Data and Information Set 

MDCH: Michigan Department of Community Health 

 NCQA:  National Committee for Quality Assurance 

 PRC:  Peer Review Committee 

 P&T:  Pharmacy and Therapeutics 

 PHI:  Protected Health Information 

 PCP:  Primary Care Provider  

 QIC  Quality Improvement Committee 

 QIP:  Quality Improvement Program 

 UM:  Utilization Management 

 UMC:  Utilization Management Committee 
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UTILIZATION MANAGEMENT  PROGRAM 

Introduction  

Utilization Management Department Services 

Call us: 888-898-7969, Option 1, then 4 

Fax us:  800-594-7404 

Visit our website www.molinahealthcare.com 
for updates, frequently used forms, and professional resources 

 

Molina Healthcare is happy to provide you with the enclosed ñProviderôs Guideò which 

highlights the programs and initiatives offered by our Utilization Management (UM) 

Department.  We hope this guide will help you gain insight of what we do, and what we can do 

to assist you in caring for our members. 

 

Our UM Program facilitates quality, cost-effective and medically appropriate services across a 

continuum of care that integrates a range of services appropriate to meet individual member 

needs.  Our services include:  preservice and admission review; concurrent review; discharge 

planning; continuity and coordination of member care post hospital discharge; after hours 

clinical availability (On-Call Program); retrospective review; medical case management for 

specific conditions and specialized clinical programs; clinical policy and criteria development; 

provider appeal processing; utilization data analysis including monitoring for over and 

underutilization; evaluating member and provider satisfaction; staff education and quality 

oversight.  

 

Our UM staff is available to meet with you, your office staff and/or your physician group to 

address your concerns and provide education about our programs.  If you would like to schedule 

a meeting at your office or have any questions, please call our UM Department at                       

1-888-898-7969 or your contact your Provider Services representative.   

 

Thank you for continuing to provide the quality care on which our members depend.  We are 

always looking for ways to support the most effective healthcare for our members, and improved 

service to our providers. 
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Who are we? 

UM activities are coordinated and conducted under the direction of the Medical Director(s) 

(Physicians) and the UM Director.   

 Managers (Registered Nurses (RN) and Supervisors (RN) oversee the daily functions. 

 Multidisciplinary teams are assigned to a population of members divided by geographic 

area and/or provider group.  The teams are composed of: 

o Complex Case Managers (RN) 

o Clinical Case Managers (RN) 

o Utilization Management Specialists (Licensed Practical Nurses (LPN) 

o Utilization Management Coordinators  

 The team structure promotes ownership and accountability to providers and members. 

o An RN is assigned as lead to coordinate work.   

o Productivity reporting and expectations are monitored.   

 Medical Director Physician Support includes: 

o Weekly case review with teams. 

o Case discussion of complex or chronic illness case management cases. 

o Case discussion of members with frequent emergency department (ED) use. 

o Review of cases that cannot be cannot be approved be a nurse. 

o Development of criteria/guidelines. 

 Pharmacist Support 

 Nurse Advise Line (NAL) and On-Call staff provide clinical availability after normal 

business hours. 

 Health Services Support includes: 

o Medical Social Worker (MSW) 

o Registered Health Information Administrator (RHIA)  

o Healthcare Data Analyst 

o UM Clinical Trainer  

o Quality Nurse Reviewer 

o Telephonic Triage Team 

o Administrative and Clerical Support 
 

What do we do?   
 Preservice and admission review  

 Concurrent  review 

 Discharge planning 

 Continuity and coordination of member care 

 Case management 

 Retrospective review 

 Clinical policy and criteria development 

 Provider appeal processing 

 Utilization data analysis including monitoring for over and under utilization 

 Evaluate member and provider satisfaction with the UM Program 

 Staff education and oversight. 

 

How to contact us?   
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The Telephonic Triage Team answers incoming phone calls.  If you have a question or would 

like to contact a multidisciplinary team that is assigned to you, call the Telephonic Triage Team 

at 1-888-898-7969.   

