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Credentialing and Recredentialing 
The purpose of the Credentialing Program is to strive to assure that the Molina 
Healthcare network consists of quality practitioners/providers who meet clearly defined 
criteria and standards. Molina Healthcare’s objective is to provide superior health care 
to the community.  The decision to accept or deny a credentialing applicant is based 
upon primary source verification, recommendation of peer practitioners/providers and 
additional information as requested. The information gathered is confidential, and 
disclosure is limited to parties who are legally permitted to have access to the 
information under state and federal law.  The Credentialing Program has been 
developed in accordance with state and federal requirements and accreditation 
guidelines. In accordance with those standards, Molina Healthcare members will not be 
referred and/or assigned to a provider until the credentialing process has been 
completed. 

A. Criteria for Participation in the Molina Healthcare Network 
Molina has established criteria and the sources used to verify these criteria for the 
evaluation and selection of practitioners for participation in the Molina network.  This 
policy defines the criteria that are applied to applicants for initial participation, 
recredentialing and ongoing participation in the Molina network. 
 
To remain eligible for participation, practitioners must continue to satisfy all applicable 
requirements for participation as stated herein, and in all other documentations provided 
by Molina Healthcare. 
 
Molina reserves the right to exercise discretion in applying any criteria and to exclude 
practitioners who do not meet the criteria.  Molina may, after considering the 
recommendations of the Credentialing Committee, waive any of the requirements for 
network participation established pursuant to these policies for good cause if it is 
determined that such waiver is necessary to meet the needs of Molina and the 
community it serves.  The refusal of Molina to waive any requirement shall not entitle 
any practitioner to a hearing or any other rights of review. 
 
Practitioners must meet the following set of criteria to be eligible to participate in the 
Molina Healthcare network.  If the practitioner fails to provide proof of meeting these 
criteria, the credentialing application will be deemed incomplete and will result in an 
administrative denial or termination from the Molina Healthcare network.  Practitioners 
who fail to provide proof of meeting these criteria do not have the right to submit an 
appeal. 
 

1. Practitioner must practice, or plan to practice within 90 calendar days, within the 
area served by Molina. 

2. All providers, including ancillary providers, (i.e. vision, pharmacy, etc.), will apply 
for enrollment in the Medicaid program.  Providers are required to have an NPI or 
an Administrative Provider Identification Number (APIN). 
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3. Practitioner must complete and submit to Molina a credentialing application.  The 

application must be entirely complete.  The practitioner must sign and date their 
application, attesting that their application is complete and correct, within 180 
calendar days of the credentialing decision.  If Molina or the Credentialing 
Committee requests any additional information or clarification, the practitioner 
must supply that information in the time-frame requested. 

4. Practitioner must have a current, valid license to practice in their specialty in 
every state in which they will provide care for Molina members. 

5. If applicable to the specialty, practitioner must hold a current and unrestricted 
federal Drug Enforcement Agency (DEA) certificate and Controlled Substance 
Certification or Registration.  If a practitioner has never had any disciplinary 
action taken related to his/her DEA or CDS and chooses not to have a DEA or 
CDS, the practitioner may be considered for network participation if they submit a 
written prescription plan describing the process for allowing another practitioner 
with a valid DEA or CDS certificate to write all prescriptions.  If a practitioner 
does not have a DEA because of disciplinary action, including but not limited to 
being revoked or relinquished, the practitioner is not eligible to participate in the 
Molina network. 

6. Practitioners will only be credentialed in an area of practice in which they have 
adequate education and training as outlined below.  Therefore, practitioners must 
confine their practice to their credentialed area of practice when providing 
services to Molina members. 

7. Practitioners must have graduated from an accredited school with a degree 
required to practice in their specialty.   

8. Oral Surgeons and Physicians (MDs, DOs) must have satisfactorily completed a 
training program from an accredited training program in the specialty in which 
they are practicing.  Molina only recognizes training programs that have been 
accredited by the Accreditation Council of Graduate Medical Education (ACGME) 
and the American Osteopathic Association (AOA) in the United States or by the 
College of Family Physicians of Canada (CFPC) or the Royal College of 
Physicians and Surgeons of Canada.  Oral Surgeons must have completed a 
training program in Oral and Maxillofacial Surgery accredited by the Commission 
on Dental Accreditation (CODA). 

9. Board certification in the specialty in which the practitioner is practicing is 
preferred but not required.  Initial applicants who are not Board Certified may be 
considered for participation only if they have satisfactorily completed a training 
program from an accredited training program in the specialty in which they are 
practicing.  Molina recognizes Board Certification only from the following Boards: 

a. American Board of Medical Specialties (ABMS) 
b. American Osteopathic Association (AOA) 
c. American Board of Podiatric Surgery (ABPS) 
d. American Board of Podiatric  Medicine (ABPM) 
e. American Board of Oral and Maxillofacial Surgery 

10. Practitioners who are not Board Certified and have not completed a training 
program from an accredited training program are only eligible to be considered  
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11. for participation as a General Practitioner in the Molina network.  To be eligible, 

the practitioner must have maintained a Primary Care practice in good standing 
for a minimum of the most recent five years without any gaps in work history. 

12. Practitioner must supply a minimum of five years of relevant work history on the 
application or curriculum vitae.  Relevant work history includes work as a health 
professional.  If the practitioner has practiced fewer than five years from the date 
of Credentialing, the work history starts at the time of initial licensure.  
Experience practicing as a non-physician health professional (e.g. registered 
nurse, nurse practitioner, clinical social worker) within the five years should be 
included.  If Molina determines there is a gap in work history exceeding six 
months, the practitioner must clarify the gap either verbally or in writing.  Verbal 
communication must be appropriately documented in the credentialing file.  If 
Molina determines there is a gap in work history that exceeds one year, the 
practitioner must clarify the gap in writing. 

13. Practitioner must supply a full history of malpractice and professional liability 
claims and settlement history.  Documentation of malpractice and professional 
liability claims and settlement history is requested from the practitioner on the 
credentialing application.  If there is an affirmative response to the related 
disclosure questions on the application, a detailed response is required from the 
practitioner. 

14. Practitioner must disclose a full history of all license actions including denials, 
revocations, terminations, suspension, restrictions, reductions, limitations, 
sanctions, probations and non-renewals.  Practitioner must also disclose any 
history of voluntarily relinquishing, withdrawing, or failure to proceed with an 
application in order to avoid an adverse action or to preclude an investigation or 
while under investigation relating to professional competence or conduct.  If there 
is an affirmative response to the related disclosure questions on the application, 
a detailed response is required from the practitioner. 

15. At the time of initial application, the practitioner must not have any pending or 
open investigations from any state or governmental professional disciplinary 
body.1.  This would include Statement of Charges, Notice of Proposed 
Disciplinary Action or the equivalent. 

16. Practitioner must disclose all Medicare and Medicaid sanctions.  Practitioner 
must disclose all debarrements, suspensions, proposals for debarments, 
exclusions or disqualifications under the nonprocurement common rule, or when 
otherwise declared ineligible from receiving Federal contracts, certain 
subcontracts, and certain Federal assistance and benefits.  If there is an 
affirmative response to the related disclosure questions on the application, a 
detailed response is required from the practitioner.  

                                                 
1 If a practitioner’s application is denied solely because a practitioner has a pending Statement of Charges, Notice of 
Proposed Disciplinary Action, Notice of Agency Action or the equivalent from any state or governmental 
professional disciplinary body, the practitioner may reapply as soon as practitioner is able to demonstrate that any 
pending Statement of Charges, Notice of Proposed Disciplinary Action, Notice of Agency Action, or the equivalent 
from any state or governmental professional disciplinary body is resolved, even if the application is received less 
than one year from the date of original denial. 
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17. Practitioner must not be currently sanctioned, excluded, expelled or suspended 

from any state or federally funded program including but not limited to the 
Medicare or Medicaid programs. 

18. Practitioner must have current professional malpractice liability coverage with 
limits that meet Molina criteria.  This coverage shall extend to Molina members 
and the practitioners activities on Molina’s behalf. 

19. Practitioner must disclose any inability to perform essential functions of a 
practitioner in their area of practice with or without reasonable accommodation.  
If there is an affirmative response to the related disclosure questions on the 
application, a detailed response is required from the practitioner. 

20. Practitioner must disclose if they are currently using any illegal drugs/substances.  
If there is an affirmative response to the related disclosure questions on the 
application, a detailed response is required from the practitioner.  If a practitioner 
discloses any issues with substance abuse (e.g. drugs, alcohol) the practitioner 
must provide evidence of either actively and successfully participating in a 
substance abuse monitoring program or successfully completing a program.   

21. Practitioner must disclose if they have ever had any criminal convictions.  If there 
is an affirmative response to the related disclosure questions on the application, 
a detailed response is required from the practitioner. 

22. Practitioner must not have been convicted of a felony or pled guilty to a felony for 
a healthcare related crime including but not limited to healthcare fraud, patient 
abuse and the unlawful manufacture distribution or dispensing of a controlled 
substance. 

23. Practitioner must disclose all past and present issues regarding loss or limitation 
of clinical privileges at all facilities or organizations with which the practitioner has 
had privileges.  If there is an affirmative response to the related disclosure 
questions on the application, a detailed response is required from the 
practitioner. 

24. Physicians (MD, DO), Primary Care Practitioners, Nurse Midwives, Oral 
Surgeons, Podiatrists and/or those practitioners dictated by state law, must have 
admitting privileges in their specialty.  If a practitioner chooses not to have 
admitting privileges, the practitioner may be considered for network participation 
if they have a plan for hospital admission by using a Hospital Inpatient Team or 
having an arrangement with a credentialed Molina participating practitioner that 
has the ability to admit Molina patients to a hospital. Practitioners practicing 
exclusively on a consultative basis are not required to have admitting hospital 
privileges.  Physicians practicing in Dermatology, Occupational Medicine, Pain 
Medicine, Physical Medicine and Rehabilitation, Psychiatry, Sleep Medicine, 
Sports Medicine, Telemedicine, Urgent Care and Wound Management do not 
require admitting privileges. 

