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Dear Provider:
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We value your participation

Molina Healthcare
www.molinahealthcare.com

A MICHIGAN FOR PROFIT COR PORATION
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This Policy & Procedure Manual shall serve as an attachment, referenced thereto and incorporated therein, to the
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Introduction

INTRODUCTION

Mission

Our mission is to promote health and provide health services to families and individoasewh
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:

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

We provider quality service and remove barriers to health services

We are healthcare innovators and embrace change quickly.

We respect each other and value ethical business practices.

We arecareful in the management of our financial resources and serve as prudent
stewards of the public funds.

agrwnE

About Molina Healthcare

Molina Healthcare, headquartered in Long Beach, California, is a-staté managed care
company focused on providing heakiine services to people who receive healthcare benefits
through a Medicare Speci al Needs Progr am,

Me d

|l nsurance Program ( AS GspdbnBooed progmamsdC. DavithMotina,g o v er n

M.D., founded our company itO80 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
popuhtions continued to grow, Molina became licensed as a Health Maintenance Organization
(AHMOO) in California.

Today, the Company provides medical care in California, Washiniymrgda Utah Michigan,
Ohio, Missouri, Florida,TexasandNew Mexica Molina Healthcare provides healthcare
services to more than one million members.

Included in Molina networks are compaawned and operated primary care clinics, independent
physicians and groups, hospitals and ancillary providers.

Our members have distinctgal 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 lawome populations. Our success has resulted from our

expertisan 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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Introduction

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 INqQUIry ..........cccceceeveiiiciveereeiee e WWW.molinahealthare.com
.................................................................................. 1-888-898-7969, Option 1 then 2
Claims Appeals (technical denials) Fax to....ccoeeeeeeennn. 1-2489251768

ENGIDIILY ..o 1-888-8987969
MEMDEE SEIVICES....ou it eeeee e e e e e mme e e e e e eans Option 1, 1 then 2
Interactive Voice Response (IVR).....ccccoooeeeeiiiiiiiiieeee e Qption 1, 1 then 1
ePortal (Provider Self Services)........ccccoccveiiiiiiiccceeeeeeenn. www.molinahealthcare.com

Pharmacy ServiCes..........ccocoovviiiiieercec e 1-888-8987969, Option 1 then 5
FaX NUMDEL ...ttt e 1-888-373-3059
email addreSS........vvvveiiieeiieeeieeeee e MHMcompliance@molinahealthcare.com

CompCare (Behavioral Health BENefit).............cceeveivevieemnieieeie e 18004355348

Fraud and Abuse Prevention..............ccooveiieeencccniccece e 1-877-372-5361
FaX NUMDEL ...ttt e 1-2489251780

Provider SEIVICES........ccoooiiiiie e 1-888-898-7969,ext.155822

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

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

Referraland Appea Fax NUmMbBer..........ccoooiiiice e 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 600 409 East Jefferson, Suite 600
Troy, M1 48084- 5209 Detroit, Ml 4825

Molina HealthcareProvider Manual i
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Enrollment, Eligibility and Disenrollment

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 thméncial resources to purchase thdhublic 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 enrollmentdork e r f or Mi chi gands Medi cai
provides educational materials about the var.i

Michigan Enrolls also helps Medicaid members pick the health plan of their choice. If members
do not choose a healttap, Michigan Enrolls will assign the member to a health plan. Michigan
Enrol |l sé phl888867-6567Tmber i s

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

will have two cards, Molina Healthcaredentification card and a Michigan Medicaid

identification card. The State sends a Medicaid identification card (MICard) to each member.
This card contains t he Membenbskouldmesaviteath cardsieach el i ¢
time they receive a service. Heree some eligibility points:

e Members who lose and then regain Medicaid eligibility within 93 days are automatically
reassigned to the Plan and the PrimaryeGaovider they previously had.

e Newborns are automatically enrolled witte Health Plan the wther was enrolled in on
the date of deliveryParents may choose a different plan forrieevbornwithin the first
90 days of thmewbord s el i gi bi |l i ty.

Note:The newborndés Michigan Medicai d -60alayss may no

MIChild
MIChild is a health insurance program for the
families. Eligibility is determined by the following criteria:
e Must be a U.S. citizen (some legal immigrants qualify)
Must live in Michigan, even for a short period of &m
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.h#ypplicants may also submit applications to
participating health maintenance organizations (HMO), local health departments, or the
Administrative Contractor at MIGh, P.O. Box 30412, Lansing, Ml 48909. MIChild questions
should be referred t0-888-9886300.

MolinaHealthcareProvider Manual Section 11
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Molina Healthcare Identification Card s

Enrollment, Eligibility and Disenrollment

Medicaid ID Card

Member Services
24 Hour = Toll Free
1-888-898-7969

30 MOLINA
1 |

HEALTHCARE

Member Name: MAXIMUS X TEST MEMBER
Member ID: 599999999

PCP Name: RICHARD D KUSTASZ

PCP Phone: (123) 456 - 7890

Program: 001

This card is only valid if mamber maintain®™Jolina Healthcare of Michigan eligibility
Eligibility should be venfied behwg rendering services.
Member: Please show this card each time yolgceive health care services.

Submit all Medical Claims to:
MOLINA HEALTHCARE, INC.
PO Box 22668
Long Beach, California 90801

Pharmacy Benefits are administered by
s
w-‘RX AMERICA
a1
i
1-800-791-6856
If your card is lost or stolen or you have questions,
please call Member Services at 1-888-898-7969

www.molinahealthcare.com

IMedicaid Program Code= 001

MIChild ID Card

L Member Services
..II MOL' NA 24 Hour - Toll Free
HEALTHCARE 1-888-898-7969

Member Name: MAXIMUS X TEST MEMBER
Member ID: 599999999

PCP Name: RICHARD D KUSTASZ

PCP Phone: (123) 456 - 7890

Program: 002

This card is only valid if member maintaifs Molina Healthcare of Michigan eligibility
Eligibility should be venfied bi rendering services.
Member: Please show this card each time yoNgceive health care services.

Submit all Medical Claims to:
MOLINA HEALTHCARE, INC.
PO Box 22668
Long Beach, California 90801
Pharmacy Benefits are administered by

s
w-‘RX AMERICA
!
L

1-800-791-6856

If your card is lost or stolen or you have questions,
please call Member Services at 1-888-898-7969

www.molinahealthcare.com

N

IMIChild Program Code = 004

MolinaHealthcareProvider Manual
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Enrollment, Eligibility and Disenrollment

ELIGI BILITY
The following resources may be utilized to determine whether a patient is eligible to receive
Molina Healthcare benefifer Medicaid or MIChild

ePortal Eligibiglity Roster www.molinahealthcare.cn
Interactive Voice Responsk/R) 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 member 6s el i gmotthlyjt ihtey erhaay echange s the provid
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 thenrRary Care Physician (PCRjust call Member Services at
1-888-898-7969. Generally, equests made on/or before the 15th day of the month will be
effective the first of th@extmonth. Requests made after the 15th dhyhe monthwill be
effective the first of théollowing month.

