NORTH CAROLINA DEPARTMENT OF INSURANCEPRIVATE 

LIFE AND HEALTH DIVISION
PPO CARRIER NOTIFICATION OF INTERMEDIARY NETWORK ADDITION

· Send all materials to:  



North Carolina Department of Insurance



Life and Health Division



1201 Mail Service Center


Raleigh, NC 27699-1201
1. Insurer’s Full Legal Name:      
2.
Insurer’s FEIN Number:      
3. Insurer’s Mailing Address:





Street 
     



City      
State      
Zip      
4. Insurer Representative Submitting This Notification:


Name 
     
Title      

Name 
     
Title      
5. Name of PPO Benefit Plan(s) for which Intermediary Network is Being Added


     
6. Contact Information for Intermediary Network Being Added:


Intermediary      
Street 
     


City      
State      
Zip      
Contact Person      

Phone      
Fax      
Email     
7.       Reason that Intermediary is Being Added (choose one):

 FORMCHECKBOX 
 Insurer is replacing another Intermediary Network that is currently (or was recently) being used.

 FORMCHECKBOX 
 Insurer is adding an Intermediary Network(s).

8.       If applicable, what is the name of the Intermediary being replaced?

     
9.       Compensation Arrangements:

 FORMCHECKBOX 
 Insurer confirms that the Intermediary and the Intermediary’s contracted providers are reimbursed on a fee for service basis (NCGS 58-50-56).

PPO Carrier Notification of Network Addition: Checklist

	ITEM NAME
	INCL?
	N/A?
	ITEM INSTRUCTIONS

	Insurer Checklist
	
	
	Return this completed checklist with your filing. For each checklist item, Insurer representative must either 1) select the “INCL?” column at left to indicate that the item is included in the filing, or 2) select the “N/A” column to indicate that the item is not applicable.  

INSERT BEHIND PAGE LABELED “CHECKLIST”

	Insurer Attestation
	 FORMCHECKBOX 


	
	Complete and sign the PPO Carrier Network Addition: Attestation (see p. 6).

INSERT BEHIND PAGE LABELED “ATTESTATION”

	Compliance Certifications
	 FORMCHECKBOX 


	
	Provide a Compliance Certification:  Intermediary Arrangement for the Intermediary arrangement being added, and for all other delegated functions as applicable, i.e., Compliance Certification: Delegated Credentialing; Compliance Certification: Delegated Utilization Review; Compliance Certification: Delegated Grievance Procedures 
INSERT BEHIND PAGE LABELED “CERTIFICATIONS”

	Insurer’s Contract with Intermediary
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If the Department has already approved the Intermediary contract form for the Insurer, then the Insurer does not have to re-submit the Intermediary contract form.   Submit a copy of the Department’s approval letter as evidence of compliance.

INSERT BEHIND PAGE LABELED “INTERMEDIARY CONTRACT”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Department has not approved the Intermediary contract form, then the Insurer must submit the contract form for compliance review and Department prior approval.  A completed “Contract Compliance Checklist” (available on the NCDOI website) should accompany each contract form. 

INSERT BEHIND PAGE LABELED “INTERMEDIARY CONTRACT”

	Intermediary Provider Contract Forms
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	If the Department has already reviewed the Intermediary’s provider contract forms, and determined that those contract forms are compliant with applicable North Carolina laws and regulations, then the Insurer does not have to submit the Intermediary’s contract forms.  Instead, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary (containing Department’s affirmation that the contract forms are compliant).

INSERT BEHIND PAGE LABELED “PROVIDER CONTRACTS”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Department has not reviewed the Intermediary’s provider contract forms, the Insurer must submit those contract forms for compliance review.  A completed “Contract Compliance Checklist” (available on the NCDOI website) should accompany each contract form.

INSERT BEHIND PAGE LABELED “PROVIDER CONTRACTS”

	Provider Availability Standards
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If Insurer’s Provider Availability standards will apply, and if the Department has previously approved those standards, then provide a statement confirming that the provider availability standards remain in compliance with 11 NCAC 20.0301.  

INSERT BEHIND PAGE LABELED “PROVIDER AVAILABILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR
If Insurer’s Provider Availability standards will apply, and if the Department has not yet approved those standards, then provide a copy of the Insurer’s policy/standards to demonstrate compliance with 11 NCAC 20.0301.

INSERT BEHIND PAGE LABELED “PROVIDER AVAILABILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Provider Availability standards will apply, and if the Department has already reviewed the Intermediary’s Provider Availability standards, and determined that those standards are compliant with applicable North Carolina laws and regulations, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary (containing Department’s affirmation that the Provider Availability standards are compliant), AND 
2. Evidence that the Insurer has reviewed and approved those standards (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0301.

INSERT BEHIND PAGE LABELED “PROVIDER AVAILABILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Provider Availability standards will apply, and if the Department has not reviewed the Intermediary’s Provider Availability standards, the Insurer should submit:

1. A copy of the Intermediary’s policy/standards to demonstrate compliance with 11 NCAC 20.0301

2. Evidence that the Insurer has reviewed and approved those standards (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0301.

INSERT BEHIND PAGE LABELED “PROVIDER AVAILABILITY”

	Provider Accessibility 
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	If Insurer’s Provider Accessibility standards will apply, and if the Department has previously approved those standards, then provide a statement confirming that the provider accessibility standards remain in compliance with 11 NCAC 20.0302.  

INSERT BEHIND PAGE LABELED “PROVIDER ACCESSIBILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR
If Insurer’s Provider Accessibility standards will apply, and if the Department has not yet approved those standards, then provide a copy of the Insurer’s standards to demonstrate compliance with 11 NCAC 20.0302.

INSERT BEHIND PAGE LABELED “PROVIDER ACCESSIBILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Provider Accessibility standards will apply, and if the Department has already reviewed the Intermediary’s Provider Accessibility standards, and determined that those standards are compliant with applicable North Carolina laws and regulations, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary (containing Department’s affirmation that the Provider Accessibility standards are compliant), AND 
2. Evidence that the Insurer has reviewed and approved those standards (copy of Board minutes, etc.).

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0302.

INSERT BEHIND PAGE LABELED “PROVIDER ACCESSIBILITY”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Provider Accessibility standards will apply, and if the Department has not reviewed the Intermediary’s Provider Accessibility standards, the Insurer should submit:

1. A copy of the Intermediary’s standards to demonstrate compliance with 11 NCAC 20.0302.

2. Evidence that the Insurer has reviewed and approved those standards (copy of Board minutes, etc.).

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0302.
INSERT BEHIND PAGE LABELED “PROVIDER ACCESSIBILITY”

	Provider Credentialing 
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	If Insurer’s Provider Credentialing Plan will apply, and if the Department has previously approved those policies and procedures, then provide a statement confirming that the provider accessibility standards remain in compliance with 11 NCAC 20.0400.

INSERT BEHIND PAGE LABELED “CREDENTIALING”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR
If Insurer’s Provider Credentialing Plan will apply, and if the Department has not yet approved those policies and procedures, then provide a copy of the Insurer’s policies and procedures to demonstrate compliance with 11 NCAC 20.0400.