25. Practitioners not able to practice independently according to state law must have 
a practice plan with a supervising physician approved by the state licensing 
agency.  The supervising physician must be contracted and credentialed with 
Molina. 
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26. Practitioner’s currently listed on the Medicare Opt-Out Report may not participate 

in the Molina network for any Medicare line of business. 
27. If applicable to the specialty, practitioner must have a plan for shared call 

coverage that includes 24-hours a day, seven days per week and 365 days per 
year.  The covering practitioner(s) must be qualified to assess over the phone if a 
patient should immediately seek medical attention or if the patient can wait to be 
seen on the next business day.  All Primary Care Practitioners must have 24-
hour coverage.  Physicians practicing in Dermatology, Occupational Medicine, 
Pain Medicine, Physical Medicine and Rehabilitation, Sleep Medicine, 
Telemedicine, Sports Medicine, Urgent Care and Wound Management are not 
required to have 24-hour coverage. 

28. Molina may determine, in its sole discretion, that a practitioner is not eligible to 
apply for network participation if the practitioner is an employee of a practitioner 
or an employee of a company owned in whole or in part by a practitioner, who 
has been denied or terminated from network participation by Molina, who is 
currently in the Fair Hearing Process, or who is under investigation by Molina.  
Molina also may determine, in its sole discretion that a practitioner cannot 
continue network participation if the practitioner is an employee of a practitioner 
or an employee of a company owned in whole or in part by a practitioner, who 
has been denied or terminated from network participation by Molina.  For 
purposes of this criteria, a company is “owned” by a practitioner when the 
practitioner has at least 5% financial interest in the company, through shares or 
other means. 

29. Practitioners denied by the Credentialing Committee are not eligible to reapply 
until one year after the date of denial by the Credentialing Committee.  At the 
time of reapplication, practitioner must meet all criteria for participation outlined 
above. 

30. Practitioners terminated by the Credentialing Committee or terminated from the 
network for cause are not eligible to reapply until five years after the date of 
termination.  At the time of reapplication, practitioner must meet all criteria for 
participation as outlined above.  

31. Practitioners denied or terminated administratively are eligible to reapply for 
participation anytime as long as the practitioner meets all criteria for participation 
above. 

Burden of Proof 
The practitioner shall have the burden of producing adequate information to prove 
he/she meets all criteria for initial participation and continued participation in the Molina 
Healthcare network.  This includes but is not limited to  proper evaluation of their 
experience, background, training, demonstrated ability and ability to perform as a 
practitioner without limitation, including physical and mental health status as allowed by 
law, and the burden of resolving any doubts about these or any other qualifications to 
participate in the Molina Healthcare network. If the practitioner fails to provide this 
information, the credentialing application will be deemed incomplete and it will result in 
an administrative denial or termination from the Molina Healthcare network.   
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Practitioners who fail to provide this burden of proof do not have the right to submit an 
appeal. 

Practitioner Termination and Reinstatement  
If a practitioner’s contract is terminated and later it is determined to reinstate the 
practitioner, the practitioner must be initially credentialed prior to reinstatement if there 
is a break in service more than 30 calendar days. The credentialing factors that are no 
longer within the credentialing time limits and those that will not be effective at the time 
of the Credentialing Committee's review must be re-verified. The Credentialing 
Committee or medical director, as appropriate, must review all credentials and make a 
final determination prior to the practitioner's reentry into the network. 
 
If a practitioner is given administrative termination for reasons beyond Molina’s control 
(e.g., the practitioner failed to provide complete credentialing information), and is then 
reinstated within 30 calendar days, Molina may recredential the practitioner as long as 
there is clear documentation that the practitioner was terminated for reasons beyond 
Molina Healthcare’s control and was recredentialed and reinstated within 30 calendar 
days of termination.  Molina Healthcare must initially credential the practitioner if 
reinstatement is more than 30 calendar days after termination. 
 
If Molina Healthcare is unable to recredential a practitioner within 36-months because 
the practitioner is on active military assignment, maternity leave or sabbatical but the 
contract between Molina and the practitioner remains in place, Molina Healthcare will 
recredential the practitioner upon his or her return.  Molina Healthcare will document the 
reason for the delay in the practitioner’s file.  At a minimum, Molina Healthcare will verify 
that a practitioner who returns has a valid license to practice before he or she can 
resume seeing patients.  Within 60 calendar days of notice when the practitioner 
resumes practice, Molina Healthcare will complete the recredentialing cycle.  If either 
party terminates the contract and there is a break in service of more than 30 calendar 
days, Molina Healthcare will initially credential the practitioner before the practitioner 
rejoins the network. 

Practitioners Terminating with a Delegate and Contracting with Molina Directly 
Practitioners credentialed by a delegate who terminate their contract with the delegate 
and want to contract with Molina Healthcare directly must be credentialed by Molina 
Healthcare within six-months of the practitioner’s termination with the delegate.  If the 
practitioner has a break in service more than 30 calendar days, the practitioner must be 
initially credentialed prior to reinstatement. 

Credentialing Application 

At the time of initial credentialing and recredentialing, the practitioner must complete a 
credentialing application designed to provide Molina Healthcare with information 
necessary to perform a comprehensive review of the practitioner’s credentials.  The 
application must be completed in its entirety.  The practitioner must attest that their 
application is complete and correct within 180 calendar days of the credentialing  
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decision.  The application must be completed in typewritten text, in pen or electronically 
through applications such as the Counsel for Affordable Quality Healthcare (CAQH) 
Universal Credentialing Data Source.  Pencils or erasable ink will not be an acceptable 
writing instrument for completing credentialing applications.  Molina Healthcare may use 
another organization's application as long as it meets all the factors.  Molina Healthcare 
will accept faxed, digital, electronic, scanned or photocopied signatures. A signature 
stamp is not acceptable on the attestation.  The application must include: 

• Reason for any inability to perform the essential functions of the position, with 
or without accommodation 

• Lack of present illegal drug use 
• History of loss of license and felony convictions 
• History of loss or limitation of privileges or disciplinary action 
• Current malpractice insurance coverage  
• The correctness and completeness of the application 

Inability to perform essential functions and illegal drug use 
An inquiry regarding illegal drug use and inability to perform essential functions may 
vary.  Practitioners may use language other than "drug" to attest they are not presently 
using illegal substances. Molina Healthcare may accept more general or extensive 
language to query practitioners about impairments; language does not have to refer 
exclusively to the present, or only to illegal substances. 

History of actions against applicant 
An application must contain the following information. 

• History of loss of license 
• History of felony convictions 
• History of all past and present issues regarding loss or limitation of clinical 

privileges at all facilities or organizations with which a practitioner has had 
privileges 

Current malpractice coverage 
The application form must include specific questions regarding the dates and amount of 
a practitioner's current malpractice insurance. Molina may obtain a copy of the 
insurance face sheet from the malpractice carrier in lieu of collecting the information in 
the application. 
 
For practitioners with federal tort coverage, the application need not contain the current 
amount of malpractice insurance coverage. Practitioner files that include a copy of the 
federal tort letter or an attestation from the practitioner of federal tort coverage are 
acceptable. 
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Correctness and completeness of the application 
Practitioners must attest that their application is complete and correct when they apply 
for credentialing and recredentialing.  If a copy of an application from an entity external 
to Molina is used, it must include an attestation to the correctness and completeness of 
the application. Molina Healthcare does not consider the associated attestation 
elements as present if the practitioner did not attest to the application within the required 
time frame of 180 days.  If state regulations require Molina Healthcare to use a 
credentialing application that does not contain an attestation, Molina Healthcare must 
attach an addendum to the application for attestation. 

Meeting application time limits 
If the practitioner attestation exceeds 180 days before the credentialing decision, the 
practitioner must attest that the information on the application remains correct and 
complete, but does not need to complete another application. It is preferred to send a 
copy of the completed application with the new attestation form when requesting the 
practitioner to update the attestation. 

The Process for Making Credentialing Decisions 
All practitioners requesting initial participation with Molina must complete a credentialing 
application.  To be eligible to submit an application, practitioners must meet all the 
criteria outlined above in the section titled “Criteria for Participation in the Molina 
Healthcare Network”.  Practitioners may not provide care to Molina members until the 
final decision is rendered by the Credentialing Committee or the Molina Medical 
Director. 
 
Molina recredentials its practitioners at least every thirty-six (36) months.  Approximately 
six months prior to the recredentialing due date, the practitioners application will be 
downloaded from CAQH (or a similar NCQA accepted online applications source), or a 
request will be sent to the practitioner requesting completion of a recredentialing 
application. 
 
During the initial and recredentialing application process, the practitioner must: 

• Submit a completed application within the requested timeframe 
• Attest to the application within the last 180 calendar days 
• Provide Molina Healthcare adequate information to prove he/she meets all 

criteria for initial participation or continued participation in the Molina Healthcare 
network 

 
Once the application is received, Molina Healthcare will complete all the verifications as 
outlined in the Molina Credentialing Program Policy.  In order for the application to be 
deemed complete, the practitioner must produce adequate information to prove he/she 
meets all criteria for initial participation or continued participation in the Molina 
Healthcare network.  All fields within the application must be completed, all required 
attachments must be included, detailed explanations must be provided to all affirmative  
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answers on the attestation questions and any additional information requested by 
Molina Healthcare must be provided. 
 