 

 Department Phone 1-888-898-7969 

 Department Fax 1-800-594-7404 

 

Preservice and Admission Review / Authorization Requirements 
 

How to decide if a service requires authorization?   
The Molina Healthcare Authorization Requirements Grid can be found on the Molina Healthcare 

website at www.molinahealthcare.com. 

 

Review the 3 columns on the Molina Healthcare Authorization Requirements 

Grid 

1. Authorization Not Required Column: 

o Service may be performed upon physician order  

o Service may be performed by a contracted (preferred) provider or facility 

2. Notification Required Column: 

o Molina Healthcare must be notified of service (prior for elective services) 

o Authorization is required for claim payment 

o Clinical information does not need to be provided 

3. Clinical Review Required Column:  

o Molina Healthcare must be notified of service (prior for elective services) 

o Authorization required for claim payment 

o Clinical information is required and reviewed utilizing InterQual®, Medicaid or 

Molina Healthcare criteria. 

 

Examples of services requiring authorization: 

 Selected outpatient services require authorization 

 Select ambulatory surgical/diagnostic procedures 

 Potentially cosmetic/experimental procedures 

 Medical benefit review 

 Home health care (Physical Therapy (PT), Occupational Therapy (OT), Speech Therapy 

(ST)) 

 Home intravenous (IV) infusion 

 Authorization is required for all inpatient admissions 

 Molina Healthcare utilizes InterQual® criteria to determine medical necessity 
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Should a referral be issued? 

A referral is a request by a Primary Care Physician (PCP) for a member to receive specialty 

services from another physician, another healthcare professional or a facility.  PCPs are able to 

refer a member to a provider/specialist for consultation without submitting a authorization 

request to Molina Healthcare. 

 

Three easy ways to request a preservice or admission review  

 Fax your authorization request, and clinical information if required, to the UM 

Department at 1-800-594-7404.  PCPs / Specialists should use the Molina Healthcare 

Referral Form or the Michigan HealthCare Referral Form.  You may locate the forms at 

molinahealthcare.com. 

 Electronically submit your request using our web based program, e-Portal.  

 Telephone the UM Department at 1-888-898-7969. 

 

Urgent requests 

All urgent requests must be submitted by calling UM Department at 1-888-898-7969.  Make sure 

you identify the request as ñurgentò to expedite the review process.    

 

What if we did not know the service required authorization or the 

authorization was not obtained?   

 

 Fax your authorization request, and clinical information if required, to the UM 

Department at 1-800-594-7404.  PCPs / Specialists should use the Molina Healthcare 

Referral Form or the Michigan HealthCare Referral Form.  You may locate the forms at 

molinahealthcare.com. 

 Electronically submit your request using our web based program, e-Portal.  

 Telephone UM Department at 1-888-898-7969. 

 

Notification of our decision will be given within14 days of the receipt of the request.
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Tips to help expedite authorization decisions   

V Submit your authorizations electronically (e-Portal)  

V Verify the memberôs eligibility and benefits  

V Accurately complete one of the authorization request forms (Molina Healthcare Referral 

Form or the Michigan HealthCare Referral Form) 

V Include the CPT and ICD-9 codes  

V Submit your requests at least 14 days prior for elective services  

V Refer to the Molina Healthcare Authorization Requirements Grid, since many services may 

not require you to submit a authorization request 

V Include pertinent clinical information (progress notes, lab results, photos, imaging studies) 

V Visit molinahealthcare.com for any changes regarding the authorization process 
 

How do we request an elective admission? 
For all elective admissions, the PCP, specialist, or facility must request authorization prior to the 

scheduled admission.  Authorizations may be requested by phone, fax or e-Portal.  Please 

include the following information: 

 Memberôs name, Medicaid recipient ID #, date of birth, and age 

 Admission date 

 Name of admitting facility and fax number 

 ICD-9 and CPT code  

 Memberôs current medical condition including date of onset, duration of symptoms, and 

treatment rendered to date 

 Proposed treatment plan 

 Requesting physicianôs fax number 

 Pertinent clinical documentation (progress notes, x-ray reports, lab results). 