INSERT BEHIND PAGE LABELED “CREDENTIALING”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s/CVO’s Provider Credentialing Plan will apply, and if the Department has already reviewed the Intermediary’s/CVO’s Provider Credentialing policies and determined that those policies are compliant with applicable North Carolina laws and regulations, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary/CVO (containing Department’s affirmation that the Provider Credentialing policies are compliant), AND 
2. Evidence that the Insurer has reviewed and approved those policies (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0400.
INSERT BEHIND PAGE LABELED “CREDENTIALING”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s/CVO’s Provider Credentialing Plan will apply, and if the Department has not reviewed the Intermediary’s/CVO’s Provider Credentialing policies the Insurer should submit:

1. A copy of the Intermediary’s/CVO’s policies to demonstrate compliance with 11 NCAC 20.0400.

2. Evidence that the Insurer has reviewed and approved those policies (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed the Intermediary’s standards, indicate the date of the review, and found those standards to be compliant with 11 NCAC 20.0400.

INSERT BEHIND PAGE LABELED “CREDENTIALING”

	
	
	
	

	
	
	
	

	Utilization Review 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	The Insurer must have a Utilization Review Program.  If the Department has previously approved those policies then provide a statement confirming that the Utilization Review Program remains in compliance with NCGS 58-50-61 and NCGS 58-50-62.

Note:  If Utilization Review is Delegated, the Insurer’s Utilization Review program document must in the minimum contain provisions of NCGS 58-50-61(b) and (c).
INSERT BEHIND PAGE LABELED “U.R.”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR
If the Department has not yet approved the Insurer’s Utilization Review Program, then provide a copy of the Insurer’s policies to demonstrate compliance with NCGS 58-50-61 and NCGS 58-50-62. 

Note:  If Utilization Review is Delegated, the Insurer’s Utilization Review program document must in the minimum contain provisions of NCGS 58-50-61(b) and (c).
INSERT BEHIND PAGE LABELED “U.R.”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s/URO’s Utilization Review Program will apply, and if the Department has already reviewed the Intermediary/URO’s Utilization Review policies, and determined that those policies are compliant with applicable North Carolina laws and regulations, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary/URO (containing Department’s affirmation that the Utilization Review policies are compliant), AND 
2. Evidence that the Insurer has reviewed and approved those policies (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed, indicate the date of the review, the Intermediary’s/URO’s policies and found those policies to be compliant with NCGS 58-50-61 and NCGS 58-50-62.
INSERT BEHIND PAGE LABELED “U.R.”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary/URO’s  Utilization Review Program will apply, and if the Department has not reviewed the Intermediary/URO’s  Utilization Review policies, the Insurer should submit:

1. A copy of the Intermediary/URO’s policies to demonstrate compliance with NCGS 58-50-61 and 62.

2. Evidence that the Insurer has reviewed and approved those policies (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed, indicate the date of the review, the Intermediary’s/URO’s policies and found those policies to be compliant with NCGS 58-50-61 and NCGS 58-50-62.
INSERT BEHIND PAGE LABELED “U.R.”

	Grievance Procedures 
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	If Insurer’s Grievance Procedures will apply, and if the Department has previously approved those procedures, then provide a statement confirming that the Grievance Procedures remain in compliance with NCGS 58-50-62.

INSERT BEHIND PAGE LABELED “GRIEVANCES”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR
If Insurer’s Grievance Procedures will apply, and if the Department has not yet approved those procedures, then provide a copy of the Insurer’s procedures to demonstrate compliance with NCGS 58-50-62.

INSERT BEHIND PAGE LABELED “GRIEVANCES”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Grievance Procedures will apply, and if the Department has already reviewed the Intermediary’s Grievance procedures and determined that those procedures are compliant with applicable North Carolina laws and regulations, the Insurer should submit:

1. A copy of the Department’s letter  to the Intermediary (containing Department’s affirmation that the Grievance procedures are compliant), AND 
2. Evidence that the Insurer has reviewed and approved those procedures (copy of Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed, indicate the date of the review, the Intermediary’s procedures and found those procedures to be compliant with NCGS 58-50-62.

INSERT BEHIND PAGE LABELED “GRIEVANCES”

	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	OR

If the Intermediary’s Grievance Procedures will apply, and if the Department has not reviewed the Intermediary’s Grievance procedures, the Insurer should submit:

1. Copy of the Intermediary’s procedures to demonstrate compliance with NCGS 58-50-62.

2. Evidence that Insurer has reviewed and approved those procedures (Board minutes, etc.)

3. Statement, signed by a company officer, that the Insurer reviewed, indicate the date of the review, the Intermediary’s procedures and found those procedures to be compliant with NCGS 58-50-62.

INSERT BEHIND PAGE LABELED “GRIEVANCES”

	Claims Processing/

Payment
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	If the Intermediary  is responsible for claims payment to its providers, then Insurer must: 

1. Provide a statement, signed by a company officer, that the Insurer has reviewed the processes of the Intermediary and found the Intermediary’s processes for claims are in compliance with NCGS 58-3-225 and 11 NCAC 20.0204(b)(6).

AND

2. Provide a statement confirming which of the following,  in accordance with 11 NCAC 20.0204(c), the company will:

2. monitor Intermediary’s financial condition to ensure that providers are paid for services, or

2. maintain member hold harmless agreements with providers.

INSERT BEHIND PAGE LABELED “CLAIMS”

	Data Grids
	 FORMCHECKBOX 

	
	Use NetworkDataGrids.xls file (MS Excel).   Insurer must complete first grid (if applicable).  Populate all applicable remaining grids with data from the Intermediary, regarding the new network being added. Submit electronic copy of the Excel file, with the rest of your materials.  

INSERT COPY BEHIND PAGE LABELED “DATA GRIDS”

	Note
	
	
	The Insurer understands that the Division may require additional information, if needed.




LIFE AND HEALTH DIVISION
PPO Carrier Intermediary Network Addition: Attestation 

We hereby attest that we have reviewed this Notification and all supporting materials in their entirety, and that the information being submitted is true and correct. 

Signature



Date

Signature



Date


     






     
Name






Name


     






     
Title (must be Insurer Company Officer)

Title (must be Insurer Company Officer)

COUNTY OF      
STATE OF      
Sworn to and subscribed to before me this 


 day of 


, 2001.









Notary Seal:

Signature of Notary Public

Date on Which My Commission Expires
LIFE AND HEALTH DIVISION

Compliance Certification: Intermediary Arrangements

Submit one signed Certification for each subcontracted Intermediary.

Pursuant to 11 NCAC 20.0204 (“Insurer and Intermediary Contracts”),







  (“Insurer”), duly licensed and authorized to do business in the State of North Carolina, hereby provides notification that it has entered into a subcontractual relationship with 





 (“Intermediary”).  Insurer certifies to the Commissioner of the North Carolina Department of Insurance that the Insurer’s contract with the Intermediary, and the Intermediary’s own program, are fully compliant with all of the Regulations listed and referenced below.