If the practitioner does not provide the information necessary to complete the 
application process in the time period requested, the application will be deemed 
incomplete and Molina will discontinue processing of the application.  This will result in 
an administrative denial or administrative termination from the Molina network.  
Practitioners who fail to provide proof of meeting the criteria or fail to provide a complete 
credentialing application do not have the right to submit an appeal. 
 
At the completion of the application and primary source verification process, each 
credentialing file is quality reviewed to ensure completeness.  During this quality review 
process each credentialing file is assigned a level based on established guidelines.  
Credentialing files assigned a level 1 are considered clean credentialing files and the 
Medical Director(s) responsible for credentialing has the authority to review and approve 
them.  Credentialing files assigned a level 2 are reviewed by the Molina Credentialing 
Committee. 
At each Credentialing Committee meeting, practitioner credentialing files assigned a 
Level 2 are reviewed by the Credentialing Committee; all of the issues are presented to 
the Credentialing Committee members and then open discussion of the issues 
commences.  After the discussion, the Credentialing Committee votes for a final 
decision.  The Credentialing Committee can approve, deny, terminate, approve on 
watch status, place on corrective action or defer their decision pending additional 
information. 

Process for Delegating Credentialing and Recredentialing  
Molina will delegate credentialing and recredentialing activities to Independent Practice 
Associations (IPA) and Provider Groups that meet Molina’s requirements for delegation.  
Molina’s Delegation Oversight Committee (DOC) must approve all delegation and 
subdelegation arrangements, and retains the right to limit or revoke any and all 
delegated credentialing activities when a delegate fails to meet Molina’s requirements. 
Molina’s Credentialing Committee retains the right to approve new providers and 
provider sites and terminate practitioners, providers and sites of care based on 
requirements in the Molina Credentialing Policy. 
 
To be delegated for credentialing, IPAs and Provider Groups must: 

• Be National Committee for Quality Assurance (NCQA) accredited or certified 
for credentialing or pass Molina Healthcare’s credentialing delegation pre-
assessment, which is based on NCQA credentialing standards and 
requirements for the Medicaid and Medicare programs, with a score of at 
least 90% 

• Correct deficiencies within mutually agreed upon time frames when issues of 
non-compliance are identified by Molina Healthcare at pre-assessment 
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• Agree to Molina Healthcare’s contract terms and conditions for credentialing 

delegates 
• Submit timely and complete reports to Molina Healthcare as described in 

policy and procedure 
• Comply with all applicable federal and state laws 
• If the IPA or Provider Group subdelegates primary source verification to a 

Credentialing Verification Organization (CVO), the CVO must be NCQA 
certified in all ten areas of accreditation 

Non-Discriminatory Credentialing and Recredentialing 
Molina Healthcare does not make credentialing and recredentialing decisions based on 
an applicant’s race, ethnic/national identity, gender, age, sexual orientation or the types 
of procedures (e.g. abortions) or patients (e.g. Medicaid or Medicare) in which the 
practitioner specializes.  This does not preclude Molina Healthcare from including in its 
network practitioners who meet certain demographic or specialty needs; for example, to 
meet cultural needs of members. 

Notification of Discrepancies in Credentialing Information 
Molina will notify the practitioner immediately in writing in the event that credentialing 
information obtained from other sources varies substantially from that provided by the 
practitioner.  Examples include but are not limited to actions on a license, malpractice 
claims history or sanctions. Molina is not required to reveal the source of information if 
the information is not obtained to meet organization credentialing verification 
requirements or if disclosure is prohibited by law.  Please also refer to the section below 
titled Practitioners Right to Correct Erroneous Information. 

Notification of Credentialing Decisions 
A letter is sent to every practitioner with notification of the Credentialing Committee or 
Medical Director decision regarding their participation in the Molina network.  This 
notification is sent within two weeks of the decision.  Copies of the letters are filed in the 
practitioner’s credentials files.  Under no circumstance will notification letters be sent to 
the practitioners later than 60 calendar days from the decision. 

Confidentiality and Immunity 

Information regarding any practitioner or provider submitted, collected, or prepared by 
any representative of this or any other health care facility or organization or medical 
staff for the purpose of evaluating, improving, achieving or maintaining quality and cost 
effective patient care shall, to the fullest extent permitted by law, be confidential and 
shall only be disseminated to a Representative in order to carry out appropriate 
activities under these Policies and Procedures. Confidentiality shall also extend to such 
information that is provided by third parties. 
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For purposes of this section a “Representative” shall mean any individual authorized to 
preform specific information gathering or disseminating functions for the purpose of 
evaluating, improving, achieving or maintaining quality and cost effective patient care. 
For purposes of this section “information” may be any written or oral disclosures 
including, but not limited to, a practitioner’s or provider’s professional qualifications, 
clinical ability, judgment, character,  physical or mental health, emotional stability, 
professional ethics, or any other matter that might directly or indirectly affect patient 
care or practitioner’s or provider’s provision of patient care services. 

By providing patient care services at Molina, a practitioner or provider: 

1. Authorizes representatives of Molina to solicit, provide, and act upon 
information bearing on the practitioner’s or provider’s qualifications. 

2. Agrees to be bound by the provisions of this policy and procedure and to 
waive all legal claims against any representative who acts in accordance 
with the provisions of this policy and procedure. 

3. Acknowledges that the provisions of this policy and procedure are express 
conditions of the application for, or acceptance of, Molina membership and 
the continuation of such membership, and to the exercise of clinical 
privileges or provision of patient care. 

 
The confidentiality and immunity provisions of this policy and procedure shall apply to all 
information so protected by State or Federal law. To the fullest extent permitted by State 
or Federal law, the confidentiality and immunity provisions of this policy and procedure 
shall include, but is not limited to: 

1. Any type of application or reapplication received by the Provider or 
Practitioner; 

2. Actions reducing, suspending, terminating or revoking a practitioner’s and 
provider’s status, including requests for corrective actions, investigation 
reports and documents and all other information related to such action; 

3. Hearing and appellate review; 
4. Peer review and utilization and quality management activities; 
5. Risk management activities and claims review; 
6. Potential or actual liability exposure issues; 
7. Incident and/or investigative reports; 
8. Claims review; 
9. Minutes of all meetings by any committees otherwise appropriately appointed 

by the Board; 
10. Any activities related to monitoring the quality, appropriateness or safety of 

health care services; 
11. Minutes of any Committees and Subcommittees related to monitoring the 

quality, appropriateness or safety of health care services; 
 
 



   Credentialing 

2014 Molina Healthcare Medicaid/Healthy Michigan Plan Manual Page 12 of 37 
 

 
12. Any Molina operations and actions relating to practitioner and provider 

conduct. 
 
Immunity from Liability for Action Taken: No representative shall be liable to a 
practitioner or provider or any third party for damages or other relief for any decision, 
opinion, action, statement, or recommendations made within the scope of their duties as 
representative, if such representative acts in good faith and without malice. 
Immunity from Liability for Providing Information: No representative or third parties 
shall be liable to a practitioner or provider for damages or other relief by reason of 
providing information, including otherwise privileged or confidential information, to a 
representative or to any third party pursuant to authorization by the practitioner or 
provider, or if permitted or required by law, or these Policies and Procedures, provided 
that such representative or third parties acts in good faith and without malice. 
Cumulative Effect: The provisions in this Policy and Procedure and any forms relating 
to authorizations, confidentiality of information, and immunities from liability are in 
addition to other protections provided by relevant state and federal law, and are not a 
limitation thereof. 

All members (voting and non-voting) and guests of the Credentialing Committee, or any 
other committee performing any peer review functions or other individuals who 
participate in peer review functions will sign a  Statement of Confidentiality annually.  
Members and guests of the Credentialing Committee will not discuss, share or use any 
information for any purpose other than peer review at Molina. 
 
The Director in charge of Credentialing grants access to electronic credentials files only 
as necessary to complete credentialing work or as required by law.  Access to these 
documents are restricted to authorized staff, Credentialing Committee members, peer 
reviewers and reporting bodies as authorized by the Credentialing Committee or the 
Governing Board of Molina.  Each person is given a unique user ID and password.  It is 
the strict policy of Molina that employees keep their passwords confidential and never 
share their passwords with anyone.  All Credentialing employees are prompted to 
change their passwords into the system every three-months. 
 
Minutes, reports and files of Credentialing Committee meetings are stored in secure 
electronic folders or in locked cabinets in the Credentialing Department and will be 
protected from discovery under all applicable laws. 
 
Copies of minutes and any other related Credentialing Committee meeting materials will 
not be allowed to be removed from meetings of peer review committees and 
Credentialing staff will shred extra sets of information from such meetings.  Electronic 
data and/or information are password protected and Molina Staff is instructed not to 
divulge passwords to their co-workers. 
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Practitioners Rights during the Credentialing Process 
Practitioners have the right to review their credentials file at any time.  Practitioners are 
notified of their right in a letter sent to them at the time the initial or recredentialing 
application is received. 
 
The practitioner must notify the Credentialing Department and request an appointed 
time to review their file and allow up to seven calendar days to coordinate schedules.  A 
Medical Director and the Director responsible for Credentialing or the Quality 
Improvement Director will be present.  The practitioner has the right to review all 
information in the credentials file except peer references or recommendations protected 
by law from disclosure. 
 
The only items in the file that may be copied by the practitioner are documents which 
the practitioner sent to Molina (e.g., the application, the license and a copy of the DEA 
certificate).  Practitioners may not copy documents that include pieces of information 
that are confidential in nature, such as the practitioner credentialing checklist, the 
responses from monitoring organizations (i.e. National Practitioner Data Bank, State 
Licensing Board), and verification of hospital privileges letters. 

