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Introduction 
 
 

Title XXI of the Social Security Act, enacted in 1997 by the Balanced Budget Act, allowed for the 
creation of the Children’s Health Insurance Program (CHIP). Pennsylvania’s CHIP was started 
as a one-of-a-kind program established to provide health care coverage to uninsured children 
that reside in households with income exceeding the current levels for Medical Assistance. 
Pennsylvania’s CHIP was later used as a model for the federal government’s State Children’s 
Health Insurance Program (SCHIP). 

 
The CHIP Procedures Handbook serves to provide Managed Care Organizations (MCOs) with 
a comprehensive guide that ensures proper implementation of statutory requirements, including 
Title XXI of the Social Security Act, the Children’s Health Care Act, Pub. L. No. 106-113 of 
1999, (113 Stat. 1501), and the Patient Protection and Affordable Care Act (ACA), 42 U.S.C. § 
18001 et seq. (2010). 

 
The CHIP Procedures Handbook is divided into four parts: 

 
Part 1: Compass Community Partners 

 
Part 2: Quality Management 

 
Part 3: Marketing and Outreach 

 
Part 4: Administrative Requirements 
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DEFINITIONS 

For the purpose of this CHIP Procedures Handbook, the following definitions apply: 
 

“Administrative denial” means an adverse benefit determination of prior authorization, 
coverage or payment based on a lack of eligibility, failure to submit complete information or 
other failure to comply with an administrative policy. The term does not include an adverse 
benefit determination subject to an external review. 

 
“Affiliate” means any individual, corporation, partnership, joint venture, trust, unincorporated 
organization or association, or other similar organization ("Person"), controlling, controlled by or 
under common control with the MCO or its parent(s), whether such control be direct or indirect. 
Without limitation, all officers, or persons, holding five percent (5%) or more of the outstanding 
ownership interests of the MCO or its parent(s), directors, or subsidiaries of the MCO or 
parent(s) are Affiliates. For purposes of this definition, "control" means the possession, directly 
or indirectly, of the power (whether or not exercised) to direct or cause the direction of the 
management or policies of a Person, whether through the ownership of voting securities, other 
ownership interests, or by contract or otherwise including but not limited to the power to elect a 
majority of the directors of a corporation or trustees of a trust. 

 
“Amended Claim” means a Provider request to adjust the payment of a previously adjudicated 
claim. A Provider appeal is not an amended claim. 

 
“Appeal” means to file a Complaint, Grievance, or request an external review. 

 
“Applicant” means a child who has filed an application or who has an application filed on the 
child’s behalf. 

 
“Authorization” means approval for a service. 

 
“Case Management Services” means services that assist individuals with chronic and 
complex conditions in gaining access to necessary medical, behavioral health, educational and 
other services. 

 
“Certified Registered Nurse Practitioner” means an individual licensed under the laws of the 
Commonwealth within the scope of Chapter 7 of Professions & Occupations, 63 P.S. §§218.1-
218.3. 

“Child” means an individual under nineteen (19) years of age. 
 

“Claim Reference Number “means a unique identifier assigned to a Provider of a medical 
service or product by CHIP. 
“Copayment” means a fixed amount paid by an enrollee to a Provider for a covered health 
care service. The amount can vary by the type of covered health care service. 

https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=f80ea675ccce1ed159147b23c9f1724d&term_occur=1&term_src=Title%3A42%3AChapter%3AIV%3ASubchapter%3AD%3APart%3A457%3ASubpart%3AA%3A457.10
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=f80ea675ccce1ed159147b23c9f1724d&term_occur=2&term_src=Title%3A42%3AChapter%3AIV%3ASubchapter%3AD%3APart%3A457%3ASubpart%3AA%3A457.10


January 2026 5  

“Cost Sharing” means the premium contributions and copayments an enrollee’s household is 
responsible to pay. 

 
“County Assistance Office (CAO)” means the county offices of the Department that 
administer all benefit programs, including CHIP, on the county level. Department staff in these 
offices perform necessary functions such as determining and maintaining enrollee eligibility. 

 
“Coverage Area” means the geographic area the MCO is contracted to provide health care 
services to enrollees. 

 
“Covered Service” means a service or supply for which benefits are provided. 

 
“Cultural Competency” means the ability of individuals, as reflected in personal and 
organizational responsiveness, to understand the social, linguistic, moral, intellectual and 
behavioral characteristics of a community or population, and translate this understanding 
systematically to enhance the effectiveness of health care delivery to diverse populations. 