 

What happens after you submit your request for authorization? 
 We confirm the memberôs eligibility, benefits, and providerôs affiliation status. 

 If the request is submitted with complete and accurate information, then if appropriate the 

request is reviewed against medical appropriateness criteria.  The criteria sources used 

are one or more of the following: 

 InterQual®  

 The Hayes Directory for New Medical Technologies 

 Comprehensive Medicaid guidelines for Michigan 

 Internally developed medical necessity criteria  

 Algorithms and guidelines from recognized professional societies 

 Advice from authoritative review articles and textbooks   

 Medicare guidelines 

 If the request does not meet criteria, the UM staff will contact (via telephone, fax, and/or 

mail) the requestor for clarification or additional clinical information, or refer the case to 

a Molina Healthcare Medical Director.  In the case of a pharmacy request the case is 

referred to a Molina Healthcare Registered Pharmacist. 
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When and how will you be notified of your decision? 

The decision time frame is based upon the date on which we receive your request and the 

supporting clinical information.  To ensure a timely decision, please provide all supporting 

clinical information with the initial request.  We will  contact you when additional clinical or 

clarifying information is needed.  Our decisions are made in accordance with regulatory and 

accreditation guidelines. 

 Urgent approved requests ï we will call the authorization number to the requestor and 

facility (if indicated) within seventy-two (72) hours of the initial request. 

 Nonurgent approved requests ï we will call or fax the authorization number to the 

PCP, requesting physician or facility (if indicated) within fourteen (14) days of the initial 

request. 

 Urgent denied requests ï The denial rationale for denial and appeals process with be 

called to the requesting provider and written notification will be mailed to the member, 

provider, PCP, and facility (if indicated) within seventy-two (72) hours of the request. 

 Nonurgent denied requests - The denial rationale for denial and appeals process with be 

called to the requesting provider and written notification will be mailed to the member, 

provider, PCP, and facility (if indicated) within fourteen (14) days of the initial request. 

Note: Providers may review the UM criteria at Molina Healthcare or they may request a 

copy of the criteria of interest by telephone, fax, or email.   

A Molina Healthcare Medical Director is available to discuss the denial decision with any 

treating practitioner. 

 

Admission Review 

How do we request authorization for an urgent/emergent admission? 
 

Call 1-888-898-7969.  During normal business hours, the hospital can call the UM Department 

or fax to 1-800-594-7404.   

For all urgent/emergent admissions, the hospital is required to provide clinical information once 

the determination is made to admit the member.  Molina Healthcare ensures availability 24 hours 

per day, 7 days a week, by providing an On-Call Case Manager (RN) during non business hours.  

If M olina Healthcare fails to respond within one (1) hour, the admission will be automatically 

approved. 

What type of clinical information should be provided? 
Clinical information should include the memberôs health history, vital signs, physical 

assessment, consultations, current and previous treatment including those services performed in 

the emergency room and outpatient settings and the memberôs response to treatment.  Please 

include any anticipated discharge needs. 

 

How does MHM perform clinical review of urgent/emergent inpatient admissions?  

If the admission does not meet InterQual® medical necessity criteria as an inpatient setting, the 

facility may admit the member to an observation setting, no authorization is required.  If the 

facility does not accept observation setting, the UM staff will forward the case for Medical 

Director review. 
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Requests for admission that meet InterQual Inpatient Criteria, but could be treated in an 

observation setting (specifically, rule out Myocardial Infarction/Chest Pain, Asthma, Congestive 

Heart Failure) and there is a likelihood of discharge within 24 hours an observation stay will be 

authorized initially for the following diagnoses: 

 

When would we contact you?  

 If additional clinical information is required  

 If the need for additional medical services are identified post discharge, such as home 

health care or home infusion 

 To notify you of our decisions 

o When services are approved, we will call you with an authorization number and 

next review date 

o When services are not approved, we will call you.  Written notification is also 

sent at the time of the decision giving you the reason for the denial.  Member and 

provider appeal rights are included with the notification.  If you would like a copy 

of the criteria that was used to make a denial determination, or would like to 

discuss a denial decision with a Medical Director, please call 1-888-898-7969. 

o For urgent/emergent admissions, we will call you within 72 hours of the receipt of 

the request. 

o If we are notified retrospectively of an admission and discharge, notification of 

our decision will be given within 14 days of the receipt of the request. 