Practitioners Right to Correct Erroneous Information  
Practitioners have the right to correct erroneous information in their credentials file.  
Practitioners are notified of their right in a letter sent to them at the time the initial or 
recredentialing application is received. 
 
Molina will notify the practitioner immediately in writing in the event that credentialing 
information obtained from other sources varies substantially from that provided by the 
practitioner.  Examples include but are not limited to actions on a license or malpractice 
claims history.  Molina is not required to reveal the source of information if the 
information is not obtained to meet organization credentialing verification requirements 
or if disclosure is prohibited by law. 
 
The notification sent to the practitioner will detail the information in question and will 
include instructions to the practitioner indicating: 

• Their requirement to submit a written response within ten calendar days of 
receiving notification from Molina. 

• In their response, the practitioner must explain the discrepancy, may correct 
any erroneous information and may provide any proof that is available. 

• The practitioner’s response must be sent to Molina Healthcare, Inc. Attention 
Kari Horseman, CPCS, Credentialing Director at PO Box 2470, Spokane, WA 
99210. 

Upon receipt of notification from the practitioner, Molina will document receipt of the 
information in the practitioners credentials file.  Molina will then re-verify the primary  
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source information in dispute.  If the primary source information has changed, correction 
will be made immediately to the practitioners credentials file.  The practitioner will be 
notified in writing that the correction has been made to their credentials file.  If the 
primary source information remains inconsistent with practitioners’ notification, the 
Credentialing Department will notify the practitioner.  The practitioner may then provide 
proof of correction by the primary source body to Molina's Credentialing Department.  
The Credentialing Department will re-verify primary source information if such 
documentation is provided. 
 
If the practitioner does not respond within ten calendar days, their application 
processing will be discontinued and network participation will be denied. 

Practitioners Rights to be Informed of Application Status 
Practitioners have a right, upon request, to be informed of the status of their application. 
Practitioners applying for initial participation are sent a letter when their application is 
received by Molina and are notified of their right to be informed of the status of their 
application in this letter. 
 
The practitioner can request to be informed of the status of their application by 
telephone, email or mail.  Molina will respond to the request within two working days.  
Molina may share with the practitioner where the application is in the credentialing 
process to include any missing information or information not yet verified.  Molina does 
not share with or allow a practitioner to review references or recommendations, or other 
information that is peer-review protected. 

Credentialing Committee 
Molina designates a Credentialing Committee to make recommendations regarding 
credentialing decisions using a peer review process.  Molina works with the 
Credentialing Committee to strive to assure that network practitioners are competent 
and qualified to provide continuous quality care to Molina members.  A practitioner may 
not provide care to Molina members until the final decision from the Credentialing 
Committee or in situations of “clean files” the final decision from the Molina Medical 
Director. 
 
The Credentialing Committee is responsible for reviewing and evaluating the 
qualifications of applicant practitioners and for approving or denying applicants for 
participation.  In addition, the Credentialing Committee reviews Credentialing Policies 
and Procedures annually and recommends revisions, additions and/or deletions to the 
policies and procedures. Composed of network practitioners, the committee is 
responsible for performing peer review of medical information when requested by the 
Medical Director, and recommending actions based on peer review findings, if needed. 
The committees report to the Quality Improvement Committee (QIC). 
 
Each Credentialing Committee member shall be immune, to the fullest extent provided 
by law, from liability to an applicant or practitioner for damages or other relief for any  
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action taken or statements or recommendations made within the scope of the 
committee duties exercised. 

Committee Composition 
The Medical Director chairs the Credentialing Committee and appoints all Credentialing 
Committee members.  Each member is required to meet all of Molina's credentialing 
criteria.  Credentialing Committee members must be current representatives of Molina's 
practitioner network.  The Credentialing Committee representation includes at least five 
practitioners.  These may include practitioners from the following specialties: 

• Family Medicine 
• Internal Medicine 
• Pediatrics 
• OB/GYN 
• Surgery 

Additionally, surgical specialists and Internal Medicine specialists may participate on the 
committee as appropriate.  Other ad hoc practitioners may be invited to participate 
when representation of their discipline is needed.  Ad hoc committees representing a 
specific profession (e.g., Behavioral Health Practitioner, Nurse Practitioners, 
Chiropractors) may be appointed by the chairs to screen applicants from their 
respective profession and make credentialing recommendations to the Credentialing 
Committee. 

Committee Members Roles and Responsibilities 

• Committee members participate in and support the functions of the 
Credentialing Committee by attending meetings, providing input and feedback 
and overall guidance of the Credentialing Program. 

• Review/approve credentialing program policy and related policies established 
by Molina Healthcare on an annual basis, or more often as deemed 
necessary. 

• Review and consider each applicant’s information based on criteria and 
compliance requirements. The Credentialing Committee votes to make final 
decisions regarding credentialing determinations and disciplinary actions. 

• Conduct ongoing monitoring of those practitioners approved to be monitored 
on a “watch status”. 

• Access clinical peer input when discussing standards of care for a particular 
type of practitioner when there is no committee member of that specialty. 

• Ensure credentialing activities are conducted in accordance with Molina's 
Credentialing Program. 

• Review quality improvement findings as part of the recredentialing and the 
ongoing monitoring process. 
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Excluded Practitioners 
 
Excluded practitioner means an individual practitioner, or an entity with an officer, 
director, agent, manager or individual who owns or has a controlling interest in the entity 
who has been convicted of crimes as specified in section 1128 of the SSA, excluded 
from participation in the Medicare or Medicaid program, assessed a civil penalty under 
the provisions of section 1128, or has a contractual relationship with an entity convicted 
of a crime specified in section 1128. 
Pursuant to section 1128 of the SSA, Molina Healthcare and its subcontractors may not 
subcontract with an Excluded Practitioner/Person. Molina Healthcare and its 
subcontractors shall terminate subcontracts immediately when Molina Healthcare and 
its subcontractors become aware of such excluded practitioner/person or when Molina 
Healthcare and its subcontractors receive notice. Molina Healthcare and its 
subcontractors certify that neither it nor its member/practitioner is presently debarred, 
suspended, proposed for debarment, declared ineligible, or voluntarily excluded from 
participation in this transaction by any Federal department or agency. Where Molina 
Healthcare and its subcontractors are unable to certify any of the statements in this 
certification, Molina Healthcare and its subcontractors shall attach a written explanation 
to this Agreement. 

Practitioners/Provider Opting Out of Medicare 

If a practitioner/provider opts out of Medicare, that practitioner/provider may not accept 
Federal reimbursement for a period of two years. Practitioners/providers who are 
currently opted out of Medicare are not eligible to contract with Molina Healthcare for 
the Medicare line of business. 

Ongoing Monitoring of Sanctions 
Molina monitors practitioner sanctions between recredentialing cycles for all practitioner 
types and takes appropriate action against practitioners when occurrences of poor 
quality is identified. 

Medicare and Medicaid sanctions 
The United States Department of Health & Human Services (HHS), Office of Inspector 
General (OIG) Fraud Prevention and Detection Exclusions Program releases a report 
every month of individuals and entities that have been excluded from Medicare and 
Medicaid programs.  Within 30 calendar days of its release, Molina reviews the report 
and if a Molina network provider is found with a sanction, the practitioner’s contract is 
terminated effective the same date the sanction was implemented. 
 
Molina also monitors every month for state Medicaid sanctions/exclusions/terminations 
through each state’s specific Program Integrity Unit (or equivalent).   If a practitioner is 
found to be sanctioned/excluded/terminated from any state’s Medicaid program, the 
practitioner will be terminated in every state where they are contracted with Molina and 
for every line of business. 



   Credentialing 

2014 Molina Healthcare Medicaid/Healthy Michigan Plan Manual Page 17 of 37 
 

 
Sanctions or limitations on licensure 
Molina monitors for sanctions or limitations against licensure between credentialing 
cycles for all network practitioners.  All practitioners with identified sanctions or 
limitations on license in the ongoing monitoring process will be immediately placed into 
the full credentialing process and will be recredentialed early.  The practitioner must 
provide all necessary information to complete the recredentialing process within the 
requested time-frames or the practitioner will be administratively terminated from the 
network.  The complete recredentialing file will be reviewed at the next scheduled 
Credentialing Committee meeting for a determination. 
 
Continuous Query (Proactive Disclosure Service) 
Molina registers all network practitioners with the NPDB Continuous Query program. 
Molina receives instant notification of all new NPDB reports against the enrolled 
providers.  When a new report is received between recredentialing cycles, the 
practitioner will be immediately placed into the full credentialing process and will be 
recredentialed early.  The practitioner must provide all necessary information to 
complete the recredentialing process within the requested time-frames or the 
practitioner will be administratively terminated from the network.  The complete 
recredentialing file will be reviewed at the next scheduled Credentialing Committee 
meeting for a determination. 

Member Complaints/Grievances 
Each Molina health plan has a process in place to investigate practitioner-specific 
complaints from members upon their receipt.  Molina evaluates both the specific 
complaint and the practitioner’s history of issues, if applicable.  The history of 
complaints is evaluation for all practitioners at least every six months. 

Adverse Events 
Each Molina health plan has a process in place for monitoring practitioner adverse 
events at least every six months.  An adverse event is an injury that occurs while a 
member is receiving health care services from a practitioner.  Molina monitors for 
adverse events at least every six months. 

System for Award Management (SAM) 
Molina monitors the SAM once per month to ensure practitioners have not been 
sanctioned. If a Molina network provider is found with a sanction, the practitioner’s 
contract is terminated effective the same date the sanction was implemented. 
 