 
“Demographics” means social statistics about applicants, enrollees and adults that includes 
race, date of birth, household income, ethnicity, gender, county of residence, marital status, and 
occupation. 

 
“Discrimination” means discouraging enrollment or treating enrollees differently based on 
race, color, creed, sex, religion, age, national origin, ancestry, marital status, sexual orientation, 
language, health status, disease or pre-existing condition, anticipated need for health care or 
physical or mental disability, except where medically indicated. 

 
“Disease Management” means an integrated treatment approach that: 

 
• Includes the collaboration and coordination of patient care delivery systems. 
• Focuses on measurably improving clinical outcomes for a particular medical condition 

through the use of appropriate clinical resources such as preventive care, treatment 
guidelines, patient counseling, education and outpatient care; and 

• Includes evaluation of the appropriateness of the scope, setting and level of care in 
relation to clinical outcomes and cost of a particular condition. 

 
“Effective Date” means the date an enrollee’s coverage begins. 

 
“Electronic Client Information System (eCIS)” means the Department's database of Medical 
Assistance (MA) recipients and CHIP enrollees. The data base contains demographic and 
eligibility information for all MA recipients and CHIP Enrollees. 

 
“Eligibility Review” means review of an eligibility decision that resulted in denied or terminated 
coverage, changes to the budget category, or for failure to make a timely determination of 
eligibility. 
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“Eligible Child” means a child who has been determined as meeting all the eligibility 
requirements for CHIP. 

 
“Emergency Services” means covered inpatient and outpatient services that are furnished by 
a Provider qualified to provide the services and are needed to evaluate or stabilize an 
Emergency Medical Condition. 

 
“Enhanced Member Services Unit” means a special dedicated unit within the MCO’s 
organizational structure established to deal with issues related to enrollees with special needs. 

 
“Enrollment Period” means the twelve (12) consecutive calendar months an eligible child 
receives services. 

 
“External Grievance” means a review conducted by PID that occurs after the exhaustion of the 
MCO internal or Grievance process. 

 
“External Quality Review” means a requirement under Section 42 CFR §457.1250 for 
independent, external review body to perform an annual review of the quality of services 
furnished by MCOs, including the evaluation of quality outcomes, timeliness and access to 
services. 

 
“Free CHIP” means medical coverage provided to an eligible child whose household income is 
less than or equal to 208% of the FPL. 

 
“Full-Cost CHIP” means medical coverage provided to an eligible child whose household 
income is greater than 314% of the FPL. An enrollee or adult is responsible for the full cost of 
the premium. 

 
“Government Liaison” means the Department’s primary point of contact within the MCO. This 
individual acts as the day-to-day manager of agreement and operational issues and works 
within the MCO and with the Department to facilitate compliance, solve problems, and 
implement corrective action. 

 
“Habilitation Services” means health care services that help an enrollee keep, learn, or 
improve skills and functioning for daily living. Examples include therapy for an enrollee who isn’t 
walking or talking at the expected age. These services may include physical and occupational 
therapy, speech-language pathology, and other services for Enrollees with disabilities in a 
variety of outpatient settings. 

 
“Health Care Services” means any covered treatment, admission, procedure, medical supplies 
and equipment or other services prescribed or otherwise provided or proposed to be provided 
by a Provider to an enrollee for the diagnosis, prevention, treatment, cure or relief of a health 
condition, illness, injury or disease under the terms of the CHIP State Plan, agreement, and 
CHIP Procedures Handbook. 
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“Hospitalization” means care in a hospital that requires admission as an inpatient at a licensed 
hospital. 

 
“In-Plan Services” means services which are the payment responsibility of the MCO under 
CHIP. 

 
“Low-Cost CHIP” means medical coverage provided to an eligible child whose household 
income is greater than 208% and less than or equal to 314% of the FPL, and for which the 
responsible adult must pay a cost sharing premium established by the Department. 

 
“Master Client Index (MCI)” means applicant identifier that is assigned across multiple 
Commonwealth systems. 

 
“Medical Assistance” means the Medical Assistance Program authorized by Title XIX of the 
federal Social Security Act, 42 U.S.C. §§1396 et seq., and regulations promulgated thereunder, 
and 62 P.S. §§441.1 et seq. and regulations at 55 Pa. Code Chapters 1101 et seq. 

 
“Member Services Unit (MSU)” means a unit within the Office of CHIP that provides technical 
guidance and operational support for the maintenance of enrollee records. Provide customer 
support via incoming and outgoing calls. 