11 NCAC 20.0204  Insurer and Intermediary Contracts

(a) If a Insurer contracts with an intermediary for the provision of a network to deliver health care services, the Insurer shall file with the Division for prior approval its form contract with the intermediary.

      The filing shall be accompanied by a certification from the Insurer that the intermediary will, by the terms of the contract, be required to comply with all statutory and regulatory requirements which apply to the functions delegated. The certification shall also state that the Insurer shall monitor such compliance.

(b) A Insurer’s contract form with the intermediary shall state that:

(1) All provider contracts used by the intermediary shall comply with, and include applicable provisions of 11 NCAC 20.0202. 

(2) The network Insurer retains its legal responsibility to monitor and oversee the offering of services to its members and financial responsibility to its members.

      (3) The intermediary may not subcontract for its service without the Insurer’s written permission.

      (4) The Insurer may approve or disapprove participation of individual providers contracting with the intermediary for inclusion in or removal from the Insurer’s own network plan.

      (5) The Insurer shall retain copies or the intermediary shall make available for review by the Department all provider contracts and subcontracts held by the intermediary.

      (6) If the intermediary organization assumes risk from the Insurer or pays its providers on a risk basis or is responsible for claims payment to it providers:

      
(A) The Insurer shall receive documentation of utilization and claims payment and maintain    


       accounting systems and records necessary to support the arrangement.

      
(B) The Insurer shall arrange for financial protection of itself and its members through such     


approaches as member hold harmless language, retention of signatory control of the funds to be disbursed or financial reporting requirements.

           (C) To the extent provided by law, the Department shall have access to the books, records, and financial information to examine activities performed by the intermediary on behalf of the Insurer. Such books and records shall be maintained in the State of North Carolina.

      (7) The intermediary shall comply with all applicable statutory and regulatory requirements that apply to the functions delegated by the Insurer and assumed by the intermediary.

(c) If a Insurer contracts with an intermediary to provide health care services and pays that intermediary directly for the services provided, the Insurer shall either monitor the financial condition of

      the intermediary to ensure that providers are paid for services, or maintain member hold harmless agreements with providers.

11 NCAC 20.0202  Contract Provisions. 
All contract forms that are created or amended on or after the effective date of this Section, and all contract forms that are executed later than six (6) months after the effective date of this Section, shall contain provisions addressing the following:

      (1) Whether the contract and any attached or incorporated amendments, exhibits, or appendices constitute the entire contract between the parties.

      (2) Definitions of technical insurance or managed care terms used in  the contract, and whether those definitions reference other documents distributed to providers and are consistent with definitions included in the evidence of coverage issued in conjunction with the network plan.

      (3) An indication of the term of the contract.

      (4) Any requirements for written notice of termination and each party's grounds for termination.

      (5) The provider's continuing obligations after termination of the provider contract or in the case of the Insurer or intermediary’s insolvency. The obligations shall address:

      (a) Transition of administrative duties and records.

      (b) Continuation of care, when inpatient care is on-going. If the Insurer provides or arranges for the delivery of health care services on a prepaid basis, inpatient care shall be continued until the patient is ready for discharge.

      (6) The provider's obligation to maintain licensure, accreditation, and credentials sufficient to meet the Insurer’s credential verification program requirements and to notify the Insurer of subsequent changes in status of any information relating to the provider's professional credentials.

      (7) The provider's obligation to maintain professional liability insurance coverage in an amount acceptable to the Insurer and notify the Insurer of subsequent changes in status of professional liability insurance on a timely basis.

      (8) With respect to member billing:

      (a) If the Insurer provides or arranges for the delivery of health care services on a prepaid basis under G.S. 58, Article 67, the provider shall not bill any network plan member for covered services, except for specified coinsurance, copayments, and applicable deductibles. This provision shall not prohibit a provider and member from agreeing to continue noncovered services at the member in advance that the Insurer may not cover or continue to cover specific services and the member chooses to receive the service.

      
(b) Any provider's responsibility to collect applicable member deductibles, copayments,    



coinsurance, and fees for noncovered services shall be specified.

      (9) Any provider's obligation to arrange for call coverage or other back-up to provide service in accordance with the Insurer’s standards for provider accessibility.

      (10) The Insurer’s obligation to provide a mechanism that allows providers to verify member eligibility, based on current information held by the Insurer, before rendering health care services. Mutually

             agreeable provision may be made for cases where incorrect or retroactive information was submitted by employer groups.

      (11) Provider requirements regarding patients' records. The provider shall:

      
(a) Maintain confidentiality of enrollee medical records and personal information as required by  


     G.S. 58, Article 39 and other health records as required by law.

      (b) Maintain adequate medical and other health records according to industry and Insurer standards.

      (c) Make copies of such records available to the Insurer and Department in conjunction with its regulation of the Insurer.

      (12) The provider's obligation to cooperate with members in member grievance procedures.

      (13) A provision that the provider shall not discriminate against members on the basis of race, color, national origin, gender, age, religion, marital status, health status, or health insurance coverage.

      (14) Provider payment that describes the methodology to be used as a basis for payment to the provider (for example, Medicare DRG reimbursement, discounted fee for service, withhold arrangement, HMO provider capitation, or capitation with bonus).

      (15) The Insurer’s obligations to provide data and information to the provider, such as:

(a) Performance feedback reports or information to the provider, if compensation is related to   

     efficiency criteria.      

(b) Information on benefit exclusions; administrative and utilization management requirements; 

                        credential verification programs; quality assessment programs; and provider sanction policies. Notification of changes in these requirements shall also be provided by the Insurer, allowing providers time to comply with such changes.

      (16) The provider's obligations to comply with the Insurer’s utilization management programs, credential verification programs, quality management programs, and provider sanctions programs with the provision that none of these shall override the professional or ethical responsibility of the provider or interfere with the provider's ability to provide information or assistance to their patients.

      (17) The provider's authorization and the Insurer’s obligation to include the name of the provider or the provider group in the provider directory distributed to its members.

      (18) Any process to be followed to resolve contractual differences between the Insurer and the provider.

      (19) Provisions on assignment of the contract shall contain:

(a) The provider's duties and obligations under the contract shall not be assigned, delegated, or      

transferred without the prior written consent of the Insurer.          

                  (b) The Insurer shall notify the provider, in writing, of any duties or obligations that are to be  delegated or transferred, before the delegation or transfer.

I hereby attest that the Insurer’s contract with the Intermediary, and the Intermediary’s own program, are compliant with all of the Regulations listed and referenced above.

Signature of Insurer Company Officer

Title

Name 






Date of Certification
LIFE AND HEALTH DIVISION

Compliance Certification: Delegated Credentialing
Pursuant to 11 NCAC 20.0410 (“Delegation of credential verification activities”), 








            (“Insurer”), duly licensed and authorized to do business in the State of North Carolina, hereby provides notification that it has delegated Credential Verification responsibilities to 





 (“Delegated Entity”).  Insurer certifies to the Commissioner of the North Carolina Department of Insurance that the Delegated Entity’s Credentialing program, and the Insurer’s oversight/monitoring of that program, is compliant with the Regulations listed and referenced below (except to the extent of exceptions noted in Section II of this certification).