Example Request made Octob&d, 2038, change effective November 1, 800
Request made October 20, 2@tange effectey December 1, 2@0

Provider Initiated Transfer Requests

There may be times when a PCP requests a member be transferred to a differdhtHxCP.
situation occurs, the current PCP must inform the member in writitigeodasoifs) for

terminating the auent physician/patient relationship and must also inform the metiméer

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) 9251765

Providers should use the Molina Healthdsiember Change Information Request Fdan

notify Member Services of tivedesire to initiate a member transfer. The form is located in the
Forms section of Mol vvwwwvanolirbbeatlh¢ate.coak Metnser we b s i t e
Services Representative can assist the member imiagi¢he Provider Directory for available

PCP choices.

When the PCPbelieves an immediate transfer is necessary, thCP should contact
Member Services at 1888-898-7969 for assistance.

MolinaHealthcareProvider Manual Section 13
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Enrollment, Eligibility and Disenrollment

DISENROLLMENT
The Michigan Department of Community Health allowsdsenrollment from Medicaid Health
Plans viahe Special Disenroliment process

Reasons for Special Disenrollment:

Urgent/Life -threatening: Situations that involve physical acts of violence; physical or
verbal threats of violence made against providgedf or the public; or where stalking
situations exist.

Fraud/Misrepresentation: Involves alteration or theft of prescriptions or
misrepresentationf plan membership allowing another person to receive healthcare
services.

Other noncompliance situations:Including failure to follow treatment plan; repeated
useor unauthorized use of nguarticipating 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 disenroliment request.

Incident Report or summary of n@mompliance behavior is required from provider office.
Copy of PCP dismissal letter or correspondence to the member.

Copy of Police Report and refemnnumber 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 WestBig Beaver Rad Suite 600
Troy, MI 480845209

MolinaHealthcareProvider Manual Section 14



Claims

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 cotit@actlaims Department with any
guestions or concerns ai88889879609.

Claims SubmissionGuidelines
Filing Limit

¢ Claims should be sent Molina Healthcaravithin 90 days from the date of service.

e For resubmission or secondary claifiglina Healthcarenust receive the claim within
180days from the date of service.

e |If a claim is submitted to Medicaid or another HMO in error prior to the claim being
submitted tdMolina Healthcargthe submission limit is not extended. Eligibility must be
verified prior to rendering services

¢ Molina Healthcareesponds to claims withitate processing guideline$he Claims
determination will be reported to the provider on a Remittance Advice (RA).

e If no response is received with#b days on a submitted claim, pleas#! the Claims
Call Center at B88-898-7969to 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 clairakectronicdly. Electronicsubmission allows claims to be

directly entered intdlo | i n a H emdcdasding systeenpwaich results in faster payment and
fewer rejectionsCont act Mol i na Healthcar es 6866449 p Desk
6848 or contact yar Provider Services Representative.

e ePortal www.molinahealthcare.conProvider Self Services
0 submit claims
0 status claims
0 print claims reports

¢ Molina Healthcare also accepts electronic claims submistiomsgh the following
clearing houses:

Netwerkes.com

Emdeon (formerly WebMDj) Payer Number is 38334.

Avallity/THIN - Payer Number is 38334

Payer Path (HCFA 1500 only)Payer Number is 38334

Practice Insight (HCFA 1500 only)Payer Number 38334

ZirMed Inci Payer Number 38334

SSI Group
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Claims

Claims Form
e Professional charges must be submitted on a CMS 1506 08rsion Form
e Facility UBO4 Form

Paper Claim Submission Guidelines

Must use original forms

Must be typewritten or computer generated

Do not use tghlighters, whiteout or any other markers on the claim

Avoid script, slanted or italicized pg. 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 @it format with no spaces or punctuation for all dates (ex 060101).

Securely staple al/l attachments. Attachmen
ID number

Claims Policies

Adjudication

MHM adjudicates claims according to the State of Michilygedical Services Administration

(MSA) policies and procedurefeference the Uniform Billing Guidelines, IGDDiagnosis

Code Book, CPT Code Book, HCPCS and Michigan Department of Community Health (MDCH)
websitewww.michigan.gowhensubmittinga claim

Payment
e Contracted providers will be paid according to the terms of the agreement between the
provider and Molina Healthcare
e Non-Contracted Providers will be paid for covered services according MD@H
Medicad fee schedule

Resubmission
e Providers may resubmit claims with correction(s) and/or chang&(® provider should
document on the claim that the claim is being resubmitted.
e CMS 1500 claim form: Enter ARESUBMI.SSI ONO
e UBO4 claim form: Type of bill must be indi
in the comments section of the form.

Please send to Original/Resubmission address alitase=d copies are no longer accepted.

Newborn Care

Newborn care must be submdte on t he appropriate claim form 1
| D number . The motherés Medicaid I D number m
newborn.

Molina HealthcareProvider Manual Section 2
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Claims

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 24

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 77]

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 treatinfylolina Healthcarenenbers, your cooperation in notifyirigolina
Healthcaravhen any other coverage exists is appreciated. This includes other health care plans
or any other permitted methods of thigd party
compensation and subratgpn.
¢ Claims involving coordination of benefits with primary insurance carriers should be
received byMolina Healthcaravi t hi n 365 days from the date
explanation/denial of benefits.
¢ If Molina Healthcareeimburses a provider amlden discovers other coverage is primary,
Molina Healthcarenay request the provider to refund the amount paisliblyna

Healthcare
e Regardless of the pr iMoinaHealtpcargheuldde billedeas mb ur s
a secondary payer for allservicee nder ed. A copy of the pri me

payment or denial must be attached to the claim.

e Molina Healthcaravill make payment if the primary insurance payment is less than the
Medicaid Fee for Service Rate.