 

Concurrent Review / Discharge Planning / Continuity and Coordination of 

Care Post Hospital Discharge 
 

Why concurrent review / discharge planning / continuity and coordination of 

care?   
Concurrent review is performed to determine medical necessity and appropriateness of a 

continued inpatient stay, to identify appropriate discharge planning needs, facilitate discharge to 

an appropriate setting in a timely manner and ensure continuity and coordination of the 

memberôs care.  Our staff collaborates with the physician, hospital discharge planning, 

practitioners and their representatives.  

 

Concurrent reviews are conducted once or twice a week as appropriate and InterQual® is used as 

a guideline in performing review. 

 

How does the process work prior to discharge?   
Hospital discharge planning staff is responsible for ensuring authorization is obtained by calling 

1-888-898-7969.  The following select post discharge services require authorization: 

 Home health care (including hospice, Infusion (IV) therapy, PT, OT, etc.) 

 Infusion therapy 

 Select durable medical equipment (DME) 

 Skilled nursing facility (SNF) 
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 Rehabilitative services 

 Hospice 
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Prior to or upon discharge from an inpatient facility, the hospital is responsible for providing the 

following information by calling 1-888-898-7969:   

 Discharge date 

 Discharge plan (medications, appointments, ancillary service needs, etc.) 

 Place of discharge 

 Member phone number 

 Alternative phone number and contact 

 

How does the process work post hospital discharge? 
Molina Healthcare UM staff (RN) will contact the member post discharge to evaluate if 

prescriptions were filled and the member is taking accurately, if post discharge appointments are 

scheduled, and if the member is following the discharge plan.  If it is determined the member 

requires additional services that were not ordered at discharge, the UM staff will contact the 

memberôs PCP and/or attending physician to discuss the member needs.  The UM staff will 

arrange home care services or equipment as necessary. 

In summary, the program provides: 

 Three phone attempts over two week period following discharge 

 Letter if unable to reach 

 Nursing assessment tool 

 Assistance with follow-up appointments 

 Medication compliance monitoring 

 Evaluation of compliance with discharge instructions 

 Evaluation of current clinical condition 

 Education on disease process 

 

Medical Case Management 

Who are we?   

Our Complex Case Managers (CM) are registered nurses with specialized training in the 

management of specific diseases.  We also have a clinical social worker on our team to provide 

psychosocial support to members.   

 

What services do the CMs provide?   

Their role is to improve the health and well-being of each member by educating, assisting and 

facilitating access to the most appropriate health care services available.  The CM has the 

responsibility to coordinate medical services throughout the memberôs continuum of care, while 

effectively reducing costs.  The CMs assist: 

 Identifying members who will benefit the most from case management services 

o Accept referrals from all Molina Healthcare areas and from physicians, hospital 

staff, etc. 

 Developing a plan of care including problem identification, goals (including discharge 

from the program) and plan of care.   

 Implementing interventions and service coordination within the benefit structure. 
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 Ensuring all services are medically necessary and provided at the appropriate level of 

care and in a timely manner. 

 Coordinating such services as home health and hospice care, home infusion therapy, 

inpatient rehabilitation and skilled nursing care. 

 Monitoring progress towards the goals. 

 Reassessment and close the member to case management when appropriate. 

 

The CMs are available to physicians, utilization review staff, discharge planners, the patient and 

patientôs family to answer questions, attend care conferences and assist in facilitating a discharge 

plan or coordinating care.  

 

Who is eligible for case management? 

All M olina Healthcare members are eligible for case management and some members may be 

eligible for select case management programs.  Members referred for case management include 

those with known chronic disease, those at risk for developing chronic disease, those with 

multiple hospital admissions, or those with needs for multidisciplinary outpatient care. 