 
“Newborn” means an infant from birth to one (1) month of age. 

 
“Outpatient Drug” means a brand name drug, a generic drug, or an OTC drug which: 

• Is approved by the Federal Food and Drug Administration. 
• May be dispensed only upon prescription in CHIP. 
• Has been prescribed or ordered by a licensed prescriber within the scope of the 

prescriber’s practice. 
• Is dispensed or administered in an outpatient setting. The term includes biological 

products and insulin. 
 

“Out-of-Area Covered Services” means medical services provided to an enrollee under one 
or more of the following circumstances: 

 
• An Emergency Medical Condition occurs while outside the MCO coverage area. 
• The health of an enrollee would be endangered if an enrollee returned to the MCO 

coverage area for needed services. 
• The Provider is located outside an enrollee’s MCO coverage area, but regularly provides 

medical services to enrollees at the request of the MCO; or 
• The medical services needed are not available in the MCO’s coverage area. 

 
“Out-of-Pocket Expenses” means premiums and point-of-service co-payments paid by the 
household to MCOs or Providers on behalf of the enrollee in a Low or Full-Cost category of 
CHIP for CHIP covered benefits and services only. 
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“Participating Provider” means a Provider, facility, or supplier who is enrolled with the 
Department. 

 
“Post-stabilization Services” means covered services, related to an emergency medical 
condition, that are provided after an enrollee is stabilized to maintain the stabilized condition, or 
under the circumstances described in the agreement, as amended and in this Handbook, to 
improve or resolve an enrollee’s condition. 

 
“Postpartum” means the 12-month period that begins at the end of pregnancy. 

 
“Pre-Existing Condition” means a condition (whether physical or mental) for which medical 
advice, diagnosis, care or treatment was recommended or has been received prior to the 
effective date of coverage. 

 
“Preferred Drug List” means a list of Department-approved outpatient drugs designated 
as preferred products because they were determined to have a significant, clinically meaningful 
therapeutic advantage in terms of safety, effectiveness and cost for the MCO ’s enrollees 
by the MCO ’s Pharmacy and Therapeutics Committee. 

 
“Primary Care Provider (PCP)” means the doctor or doctor’s group who provides and works 
with an enrollee’s other Providers to make sure the enrollee gets the health care services the 
enrollee needs. 

 
“PROMISe™ ID” means a 13-digit number consisting of a combination of the 9-digit base MPI 
Provider Number and a 4-digit service location. 

 
“Provider Dispute” means a written communication to the MCO, made by a Provider, 
expressing dissatisfaction with the MCO decision that directly impacts a Provider. This does not 
include decisions concerning Medical Necessity. 

 
“Provider Reimbursement and Operations Management Information System Electronic 
(PROMISe™)” means the Department’s current MMIS claims processing and management 
system that supports CHIP, FFS and MA Managed Care delivery programs. 

 
“Quality Management” means an ongoing, objective and systematic process of monitoring, 
evaluating and improving the quality, appropriateness and effectiveness of care. 

 
“Rehabilitative Services” means any medical or remedial services recommended by a 
physician or other licensed practitioner of the healing arts, within the scope of his/her practice 
under State law, for maximum reduction of physical or mental disability and restoration of a 
beneficiary to his best possible functional level. 

 
“Routine Care” means care for conditions that generally do not need immediate attention 
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and minor episodic illnesses that are not deemed urgent. This care may lead to prevention or 
early detection and treatment of conditions. Examples of preventive and routine care include 
immunizations, screenings, and physical exams. 

 
“Secretary” means Secretary of the Pennsylvania Department of Human Services. 

 
“Skilled Nursing Services” means services provided by licensed nurses. 

 
“Specialist” means a Provider who focuses on treating one disease or medical condition or a 
specific part of the body. 

 
“Start Date” means the first date on which the MCO is operationally responsible and 
financially liable for the provision of Medically Necessary services to enrollees. 

 
“Step Therapy” means a type of prior authorization requirement, sometimes referred to as 
a fail-first requirement, intended as a cost savings that begins drug therapy with the most 
cost-effective drug therapy, and progresses to other costlier therapies determined to be 
Medically Necessary. 

 
“Sustained Improvement” means improvement in performance documented through 
continued measurement of quality indicators after the performance project, study, or quality 
initiative is complete. 

 
“Termination” means discontinuance of CHIP enrollment for an enrollee who had been 
previously enrolled and has ended the relationship with an approved MCO for one of the 
reasons enumerated in this handbook. 