¢ Molina Healthcarenembers cannot dalled for any outstanding balance afidolina
Healthcaremakes payment.

e Molina Healthcarenembers do not have deductibles;pays or ceinsurance.
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Claims

Appeals
Providers may submit an appeal by following the steps below:
e Contact the Claims Call CenterfaB88-8987969, Option 1, then 2
e Speak to a Claims Resolution Representative. If you do not agree with the claims
determination, then :
e Submit a letter of appeal detailing your reason for appeal along with supporting
documentationvithin 90 days of youof the original claims determination
e Mail your appeal to:
Molina Healthcare of Michigan, Inc.
100 West Big Beaver Road, Suite 600
Troy, M| 480845209

Claim Form Field Requirements
e See Attachment A for CMS HCFA 1508-05 claim form requirements
e See AttacmentB for CMS 1450 URB04 claim form requirenrgs

Sample Remittance AdvicgRA)
e See Attachment C

Molina HealthcareProvider Manual Section 24



Claims

ATTACHMENT A

CMS HCFA 1500 0805 claim form requirements
e MANDATORY: Item is required for all claims. If the item is left blank, the claim
cannot be processed.

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

blank.
FIELD STATUS INFORMATION
1 CONDITIONAL | Insurance
la MANDATORY Medicaid I.D. Number (When billing for a newborn, the
newborndéds Medicaid | D is I
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 Inswed'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 ConditioRelated 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 Employasrpensation
Act (FECA) Number
1lla CONDITIONAL Insured's Date Of Birth
11b CONDITIONAL Employer's Name Or School Name
1llc CONDITIONAL Insurance Plan Name Or Program Name
11d CONDITIONAL Is There Another Health Benefit Plan?
12 CONDITIONAL Patient's OAuthorized Person's Signature
13 CONDITIONAL Insured's Or Authorized Person's Signature
14 CONDITIONAL Date Of Current lliness, Injury Or Pregnancy
15 CONDITIONAL If Patient Has Had A Same Or Similar lliness, Give First
Date
16 CONDITIONAL Dates PatienUnable 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 Dats Related To Current Services
19 CONDITIONAL Reserved For Local Use
20 CONDITIONAL | Outside Lab/Charges
21 MANDATORY Diagnosis Or Nature Of lliness Or Injury
22 CONDITIONAL Medicaid Resubmission Code And Original Reference

Number

Molina HealthcareProvider Manual
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Claims

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 Uiits
24h CONDITIONAL | EPSDT/Family Plan
24| 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 Paient'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 Ofdeility 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 Coc
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

Molina HealthcareProvider Manual
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Claims

ATTACHMENT B

UB-04 claim form requirements
e MANDATORY: Item is required for all claim submissions.
e 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
9ad 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)*
1828 CONDITIONAL | Condition Codes (if applicable)
29-30 CONDITIONAL | ACDT State
31-34 CONDITIONAL | Occurrence Codes and Dates (if applicable)*
3537 CONDITIONAL Occurrence span code
38ad CONDITIONAL | Name and Address of the party responsible for the bill
3941 CONDITIONAL | Value Codes and Amounts &pplicable)*
ad
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 Remue Code/HCPCS)
48 CONDITIONAL | Dollar Amount for Any Norcovered 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
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Claims

FIELD STATUS INFORMATION
58 CONDITIONAL Name Of Insured
59 CONDITIONAL Patientds Relationship To
60 MANDATORY Medicaid Recipient ID Number (When billing for a newbo

the newborndéds Medicaid | D
61 CONDITIONAL Name Of Group Or Plan Through Which Health Insuranc
Provided
62 CONDITIONAL | Group Policy Number
63 CONDITIONAL PreCert 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 ac CONDITIONAL | Patient Reason Diagnosis
71 CONDITIONAL
72 CONDITIONAL External Cause Of Injury ICD Diagnosis Code
73 Blank
74 CONDTIONAL Principle Procedure Code and Date

74 ae CONDITIONAL | Other Procedure Codes and Dates
75 Blank
76 CONDITIONAL | Attending Provider NPI#
77 CONDITIONAL | Operating Provider NPI#

7879 CONDITIONAL | Other Provider NPI#

80 CONDITIONAL Remarks (if applicable)

*Refer to Uniform Billing Manual for List of Codes
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ATTACHMENT C Claims

Sample Remittance Advice (RA)

o

L] - e

AERMOLINA ,

H.E A L T H C A R E Molina Healthcare, Inc.
Remittance Advice for '

TAX TD# Carrier: Molina IIea_Ilhga;e'of Micﬁigan
Paid Date: 08/05/2003 ( Check# I
# 3 Claim Num ber# - Provider: - Caontrol# 3008
Member: Member ID# Health Plan: Michigan Medicaid
Claim  Date of CPTY Billed Contract/ Dis - COB/Other Other Paid FFS/
Line  Service Rev Code HCPC  Modifier Units Amount Allowed Amount  Allowed Insurance Disc/Int. Amount CAP Claim Line Message(s)
1 07182003 0 90782 1 10.00 . 2.47 7.53 0.00 000 .00 CAP
Summary of Claim # 10.00 2.47 7.53 0.00 0.00 0.00
Message:
# 4 Claim Number# Provider: Control# 3008
Member: - . Member ID# Health Plan: Michigan Medicaid
Claim  Date of CPT/ Billed Contract Dis - COB/Other Other Paid FFS/
Line Service Rev Code HCPC Modifier Units Amount Adlowed Amount Allowed Insurance Disc/int. Amount CAP Claim Line Message(s)
b OT/R2003 0 99394 1 155.00 57.20 97.80 0.00 0.00 0.00 CAP
2 OW1E2003 [} /1025 ] 15.00 537 9.63 0.00 0.00 000 CAP
3 OT/E2003 0 BlOO2 1 5.00 1.25 375 0.00 0.00 0.00 CAP
4 07/18/2003 o 92551 1 3500 9.89 25.11 0.00 Q.00 989 FFS
5 O7/18/2003 0  B6580 1 15.00 583 9.7 0.00 0.00 583 FFS
= 07/ B 2003 o 99173 1 35.00 0.00 35.00 0.00 000 0.00 FFS
Summary of Claim # 260.00 T79.54 180.46 - 0.00 0.00 15.72

Message: Line6. - Service not a plan bencfit.

...
aRRMOLINA

H E A L T H © A R E

Mlolina Healthcare, Inc.
Remittance Advice for -

TAX ID# Carrier: Mofina Healthcare of Michigan

Paid Date: 08/05/2003 -

| Checkit B
Summary of Check
&
. Billed Amount  § 540.00 - :
Contract/Allowed Amount  § 164,02 Check Amount
DisAllowed Amt § 35.00
COB/Other Insurance 3 0.00 $3 1.44
Other Disc or Interest  §$ 0.00
Faid Amount  $ 31.44
Summary of Advances
Advance Amount Paid on Date: L 0.00 : ) '
Advances Paid to Date 3 0.00
Amount Applied with this payment 3 0.00
Balance § 0.00

If there are any questions, regarding this pay ment, please submit a written request within 30 days to:
Molina Healthcare of Michigan, Inc.