The following select case management programs are also available to support memberôs health 

care needs: 

 Asthma  

 Chronic Obstructive Pulmonary Disease  

 Congestive Heart Failure  

 Coronary Artery Disease  

 End Stage Renal Disease  

 High Risk Obstetrics  

 Pediatrics  

 Skilled Nursing Facility and Rehabilitation  

 Transplant / Oncology  

 Social Work Services  

 Frequent Emergency Department Use 

 

If you would like to learn more information, speak with a Complex Case Manager and/or refer a 

member for an evaluation, please call our Utilization Management Department at 1-888-898-

7969. 
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How to refer a member for case management?   

During normal business hours call the UM Department at 1-888-898-7969.   

How will you know if the member is accepted into case management? 

You will receive a letter from a CM with their direct phone number. 

 

When will you hear from us? 

Our CMs perform an individualized member assessment.  Following that assessment, the CM 

will send a letter with the long term goals and a form asking you to let us know if there are any 

other needs.  The CM will periodically call you regarding the memberôs progress. 

Our CMs may contact you for other reasons: 

 Coordinate a plan of care 

 Confirm a diagnosis 

 Verify appropriate follow up 

 Identify member compliance issues 

 Discuss other problems and issues that may affect the member care 

 

On-Call Program (After Hours)  

Who are we and how should you contact us? 

Molina Healthcare requests inpatient facilities to contact Molina Healthcare once a determination 

is made to admit a member from the emergency department but prior to the admission.  By using 

the On-Call Program (After Hours) service the facility can obtain authorization prior to the 

admission.  This service can also be used for discharge planning for hospitalized members. 

 

Your call is answered by the Molina Healthcare NAL Operator.  The NAL Operator verifies 

eligibility for the patient and contacts the On-Call Case Manager (RN). 

 

What do we do?  

We provide clinical staff availability 24 hours per day, 7 days per week to members, providers, 

and hospital, including non-business hours Monday ï Friday 5:00 PM ï 8:30 AM, Saturday ï 

Sunday, and holidays.   

The On-Call Case Manager contacts the facility to obtain clinical criteria (signs and symptoms, 

vital signs, lab results, diagnostic test results, medications with response, past medical history, 

plan of care) and applies InterQual® Medical Appropriateness Guidelines.   
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The On-Call Case Manager will facilitate one of the following: 

 Approve inpatient admission in which an authorization number is provided along with the 

next review date 

 Approve 23 hour observation  

 Pend for additional clinical information, in which the facility has 48 hours in which to 

supply Molina Healthcare with the requested information 

 Discharge to home  

 Discharge to home with home care, home infusion, and / or DME 

 

When will you hear from us?  

The On-Call Case Manager will contact the facility within one hour maximum.  

How can you reach us? 

You can reach the On-Call Case Manager by calling 1-888-898-7969.  

Provider Appeals 

Who handles provider appeals? 

The UM Appeals/Denials area coordinates the provider appeals and Molina Healthcare Medical 

Directors review all appeals of denied decisions. 

What do we do? 

All providers have the right to appeal any denial decision made by Molina Healthcare.  Our 

appeal process is objective, thorough, fair and timely.  A Molina Healthcare Medical Director 

may determine that a same specialty physician review may be needed.  There are 2 types of 

provider appeals, medical review and administrative decisions. 

1. Medical review denial decisions.  Providers have a period of ninety (90) days after denial 

notification of a denial decision in which to submit a written appeal.  Appeal rationale 

needs to include supporting clinical documentation.  Two levels of appeal are available.  

Examples of clinical denials are inpatient admission which did not meet InterQual® 

criteria or a request which did not meet medical criteria guidelines. 

 

2. Administrative denial decisions.  Providers have a period of ninety (90) days after the 

denial determination to submit a written appeal request.  Appeal documentation needs to 

include rationale for failure to comply with Molina Healthcareôs requirements and 

supporting clinical documentation.  One level of appeal is available.  Examples of 

administrative denials are failure to authorize services according to required timeframes 

and DRG validation determinations. 