 
Urgent Medical Condition- An illness, injury or severe condition which under reasonable 
standards of medical practice should be diagnosed and treated within a twenty-four (24) hour 
period and if left untreated, could rapidly become a crisis or an emergency medical condition. 
The term also includes services that are necessary to avoid a delay in hospital discharge or 
hospitalization. 

 
Utilization Review Criteria- Detailed standards, guidelines, decision algorithms, models, or 
informational tools that describe the clinical factors to be considered relevant to making 
determinations of Medically Necessary including, but not limited to, level of care, place of 
service, scope of service, and duration of service. 
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PART 1 COMPASS COMMUNITY PORTAL PROCEDURE 
 

Overview 
 

Title XXI of the Social Security Act requires a child be placed in the health care coverage for which 
the child is financially eligible. The Department determines eligibility for the Children’s Health 
Insurance Program (CHIP) and Medical Assistance (MA). 

 
CHIP and MA have mutually adopted a practice called “Any Form is a Good Form.” The purpose of 
this is to facilitate the application process and ease access to health care coverage. 

 
Applications may be submitted electronically through COMPASS (www.compass.state.pa.us), the 
myCOMPASS PA Mobile app, via a telephone call, or submitted in paper form to the MCOs or 
CAOs. 

 
MCOs are required to become COMPASS Community Partners in order to help complete data 
entry of health care applications and renewals received. When an MCO registers as a COMPASS 
Community Partner they can initiate and track applications through the COMPASS Community 
Partner Dashboard (CPD).Registration for COMPASS is completed on the website 
www.compass.state.pa.us under the registration LOGIN / REGISTRATION tab. The Helpful links 
on the COMPASS website provide web-based trainings and references for Community partners: 

• COMPASS Community Partner Quick Reference Guide 
• COMPASS Community Partner Online Self-Registration Guide 

 
CHAPTER 1: APPLICATION SUBMISSION 

 
1.1 DATA ENTRY OF APPLICATIONS 

 
When the MCO receives a health care application or renewal, the MCO shall promptly enter 
the mandatory data elements marked with a red asterisk in COMPASS from the application or 
renewal. If mandatory data elements are missing, the MCO shall attempt to obtain the missing 
information and enter the data into COMPASS. Failure to enter mandatory data elements into 
COMPASS will result in applications or renewals being delayed or denied. The application 
received date is the date the Electronic Client Index System (eCIS) received the application 
from any good source. 

 
1.2 E-SIGNATURES 

 
Applications and renewals submitted via COMPASS may be electronically signed by 
COMPASS Community Partners if the head of household social security number was entered. 
The signature date is populated with the date the e-signature was completed. If an applicant 
chooses not to provide an electronic signature, the application or renewal is incomplete. The 
CAO will send a signature page along with the incomplete letter for the adult’s signature. 

https://www.compass.state.pa.us/compass.web/Public/CMPHome
https://www.compass.state.pa.us/compass.web/Public/CMPHome
https://www.compass.state.pa.us/Compass.Web/Custom/PDF/CompassCPQRG.pdf
https://www.compass.dhs.pa.gov/assets/documents/pdf/CompassCPOnlineSelf-RegQRG.pdf


January 2026 11  

1.3 TELEPHONE APPLICATIONS 
 

Applications and renewals may be completed by telephone. The application received date is 
the date of the call in which the application or renewal was completed. All applications and 
renewals must be signed (under penalty of perjury) in order to complete an eligibility 
determination. In the case of telephonic applications or renewals, MCOs shall have a process 
in place to assist applicants in applying by phone and be able to accept telephonically recorded 
signatures at the time of application or renewal submission. MCOs shall maintain audio 
recording and acceptance of voice signatures as required to prove the identity of the applicant. 

 
1.4 MCO SELECTION 

 
Families have the option to choose an MCO during the application and renewal process. A 
CHIP Enrollee can transfer to another MCO active in their county at any time. If a family does 
not select an MCO, they will be auto assigned. The auto assignment criteria are as follows: 

• Enrollees in a family unit will be assigned to one MCO. 
 

• An eligible applicant who has not made an MCO selection and who is part of the 
household of another active Enrollee is assigned to the same MCO. 

 
• An eligible applicant where the new enrollment end date is less than six months from 

the previous CHIP enrollment end date will be assigned to the MCO they were enrolled 
in last. 

 
• All remaining eligible Enrollees who have not voluntarily selected a MCO are auto-

assigned equally to the active MCOs in their county. For example, if there are five 
MCOs in the county, each MCO receives 20% of the applications. 