100 West Big Beaver, Suite 600
Troy, M1 48084

For telephone inquiries, contact (248) 925-1700 (local) or (888) 898-7969 (toll free).
Appeals must be written and sent within 30 days of receipt.

Molina Healthcare of Michiean is "'live" with Netwerkes.com. If vou are interested contact Netwerkes.com at (810) 385-1181.
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QUALITY IMPROVEMENT PROGRAM

Introduction

Molina Healthcare servédedicaid and MIChildnembers in counties throughout Michigan
Molina Healthcare, also referred to as Molina Healthcare, MH Michigafidné al t h pl ano
documenthas served Medicaid patients since 20B60r 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, costffective, high quality healtbare 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 asdntracts with individual practitioners, provider organizations,

facilities and institutions to deliver health care and service to membkigma Healthcare
delegates the authority to perform specified plan functions and services, while maintaining
oversght responsibility for delegated and ndalegated 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 seige, 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 plands customemmuntgnd t he
regulatory and accrediting bodies.

The following QI Program Description includes discussion of program philosophy, scope,
structure, and methodology.

1. Program Philosophy

Molina Healthcare of Michigamaintains the following values, assumpspand
operating principles for the Quality Improvement Program:

o The QIP provides a structure for promoting and achieving excellence in all areas
through continuous improvement.

. | mprovements are based on industry fAbes
reguators or accrediting organizations.

o 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.

o Data collection and analysis is criticdalproblemsolving 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 Mélgalthcare's commitment
to quality improvement.

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

. Il nternal and external feedback about Mo
is integrated into the improvement efforts.
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2. Quality Improvement Program Goals
Molina Healthcardnasdefined 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 understafding
the health plands demographics and epid

. Define, demonstrate, and communicate the organizatida commitment to and
involvement in achieving improvement in the quality of care, member saifety
service.

. Improve the quality, approgteness, 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 Michigafalso referred to as MHM}rsicture, process, and

outcomes.

. Use a multidisciplinary committee structure to facilitate the achievement of
guality improvement goals and to ensure participation of community providers in
the MH Michigan network.

. Facilitate organizational effortghich achievedand maintain regulatory
compliance anéNCQA AccreditatiorExcellent in 2005

3. Quiality Improvement Program Objectives
3.1  QIP objectives direct personnel, activities, and resources to achieve Program
goals. Written objectives address:

. Activities planned,

o Methodologies,

o Persons responsible, and

o 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.
o Objectives dentified from ongoing and annual evaluation.
o Changes in policies, procedures, benefits or product offerings.

o Changes in member demographics and epidemiological characteristics.
o Recommendations made by NCQA, Michigan Department of Community
Health (MDCH), practitioners, practitioner groups, and members.

. Contractually mandated improvement activities that addressvsideeQl|
goals
o National, state, and local public health goals.
o |l denti fied fiBest Practiceso.
. Del egated activities and del egatesb
. 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 tlehi@vement 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 andrsice 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 cee, 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 plariniol
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 Safetyand Error Avoidance
High-Risk/High-Volume/ProblerdProne Care

Preventive Care and Services

Member and Practitioner Satisfaction/Dissatisfaction
Guideline Management; Clinical Practice and PraverBuidelines
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 source® 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 repors 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 ardeémographic member information
Authorization and denial reporting

Enroliment; regional, disenroliment

HEDIS

Behavioral Health data

GeoAccess provider availability data and analysis

Feedback other than complaints regarding services and programs from
membes and providers.

° CAHPS

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

o Chief Medical Officer (1.0 FTE)
J QI Director (1.0 FTE)
o Health Analyst (3.0 FTE)

Additional QI Expertise resources are in the following functional areas:
o UM

CaseManagement

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 aceitettte QI
Work Plan will be focused in the following areas.

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

e Implementation of programs to address the priority needs associated with
the major higkrisk, acute and chronic illnesstaced by plan members.
These programs will include preventive health, health education, disease
management (health management), and care guidelines.

e Monitoring the outcomes of care against national and available regional
practice standards.

e Ultilization of multi-disciplinary and multdimensional teams to address
process improvements that can enhance care and service, including
primary, specialty and behavioral health practitioners

e Oversight of delegated processes to ensure delegated organizations MHM
standard
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2. ldentification 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 andderutilization.

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 therpvider 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 clinicrevironments 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 grievamd 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. Evaluatian of the continuity and coordination of care through annual analysis of
data to include:

Transition of Care processes and the effectiveness ofpraeider
communications and documentation.

Medical record audits.

Tracking quality of care issues, includiadverse 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 overutilization and undeutilization 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, pharmacgdutilization profiles.

Performance measures relative to implementation of preventive and
clinical practice guidelines
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e OQversight of delegated group member satisfaction and utilization.

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

e 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 dftars care and
after hour information offered by practices.
Evaluation of MHMMember Services telephone access.

¢ Evaluation of all satisfaction measures for availability and access to care.
Oversight of delegated activities.

6. Management of Molina Healthcareds inter
members and statgencies to implement programs, including:

¢ Inclusion of contracted practitioners and providers in the planning and
implementation of clinical programs.

e Review, approval, and dissemination of preventive health and clinical
practice guidelines and measuremaidherence with current
recommendations.

e Review of clinical performance measures including HEDIS results to
identify actions for improvement.

¢ |dentification of legislative and benefit changes that enhance health
promotion.

¢ Annual review of practitionesurveys and proposed activities for
improvement.

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

e Review of credentialing/recredentialing policies and procedures.

e Peer review of credentialing/recredentialiregigions.

e Peer review of investigated quality of care issues and proposed corrective
action plans.

e Oversight of delegated credentialing activities.

8. Ensure that medical records comply with standards of structural integrity and
contain evidence of approptgamedical practices for quality care by:

¢ Review of medical record audit results and corrective actions.
e Practitioner education and corrective action where indicated.

9. Oversight of member satisfaction measurement and improvement activities:

¢ Review of all urces 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 theeffectiveness of QI activities in producing measurable
improvements in the care and service provided to members through:

e Organization of multdisciplinary teams, including clinical experts, to
analyze service and process improvement opportunities, deéactions
for improvement, and evaluate results.

e 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
Mol i na He al t h cBoarcehasouftimaktiawthoritygaadredmonsibility
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 tkadership of the Chief Medical
Officer. The President/CEO also serves as a member of the Molina Healthcare of
MichiganBoard of Directors.

6.2  The Quality Improvement Committee (QIC)
The QIC is responsible for the implementation and ongoing monitoritigeof
Quiality 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 ensurekow-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 sabmmittees, 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 performarests

standards and makes recommendations for improvements to be carried out by
subcommittees or by specific departments.