I. Applicable Regulations

11 NCAC 20 .0410  Delegation of credential verification activities.

Whenever any Insurer delegates credential verification activities to a contracting entity, whether an intermediary or subcontractor, the Insurer shall review and approve the contracting entity's credential verification program before contracting and shall require that the entity comply with all applicable requirements in this Section. The Insurer shall monitor the contracting entity's credential certification activities. The Insurer shall implement oversight mechanisms, including:

(1) Reviewing the contracting entity's credential verification plans, policies, procedures, forms, and adherence to verification procedures.

(2) Requiring the contract entity to submit an updated list of providers no less frequently than quarterly.

(3) Conducting an evaluation of the contracting entity's credential verification program at least every three years.

11 NCAC 20 .0401  Credential verification program. 

In order to assume accessibility and availability of services, each Insurer shall establish a program in accordance with this Section that verifies that its network providers are credentialed before the Insurer lists those providers in the Insurer’s provider directory, handbooks, or other marketing or member materials.

11 NCAC 20 .0403  Written credential verification plan.

Each Insurer shall develop and adopt a written credentialing plan that contains policies and procedures to support the credentialing verification program. The plan shall include:

      (1) The purpose, goals, and objectives of the credential verification program.

      (2) The roles of those persons responsible for the credential verification program.

11 NCAC 20 .0404  Application.

For all providers who submit applications to be added to a Insurer's network on or after October 1, 2001:
(1)
Each Insurer shall obtain and retain on file a complete signed and dated application on the form approved by the Commissioner, entitled “Uniform Application to Participate as a Health Care Practitioner”, that details credentials of each individual provider participating in the plan network.  All required information shall be current upon final approval by the health plan.  The application shall include, when applicable:

(a)
Demographic and personal information.

(b)
Practice information, including call coverage.

(c)
Education, training and work history.

(d)
The current provider license, registration, or certification, and the names of other states where the applicant is or has been licensed, registered, or certified.

(e)
Drug Enforcement Agency (DEA) registration number and prescribing restrictions.

(f)
Specialty board or other certification.

(g)
Professional and hospital affiliation.

(h)
The amount of professional liability coverage and any malpractice history.

(i)
Any disciplinary actions by medical organizations and regulatory agencies.

(j)
Any felony or misdemeanor convictions.

(k)
The type of affiliation requested (for example, primary care, consulting specialists, ambulatory care, etc.).

(l)
A statement of completeness, veracity, and release of information, signed and dated by the applicant.

(m)
Letters of reference or recommendation or letters of oversight from supervisors, or both.
(2)
The Insurer shall obtain and retain on file the following information regarding facility provider credentials, when applicable:

(a)
Joint Commission on Accreditation of Healthcare Organization's certification or certification from other accrediting agencies.

(b)
State licensure.

(c)
Medicare and Medicaid certification.

(d)
Evidence of current malpractice insurance.

(3)
No credential item listed in Paragraph (1) or (2) of this Rule shall be construed as a substantive threshold or criterion or as a standard for credentials that must be held by any provider in order to be a network provider.

(4)
A Insurer shall not require an applicant to submit information not required by the “Uniform Application to Participate as a Health Care Practitioner” form. 
11 NCAC 20 .0405 Verification of credentials.

Each Insurer that provides a health benefit plan and credentials providers for its network shall maintain a process to assess and verify the qualifications of a licensed health care practitioner within 60 days of receipt of a completed “Uniform Application to Participate as a Health Care Practitioner” form.  Each Insurer’s process for verifying credentials shall take into account and make allowance for the time required to request and obtain primary source verifications and other information that must be obtained from third parties in order to authenticate the applicant’s credentials, and shall make allowance for the scheduling of a final decision by a credentialing committee, if the Insurer’s credentialing program requires such review. 

(1)
Within 60 days after receipt of a completed application and all supporting documents, the Insurer shall assess and verify the applicant’s qualifications and notify the applicant of its decision.  If, by the 60th day after receipt of the application, the Insurer has not received all of the information or verifications it requires from third parties, or date-sensitive information has expired, the Insurer shall issue a written notification to the applicant either closing the application and detailing the Insurer’s attempts to obtain the information or verification, or pending the application and detailing the Insurer’s attempts to obtain the information or verifications.  If the application is held, the Insurer shall inform the applicant of the length of time the application will be pending.  The notification shall include the name, address and phone number of a credentialing staff person who will serve as a contact person for the applicant.

(2)
Within 15 days after receipt of an incomplete application, the Insurer shall notify the applicant in writing of all missing or incomplete information or supporting documents.

(a)
The notice to the applicant shall include a complete and detailed description of all of the missing or incomplete information or documents that must be submitted in order for review of the application to continue.  The notification shall include the name, address, and telephone number of a credentialing staff person who will serve as a contact person for the applicant.

(b)
Within 60 days after receipt of all of the missing or incomplete information or documents, the Insurer shall assess and verify the applicant’s qualifications and notify the applicant of its decision, in accordance with subparagraph (1) of this rule.

(c)
If the missing information or documents have not been received within 60 days after initial receipt of the application or if date-sensitive information has expired, the Insurer shall close the application or delay final review, pending receipt of the necessary information.  The Insurer shall provide written notification to the application of the closed or pending status of the application and where applicable, the length of time the application will be pending.  The notification shall include the name, address, and telephone number of a credentialing staff person who will serve as a contact person to the applicant.

(3)
If a Insurer elects not to include an applicant in its network, for reasons that do not require review of the application, the Insurer shall provide written notice to the applicant of that determination within 30 days after receipt of the application.

(4)
Nothing in this rule shall require a Insurer to include a health care practitioner in its network or prevent a Insurer from conducting a complete review and verification of an applicant’s credentials, including an assessment of the applicant’s office, before agreeing to include the applicant in its network.
11 NCAC 20 .0406 Provider files.

Each Insurer shall maintain centralized files, either paper or electronic, on each individual provider making application to affiliate with the Insurer. Each file shall include documentation of compliance with Rules .0404 and .0405 of this Section.

11 NCAC 20 .0407 Re-verification of provider credentials.

Each Insurer shall reverify the credentials of all network providers at least every three years.  On or after October 1, 2001, Insurers shall utilize the “Uniform Application to Participate as a Health Care Practitioner” form for reverification of provider credentials and shall not require a network provider to submit information not requested by the form.  Insurers may require completion of all or only selected sections of the form for reverification of credentials.

11 NCAC 20 .0408 Confidentiality.

Each Insurer shall develop written policies and procedures to protect the confidentiality of patient health or medical record information and personal information, as provided by law.

11 NCAC 20 .0409 Records and examinations.

Each Insurer shall maintain all records related to credential verification in a manner that the Insurer deems to be adequate for a period of three years or until the completion of the triennial examination conducted by the Department, whichever is later.