 
 

CHAPTER 2: REPORTING CHANGES 
 

MCOs shall urge Enrollees and families to report changes through COMPASS or the 
myCOMPASS mobile app. If a change is reported to the MCO, the information shall be 
forwarded to the CAO using the MCO Change in Family Status/Contact Information CAO 
Notification Form.  The MCO shall email the form to the appropriate CAO in the county of the 
Enrollee’s residence. The CAO email address can be found online on the CAO list. 

https://pagov.sharepoint.com/sites/DHS-HC-Extranet/Shared%20Documents/CAO%20Notification%20Form%20-%20Change%20in%20Family%20Status%20Address.pdf
https://pagov.sharepoint.com/sites/DHS-HC-Extranet/Shared%20Documents/CAO%20Notification%20Form%20-%20Change%20in%20Family%20Status%20Address.pdf
http://oimapps.dpw.lcl/SDWEB/Operations/CAOlist.htm
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CHAPTER 3: ENROLLEE RESOURCES 
 

The MCO shall provide required information to Enrollees in a manner and format that is easily 
understood and readily accessible by such Enrollees. The MCO shall provide the following 
information: 

 
• Enrollee Notices 

 
• Enrollee Orientation 

 
• MCO Model Enrollee Handbook 

 
• Provider Directories 

 
• Formulary List 

 
• Chip Enrollees with Special Need referred to MA (PH-95 Referral) 

 
• Enrollee Rights 

 
• Enrollee Liability 

 
 

The MCO’s Enrollee services functions must be operational at a minimum during regular 
business hours (9:00 a.m. to 5:00 p.m., Monday through Friday) and one evening per week 
(5:00 p.m. to 8:00 p.m.) or one weekend per month (9:00 a.m. to 5:00 p.m.) to address non-
emergency problems encountered by Enrollees. 

 
3.1 ENROLLEE NOTICES 

The MCO shall provide an enrollment notice to each Enrollee. The MCO shall retain a copy of 
the dated enrollment notice. The following information must be contained in the enrollment 
notice: 

 
• If additional information will be sent separately (e.g., I.D. card and welcome packet). 

 
• The availability of the Model Enrollee Handbook and where to find it. 

 
• The enrollment period. 

 
• The MCO’s customer service telephone number. 
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• The requirement of the Enrollee to select a PCP within 10 calendar days. 
 

• Failure to select a PCP will result in automatic selection. Factors considered in 
automatic selection: 

 
 The age of the Enrollee. 

 
 Any special health condition (if known), travel time and distance from 

home. 
 

In addition to the above notice requirements, Low-cost or full cost CHIP Enrollees must receive 
notification of: 

 
• Invoice for premium payment required and due date. 

 
• The effective date of CHIP enrollment provided a premium payment is received. 

 
 

• Information on how the MCO can accept premium payments including initial payment 
by Electronic Fund Transfer (EFT). 

 
Additional Addressee 

 
The MCO shall have administrative mechanisms for sending copies of information, notices, and 
other written materials to a designated third party upon the request and signed consent of the 
Enrollee. The MCO must develop plans to process such individual requests and for obtaining 
the necessary releases signed by the Enrollee to ensure that the Enrollee’s rights regarding 
confidentiality are maintained 

 
 

3.2 ENROLLEE ORIENTATION 

The MCO shall have written policies and procedures; a written orientation plan; or a program 
for new Enrollees that includes: 

 
• Issuance of identification cards. 

• A Model Enrollee Handbook outlining benefits and the basic features of managed care. 

• Information on cost sharing. 

• A Provider Directory and formulary information. 

• A PIP upon request. 
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• Educational and preventative care programs that include an emphasis on health 
promotion, wellness and healthy lifestyles and practices. 

 
• The proper use of the MCO identification card. 

• The role of the PCP. 

• What to do in an emergency or urgent medical situation. 

• How to utilize services in other circumstances. 

• How to request information from the MCO, and 

• How to register a Complaint, file a Grievance or request an external review. 
 
 

The MCO shall obtain the Department’s advance written approval of the above policies and 
procedures utilizing the programmatic change process described in Chapter 15 of this 
handbook. 