Medicare Opt-Out 
Practitioner’s participating in Medicare must not be listed on the Medicare Opt-Out 
report. Molina Healthcare reviews the quarterly opt out reports released from the 
appropriate Medicare financial intermediary showing all of the practitioners who have 
chosen to Opt-Out of Medicare.  These reports are reviewed within 30 calendar days of  
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their release.  If a physician or other practitioner opts out of Medicare, that physician or 
other practitioner may not accept Federal reimbursement for a period of two years.  
These provider contracts will be immediately terminated for the Molina Medicare line of 
business. 

Program Integrity (Disclosure of Ownership/Controlling Interest)  

Medicaid Managed Care Health Plans are required to collect specific information from 
network providers prior to contracting and during credentialing to ensure that it complies 
with federal regulations that require monitoring of federal and state sanctions and 
exclusions databases. This monitoring ensures that any network providers and the 
following details of any individual/entity being contracted and those individuals/entities 
affiliated with the contractor are appropriately screened against these sources, ensuring 
compliance with 42 CFR §455. The categorical details required and collected at all initial 
and recredentialing must be current and are as follows: 

1. Detailed identifying information for any individual who has ownership or 
controlling interest in the individual/entity being contracted if that individual has a 
history of criminal activity related to Medicaid, Medicare, or Title XX services (see 
42 CFR §455.106). 

2. Detailed identifying information for all individuals who exercise operational or 
managerial control either directly or indirectly over daily operations and activities 
(see 42 CFR §455.101). 

3. Detailed identifying information for all individuals or entities that have a 5% or 
more ownership or controlling interest in the individual/entity being contracted 
(see 42 CFR §455.104). 

Office Site and Medical Record Keeping Practices Review  
A review of office sites where you see Molina Members may be required. This review 
may be scheduled as soon as the Credentialing Department receives your application. 
This may also include a review of your medical record keeping practices.  A passing 
score is required to complete the application process. Your cooperation in working with 
the site review staff and implementing any corrective action plans will expedite a 
credentialing decision. 

 
Office site and medical record keeping reviews may also be initiated if any member 
complaints are received regarding the physical accessibility, physical appearance or 
adequacy of waiting room and examining room space. 

Range of Actions, Notification to Authorities and Practitioner Appeal Rights 
Molina uses established criteria in the review of practitioners’ performance.  All adverse 
actions taken by the Credentialing Committee are conducted in compliance with the 
Molina Fair Hearing Plan and the Healthcare Quality Improvement Act of 1986. 
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Range of actions available 
The Molina Credentialing Committee can take one of the following actions against 
practitioners who fail to meet credentialing standards or who fail to meet performance 
expectations pertaining to quality of patient care: 

• Monitor on a Watch Status 
• Require formal corrective action 
• Denial of network participation 
• Termination from network participation 
• In cases where the Medical Director determines the circumstances pose an 

immediate risk to patients, a practitioner may be summarily suspended from 
participation in the network, without prior notice, pending review and investigation 
of information relevant to the case 

This applies to all practitioners who are contracted by Molina.  These actions do not 
apply to applicants who do not meet basic conditions of participation and are ineligible 
for participation.    If at any point a practitioner fails to meet the minimum standards and 
criteria for credentialing or fails to meet performance expectations with regard to quality 
of patient care the Credentialing Committee may act to implement one of these actions.  
Termination may be taken after reasonable effort has been made to obtain all the facts 
of the matter and the practitioner may be given the opportunity to appeal this decision. 
 

Criteria for Denial or Termination Decisions by the Credentialing Committee 
The criteria used by the Credentialing Committee to make a decision to deny or 
terminate a practitioner from the Molina network include, but are not limited to, the 
following: 

1. The practitioner’s professional license in any state has or has ever had any 
informal or formal disciplinary orders, decisions, agreements, disciplinary 
actions or other actions including but not limited to, restrictions, probations, 
limitations, conditions suspensions and revocations. 

2. Practitioner has or has ever surrendered, voluntarily or involuntarily, his or her 
professional license in any State while under investigation by the State or due 
to findings by the State resulting from the practitioner’s acts, omissions or 
conduct. 

3. Practitioner has any pending statement of charges, notice of proposed 
disciplinary actions, notice of agency action or the equivalent from any state 
or governmental professional disciplinary body which based on the judgment 
of the Credentialing Committee establishes an immediate potential risk to the 
quality of care or service delivered by the practitioner to Molina members. 

4. Practitioner has or has ever had any restrictions, probations, limitations, 
conditions, suspensions or revocations on their federal Drug Enforcement  

5.  
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6. Agency (DEA) certificate or Controlled Substance Certification or 

Registration. 
7. Practitioner has a condition, restriction or limitation on their license, 

certification or registration related to an alcohol, chemical dependency, or 
health condition or if other evidence indicates that the practitioner has an 
alcohol, chemical dependency problem or health condition and there is no 
clear evidence and documentation demonstrating that the practitioner has 
complied with all such conditions, limitations, or restrictions and is receiving 
treatment adequate to ensure that the alcohol, chemical dependency problem 
or health condition will not affect the quality of the practitioner’s practice. 

8. Practitioner has or has ever had sanctions of any nature taken by any 
governmental program or professional body including but not limited to, 
Medicare, Medicaid, Federal Employee Program or any other State or 
Federal program or agency. 

9. Practitioner has or has ever had any denials, limitations, suspensions or 
terminations of participation of privileges by any health care institution, plan, 
facility or clinic. 

10. Practitioner’s history of medical malpractice claims or professional liability 
claims or settlements reflect what constitutes a pattern of questionable or 
inadequate treatment or contain what constitutes any gross or flagrant 
incident or incidents of malpractice. 

11. Practitioner has a criminal history, including, but not limited to, any criminal 
charges, criminal investigations, convictions, no-contest pleas and guilty 
pleas. 

12. Practitioner has or has ever had involvement in acts of dishonesty, fraud, 
deceit or misrepresentation that relate to or impact or could relate to or impact 
the practitioner’s professional conduct or the health, safety or welfare of 
Molina members. 

13. Practitioner has or has ever engaged in acts which Molina, in its sole 
discretion, deems inappropriate. 

14. Practitioner has or has ever had a pattern of member complaints or 
grievances in which there appears to be a concern regarding the quality of 
service provided to Molina members.  

15. Practitioner has not complied with Molina’s quality assurance program. 
16. Practitioner is found to have rendered a pattern of substandard care or is 

responsible for any gross or flagrant incident of substandard care. 
17. Practitioner has or has ever displayed inappropriate patterns of referral, which 

deviate substantially from reasonably expected patterns of referral. 
18. Practitioner makes or has ever made any material misstatements in or 

omissions from their credentialing application and attachments. 
19. Practitioner has ever rendered services outside the scope of their license. 
20. Practitioner has or has ever had a physical or mental health condition that 

may impair their ability to practice with the full scope of licensure and 
qualifications, or might pose a risk of harm on patients. 
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21. Practitioner has or has ever failed to comply with the Molina Medical Record 

Review Guidelines. 
22. Practitioner has or has ever failed to comply with the Molina Site Review or 

Medical Record Keeping Practice Review Guidelines. 

Monitoring on a Committee Watch Status 
Molina uses the credentialing category “watch status” for practitioners whose initial or 
continued participation is approved by the Credentialing Committee with follow-up to 
occur.  The Credentialing Committee may approve a practitioner to be monitored on 
watch status when there are unresolved issues or when the Credentialing Committee 
determines that the practitioner needs to be monitored for any reason.   
 
When a practitioner is approved on watch status, the Credentialing Department 
conducts the follow-up according to the Credentialing Committee direction.  Any 
unusual findings are reported immediately to the Molina Medical Director to determine if 
immediate action is necessary.  Every unusual finding is reviewed in detail at the next 
Credentialing Committee meeting for review and recommendation. 

Corrective Action 
In cases where altering the conditions of participation is based on issues related to 
quality of care and/or service, Molina may work with the practitioner to establish a 
formal corrective action plan to improve performance, prior to, or in lieu of suspending 
or terminating his or her participation status. 
 
A corrective action plan is a written improvement plan, which may include, but is not 
limited to the following: 

• Identifying the performance issues that do not meet expectations 
• What actions/processes will be implemented for correction 
• Who is responsible for the corrective action 
• What improvement/resolution is expected 
• How improvements will be assessed 
• Scheduled follow-up, monitoring (compliance review, normally not to exceed 

six months) 

Within ten calendar days of the Credentialing Committee’s decision to place practitioner 
on a corrective action plan, the practitioner will be notified via a certified letter from the 
Medical Director. Such notification will outline: 

• The reason for the corrective action 
• The corrective action plan 

If the corrective actions are resolved, the practitioner’s performance may or may not be 
monitored, as deemed appropriate.  If the corrective action(s) are not adequately 
resolved within the designated time, depending on the circumstances of the case, the  
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Credentialing Committee may recommend that the practitioner continue on an 
improvement plan, or recommend suspension or termination.  All recommendations for 
termination that result from a lack of appropriate practitioner response to corrective 
action will be brought to the Credentialing Committee for review and decision. 

Summary Suspension 
In cases where the Credentialing Committee or the Medical Director becomes aware of 
circumstances that pose an immediate risk to patients, the practitioner may be 
summarily suspended from participation in the network, without prior notice, pending 
review and investigation of information relevant to the case. 
 