The QIC is chaired by the Chief Medical Officer, and is compo$ed

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 péormance goals and the plan to correct the variance. The
QIC submits to the Board approved, signed, mintg#ecting committee

decisions and actions of each meeting. In addition it presents an annual QI
program, work plan and prior year evaluationwadl 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 arenot limited to:

e Reporting to the Board at the quarterly meetings.

e Demonstration and promotion of the QI Program through
communication, practice, and resource allocation.

e Achievement of organizational goals.
¢ Direct involvement in QI activities to include:
A Analysis of UM and QI data
A Serve as chair of QI committees
A Ensure effectiveness of quality activities and allocate resources
A Ensure practitioner participation

2. The Chief Medical Officer is the designated physisidno has substantial
involvement in the QProgram. This individual is responsible for:

e Supervision of all of Healthcare Services including operational oversight
responsibility for the Quality Improvement, Utilization Management,
Credentialing, and Pharmacy departmeAtiditionally the Chief Mdical
Officer will evaluate the link between Behavioral Health and MHM on a
regular basis.

e Chairing the Quality Improvement Committé@IC), and caechairing the
Pharmacy and Therapeutics Committee (P&TC), the Peer
Review/Credentialing Committd®RC), andhe Utilization Management
Committeg(UMC).
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e Oversight of development, dissemination, implementation and evaluation
of clinical practice guidelines, preventive health guidelines and benefit
interpretation guidelines.

e Communication of information and de@ss to network practitioners and
providers, and followup on corrective action plans implemented for issues
regarding quality of care, patient safety, or service.

e Directs the provision of medical management for health care services
including behavioral redth 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:

¢ Pramote and maintain quality as a priority and guiding principle
throughout the organization.

¢ With the Chief Medical Officer, implements the MH®8&fety Strategy.

e Make available administrative support for planning, oversight, and
allocation of resources to ablish and maintain an organizatiande
system of QI.

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

e Provide operational oversight of the QI Program and annual work plan
Health Education, HEDIS, Health ManagementleDation Oversight,
and other clinical measurement processes.

e Coordinate health service activities to provide for measurement and
analysis, obtaining needed expertise as needed.

¢ Coordinate the organizationds ongoin

6.4  Standing Quality Improvement SuBommittees
The QIC delegates QI functions to specific-®anmittees. Each of these sub
committees is guided by a description that outlines its composition, meeting
frequency, standards and responsibilitiédl MHM Quality Subcommittees
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 attach@d7 Commitee Purpose and
Meeting DatesAPPENDIX B for a full description of stlsommittee

membership and responsibilities)

e 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 moreasten

appropriate.

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

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

e The Pharmacy and Therapeutics Committee (P&TC). The P&TC reports
to the QIC.

e The Utilization Mamgement Committee (UMC). The UMC reports to the
QIC.

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

e The Policy and Procedure Committee reports to the QIC

6.5 QI Department Roles and Responsibility
The QI Department is comprised of appropriat#gdentialed 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:

e Coordination of a health plan wide annual evaluation anchpigrcycle,
resulting in an annual QI work plan that outlines organizational QI
objectives with action plans, goals, responsibilities, timeframes and
reporting requirements.

e Coordination of clinical and service quality measurement and quarterly
reporting b the QIC.

e Management of QI projects, studies and interventions, preparation and
submission of QI documents and reports, and recommendations to
appropriate quality subommittees.

e Identification of opportunities for improvement through monitoring and
analysis of clinical and satisfaction data.

e Ensuring compliance with MHMnNd 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 regfolry requirements
and for future accreditation. Coordinates the preparation of the formal
study documentation, including Quality Improvement Activities (QIAS)
and Performance Improvement Projects (PIPS).

e Development, adoption, and implementation of rakVeealth education
programs.
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Implementation of the clinical quality of care case review process.
Membership on appropriate Quality Sabmmittees.

Maintenance of accountability and oversight of delegated administrative
functions to include credentialingtilization 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 cortatibn, 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. Diepants 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 undautilization, coordination and comtiity 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 deternfipesrireview
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 collaboratibn wi
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.

Revien 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 memdbditetsd rights and re

Administration of the provider inquiry process for payment issues related
to postservice claims and/or authorization denials.

Monitoring the trends of member concerns, complaints, appeals and
disenrollment related to dissatisfaction with po®riand provider
inaccessibility and identifying opportunities for improvement, in
conjunction with Member Services staff and QI.

The Member Services staff is responsible for:

Admini stration of the membersodé right

Monitoring member ecess 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 disenroliment and
identificationof 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 riskrmagement 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 ofcompliance 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 communicatiomssatomission 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.

e Coordinate organizational compliance for HIPAA (Health Insurance
Portability am 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, developrrethimaintenance of
provider profiles including available data from health plan functions and
staffing the PRC.

¢ Implementation of the medical recekdeping audit program.
e Delegation Oversight
The Pharmacy staff is responsible for:

¢ |dentification of keyprocesses to evaluate pharmacy safety and
effectiveness.

¢ Maintenance of notification system for drug alerts.

e Development and maintenance of operational policy and procedures for
effective formulary management, authorizations processes and safe
practices

e Oversight of Pharmacy Benefit Manager to ensure practices meets

MHMO6s standar ds.

6.7 Role of Participating Providers
Participating practitioners serve on all clinical committees including, QIC, UMC,
P&TC and PRC. Through this committee activity,tiggpating providers may:

e 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
policiesand procedures.

Review proposed QI study designs.

e 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 teview 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 oMichiganis 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 Titld2 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 Cordidiality Agreement and a Code of
Conduct and Employee Handbook Acknowledgment form. Signed documents are
on file in the Human Resources Department. In addition;\dolina Healthcare
members of QI committees sign a confidentiality statement when attendi
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 specificht for, and collected and maintained by an approved program
receive protections from public disclos
are maintained in compliance with all legal requirements and include, but are not
limited to, internal reviews, inclukg patient care review studies, QI studies and

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

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

Molina Healthcare QI committees are partied 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 eatifitity

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 peerm 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 Cradging, UM, and Claim activities to
provider groups that meet delegation requirements. Prior to delegation, Molina
Healthcare conducts esite delegation prassessments to determine compliance with
regulatory and accrediting requirements. The headth plonitors ongoing compliance
with review of monthly reports and annuatsite 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
MHMO s Di rigresponsible foiQHe delegation oversight process, which includes
coordinating and conducting annuatsite assessments, monitoring credentialing
reports, overseeing the corrective action process, and providing staff support.

MHM currently delegates the following:
o Credentialing
0 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 ad 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
guality activities will include a description of limitations and barriers to improvements.