 
3.3 MCO MODEL ENROLLEE HANDBOOK 

 
The MCO shall provide a Model Enrollee Handbook, or other written materials, at a minimum 
with information outlined in 42 CFR 457.1207, including information on Enrollee rights and 
protections and how to access services. The Model Enrollee Handbook must include the 
following: 

 
• The MCO shall provide materials in the appropriate language or alternate format to an 

Enrollee within five business days of an Enrollee’s request. If materials are delayed 
due to translation, then the MCO shall offer interpretation services to the Enrollee to 
review materials within the five business days. Interpretation services are in addition to 
the provision of translated material. 

 
• The MCO shall provide the Model Enrollee Handbook in one of the following manners 

as requested by the Enrollee: 
 

• Providing the Enrollee a link to the information available on the website. 

• Emailing the information after obtaining the Enrollee’s consent. 

• Mailing a printed copy to the Enrollee’s address; or 

• Providing auxiliary aids and services upon request and at no cost to an 
Enrollee with disabilities. 
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• The MCO shall maintain documentation verifying that the Model Enrollee Handbook is 
reviewed for accuracy at least once a year, and that all necessary modifications have 
been made. 

 
• The MCO shall provide notification of changes defined as significant by the Department: 

 
• Thirty calendar days prior to the effective date of the change. 

• Annually of any other changes made; and 
 

• The formats and methods available to access the Model Enrollee 
Handbook. 

 
• The MCO shall provide each Enrollee with the Model Enrollee Handbook that contains 

standard non-discrimination information and must be available in alternate languages 
and formats. 

 
• The MCO shall supply each Enrollee, potential Enrollee or Provider upon request, 

with the following information. Such information must be easily understood by the 
layperson and must include, but not be limited to: 

 
• A description of health care services, benefits, and benefit maximums, 

including benefit limitations and exclusions of health care services and the 
definition of Medically Necessary used by the MCO in determining whether 
these benefits will be covered. 

 
• The MCO shall include a description of all necessary prior authorizations or other 

requirements for nonemergency health care services as required in the Prior 
Authorization chapter of this handbook. 

 
• The MCO shall include an explanation of an Enrollee's financial responsibility for 

payment of premiums, coinsurance, copayments, and other charges, annual limits on an 
Enrollee's financial responsibility and caps on payments for health care services 
provided under the agreement with the Department. 

 
• The MCO shall provide an explanation of an Enrollee's financial responsibility for 

payment when a health care service is provided: 
 

• by a nonparticipating Provider. 

• without required authorization; and 

• not covered. 
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• The MCO shall include a description of how the MCO addresses the needs of 
non-English-speaking Enrollees. 

 
• The MCO shall include the mailing addresses and telephone numbers of the 

MCO for the Enrollee to request approval or authorization of a health care 
service or additional information. 

 
• The MCO shall include a summary of the MCO’s utilization review policies and 

procedures. 
 

• The MCO shall include a summary of the complaint and grievance procedures 
used to resolve disputes between the MCO, an Enrollee or a Provider, including: 

 
• How to file a complaint or grievance. 

•  The toll-free telephone number to check the status of a complaint or 
grievance. 

 
• A notice that all decisions involving denial of payment for a health care service 

will be made by qualified personnel with experience in the same or similar 
scope of practice and that all notices of decisions will include information 
regarding the basis for determination. 

 
• The right to appeal a decision of the complaint or grievance. 

• The Enrollee's right to designate a representative to participate in the 
complaint or grievance process. 

 
• The MCO shall include a description of the procedure for providing emergency services 

24 hours a day. The description must include: 
 

• A definition of emergency services. 

• Notice that emergency services are not subject to prior approval. 

• An Enrollee's financial and other responsibilities regarding emergency 
services, including the receipt of these services outside the MCO's service 
area. 

 
• The MCO shall include a description of the procedures for Enrollees to select a 

participating Provider including: 
 

• Selecting or changing primary care Providers and specialists. 
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• Determining whether a participating Provider is accepting new patients. 

• A description of the referral process. 

• A process for selecting a Provider outside the MCO's network when that 
network does not include a Provider with the appropriate training and 
experience to meet the health care needs of an Enrollee. 

 
• A process for a standing referral to a specialist with clinical expertise or training 

in treating an Enrollee with a life threatening, degenerative or disabling disease or 
condition. 

 
• A process for the designation of a specialist to provide and coordinate the 

Enrollee's primary and specialty care. 
 

• The process to obtain a list by specialty of the name, address and telephone 
number of network Providers of the MCO. The list may be a separate 
document and must be updated at least once every 90 days or more frequently 
as may be required by Federal or State law, including section 2799A-5 of the 
Public Health Service Act (58 Stat. 682, 42 U.S.C. § 201 et seq.). 