11 NCAC 20.0411 Suspension or Termination of Network Providers.  

Delegated Entity has a mechanism in place to reduce, suspend, or terminate the participation of any network provider.

I hereby attest that the Delegated Entity’s Credentialing program, and this Insurer’s oversight/monitoring of that program, are compliant with all of the Regulations listed and referenced above, except to the extent of exceptions noted in Section II of this certification.

Signature of Insurer Company Officer
Title

Name 






Date of Certification
II. Monitoring Activities

To demonstrate compliance with 11 NCAC 20.0410, Insurers with Delegated Credentialing arrangements must either a) provide requested information within the text boxes below, or b) attach a separate summary addressing these same points.

Delegated Credentialing Entity                                      





  






I hereby attest that the responses provided above are true and complete, with respect to this Insurer’s monitoring of the identified Delegated Entity’s Credentialing program. 

Signature of Insurer Company Officer
Title

Name 






Date of Certification
LIFE AND HEALTH DIVISION

Compliance Certification: Delegated Utilization Review 
Pursuant to NCGS 58-50-61 (“Utilization Review”), and NCGS 58-50-62 (“Insurer Grievance Procedures”),  





  (“Insurer”), duly licensed and authorized to do business in the State of North Carolina, hereby provides notification that it has delegated Utilization Review responsibilities to 





 (“Delegated Entity”).  Insurer certifies to the Commissioner of the North Carolina Department of Insurance that the Delegated Entity’s Utilization Review program, and the Insurer’s oversight/monitoring of that program, is compliant with the Statutes listed and referenced below (except to the extent of exceptions noted in Section II of this certification). 

I. Applicable Statutes

NCGS 58-50-61(b) Insurer Oversight --  Every insurer shall monitor all Utilization Review carried out by or on behalf of the insurer and ensure compliance with this section.  An insurer shall ensure that appropriate personnel have operational responsibility for the conduct of the insurer’s Utilization Review program.  If an insurer contracts to have a URO perform its Utilization Review, the insurer shall monitor the URO to ensure compliance with this section, which shall include:

(1) A written description of the URO’s activities and responsibilities, including reporting requirements.

(2) Evidence of formal approval of the Utilization Review organization program by the insurer.

Note:  The actual documentation will be required at the next scheduled Market Practices Examination of the Plan.

(3) A process by which the insurer evaluates the performance of the URO.  Prior to contracting with the Delegated Entity, the Plan reviewed and approved the Delegated Entity’s credential verification program.

NCGS 58-50-61(c) Scope and Content of Program.  --  Every insurer shall prepare and maintain a Utilization Review program document that describes all delegated and non-delegated review functions for covered services including:

(1) Procedures to evaluate the clinical necessity, appropriateness, efficacy, or efficiency of health services.

(2) Data sources and clinical review criteria used in decision making.

(3) The process for conducting appeals of noncertifications.

(4) Mechanisms to ensure consistent application of review criteria and compatible decisions.

(5) Data collection processes and analytical methods used in assessing utilization of health care services.

(6) Provisions for assuring confidentiality of clinical and patient information in accordance with State and federal law.

(7) The organizational structure (e.g., Utilization Review committee, quality assurance, or other committee) that periodically assesses Utilization Review activities and reports to the insurer’s governing body.

(8) The staff position functionally responsible for day-to-day program management.

(9) The methods of collection and assessment of data about underutilization and overutilization of health care services and how the assessment is used to evaluate and improve procedures and criteria for Utilization Review.

NCGS 58-50-61(d) Program Operations. -- In every Utilization Review program, an insurer or URO shall use documented clinical review criteria that are based on sound clinical evidence and that are periodically evaluated to assure ongoing efficacy. An insurer may develop its own clinical review criteria or purchase or license clinical review criteria. Criteria for determining when a patient needs to be placed in a substance abuse treatment program shall be either (i) the diagnostic criteria contained in the most recent revision of the American Society of Addiction Medicine Patient Placement Criteria for the Treatment of Substance-Related Disorders or (ii) criteria adopted by the insurer or its URO. The Department, in consultation with the Department of Health and Human Services, may require proof of compliance with this subsection by a plan or URO. 

Qualified health care professionals shall administer the Utilization Review program and oversee review decisions under the direction of a medical doctor. A medical doctor licensed to practice medicine in this State shall evaluate the clinical appropriateness of noncertifications. Compensation to persons involved in Utilization Review shall not contain any direct or indirect incentives for them to make any particular review decisions. Compensation to Utilization Reviewers shall not be directly or indirectly based on the number or type of noncertifications they render. In issuing a Utilization Review decision, an insurer shall: obtain all information required to make the decision, including pertinent clinical information; employ a process to ensure that Utilization Reviewers apply clinical review criteria consistently; and issue the decision in a timely manner pursuant to this section. 

NCGS 58-50-61(e) Insurer Responsibilities. -- Every insurer shall: 

(1) Routinely assess the effectiveness and efficiency of its Utilization Review program. 

(2) Coordinate the Utilization Review program with its other medical management activity, including quality assurance, credentialing, provider contracting, data reporting, grievance procedures, processes for assessing satisfaction of covered persons, and risk management. 

(3) Provide covered persons and their providers with access to its review staff by a toll-free or collect call telephone number whenever any provider is required to be available to provide services which may require prior certification to any plan enrollee. Every insurer shall establish standards for telephone accessibility and monitor telephone service as indicated by average speed of answer and call abandonment rate, on at least a month-by-month basis, to ensure that telephone service is adequate, and take corrective action when necessary. 

(4) Limit its requests for information to only that information that is necessary to certify the admission, procedure or treatment, length of stay, and frequency and duration of health care services. 

(5) Have written procedures for making Utilization Review decisions and for notifying covered persons of those decisions. 

(6) Have written procedures to address the failure or inability of a provider or covered person to provide all necessary information for review. If a provider or covered person fails to release necessary information in a timely manner, the insurer may deny certification. 

NCGS 58-50-61(f) Prospective and Concurrent Reviews. -- As used in this subsection, "necessary information" includes the results of any patient examination, clinical evaluation, or second opinion that may be required. Prospective and concurrent determinations shall be communicated to the covered person's provider within three business days after the insurer obtains all necessary information about the admission, procedure, or health care service. If an insurer certifies a health care service, the insurer shall notify the covered person's provider. For a noncertification, the insurer shall notify the covered person's provider and send written or electronic confirmation of the noncertification to the covered person. In concurrent reviews, the insurer shall remain liable for health care services until the covered person has been notified of the noncertification. 

NCGS 58-50-61(g) Retrospective Reviews. -- As used in this subsection, "necessary information" includes the results of any patient examination, clinical evaluation, or second opinion that may be required. For retrospective review determinations, an insurer shall make the determination within 30 days after receiving all necessary information. For a certification, the insurer may give written notification to the covered person's provider. For a noncertification, the insurer shall give written notification to the covered person and the covered person's provider within five business days after making the noncertification. 