Theannual 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.

o Where available, includes a trended indicagport 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
patticipation.

o Identifies limitations and barriers and makes recommendations for the upcoming
year, including the identification of activities that will carry over into next year.

o Evaluates the overall effectiveness of the QI Program.

9. Governing Body Reviav and Approval
Mol i na Healthcare of Michigands QI Program

the Board of Directorthrough the Quarterly and Annual Reports. The Quality
Improvement Program Evaluation, the QIP and the Work Plan are submittedBoard
of Directors for review and approval.
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10. Glossary

BH:
CAHPS:
ED:
HCA:
HDO:
HEDIS:
MDCH:
NCQA:
PRC:
P&T:
PHI:
PCP:
QlC
QIP:
UM:
UMC:

Quality Improvement

Behavioral Health
Consumer Assessment of Health Plans
Emergency Department
Health Care Authority
Health Delivery Organization
Health plan Employer Datand Information Set
Michigan Department of Community Health
National Committee for Quality Assurance
Peer Review Committee
Pharmacy and Therapeutics
Protected Health Information
Primary Care Provider
Quality Improvement Committee
Quiality Improvement Program
Utilization Management
Utilization Management Committee
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UTILIZATION MANAGEMENT PROGRAM
Introduction

Utilization Management Department Services
Call us: 888-898-7969, Option 1, then

Fax us 800-594-7404

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

Mol ina Healthcare is happy to provide you wit
highlights the programs and initiativeffered 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, cestfective and medically appropriatersices 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 carsthospital discharge; after hours

clinical availability (OnCall Program); retrospective review; medical case management for
specific conditions and specialized clinical programs; clinical policy and criteria development;
provider appeal processing; wdtion 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
addess 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 oudéfpdrtment at

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

Thank you for continuing to provide the quality carewhich oumembers 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 cordinated and conducted under the direction of the Medical Director(s)
(Physiciansind the UM Director.

Managers (RgisteredNurses (RNand Supervisors (RN) oversee the daily functions.
Multidisciplinary teams are assigned to a population of membeidedi by geographic
area and/or provider group. The teams are composed of:
0 Complex Case Managers (RN)
o Clinical Case Managers (RN)
o Utilization Management Specialistsi¢ensed Practical NursesRN)
o Utilization Management Coordinators
The team structurerpmotes ownership and accountability to providers and members.
0 An RN is assigned as lead to coordinate work.
o Productivity reporting and expectations are monitored.
Medical Director Physician Supporicludes:
0 Weekly case review with teams.
0 Case discussn of complex or chronic illness case management cases.
o Case discussion of members with frequemergency department (ED3e.
0 Reviewof cases that cannot be cannot be approved be a nurse.
o Development of criteria/guidelines.
Pharmacist Support
Nurse Advse Line(NAL) and OnCall staff provide clinical availability after normal
business hours.
Health Services Suppadricludes:
0 MedicalSocial Worker (MSW)
RegisteredHealthInformationAdministrator (RHIA)
HealthcareDataAnalyst
UM Clinical Trainer
Quiality Nurse Reviewer
Telephonic Triage Team
Administrative andClerical Support

O O0OO0OO0OO0Oo

What do we do?

Preservice and admission review

Concurrent review

Discharge planning

Continuity and coordination of member care

Case management

Retrospective review

Clinical pdicy and criteria development

Provider appeal processing

Utilization data analysis including monitoring for over and under utilization
Evaluate member and provider satisfaction with the Ridgram
Staff education and oversight.

How to contact us?
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The Tdephonic Triage Team answers incoming phone calls. If you have a question or would
like to contact a multidisciplinary team that is assigned tq gallithe Telephonic Triage Team
at 1-888-898-7969.

e Department Phone 1-888898-7969
e Department Fax 1-800-594-7404

Preservice and Admission Review / Authorization Requirements

How to decide if a service requires authorization?
TheMolina HealthcaréAuthorization Requirements Grid can be found on tludiMd Healthcare
website atvww.molinahealthcare.com.

Review the 3 columns on the dina HealthcareAuthorization Requirements
Grid

1. Authorization Not Required Column:
0 Service may be performed upon physician order
o0 Service may be performed by a contracted (preferred) provider or facility
2. Notification Required Column:
o0 Molina Healthcaremust 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 Columr
0 Molina Healthcaremust be notified of servec(prior for elective services)
o Authorization required for claim payment
o Clinical information is required and reviewed utilizing InterQual®, Medicaid or
Molina Healthcarecriteria.

Examples of services requiring authorization:

Selected outpatient servicejuire authorization

Select ambulatory surgical/diagnostic procedures

Potentially cosmetic/experimental procedures

Medical benefit review

Home health care (BsicalTherapy (PT)Occupationallherapy (OT) SpeechTherapy
(ST)

Homeintravenous (IV)nfusion

e Authorization is required for all inpatient admissions

e 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 receiveyspecial
services from another physician, another healthcare professional or a facility. PCPs are able to
refer a member to a providspecialist forconsultatiorwithout submitting authorization

requesto Molina Healthcare

Three easy ways to request a pservice or admission review

¢ Faxyourauthorization requesand clinical information if required, to the UM
Department at-B00-594-7404. PCPs / Specialists should use the Molina Healthcare
Referral Form or the Michigan HealthCare Referral Form. Youlowate the forms at
molinahealthcare.com

e Electronically submit your request using our web based prograugreal.

e Telephonethe UM Department at-B88-898-7969.

Urgent requests

All urgent requests must be submitted by calling Dbpartment at-B88-898-7969. Make sure
you identify the request as Aurgento to exped

What if we did not know the service required authorization or the
authorization was not obtained?

e Faxyourauthorization requesand clinical information if regjred, to the UM
Department at-B00-594-7404. PCPs / Specialists should use the Molina Healthcare
Referral Form or the Michigan HealthCare Referral Form. You may locate the forms at
molinahealthcare.com

e Electronically submit your request using our weased program-Bortal.

e TelephoneUM Department at-B88-898-7969.

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

Submit your authorizations electronicallyRertd)

Verify the memberds eligibility and benefit
Accurately completene oftheauthorization reque$brms (Molina Healthcare Referral

Form or the Michigan HealthCare Referral Form)

Include theCPT and ICDB9 codes

Submit your requests at least 14 dayergdor elective services

Refer to the Mlina Healthcarduthorization Requirements Grid, since many services may

not require you to submitauthorization request

Include pertinent clinical information (progress notes, lab results, photos, imagires¥studi

Visit molinahealthcare.coror any changes regarding taethorizatiorprocess

<< << <K<K

How do we request an elective admission?