 
• The MCO must provide the following information to an Enrollee or potential 

Enrollee upon request: 
 

• A list of the names, business addresses and official positions of the 
membership of the board of directors or officers of the MCO. 

 
• The procedures to protect the confidentiality of medical records and other 

enrollee information. 
 

• A description of the credentialing process for Providers. 
 

• A list of the participating Providers affiliated with participating hospitals. 
 

• Whether a drug is included or excluded from coverage. 
 
 
 

 
• A description of the process when a Provider prescribes: 

 Specific drugs: drugs used for an off-label purpose; biologicals and 
medications not included in the drug formulary for prescription 
drugs when the formulary's equivalent has been ineffective in the 
treatment of the Enrollee's disease; or if the drug causes or is 
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reasonably expected to cause adverse or harmful reactions to the 
Enrollee. 

 
• The procedures followed by the MCO to make decisions about the 

experimental nature of individual drugs, medical devices, or treatments. 
 

• The methodologies used by the MCO to reimburse for health care services. 
Nothing in this paragraph may be construed to require disclosure of 
individual contracts or the specific details of any financial arrangement 
between an MCO and a Provider. 

 
• The procedures used in the MCO's quality assurance program. 

 
• Other information as may be required by the Department or PID. 

 
3.4 DEPARTMENT APPROVAL OF MODEL ENROLLEE HANDBOOK 

 
The Model Enrollee Handbook must be in the format specified by the Department. The MCO 
shall submit the Model Enrollee Handbook to the Department through the Programmatic 
Change Process (PCF) for advance written approval prior to distribution to Enrollees. The MCO 
shall make modifications to the language contained in the Model Enrollee Handbook if required 
for Department approval. 

3.5 PROVIDER DIRECTORIES 

Upon request, the MCO shall provide its Enrollees with directories for all types of network 
Providers, in a format the Enrollee requested including, but not limited to: 

• PCPs, 

• dentists, 

• specialists, 

• hospitals, 

• Behavioral Health Providers, 

• pharmacies, 

• and Providers of ancillary services. 

 
• The Provider directories must be made available on the MCO’s website in machine-

readable document format. 
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• The MCO shall utilize a web-based Provider directory for its Enrollees and must make it 
available in paper form upon request. 

 
• The MCO shall establish a process to verify the accuracy of electronically posted 

content, including a method to monitor and update changes in Provider information. 
 

• The MCO shall perform monthly reviews of the web-based Provider directory, subject to 
random monitoring by the Department to verify complete and accurate entries. 

 
• The MCO shall update Provider directories no later than 30 calendar days after the 

MCO receives updated Provider information. This includes but is not limited to 
information regarding terminations, additions, PCPs and specialists not accepting new 
assignments, and other information determined by the Department to be necessary. 

 
• The MCO shall utilize the file layout and format specified by the Department that 

includes all Providers in the MCO’s Network. The format must include, but is not limited 
to the following: 

 
• Provider name as well as group affiliation (if any). 

• Provider’s street address where they see Enrollees, and the provider hours. 

• Provider’s telephone number. 

• Provider’s website URL. 

• Provider’s specialty. 
 
 

• Provider’s accommodations for Enrollees with physical disabilities including but not 
limited to wheelchair accessibility. 

 
• Provider’s cultural and linguistic capabilities and whether the Provider has completed 

cultural competence training. 
 

• Language indicators including a list of current Providers in the Enrollee’s service area 
who speak languages other than English; and 

 
• The Provider’s panel status and whether new Enrollees are accepted. 

 
• The MCO shall notify Enrollees annually of the right to request and obtain Provider 

directories. 
 

3.6 DEPARTMENT APPROVAL OF PROVIDER DIRECTORY 
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The MCO shall submit the Provider directory to the Department through the Programmatic 
Change Form Process (PCF) process for advanced written approval before distribution to 
Enrollees. 

 
3.7 FORMULARY LIST 

The MCO shall make available to an Enrollee, formulary information that includes the covered 
medications (generic and brand name) and medication tiers. Formulary drug lists must be 
made available on the MCO’s website in a machine-readable file. If an Enrollee requests a 
printed formulary list, the MCO shall print the most recent version and mail it to the Enrollee. 