 

If M olina Healthcare receives an appeal request after the designated time frame, Molina 

Healthcare is not obligated to review the case. 
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Expedited appeal for urgent services 

Providers may request an expedited appeal for services that have not been rendered and are 

urgently needed when the delay in a decision may jeopardize the life or health of the member by 

calling the Member Services Department at 1-888-898-7969, Appeal and Grievance Unit. 

 

How to request an appeal of a denial decision? 

Send all requests to UM Department with all the new, clarifying supporting documentation 

within ninety (90) days of receipt of the initial denial determination. 

Address: Molina Healthcare of Michigan, Inc. 

  Attn:  Utilization Management Appeals 

  100 West Big Beaver, Suite 600  

  Troy, MI   48084 

 

A Molina Healthcare Medical Director is available to discuss the denial decision with any 

treating practitioner by calling 1-888-898-7969 and asking for the UM Appeals/Denials area.  In 

addition, you may request a copy of the criteria used to make the denial decision. 

 

When can you expect to hear from Molina Healthcare? 

We will notify you in writing within 30 calendar days of the receipt of the appeal request. 

Expedited appeals:  We will notify you within 72 hours of the receipt of your appeal request. 

Appeals decisions are final. 
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Coordination of medical and behavioral health care 

Who are we? 

Molina Healthcare clinical staff, which includes RNs, CMs, a clinical Social Worker and 

Medical Directors, routinely assess all Molina Healthcare members for potential behavioral 

health issues.  In cooperation with our behavioral health vendor, Comprehensive Care 

(CompCare), we coordinate the Molina Healthcare membership behavioral health care needs. 

 

What do we do? 

The mechanisms used to assess members include: 

 

 Direct member contact (phone) 

 Indirect contact through inpatient review including assessment of ñtriggerò diagnosis and 
patient events. 

 

In addition, behavioral medicine assessment and referral occurs for all members assessed for 

case management services. 

 

If a member is identified with a potential need for behavioral health assessment or an 

intervention is identified, UM staff encourage them to seek care through CompCare and offer the 

telephone number 1-800-435-5348.  Molina Healthcare staff can also contact CompCare directly 

to refer members (three-way call).   

 

More about CompCare and Molina Healthcare memberôs behavioral health 

benefits 

CompCare manages the outpatient mental health benefit only.  Members have 20 mental health 

appointments a year for outpatient counseling with a therapist as well as medication management 

with a psychiatrist.  When a member has a chronic mental health issue or have used their 20 

visits CompCare refers them to the community mental health agency in their area for treatment.  

Inpatient treatment is managed by the state.  CompCare does not manage the substance abuse 

benefit; however, they can assist members by providing them with the resources for treatment.  

Below are specific situations where CompCare can assist Molina Healthcare members: 

 

 Any member that requires an MMPI for Bariatric surgery or psychological tests can be 

referred to CompCare.  CompCare has specific providers that they use for these tests.  

Contact CompCare at 1-800-435-5348 extension 4520 for a referral to these providers. 

 

 PCPôs can also contact CompCare for assistance in finding a specific mental health 
provider.  When a PCP contacts Molina Healthcare for this information they should be 

directed to talk to CompCare at 1-800-435-5348. 

 

 Pervasive developmental disorder (PDD), autism and retardation are carved out to the 

community mental health by the state.  CompCare can provide education to the members 

and refer them to Michigan Department of Community Health for services. 
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 CompCare has some providers that will perform home visits for members that are 

homebound.  Evaluations will be done by CompCare on a case by case basis.  Contact 

CompCare at 1-800-435-5348 extension 4320 to arrange this. 

 

 CompCareôs normal business hours are 8:30 to 6:30 p.m. Members requiring urgent 

services after hours are referred to the nearest access center otherwise; the members will 

receive a call the following business day.  