Such summary suspension shall become effective immediately upon imposition, and the 
Medical Director shall promptly notify the practitioner of the suspension by written 
notification sent via certified letter. Notification will include the following: 

• A description of the action being taken 
• Effective date of the action 
• The reason(s) for the action and/or information being investigated 
• Information (if any) required from the practitioner 
• The length of the suspension 
• The estimated timeline for determining whether or not to reinstate or 

terminate the practitioner 
• Details regarding the practitioners right to request a fair hearing within 30 

calendar days  of receipt of the notice and their right to be represented by an 
attorney or another person of their choice (see Fair Hearing Plan policy) 

• If the practitioner does not request a fair hearing within the 30 calendar days, 
they have waived their rights to a hearing 

• The action will be reported to the NPDB if the suspension is in place longer 
than 30 calendar days  

Upon initiation of the suspension, the Medical Director and credentialing staff will 
commence investigation of the issues. Findings of the investigation will be presented to 
the Credentialing Committee.  The Credentialing Committee has the authority to 
implement corrective action, place conditions on the practitioner’s continued 
participation, discontinue the suspension or terminate the practitioner. 
 
Denial 
After review of appropriate information, the Credentialing Committee may determine 
that the practitioner should not be approved for participation in the Molina network.  The 
Credentialing Committee may then vote to deny the practitioner.  
 
The practitioner will not be reported to the NPDB and will not be given the right to a fair 
hearing.  Within ten calendar days of the Committee’s decision, the practitioner is sent a 
written notice of denial via certified mail, from the Medical Director, which includes the 
reason for the denial. 
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Termination 
After review of appropriate information, the Credentialing Committee may determine 
that the practitioner does not meet performance expectations pertaining to quality of 
care, services or established performance/professional standards. The Credentialing 
Committee may then vote to terminate the practitioner.  

Terminations for reasons other than unprofessional conduct or quality of care 
If the termination is based on reasons other than unprofessional conduct or quality of 
care, the practitioner will not be reported to the NPDB and will not be given the right to a 
fair hearing.  Within ten (10) calendar days of the Committee’s decision, the practitioner 
is sent a written notice of termination via certified mail, from the Medical Director, which 
includes the following: 

1. A Description of the action being taken 
2. Reason for termination 

Terminations based on unprofessional conduct or quality of care 
If the termination is based on unprofessional conduct or quality of care, the practitioner 
will be given the right to a fair hearing.   
 
Within ten (10) calendar days of the Committee’s decision, the practitioner is sent a 
written notice of Molina’s intent to terminate them from the network, via certified mail 
from the Medical Director, which includes the following: 

• A Description of the action being taken. 
• Reason for termination. 
• Details regarding the practitioner’s right to request a fair hearing within 30 

calendar days of receipt of notice (see Fair Hearing Plan policy).  The Fair 
Hearing Policy explains that Molina will appoint a hearing officer and a panel 
of individuals to review the appeal. 

• The practitioner does not request a fair hearing within the 30 calendar days, 
they have waived their rights to a hearing. 

• The notice will include a copy of the Fair Hearing Plan Policy describing the 
process in detail. 

• Practitioner’s right to be represented by an attorney or another person of their 
choice. 

• Obligations of the practitioner regarding further care of Molina 
patients/members. 

• The action will be reported to the NPDB and the State Licensing Board.  

Molina will wait 30 calendar days from the date the terminated practitioner received the 
notice of termination.  If the practitioner requests a fair hearing within that required 
timeframe, Molina will follow the Fair Hearing Plan Policy.  Once the hearing process is 
completed, the practitioner will receive written notification of the appeal decision which 
will contain specific reasons for the decision (see Fair Hearing Plan Policy).  If the 
hearing committee’s decision is to uphold the termination, the action will be reported to  
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the State Licensing Board and the NPDB as defined in reporting to appropriate 
authorities section below.  If the hearing committee overturns the termination decision 
and the practitioner remains in the Molina network, the action will not be reportable to 
the State Licensing Board or to the NPDB.  
 
If the practitioner does not request a hearing within the 30 calendar days, they have 
waived their rights to a hearing and the termination will become the final decision.  A 
written notification of the final termination will be sent to the practitioner and the 
termination will be reported to the State Licensing Board and the NPDB as defined in 
reporting to appropriate authorities section below. 

Reporting to Appropriate Authorities 
Molina will make reports to appropriate authorities as specified in the Molina Fair 
Hearing Plan Policy when the Credentialing Committee takes or recommends certain 
Adverse Actions for a practitioner based upon Unprofessional Conduct or quality of 
care.   Adverse Actions include: 
 

• Revocation, termination of, or expulsion from Molina Provider status. 
• Summary Suspension in effect or imposed for more than 30 calendar days. 
• Any other final action by Molina that by its nature is reportable to the State 

Licensing Board and the NPDB. 

Within 15 calendar days of the effective date of the final action, the Manager 
responsible for credentialing reports the action to the following authorities: 

• All appropriate state licensing agencies 
• National Practitioner Data Bank (NPDB) 

A letter is then written to the appropriate state licensing boards describing the adverse 
action taken, the practitioner it was taken against and a copy of the NPDB report is 
attached to the letter.  This letter is sent certified to the appropriate state licensing 
boards within 24-hours of receiving the final NPDB report.  A copy of this letter is filed 
into the Practitioner’s credentials file.  The action is also reported to other applicable 
State entities as required. 

Fair Hearing Plan Policy 

Under State and Federal law, certain procedural rights shall be granted to a 
provider in the event that peer review recommendations and actions require a 
report be made to the State Licensing Board, the National Practitioner Data Bank 
(“NPDB”), and/or the Healthcare Integrity and Protection Data Bank (“HIPDB”). 

Molina Healthcare, Inc., and its affiliates (“Molina”), will maintain and 
communicate the process providing procedural rights to providers when a  
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final action by Molina will result in a report to the State Licensing Board, 
NPDB, and/or HIPDB. 
 

A. Definitions 

1. Adverse Action shall mean an action that entitles a provider to a 
hearing, as set forth in Section B (l)-(3) below. 

2. Chief Medical Officer shall mean the Chief Medical Officer for the 
respective Molina affiliate state plan wherein the provider is 
contracted. 

3. Days shall mean calendar days.  In computing any period of time 
prescribed or allowed by this Policy, the day of the act or event 
from which the designated period of time begins shall not be 
included. 

4. Medical Director shall mean the Medical Director for the 
respective Molina affiliate state plan wherein the provider is 
contracted. 

5. Molina Plan shall mean the respective Molina affiliate state plan 
wherein the provider is contracted. 

6. Notice shall mean written notification sent by certified mail, return 
receipt requested, or personal delivery. 

7. Peer Review Committee or Credentialing Committee shall mean a 
Molina Plan committee or the designee of such a committee. 

8. Plan President shall mean the Plan President for the respective Molina 
affiliate state plan wherein the provider is contracted. 

9. Provider shall mean physicians, dentists, and other health care 
practitioners as defined by 42 USC 11151 and Social Security Act § 
1861(u). 

10. State shall mean the licensing board in the state in which the provider 
practices. 

11. State Licensing Board shall mean the state agency responsible for the 
licensure of provider. 

12. Unprofessional Conduct refers to a basis for corrective action or 
termination involving an aspect of a provider’s competence or 
professional conduct which is reasonably likely to be detrimental to 
patient safety or the delivery of quality care.  Unprofessional conduct  
does not refer to instances where a provider violates a material term of 
the provider’s contract with a Molina Plan. 
 

B. Grounds for a Hearing 

Grounds for a hearing exist whenever the Peer Review Committee or 
Credentialing Committee takes or recommends any of the following Adverse 
Actions for a provider based upon Unprofessional Conduct: 
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1. Revocation, termination of, or expulsion from Molina Provider status 

when such revocation, termination, or expulsion is reportable to the 
State Licensing Board, NPDB, and/or HIPDB. 

2. Suspension, reduction, limitation, or revocation of authority to provide 
care to Molina members when such suspension, reduction, limitation, or 
revocation is reportable to the State Licensing Board, NPDB, and/or 
HIPDB. 

3. Any other final action by Molina that by its nature is reportable to the 
State Licensing Board, NPDB, and/or HIPDB. 
 

C. Notice of Action 

If the Peer Review Committee and/or Credentialing Committee have 
recommended an Adverse Action, the Committee shall give written notice to 
the provider by certified mail with return receipt requested.  The notice shall: 

1. State the reasons for the action; 
2. State any Credentialing Policy provisions that have been violated; 
3. Advise the provider that he/she has the right to request a hearing on the 

proposed Adverse Action; 
4. Advise the provider that any request for hearing must be made in 

writing within thirty (30) days following receipt of the Notice of Action, 
and must be sent to the respective Molina Plan Medical Director by 
certified mail, return receipt requested, or personal delivery; 

5. Advise the provider that he/she has the right to be represented by an 
attorney or another person of their choice. 

6. Advise the provider that the request for a hearing must be 
accompanied by a check in the amount of $1,000.00 as a deposit for 
the administrative expenses of the hearing and specify that this amount 
will be refunded if the Adverse Action is overturned; 

7. State that the proposed action or recommendation, if adopted, must be 
reported pursuant to State and Federal law; and 

8. Provide a summary of the provider’s hearing rights or attach a copy of 
this Policy. 
 

D. Request for a Hearing - Waiver 

If the provider does not request a hearing in writing to the Chief Medical 
Officer within thirty days following receipt of the Notice of Action, the provider 
shall be deemed to have accepted the action or recommendation of the Peer 
Review Committee and/or Credentialing Committee, and such action or 
recommendation shall be submitted to the Chief Medical Officer for final 
decision.  In the event that a timely written Request for Hearing is received, a 
Hearing Officer and/or hearing panel shall be appointed as set forth below 
and the Peer Review Committee and/or Credentialing Committee  
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shall provide the provider with a Notice of Hearing and Statement of Charges 
consistent with this Policy. 
A provider who fails to request a hearing within the time and in the manner 
specified above waives his or her right to any hearing to which he or she 
might otherwise have been entitled.  If the provider waives his or her right to 
any hearing by failing to request a hearing within the time and in the manner 
specified above, the recommendation of the Peer Review Committee and/or 
Credentialing Committee taking or recommending the Adverse Action shall 
be forwarded to the Chief Medical Officer for final approval.  In the event of a 
submittal to the Chief Medical Officer upon the provider’s waiver as set forth 
herein, the Peer Review Committee and/or Credentialing Committee may 
submit to the Chief Medical Officer additional information relevant to its 
recommended Adverse Action to be considered by the Chief Medical Officer 
in accepting or rejecting the recommended Adverse Action. 