For all elective admissionghe PCP, specialist, or facility must request authorization prior to the
scheduled admission. Authpations may be requested filyone, fax or ePortal. Please

include the following information:

Member 6s name, Medicaid recipient | D #, da
Admission date

Name of admitting facility and fax number

ICD-9 and CPT code

Me mber 60 s ccal condtiontincludimgidiate of onset, duration of symptoms, and
treatment rendered to date

Proposed treatment plan

e Requesting physicianés fax number

e Pertinent clinical documentation (progress notegyxreports, lab results).

What happens after you sulnit your request for authorization?
e We confirm the memberés eligibility, benef
¢ |If the request is submitted with complete and accurate information, then if appropriate the
request is reviewed against medical appropni@ss 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 guidefies from recognized professional societies
Advice from authoritative review articles and textbooks
e Medicare guidelines
e If the request does not meet criteria, the UM staff will contact (via telephone, fax, and/or
mail) the requestor for clarification odditional clinical information, or refer the case to
a Molina Healthcardledical Director. In the case of a pharmacy request the case is
referred to a Mlina Healthcar&®kegistered Pharmacist.
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When and how will you be notified of your decision?

The decison 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. Will contact you when additionalimical or
clarifying information is needed. Our decisions are made in accordance with regulatory and
accreditation guidelines.

e Urgent approved requests we will call theauthorization number to thequestor and
facility (if indicated) within seventywo (72) hours of the initial request.

¢ Nonurgent approved requests wewill call or faxthe authorization number the
PCP, requesting physician or facility (if indicated) within fourteen (14) days of the initial
request.

e Urgent denied requests The deniarationale for denial and appeals process with be
called tothe requesting provider and written notificatiwitl be mailedto the member,
provider, PCP, and facility (if indicated) within seveiiyo (72) hours of the request.

¢ Nonurgent denied requests The denial rationale for denial and appeals process with be
called tothe requesting provider and written notificatiwitl be mailedto the member,
provider, PCP, and facility (if indicated) within fourteen (14) days of the initial request.

Note: Provides may review the UM criteria at dlina Healthcar®r they may request a

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

A Molina Healthcaréedical Director is available to discuss the idédecision with any
treatingpractitioner.

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 theDgpartment
or fax t01-800-594-7404.

Forall urgent/emergent admissionse hospital is requed to provide clinical information once
the determination is made to admit the membeoliMd Healthcarensures availabilit4 hours
per day, 7 days a week, by providing anCall Case Manager (RN) during non business hours.
If Molina Healthcardails to respond within one (1) hour, the admission will be automatically
approved.

What type of clinical information should be provided?

Clinical i nformation should include the membe
assessment, consultations, cur@md previous treatment including those services performed in

the emergency room and outpatient settings an
include any anticipated discharge needs.

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

If the admission does not meet InterQual® medical necessity criteria as an ingettiagt the
facility may admit the member to abservation settingio authorization is requiredf the
facility does not accept observation settithgg UM staff will forward the case for Medical
Director review.
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Request for admission that meet InterQ&alnpatient Criteria, but could be treated in an
observation settinggpecifically, rule out Myocardial Infarction/Chest Pain, Asthma, Congestive
Heat 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?
¢ [f additional clinical information is required
e If the need for additional medicagrvices are identified post discharge, such as home
health care or home infusion
¢ To notify you of our decisions
o0 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.yiritten 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 detetimmaor would like to
discuss a denial decision with a Medical Director, please €8B1898-7969.
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 andtdisge, 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 / continuityand coordination of

care?

Concurrent reviewis performed to determine medical necessity and appropriateness of a

continued inpatient stay, to identify appropridiecharge planning needdgacilitate discharge to

an appropriate setting in a timely manaad ensureontinuity and coordinationof the

member 6s car e. Our staff coll aborates with t
practitioners and their representatives.

Concurrent reviews are conducted once or twice a week as appropriate @Qddles 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
1-888898-7969. The following select post discharge sms require authorization:

Home health care (including hospitefusion (IV) therapy, PT, OTetc.)
Infusion therapy

Select durable medical equipmébBME)

Skilled nursing facilit(SNF)
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e Rehabilitative services
e Hospice
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Prior to or upon discharge from apatient facility, the hospital is responsible for providing the
following information by calling 4888-898-7969:

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 Healthcar&JM staff (RN) will contact the member post discharge to evaluate if
prescriptions were filled and the member is taking accurately, if post discharge apptsrareen
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
member 6s PCP and/ or att endrineeds. phe YyMstafwilan t o di
arrange home care services or equipment as necessary.
In summary, the program provides:

e Three phone attempts ouwero week period following discharge
Letter if unable to reach
Nursing assessment tool
Assistance with followup agpointments
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 ManagdGM) are registered nugs 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?

Theirrole is to improve the health and wbking ofeach member by educating, assisting and

facilitating access to the most appropriate health care services available. The CM has the
responsibility to coordinate medical services
effectively reducing costsThe CMs assist:

¢ Identifying members who will benefit the most from case management services
0 Accept referrals from all Mlina Healthcar@areas and from physicians, hospital
staff, etc.
e Developing a plan of care including problem identification, goalsydict discharge
from the program) and plan of care.
¢ Implementing interventions and service coordination within the benefit structure.
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e Ensuring all services are medically necessary and provided at the appropriate level of
care and in a timely manner.

¢ Coodinating such services as home health and hospice care, home infusion therapy,
inpatient rehabilitation and skilled nursing care.

e Monitoring progress towards the goals.

e Reassessment and close the member to case management when appropriate.

The CMs are avkable to physicians, utilization review staff, discharge planners, the patient and
patientdés family to answer questions, attend
plan or coordinating care.

Who is eligible for case management?

All M olina Healthcarenembersare 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 disessewtth

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

The foll owing select case management progr ams
care needs:

e Asthma

e Chronic Obstructive Pulmonary Disease
o Congesie Heart Failure

e Coronary Artery Disease

o End Stage Renal Disease

e High Risk Obstetrics

o Pediatrics

e Skilled Nursing Facility and Rehabilitation
e Transplant / Oncology

e Social Work Services

e Frequent Emergency Department Use

If you would like to learn rare information, speak with a Complex Case Manager and/or refer a
member for an evaluation, please call our Utilization Management Departmer@88t898-
7969.
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How to refer a member for case management?
During normal business hours call the IIMpartmat at1-888-898-7969.