 

 If there are any issues with CompCare please contact Molina Healthcareôs Social Worker 
at 1-888-898-7969. 
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PHARMACY  
Contact Information  

RX PA Hotline: 1-(888) 669878-43227969 Option 1 for Providers, Option 5 for Pharmacies 

 

RX PA Fax Line: 1-(888) 373-3059 

 

General Telephone Number: 1-(866) 449-6828 

 
Drug Formulary is published 

on the Molina Healthcare of Michigan, Inc. (MHM) Website: 

www.molinahealthcare.com 

 

 

Please check coverage and prior authorization requirements for psychotropic 

medications(including ADD Drugs) on the State of Michigan Website: 

www.michigan.fhsc.com  
 

Drug Prior Authorization (Pa) Procedures 

1. First please review your Molina Healthcare of Michigan, Inc. (MHM) Drug Formulary to 

learn which drugs are highlighted or italicized medications require prior authorization. 

You may also have access to the latest Drug Formulary information at 

www.molinahealthcare.com and ePocrates. If you need additional copies of the MHM 

Drug formulary, please call your Provider Services Representative. 

 

2. If a drug requires prior authorization you must fax a MHM Prior Authorization Drug 

Request form to (888) 373-3059. 

 

3. Drug prior authorizations are always processed in the order in which they are received. If 

all necessary information is presented, expect a response usually within two hours or less 

and not later than one business day. If forms are NOT filled out completely, you may 

expect a call fax back with a request for additional information. 

 

4. Once received, your drug PA is reviewed by the MHM Pharmacy Team to determine if 

your request meets the MHM PA criteria. The team can either APPROVE or PEND your 

request. If your request is PENDED, please fax back the requested documentation or 

additional information to substantiate your request. 

 

5. Expect a call or written communication from Pharmacy personnel the next day if you 

have not responded to the formulary suggestions. MHM wants to follow up on these 

issues to ensure that the member received their medication in a timely fashion. 

 

6. If your request is DENIED by the Medical Director or Pharmacy Director, you may 

appeal this decision. 

 

7. Drug PA Review Considerations: 

 

http://www.molinahealthcare.com/
http://www.michigan.fhsc.com/
http://www.molinahealthcare.com/
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 First line Formulary prescription or OTC Drugs take precedent over nonformulary 

drugs. 

 All non-FDA approved "off label" drug requests will be DENIED and are subject 

to the review of the Medical or Pharmacy Director only. 

 The use of manufacturer's samples of non-formulary or "Prior Approval 

Authorization Required" medications does not override prescribing requirements. 

 Prescriptions Requests for medications requiring prior approval authorization or 

for medications not included on the MHM Drug Formulary may be approved 

when medically necessary and when formulary alternatives have demonstrated 

ineffectiveness. When these exceptions arise, the provider may must fax a 

completed drug prior authorization form to MHM Pharmacy Department at (888) 

373-3059. Trials of pharmaceutical samples do not guarantee or override prior 

authorization approval. 

 

8. To assure excellent customer service, all drug authorization requests received by 5:00 PM 

EST will be processed the same day. 
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Date of Request: 

 

Time: 

Pt. Name: (Last) 

 

(First) Ptôs DOB 

Pt. ID (Medicaid ID) 

 

 

Providerôs/Mid Level Providerôs Name 

 

Specialty Name: 

Phone #: (Area Code)  (Number) Fax #: (Area Code)  (Number) 

 

(*Required for confirmation/ Please print clearly. *) 

 

 Drug Requested: (Name, strength, dose, sig, quantity) MAX 2 DRUGS PER FORM 

 

 

 

 Estimated length of need: 

 

 

 Diagnosis/medical indications for RX: (Send all pertinent test results and/or reports with this 

fax.) 

 

 

 

 Previous medications prescribed and outcome: 

 

 

 

 

For Molina Healthcare of Michigan use ONLY!! 

Ǐ Approved ___________________________________ 

Ǐ Pending    Ǐ Denied 

 

 

 

 

 

 
 
Note: We will assume your concurrence with our formulary recommendation if we have not 

received a response from the provider within two business days. 

 

Pharmacistôs comments: 

 

 

 

 

A for Profit Company            

             

      Rev. 12/09/2009 

 

Drug Prior Authorization Form  
   Phone: (888) 669-4322 

Fax: (888) 373-3059 