E. Appointment of a Hearing Committee 

1. Composition of Hearing Committee 
The Chief Medical Officer/Plan President shall select the individuals to 
serve on the Hearing Committee.  The Hearing Committee shall consist 
of individuals who are not in direct economic competition with the 
subject provider; who shall gain no direct financial benefit from the 
outcome of the hearing; and, who shall have not acted as accuser, 
investigator, fact finder, initial decision maker or otherwise have not 
actively participated in the consideration of the matter leading up to the 
recommendation or action.  General knowledge of the matter involved 
shall not preclude a physician from serving as a member of the panel. 
 
The panel shall consist of three or more providers and shall include, 
whenever feasible, at least one individual practicing the same specialty 
as the affected provider.  In the event providers are not available to sit 
as Hearing Committee members, physicians from the community may 
be substituted by the Medical Director. 
 

2. Scope of Authority 
The Hearing Committee shall have the authority to interpret and apply 
this Policy insofar as it relates to its powers and duties. 
 

3. Responsibilities 
The Hearing Committee shall: 
a. Evaluate evidence and testimony presented. 
b. Issue a decision accepting, rejecting, or modifying the decision of 

the Peer Review Committee and/or Credentialing Committee. 
c. Maintain the privacy of the hearing unless the law provides to the 

contrary. 
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4. Vacancies 

In the event of a vacancy in a hearing panel after a hearing has 
commenced, the remaining panel members may continue with the 
hearing and determination of the controversy, unless the parties agree 
otherwise. 
 

5. Disclosure and Challenge Procedures 
Any person appointed to the Hearing Committee shall disclose to the 
Chief Medical Officer/Plan President any circumstance likely to affect 
impartiality, including any bias or a financial or personal interest in the 
result of the hearing or any past or present relationship with the parties 
or their representatives.  The Hearing Officer may remove any person 
appointed to the Hearing Committee if the Hearing Officer believes that 
the person is unable to render an impartial decision. 
 

F. Hearing Officer 

1. Selection 
The Chief Medical Officer and/or Plan President shall appoint a Hearing 
Officer, who may be an attorney.  The Hearing Officer shall gain no 
direct financial benefit from the outcome of the hearing, shall not act as 
a prosecuting officer or advocate, and shall not be entitled to vote. 
 

2. Scope of Authority 
The Hearing Officer shall have the sole discretion and authority to: 
a. Exclude any witness, other than a party or other essential person. 
b. Determine the attendance of any person other than the parties and 

their counsel and representatives. 
c. For good cause shown to postpone any hearing upon the request 

of a party or upon a Hearing Committee’s own initiative, and shall 
also grant such postponement when all of the parties agree 
thereto. 
 

3. Responsibilities 
The Hearing Officer shall: 
a. Guide the hearing process, including endeavoring to assure that 

all participants in the hearing have a reasonable opportunity to be 
heard and to present relevant oral and documentary evidence in 
an efficient and expeditious manner; 

b. Ensure that proper decorum is maintained; 
c. Be entitled to determine the order of, or procedure for, presenting 

evidence and argument during the hearing; 
d. Issue rulings pertaining to matters of law, procedure and the 

admissibility of evidence; 
e. Issue rulings on any objections or evidentiary matters; 
f. Discretion to limit the amount of time; 
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g. Assure that each witness is sworn in by the court reporter; 
h. May ask questions of the witnesses (but must remain 

neutral/impartial); 
i. May meet in private with the panel members to discuss the 

conduct of the hearing; 
j. Remind all witnesses at the conclusion of their testimony of the 

confidentiality of the hearing; 
k. Participate in the deliberations of the Hearing Committee as a 

legal advisor, but shall not be entitled to vote; and 
l. Prepare the written report. 

 
G. Time and Place of Hearing 

Upon receipt of a Request for Hearing, the Chief Medical Officer and/or Plan 
President shall schedule and arrange for a hearing.  The Chief Medical 
Officer and/or Plan President shall give notice to the affected provider of the 
time, place and date of the hearing, as set forth below.  The date of 
commencement of the hearing shall be not less than 30 days from the date 
of the Notice of the Hearing, and not more than 60 days from the date of 
receipt of the Request for Hearing.  Notwithstanding the above timeframes, 
the parties may agree to extensions, or the Hearing Officer may grant an 
extension on a showing of good cause.  If more than one meeting is required 
for a hearing, the Hearing Officer shall set the date, time, and location for 
additional meetings. 

H. Notice of Hearing 

The Notice of Hearing shall contain and provide the affected provider with 
the following: 

1. The date, time and location of the hearing. 
2. The name of the Hearing Officer. 
3. The names of the Hearing Committee Members. 
4. A concise statement of the affected provider’s alleged acts or omissions 

giving rise to the Adverse Action or recommendation, and any other 
reasons or subject matter forming the basis for the Adverse Action or 
recommendation which is the subject of the hearing. 

5. The names of witnesses, so far as they are then reasonably known or 
anticipated, who are expected to testify on behalf of the Peer Review 
Committee and/or Credentialing Committee, provided the list may be 
updated as necessary and appropriate, but not later than ten days prior 
to the commencement of the hearing. 

6. A list of all documentary evidence forming the bases of the charges 
reasonably necessary to enable the provider to prepare a defense, 
including all documentary evidence which was considered by the Peer  
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7. Review Committee and/or Credentialing Committee in recommending 

the Adverse Action. 
Except with regard to the disclosure of witnesses, as set forth above, the 
Notice of Hearing may be amended from time to time, but not later than the 
close of the case at the conclusion of the hearing by the Hearing Committee.  
Such amendments may delete, modify, clarify or add to the acts, omissions, 
or reasons specified in the original Notice of Hearing. 

I. Pre-Hearing Procedures 

1. The provider shall have the following pre-hearing rights: 
a. To inspect and copy, at the provider’s expense, documents upon 

which the charges are based which the Peer Review Committee 
and/or Credentialing Committee have in its possession or under its 
control; and 

b. To receive, at least 30 days prior to the hearing, a copy of the 
evidence forming the basis of the charges which is reasonably 
necessary to enable the provider to prepare a defense, including 
all evidence that was considered by the Peer Review Committee 
and/or Credentialing Committee in recommending Adverse Action. 
 

2. The Hearing Committee shall have the following pre-hearing right: 
To inspect and copy, at Molina’s expense, any documents or other 
evidence relevant to the charges which the provider has in his or her 
possession or control as soon as practicable after receiving the hearing 
request. 
 

3. The Hearing Officer shall consider and rule upon any request for access 
to information and may impose any safeguards required to protect the 
peer review process, privileges and ensure justice.  In so doing, the 
Hearing Officer shall consider: 
a. Whether the information sought may be introduced to support or 

defend the charges; 
b. The exculpatory or inculpatory nature of the information sought, if 

any; 
c. The burden attendant upon the party in possession of the 

information sought if access is granted; and 
d. Any previous requests for access to information submitted or 

resisted by the parties. 
 

4. The provider shall be entitled to a reasonable opportunity to question 
and object to or challenge the impartiality of members of the Hearing 
Committee and the Hearing Officer.  Challenges to the impartiality of 
any Hearing Committee member or the Hearing Officer shall be ruled 
on by the Hearing Officer. 
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5. It shall be the duty of the provider, the Peer Review Committee and/or 

Credentialing Committee to exercise reasonable diligence in notifying 
the Hearing Officer of any pending or anticipated procedural disputes as 
far in advance of the scheduled hearing as possible, in order that 
decisions concerning such matters may be made in advance of the 
hearing.  Objections to any pre-hearing decisions may be succinctly 
made at the hearing. 

6. Failure to disclose the identity of a witness or produce copies of all 
documents expected to be produced at least ten days before the 
commencement of the hearing shall constitute good cause for a 
continuance or limitation of the evidence or the testimony if deemed 
appropriate by the Hearing Officer. 

7. The right to inspect and copy by either party does not extend to 
confidential information referring solely to individually identifiable 
physicians or patients, other than the provider under review, or to 
information, interviews, reports, statements, findings and conclusions 
resulting from studies or other data prepared specifically to be 
submitted for review purposes made privileged by operation of State. 

J. Conduct of Hearing 

1. Rights of the Parties 

Within reasonable limitations, and as long as these rights are exercised 
in an efficient and expeditious manner, both sides at the hearing may: 
a. Call and examine witnesses for relevant testimony. 
b. Introduce relevant exhibits or other documents. 
c. Cross-examine or impeach witnesses who have testified orally on 

any matter relevant to the issues. 
d. Otherwise rebut evidence. 
e. Have a record made of the proceedings. 
f. Submit a written statement at the close of the hearing. 
g. Receive the written recommendation of the Hearing Officer or 

Hearing Committee, including a statement of the basis for the 
recommendations, upon completion of the hearing. 
 

The provider may be called by the Peer Review Committee and/or 
Credentialing Committee and examined as if under cross-examination. 