NCGS 58-50-61(h) Notice of Noncertification. -- A written notification of a noncertification shall include all reasons for the noncertification, including the clinical rationale, the instructions for initiating a voluntary appeal or reconsideration of the noncertification, and the instructions for requesting a written statement of the clinical review criteria used to make the noncertification. An insurer shall provide the clinical review criteria used to make the noncertification to any person who received the notification of the noncertification and who follows the procedures for a request. 

NCGS 58-50-61(i) Requests for Reconsideration. -- An insurer may establish procedures for informal reconsideration of noncertifications. The reconsideration shall be conducted between the covered person's provider and a medical doctor licensed to practice medicine in this State designated by the insurer. An insurer shall not require a covered person to participate in an informal reconsideration before the covered person may appeal a noncertification under subsection (j) of this section. 

NCGS 58-50-61(j) Appeals of Noncertifications. -- Every insurer shall have written procedures for appeals of noncertifications by covered persons or their providers acting on their behalves, including expedited review to address a situation where the time frames for the standard review procedures set forth in this section would reasonably appear to seriously jeopardize the life or health of a covered person or jeopardize the covered person's ability to regain maximum function. Each appeal shall be evaluated by a medical doctor licensed to practice medicine in this State who was not involved in the noncertification. 

NCGS 58-50-61(k)  Nonexpedited Appeals. -- Within three business days after receiving a request for a standard, nonexpedited appeal, the insurer shall provide the covered person with the name, address, and telephone number of the coordinator and information on how to submit written material. For standard, nonexpedited appeals, the insurer shall give written notification of the decision to the covered person and the covered person's provider within 30 days after the insurer receives the request for an appeal. The written decision shall contain: 

(1) The professional qualifications and licensure of the person or persons reviewing the appeal. 

(2) A statement of the reviewers' understanding of the reason for the covered person's appeal. 

(3) The reviewers' decision in clear terms and the medical rationale in sufficient detail for the covered person to respond further to the insurer's position. 

(4) A reference to the evidence or documentation that is the basis for the decision, including the clinical review criteria used to make the determination, and instructions for requesting the clinical review criteria. 

(5)  A statement advising the covered person of the covered person's right to request a second-level grievance review and a description of the procedure for submitting a second-level grievance under G.S. 58-50-62. 

(Note: the second-level process is addressed by NCGS 58-50-62, “Insurer Grievance Procedures”)

NCGS 58-50-61(l)  Expedited Appeals. -- An expedited appeal of a noncertification may be requested by a covered person or his or her provider acting on the covered person's behalf only when a nonexpedited appeal would reasonably appear to seriously jeopardize the life or health of a covered person or jeopardize the covered person's ability to regain maximum function. The insurer may require documentation of the medical justification for the expedited appeal. The insurer shall, in consultation with a medical doctor licensed to practice medicine in this State, provide expedited review, and the insurer shall communicate its decision in writing to the covered person and his or her provider as soon as possible, but not later than four days after receiving the information justifying expedited review. The written decision shall contain the provisions specified in subsection (k) of this section. If the expedited review is a concurrent review determination, the insurer shall remain liable for the coverage of health care services until the covered person has been notified of the determination. An insurer is not required to provide an expedited review for retrospective noncertifications. 

NCGS 58-50-61(m) Disclosure Requirements. -- In the certificate of coverage and member handbook provided to covered persons, an insurer shall include a clear and comprehensive description of its Utilization Review procedures, including the procedures for appealing noncertifications and a statement of the rights and responsibilities of covered persons, including the voluntary nature of the appeal process, with respect to those procedures. An insurer shall include a summary of its Utilization Review procedures in materials intended for prospective covered persons. An insurer shall print on its membership cards a toll-free telephone number to call for Utilization Review purposes. 

NCGS 58-50-61(n)  Maintenance of Records. -- Every insurer and URO shall maintain records of each review performed and each appeal received or reviewed, as well as documentation sufficient to demonstrate compliance with this section. The maintenance of these records, including electronic reproduction and storage, shall be governed by rules adopted by the Commissioner that apply to insurers. These records shall be retained by the insurer and URO for a period of three years or until the Commissioner has adopted a final report of a general examination that contains a review of these records for that calendar year, whichever is later. 

NCGS 58-50-61(o)  Violation. -- A violation of this section subjects an insurer to G.S. 58-2-70. (1997-443, s. 11A.122; 1997-519, s. 4.1; 1999-116, s. 1; 1999-391, ss. 1-4.)

( Check if Second Level Grievance is Delegated to Intermediary

NCGS 58-50-62(f) Second-Level Grievance Review. -- An insurer shall establish a second-level grievance review process for covered persons who are dissatisfied with the first-level grievance review decision or a Utilization Review appeal decision. 

(1) An insurer shall, within 10 business days after receiving a request for a second-level grievance review, make known to the covered person: 

a. The name, address, and telephone number of a person designated to coordinate the grievance review for the insurer. 

b. A statement of a covered person's rights, which include the right to request and receive from an insurer all information relevant to the case; attend the second-level grievance review; present his or her case to the review panel; submit supporting materials before and at the review meeting; ask questions of any member of the review panel; and be assisted or represented by a person of his or her choice, which person may be without limitation to: a provider, family member, employer representative, or attorney. If the covered person chooses to be represented by an attorney, the insurer may also be represented by an attorney.

(2) An insurer shall convene a second-level grievance review panel for each request. The panel shall comprise persons who were not previously involved in any matter giving rise to the second-level grievance, are not employees of the insurer or URO, and do not have a financial interest in the outcome of the review. A person who was previously involved in the matter may appear before the panel to present information or answer questions. All of the persons reviewing a second-level grievance involving a noncertification or a clinical issue shall be providers who have appropriate expertise, including at least one clinical peer. Provided, however, an insurer that uses a clinical peer on an appeal of a noncertification under G.S. 58-50- 61 or on a first-level grievance review panel under this section may use one of the insurer's employees on the second-level grievance review panel in the same matter if the second-level grievance review panel comprises three or more persons. 

NCGS 58-50-62(g) Second-Level Grievance Review Procedures. -- An insurer's procedures for conducting a second-level grievance review shall include: 

(1) The review panel shall schedule and hold a review meeting within 45 days after receiving a request for a second-level review. 

(2) The covered person shall be notified in writing at least 15 days before the review meeting date. 

(3) The covered person's right to a full review shall not be conditioned on the covered person's appearance at the review meeting. 

NCGS 58-50-62(h) Second-Level Grievance Review Decisions. -- An insurer shall issue a written decision to the covered person and, if applicable, to the covered person's provider, within seven business days after completing the review meeting. The decision shall include: 

(1) The professional qualifications and licensure of the members of the review panel. 

(1) A statement of the review panel's understanding of the nature of the grievance and all pertinent facts.

(2) The review panel's recommendation to the insurer and the rationale behind that recommendation. 

(3) A description of or reference to the evidence or documentation considered by the review panel in making the recommendation. 