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. Followingseassment, the CM
will send a letter with the long term goals and a form asking you to let us know if there are any
ot her needs. The CM wil |l periodically call

Our CMs may contact you for other reasons:

Coordinate a @in 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 Healthcareequests inpatient facilities to contactdina Healthcar@nce a determination

is made to admit a member from the emergency department but prior to the admission. By using
the OnCall Program (After Hours) service the facility can obtain authorization mrithret

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

Your call is answered by the MolitdealthcareNAL Operator. The NAL Operator verifies
eligibility for the patient and contacts the @all 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 nebusiness hours MondéayfFriday 5:00 PM™ 8:30 AM, Saturday
Sunday, and holidays.

The OnCall Case Manager ctacts 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 OnCall Case Manager will facilitate one of the following:

e Approve inpatient admission in which an authorization number is provided along with the
next review date

e Approve 23 hour observation

e Pend for additional clinical information, in which the facility hasw8rs in which to
supply Molina Healthcarevith the requested information

e Discharge to home

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

When will you hear from us?
The OnCall Case Manager will contact the facility within one hour mmaxn.

How can you reach us?
You can reach the G@all Case Manager by callirig888-898-7969.

Provider Appeals

Who handles provider appeals?

TheUM Appeals/Denialarea coordinates the provider appeals antlnd Healthcardledical
Directors review all gpeals of denied decisions.

What do we do?

All providers have the right to appeal any denial decision madediyn&Healthcare Our
appeal process is objective, thorough, fair and timelyvofina HealthcaréMedical Director
may determine that a same sjadty physician review may be needed. There2aypes 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 whido submit a written appeal. Appeal rationale
needs to include supporting clinical documentatidwo levels of appeakreavailable.
Examples of clinical denials are inpatient admissutich did not meet InterQual®
criteria or a requesthich did notmeet 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 witlolina Healthcar@ s r equi r e ment s
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 MolinaHealthcareeceives an appeal request after the designated time frastieaM
Healthcaras 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 rendeged and ar
urgently needed when the delay in a decision may jeopardize the life or health of the member by
calling the Member Servicd3epartment at-B88-898-7969, Appeal and Grievance Unit.

How to request an appeal of a denial decision?

Send all requests tdM Department with all the new, clarifying supporting documentation
within ninety (90) days of receipt of the initial denial determination.

Address: Molina Healthcare of Michigarnc.
Attn: Ultilization Management Appeals
100 West Big Beaver, Suite 600
Troy, Ml 48084

A Molina HealthcaréMedical Director is available to discuss the denial decision with any
treating practitioner by calling-888-898-7969 and asking for the UM Appedlenials @aea. In
addition, you may request a copy of the criteriedu® make the denial decision.

When can you expect to hear from Mlina 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 yopeal request.

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

Molina Healthcarelinical staff, which includes RNs, CMs, a clinicdcial Worker and
Medical Directors, routinely assess alblha Healthcarenembers for potential behavioral
health issues. In cooperation with our behavioral health vendor, Comprehensive Care
(CompCare), we coordinate theohha Healthcarenembership behavioral health care needs.

What do we do?
The mechanisms used to assess mesrhelude:

¢ Direct member contact (phone)
e Indirect contact through inpatient review
patient events.

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

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-800-435-5348. MolinaHealthcarestaff an also contact CompCare directly

to refer members (thresay call).

More about CompCare and Molina Healthcareme mber 6 s behavi or al
benefits

CompCare manages the outpatient mental health benefit only. Members have 20 mental health
appointments gear 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 ugéd their

visits CompCare refers them to the community mental health agency in their dreatfoent.
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 assibh&Healthcarenembers:

e 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 at800-4355348 extension 4520 for aferral to these providers.

e PCPO6s can also contact CompCare for assist
provider. When a PCP contacts Molidealthcardor this information they should be
directed to talk to CompCare a800-4355348.

e Pervasivalevelopmental 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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e CompCare has some prders 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-B00-435-5348 extension 4320 to arrange this.

e CompCareds nor mal busi ne smberdrequirmgurgant e 8 : 30
services after hours are referred to the nearest access center otherwise; the members will
receive a call the following business day.

e | f there are any issues with CompCare pl ea
at 1-888-898-7969.
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PHARMACY
Contact Information
RX PA Hotline: 2(888)669878432279690ption 1 for Providers, Option 5 for Pharmacies

RX PA Fax Line: 3(888) 3733059

General Telephone Number(866) 4496828

Drug Formulary is published
on the Molina Healthcarof Michigan, Inc. (MHM) Website:
www.molinahealthcare.com

Please check coverage and prior authorizatimyuirements 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 whichdrugs aréhighlighted oritalicized medications rguire prior authorization.
You may also have access to the latest Drug Formulary information at
www.molinahealthcare.comind ePocrates. If you neadditional copies of the MHM
Drug formulary, pleaseall your Provider Services Representative.

2. If a drug requires prior authorization you must fax a MHM Prior Authorization Drug
Request form to (888) 373059.

3. Drug prior authorizations are always processed in the order in which they are received. If
all necessy information is presented, expect a response usually within two hours or less
and not later than one business dajorms are NOT filled outompletely, you may
expect acall fax back with a request for additional information.

4. Once received, your drugA 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 substaate 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 tistabnia

6. If your request is DENIED by the MedicBirectoror Pharmacy Director, you may
appeal this decision.

7. Drug PA Review Considerations:
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e First line Formulary prescription or OTC Drugs take precedent over nonformulary
drugs.

¢ All non-FDA approved "offabel" drug requests will be DENIED and are subject
to the review of the Medical or Pharmacy Director only.

e The use of manufacturer's samples of-fmmulary or "PriorApproval
Authorization Required" medications does not override prescribing requirements

e Prescriptiongkequests for medications requiring pragprovalauthorization or
for medications not included on the MHM Drug Formulary may be approved
when medically necessary and when formulary alternatives have demonstrated
ineffectiveness. When thesgceptions arise, the providaaymust fax a
completed drug prior authorization form to MHM Pharmacy Department at (888)
3733059.Trials of pharmaceutical samples do not guarantee or override prior
authorization approval.

8. To assure excellent customendce, all drug authorization requests received by 5:00 PM
EST will be processed the same day
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Drug Prior Authorization Form
Phone: (888) 669322
Fax: (888) 3733059

Date of Request: Time:

Pt. Name: (Last) (First) Pt 6s DOB

Pt. ID (Medicadl ID)

Providerds/ Mid Level Pr ovi der ( Specialty Name:

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

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

¢ Drug Requested: (Name, strength, dose, sig, quaMiyy 2 DRUGS PER FORM

e Estimated length of need:

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

fax.)

e Previous medications prescribed and outcome:

For Molina Healthcare of Michigan use ONLY!!

I Approved
| Pending | Denied

Phar maci stodés c

Note: We will assume your concurrence with our formulary recommendation if we have n

received a response from the provider within two business days.
A for Profit Company

Rev.12/09/2009
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