 
2. Course of the Hearing 

 
a. Each party may make an oral opening statement. 
b. The Peer Review Committee and/or Credentialing Committee shall 

call any witnesses and present relevant documentary evidence to 
support its recommendation. 

c. The affected provider may then call any witnesses and present 
relevant documentary evidence supporting his/her defense. 
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d. The Hearing Committee or Officer has the discretion to vary the 

course of the hearing, but shall afford a full and equal opportunity 
to all parties for the presentation of material and relevant evidence 
and for the calling of witnesses. 

e. The Hearing Committee shall be the judge of the relevance and 
materiality of the evidence offered, and conformity to legal rules of 
evidence shall not be necessary.  All evidence shall be taken in 
the presence of the entire Hearing Committee and all of the 
parties, except when agreed to by the parties, or determined by 
the Hearing Officer. 
 

3. Use of Exhibits 

a. Exhibits, when offered by either party, may be received into 
evidence by the Hearing Committee as ruled upon by the Hearing 
Officer. 

b. A description of the exhibits in the order received shall be made a 
part of the record. 
 

4. Witnesses 

a. Witnesses for each party shall submit to questions or other 
examination. 

b. The Hearing Officer shall have the power to sequester witnesses 
(exclude any witness, other than a party or other essential person, 
during the testimony of any other witness).  The names and 
addresses of all witnesses and a description of their testimony in 
the order received shall be made a part of the record. 

c. The Hearing Committee may receive and consider the evidence of 
witnesses by affidavit, but shall give it only such weight as the 
Hearing Committee deems it is entitled to after consideration of 
any objection made to its admission. 

d. The party producing such witnesses shall pay the expenses of 
their witnesses. 
 

5. Rules for Hearing: 

a. Attendance at Hearings 
Only those persons having a direct interest in the hearing are 
entitled to attend the hearing.  This means that the hearing will be 
closed except for the parties and their representatives.  The only 
exception is when good cause is shown satisfactory to the Hearing 
Officer that it is necessary in the interest and fairness of the 
hearing to have others present. 
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b. Communication with Hearing Committee 

There shall be no direct communication between the parties and 
the Hearing Committee other than at the hearing, unless the 
parties and the Hearing Committee agree otherwise.  Any other 
oral or written communication from the parties to the Hearing 
Committee shall be directed to the Hearing Officer for transmittal to 
the Hearing Committee. 
 

c. Interpreter 
Any party wishing to utilize an interpreter shall make all 
arrangements directly with the interpreter and shall assume the 
costs of the services. 
 

K. Close of the Hearing 

At the conclusion of the hearing, the Hearing Officer shall dismiss all parties 
and participate in the deliberations of the Hearing Committee.  The Hearing 
Committee shall render its final decision by a majority vote, including findings 
of fact and a conclusion articulating the connection between the evidence 
produced at the hearing and the decision reached to the Hearing Officer. 

Within thirty days of the conclusion of the deliberations, the Hearing Officer 
shall issue a written report including the following: 

1. A summary of facts and circumstances giving rise to the hearing. 

2. A description of the hearing, including: 

a. The panel members’ names and specialties; 
b. The Hearing officer’s name; 
c. The date of the hearing; 
d. The charges at issue; and 
e. An overview of witnesses heard and evidence. 

 
3. The findings and recommendations of the Hearing Committee. 

4. Any dissenting opinions desired to be expressed by the hearing panel 
members. 

Final adjournment of the Hearing Committee shall occur when the Hearing 
Officer has mailed or otherwise delivered the written report. 

L. Burden of Proof 
In all hearings it shall be incumbent on the Peer Review Committee and/or 
Credentialing Committee taking or recommending an Adverse Action to 
come forward initially with evidence in support of its action or decision.   
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Thereafter, the provider who requested the hearing shall come forward with 
evidence in his/her support. 
The burden of proof during a hearing shall be as follows: 

The Peer Review Committee or Credentialing Committee taking or 
recommending the Adverse Action shall bear the burden of persuading the 
Hearing Committee that its action or recommendation is reasonable and 
warranted.  The term “reasonable and warranted” means within the range of 
alternatives reasonably available to the Peer Review Committee and/or 
Credentialing Committee  taking or recommending Adverse Action under the 
circumstances and not necessarily that the action or recommendation is the 
only measure or the best measure that could have been taken or formulated. 

M. Provider Failure to Appear or Proceed 

Failure, without good cause, of the provider to personally attend and proceed 
at a hearing in an efficient and orderly manner shall be deemed to constitute 
voluntary acceptance of the recommendations or actions involved. 

N. Record of the Hearing/Oath 

A court reporter shall be present to make a record of the hearing 
proceedings and the pre-hearing proceedings, if deemed appropriate by the 
Hearing Officer.  The cost of attendance of the reporter shall be borne by 
Molina, but the cost of the transcript, if any, shall be borne by the party 
requesting it.  The Hearing Officer shall be required to order that all oral 
evidence be taken by oath administered by a person lawfully authorized to 
administer such oath. 

O. Representation 

Each party shall be entitled to representation by an attorney at law, or other 
representative at the hearing, at their own expense, to represent their 
interests, present their case, offer materials in support thereof, examine 
witnesses, and/or respond to appropriate questions. 

P. Postponements 

The Hearing Officer, for good cause shown, may postpone any hearing upon 
the request of a party or the Hearing Committee. 

Q. Notification of Finding 

The Hearing Office shall serve a copy of the written report outlining the basis 
of the Hearing Committee’s decision to the Medical Director, the Peer  
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Review Committee and/or Credentialing Committee imposing the Adverse 
Action, and the affected provider. 
 

R. Final Decision 

Upon receipt of the Hearing Committee’s decision, the Chief Medical 
Officer/Plan President shall either adopt or reject the Hearing Committee’s 
decision.  The Chief Medical Officer/Plan President’s action constitutes the 
final decision. 

S. Reporting 

In the event the Chief Medical Officer/Plan President adopts the proposed 
decision of the Peer Review Committee and/or Credentialing Committee 
taking or recommending the Adverse Action, Molina will submit a report to 
the State Licensing Board, NPDB, and/or HIPDB, as required.  Reports shall 
be made in accordance with the Credentialing Program Policy. 

Reports to the State Licensing Board, NPDB, and/or HIPDB for adverse 
actions must be submitted within 15 days from the date the adverse action 
was taken. 

T. Exhaustion of Internal Remedies 

If any of the above Adverse Actions are taken or recommended, the provider 
must exhaust the remedies afforded by this Policy before resorting to legal 
action. 

U. Confidentiality and Immunity 

Information regarding any practitioner or provider submitted, collected, or 
prepared by any representative of this or any other health care facility or 
organization or medical staff for the purpose of evaluating, improving, 
achieving or maintaining quality and cost effective patient care shall, to the 
fullest extent permitted by law, be confidential and shall only be disseminated 
to a Representative in order to carry out appropriate activities under these 
Policies and Procedures. Confidentiality shall also extend to such information 
that is provided by third parties. 

For purposes of this section a “Representative” shall mean any individual 
authorized to preform specific information gathering or disseminating 
functions for the purpose of evaluating, improving, achieving or maintaining 
quality and cost effective patient care. 
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For purposes of this section “information” may be any written or oral 
disclosures including, but not limited to, a practitioner’s or provider’s 
professional qualifications, clinical ability, judgment, character,  physical or 
mental health, emotional stability, professional ethics, or any other matter 
that might directly or indirectly affect patient care or practitioner’s or 
provider’s provision of patient care services. 
By providing patient care services at Molina, a practitioner or provider: 

1. Authorizes representatives of Molina to solicit, provide, and act 
upon information bearing on the practitioner’s or provider’s 
qualifications. 

2. Agrees to be bound by the provisions of this policy and procedure 
and to waive all legal claims against any representative who acts in 
accordance with the provisions of this policy and procedure. 

3. Acknowledges that the provisions of this policy and procedure are 
express conditions of the application for, or acceptance of, Molina 
membership and the continuation of such membership, and to the 
exercise of clinical privileges or provision of patient care. 
 

The confidentiality and immunity provisions of this policy and procedure shall 
apply to all information so protected by State or Federal law. To the fullest 
extent permitted by State or Federal law, the confidentiality and immunity 
provisions of this policy and procedure shall include, but is not limited to: 

1. Any type of application or reapplication received by the Provider or 
Practitioner; 

2. Actions reducing, suspending, terminating or revoking a 
practitioner’s and provider’s status, including requests for corrective 
actions, investigation reports and documents and all other 
information related to such action; 

3. Hearing and appellate review; 
4. Peer review and utilization and quality management activities; 
5. Risk management activities and claims review; 
6. Potential or actual liability exposure issues; 
7. Incident and/or investigative reports; 
8. Claims review; 
9. Minutes of all meetings by any committees otherwise appropriately 

appointed by the Board; 
10. Any activities related to monitoring the quality, appropriateness or 

safety of health care services; 
11. Minutes of any Committees and Subcommittees related to 

monitoring the quality, appropriateness or safety of health care 
services; 
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12. Any Molina operations and actions relating to practitioner and 

provider conduct. 
Immunity from Liability for Action Taken: No representative shall be liable to a 
practitioner or provider or any third party for damages or other relief for any 
decision, opinion, action, statement, or recommendations made within the scope of 
their duties as representative, if such representative acts in good faith and without 
malice. 
 
Immunity from Liability for Providing Information: No representative or third parties 
shall be liable to a practitioner or provider for damages or other relief by reason of 
providing information, including otherwise privileged or confidential information, to 
a representative or to any third party pursuant to authorization by the practitioner or 
provider, or if permitted or required by law, or these Policies and Procedures, 
provided that such representative or third parties acts in good faith and without 
malice. 
 
Cumulative Effect: The provisions in this Policy and Procedure and any forms 
relating to authorizations, confidentiality of information, and immunities from liability 
are in addition to other protections provided by relevant state and federal law, and 
are not a limitation thereof. 
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