(4) In the review of a noncertification or other clinical matter, a written statement of the clinical rationale, including the clinical review criteria, that was used by the review panel to make the recommendation.

(5) The rationale for the insurer's decision if it differs from the review panel's recommendation. 

(6) A statement that the decision is the insurer's final determination in the matter. 

(7) Notice of the availability of the Commissioner's office for assistance, including the telephone number and address of the Commissioner's office. 

NCGS 58-50-62(i) Expedited Second-Level Procedures. -- An expedited second-level review shall be made available where medically justified as provided in G.S. 58-50-61(l), whether or not the initial review was expedited. The provisions of subsections (f), (g), and (h) of this section apply to this subsection except for the following timetable: When a covered person is eligible for an expedited second-level review, the insurer shall conduct the review proceeding and communicate its decision within four days after receiving all necessary information. The review meeting may take place by way of a telephone conference call or through the exchange of written information. 

NCGS 58-50-62(j) 

No insurer shall discriminate against any provider based on any action taken by the provider under this section or G.S. 58-50-61 on behalf of a covered person. 

NCGS 58-50-62(k) Violation. -- A violation of this section subjects an insurer to G.S. 58-2-70. (1997-519, s. 4.2.) 

NCGS 58-50-77 – Notice of right to external review

(a) 
An insurer shall notify the covered person in writing of the covered person's right to request an external review and include the appropriate statements and information set forth in this section at the time the insurer sends written notice of: 

2. A noncertification decision under G.S. 58-50-61;

2. An appeal decision under G.S. 58-50-61 upholding a noncertification; and

2. A second-level grievance review decision under G.S. 58-50-62 upholding the original noncertification.

(b) The insurer shall include in the notice required under subsection (a) of this section for a notice related to an appeal decision under G.S. 58-50-61, a statement informing the covered person that: 

(1) If the covered person has a medical condition where the time frame for completion of an expedited review of a grievance involving an appeal decision under G.S. 58-50-61 would reasonably be expected to seriously jeopardize the life or health of the covered person or jeopardize the covered person's ability to regain maximum function, the covered person may file a request for an expedited external review under G.S. 58-50-82 at the same time the covered person files a request for an expedited review of a grievance involving an appeal decision under G.S. 58-50-61 and G.S. 58-50-62, but that the Commissioner will determine whether the covered person shall be required to complete the expedited review of the grievance before conducting the expedited external review. 

(2) If the insurer has not issued a written decision to the covered person within 45 days after the date the covered person files the grievance with the insurer pursuant to G.S. 58-50- 62 and the covered person has not requested or agreed to a delay, the covered person may file a request for external review under G.S. 58-50-80 of this section and shall be considered to have exhausted the insurer's internal grievance process for purposes of G.S. 58-50-79. 

(c) The insurer shall include in the notice required under subsection (a) of this section for a notice related to a final second-level grievance review decision under G.S. 58-50-62, a statement informing the covered person that:

(1) If the covered person has a medical condition where the time frame for completion of a standard external review under G.S. 58-50-80 would reasonably be expected to seriously jeopardize the life or health of the covered person or jeopardize the covered person's ability to regain maximum function, the covered person may file a request for an expedited external review under G.S. 58-50-82; or 

(2) If the second-level grievance review decision concerns an admission, availability of care, continued stay, or health care service for which the covered person received emergency services but has not been discharged from a facility, the covered person may request an expedited external review under G.S. 58-50-82.

(d) In addition to the information to be provided under subsections (b) and (c) of this section, the insurer shall include a copy of the description of both the standard and expedited external review procedures the insurer is required to provide under G.S. 58-50-93, including the provisions in the external review procedures that give the covered person the opportunity to submit additional information. 

I hereby attest that the Delegated Entity’s Utilization review and Grievance (if applicable) procedures are compliant with all of the Statutes listed and referenced above, except to the extent of exceptions noted in Section II of this certification.

Signature of Insurer Company Officer

Title

Name 






Date of Certification

II. Monitoring Activities

To demonstrate compliance with NCGS 58-50-61 and NCGS 58-50-62, Insurers with delegated Utilization Review arrangements must respond to the questions below, and attach a copy of the oversight plan/document that addresses the requirements defined in NCGS 58-50-61(b)(1) and NCGS 58-50-61(b)(3).

Delegated Utilization Review Entity















I hereby attest that the responses provided above are true and complete, with respect to this Insurer’s monitoring of the identified Delegated Entity’s Utilization Review program. 

Signature of Insurer Company Officer

Title

Name






Date of Certification

LIFE AND HEALTH DIVISION

Compliance Certification: Delegated Grievance Procedures
In accordance with NCGS 58-50-62 (“Insurance grievance procedures”), 








            (“Insurer”), duly licensed and authorized 

to do business in the State of North Carolina, hereby provides notification that 








 (“Delegated Entity”) processes Grievances on Insurer’s behalf.  Insurer certifies to the Commissioner of the North Carolina Department of Insurance 

that the Delegated Entity’s Grievance procedures, and the Insurer’s oversight/monitoring of those procedures, are compliant with the Statutes listed and referenced below (except to the extent of exceptions noted in Section II of this certification). 

I. Applicable Statutes
NCGS 58-50-62(b)  Availability of Grievance Process. -- Every insurer shall have a grievance process whereby a covered person may voluntarily request a review of any decision, policy, or action of the insurer that affects that covered person. The grievance process may provide for an immediate informal consideration by the insurer of a grievance. If the insurer does not have a procedure for informal consideration or if an informal consideration does not resolve the grievance, the grievance process shall provide for first- and second-level reviews of grievances; except that an appeal of a noncertification that has been reviewed under G.S. 58-50-61 shall be reviewed as a second- level grievance under this section. 

NCGS 58-50-62(c)  Grievance Procedures.  -- Every insurer shall have written procedures for receiving and resolving grievances from covered persons. A description of the grievance procedures shall be set forth in or attached to the certificate of coverage and member handbook provided to covered persons. The description shall include a statement informing the covered person that the grievance procedures are voluntary and shall also inform the covered person about the availability of the Commissioner's office for assistance, including the telephone number and address of the office. 

NCGS 58-50-62(d) Maintenance of Records. -- Every insurer shall maintain records of each grievance received and the insurer's review of each grievance, as well as documentation sufficient to demonstrate compliance with this section. The maintenance of these records, including electronic reproduction and storage, shall be governed by rules adopted by the Commissioner that apply to insurers. The insurer shall retain these records for three years or until the Commissioner has adopted a final report of a general examination that contains a review of these records for that calendar year, whichever is later. 

NCGS 58-50-62(e) First-Level Grievance Review. -- A grievance may be submitted by a covered person or his or her provider acting on the covered person's behalf. 

(1) The insurer does not have to allow a covered person to attend the first-level grievance review. A covered person may submit written material. Within three business days after receiving a grievance, the insurer shall provide the covered person with the name, address, and telephone number of the coordinator and information on how to submit written material. 

(8) An insurer shall issue a written decision to the covered person and, if applicable, to the covered person's provider, within 30 days after receiving a grievance. The person or persons reviewing the grievance shall not be the same person or persons who initially handled the matter that is the subject of the grievance and, if the issue is a clinical one, at least one of whom shall be a medical doctor with appropriate expertise to evaluate the matter. The written decision issued in a first-level grievance review shall contain: 

a.   The professional qualifications and licensure of the person or persons reviewing the grievance. 

b.   A statement of the reviewers' understanding of the grievance. 

c.   The reviewers' decision in clear terms and the contractual basis or medical rationale in     sufficient detail for the covered person to respond further to the insurer's position. 

d. A reference to the evidence or documentation used as the basis for the decision. 

e. A statement advising the covered person of his or her right to request a second-level grievance review and a description of the procedure for submitting a second-level grievance under this section. 

( Check if Second Level Grievance is Delegated to Intermediary

NCGS 58-50-62(f) Second-Level Grievance Review. -- An insurer shall establish a second-level grievance review process for covered persons who are dissatisfied with the first-level grievance review decision or a Utilization Review appeal decision. 

(2) An insurer shall, within 10 business days after receiving a request for a second-level grievance review, make known to the covered person: 

a. The name, address, and telephone number of a person designated to coordinate the grievance review for the insurer. 

b. A statement of a covered person's rights, which include the right to request and receive from an insurer all information relevant to the case; attend the second-level grievance review; present his or her case to the review panel; submit supporting materials before and at the review meeting; ask questions of any member of the review panel; and be assisted or represented by a person of his or her choice, which person may be without limitation to: a provider, family member, employer representative, or attorney. If the covered person chooses to be represented by an attorney, the insurer may also be represented by an attorney.

(2) An insurer shall convene a second-level grievance review panel for each request. The panel shall comprise persons who were not previously involved in any matter giving rise to the second-level grievance, are not employees of the insurer or URO, and do not have a financial interest in the outcome of the review. A person who was previously involved in the matter may appear before the panel to present information or answer questions. All of the persons reviewing a second-level grievance involving a noncertification or a clinical issue shall be providers who have appropriate expertise, including at least one clinical peer. Provided, however, an insurer that uses a clinical peer on an appeal of a noncertification under G.S. 58-50- 61 or on a first-level grievance review panel under this section may use one of the insurer's employees on the second-level grievance review panel in the same matter if the second-level grievance review panel comprises three or more persons. 

NCGS 58-50-62(g) Second-Level Grievance Review Procedures. -- An insurer's procedures for conducting a second-level grievance review shall include: 

(4) The review panel shall schedule and hold a review meeting within 45 days after receiving a request for a second-level review. 

(5) The covered person shall be notified in writing at least 15 days before the review meeting date. 

(6) The covered person's right to a full review shall not be conditioned on the covered person's appearance at the review meeting. 

NCGS 58-50-62(h) Second-Level Grievance Review Decisions. -- An insurer shall issue a written decision to the covered person and, if applicable, to the covered person's provider, within seven business days after completing the review meeting. The decision shall include: 

(1) The professional qualifications and licensure of the members of the review panel. 

(3) A statement of the review panel's understanding of the nature of the grievance and all pertinent facts.

(4) The review panel's recommendation to the insurer and the rationale behind that recommendation. 

(5) A description of or reference to the evidence or documentation considered by the review panel in making the recommendation. 

(6) In the review of a noncertification or other clinical matter, a written statement of the clinical rationale, including the clinical review criteria, that was used by the review panel to make the recommendation.

(7) The rationale for the insurer's decision if it differs from the review panel's recommendation. 

(8) A statement that the decision is the insurer's final determination in the matter. 

(9) Notice of the availability of the Commissioner's office for assistance, including the telephone number and address of the Commissioner's office. 

NCGS 58-50-62(i) Expedited Second-Level Procedures. -- An expedited second-level review shall be made available where medically justified as provided in G.S. 58-50-61(l), whether or not the initial review was expedited. The provisions of subsections (f), (g), and (h) of this section apply to this subsection except for the following timetable: When a covered person is eligible for an expedited second-level review, the insurer shall conduct the review proceeding and communicate its decision within four days after receiving all necessary information. The review meeting may take place by way of a telephone conference call or through the exchange of written information. 

NCGS 58-50-62(j) 

No insurer shall discriminate against any provider based on any action taken by the provider under this section or G.S. 58-50-61 on behalf of a covered person. 

NCGS 58-50-62(k) Violation. -- A violation of this section subjects an insurer to G.S. 58-2-70. (1997-519, s. 4.2.) 

I hereby attest that the Delegated Entity’s Grievance procedures are compliant with all of the Statutes listed and referenced above, except to the extent of exceptions noted in Section II of this certification.

Signature of Insurer Company Officer

Title

Name 






Date of Certification

II. Monitoring Activities

To demonstrate compliance with NCGS 58-50-62, Insurers that delegate Grievance responsibilities to a Delegated Entity must either a) complete this document using the text boxes provided, or b) attach Insurer’s own internal documentation that addresses the questions asked below. 

Delegated Entity Handling Grievances












I hereby attest that the responses provided above are true and complete, with respect to this Insurer’s monitoring of the identified Delegated Entity’s Grievance procedures. 

Signature of Insurer Company Officer

Title

Name 






Date of Certification
Please identify (by name, date, etc.) the Insurer document  (document name, date, etc.) showing the Insurer’s        approval of the Delegated Entity’s Grievance Program.








On what date did the Insurer complete its most recent review (or initial review, if applicable) of Delegated Entity’s Grievance program?





When does Insurer anticipate conducting its next review of the Delegated Entity’s Grievance program?





Describe areas identified by the Insurer of non-compliance in the Delegated Entity’s Grievance program and provide a description of what corrective actions were taken and/or planned.





What are the titles and degrees of staff members who have operational responsibility for the Delegated Entity’s Utilization Review program?








Describe areas identified by the Insurer of non-compliance in the Delegated Entity’s Utilization Review program and provide a description of what corrective actions were taken and/or planned.


.





On what date did the Insurer complete its most recent review (or initial review, if applicable) of Delegated Entity’s Utilization Review program?





When does Insurer anticipate conducting its next review of the Delegated Entity’s Utilization Review program?





Please identify (by name, date, etc.) the Insurer document showing the Insurer’s approval of the Delegated Entity’s Utilization Review Program, as required by NCGS 58-50-61(b)(2).








Describe areas identified by the Insurer of non-compliance in the Delegated Entity’s Credentialing program and provide a description of what corrective actions were taken and/or planned.








What is the Insurer’s methodology/process for monitoring the compliance the Credentialing program? 








On what date did the Insurer complete its most recent review (or initial review, if applicable) of Delegated Entity’s Credentialing program?





When does Insurer anticipate conducting its next review of the Delegated Entity’s Credentialing program?





Please identify (by name, date, etc.) the Insurer document  (document name, date, etc.) showing the Insurer’s approval of the Delegated Entity’s Credentialing Program.
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