 
3.8 CHIP ENROLLEES WHO MAY BE ELIGIBLE FOR MEDICAL ASSISTANCE (MA) DUE 

TO A SPECIAL NEED (PH-95 REFERRAL) 
 

The Department has a program within MA for children under 18 years of age with special 
needs who meet the Social Security Administration (SSA) definition of a disability. The SSA’s 
definition of a disability for a child is: 

A physical or mental condition or a combination of conditions, that results in “marked and 
severe functional limitations”. This means that the condition(s) must seriously limit the child’s 
activities; and the child’s condition(s) must be permanent or expected to last at least 12 
months. 

A. REFERRAL FROM THE MCO TO MA FOR CHILDREN WITH SPECIAL NEEDS 
 

MCOs shall review history from medical claims management information to identify 
Enrollees who may potentially be eligible for MA based on the Enrollee’s disability. The 
MCO shall follow the steps below to refer the Enrollee to MA: 

 
• Confirm the Enrollee is under age 18. 

• Make three telephone call attempts to notify families the Enrollee is being 
referred to MA for an eligibility determination. Use the Talking Points (Appendix 
3-A). 

 
• Mail the family the Referral Notice (Appendix 3-B) for possible MA eligibility; also 

include the Medical Release Form (Appendix 3-C) that has been populated with 
information specific to the Enrollee. 

 
• Contact the medical Provider and send the Letter Addressed to the Physician 

form (Appendix 3-E) and a Physician Certification for Child with Special Needs 
form (Appendix 3-D PA 1960) to be returned to the MCO. The MCO shall follow 
up with the medical Provider until the PA 1960 form is returned. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-A%20CHIP%20to%20PH95%20Talking%20Points%20-%20Copy.docx?d=w4219c3bd4e2648da99489482a0dddab0
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-A%20CHIP%20to%20PH95%20Talking%20Points%20-%20Copy.docx?d=w4219c3bd4e2648da99489482a0dddab0
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-B%20PH95%20Referral%20Notice.docx?d=w42aad32ab6ac48b9bfaca26619102388
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-C%20Medical%20Release%20Form.pdf
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-E%20Letter%20Addressed%20to%20Physican%20from%20Department.docx?d=w9f580d7c42c743e6bbcc156645adc2c8
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-D%20PA_1960%20(1).pdf
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• Upon the receipt of the completed PA 1960 (Appendix 3-D PA 1960) which 
shows the Enrollee is “Permanently Disabled” or “Temporarily Disabled, 12 
months Or More”, the MCO shall forward the referral packet to the Central Unit 
(CU) at RA-PWCHIPTOPH95@pa.gov. A completed packet includes: 

 
 PH95 Referral Cover Sheet (Appendix 3-F HS 2113) 

 
 PA 1960 (Appendix 3-D PA 1960) 

Important: If the MCO attempts to refer an Enrollee to MA whose family previously did not 
cooperate in the Medical Review Team (MRT) process, the CU will send the referral form back 
to the MCO. At renewal the child will be terminated from CHIP until they cooperate, or the child 
is no longer disabled. 

 
NOTE: The MCO will provide an update to the family that the child will not be referred to MA 
due to failure to cooperate with a previous MRT referral. 

 
NOTE: The child will continue in CHIP until a complete referral packet is received. 

 
• The CU will request any clarifying case information from the referring MCO such 

as diagnosis, credentials of the Provider completing the form, child’s full name, 
etc. if needed. 

 
The CAO in the child’s county of residence will maintain the case record and process the MRT 
referral using current procedures established for all PH95 cases. 

 
If the MRT returns a completed form which indicates the child is not certified disabled, the child 
will be evaluated for MA. If the child is not eligible for MA, the child is returned to the MCO. 
The CAO will use the PH95 referral sheet and notify the CU at RA-PWCHIPTOPH95@pa.gov . 
The CU will inform the MCO via the HS 2113 that the child will be returned to CHIP coverage 
for continuity of care purposes. 

 
B. FAILURE TO COOPERATE 
If the family does not cooperate with the verification process, the referral is closed for 
non-cooperation. 

 
• Children under age four will be opened in category MG 18 with target type “C.” 

 
• Children aged four and older will return to the MCO in the CHIP category they 

were previously in for the remainder of their eligibility period, unless the child is 
eligible for MA in a non-disability related category. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-D%20PA_1960%20(1).pdf
https://pagov.sharepoint.com/sites/GRP-OMAP-CHIP-HHS-OfficeOfAdministration/Common%20Use%20Documents/OOC/Policy%20and%20Planning%20Division/Policy/Executive%20Review%20Process%20(ERP)/2025%20Transmittals/25-002%202025%20Procedures%20Handbook/RA-PWCHIPTOPH95%40pa.gov
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-F%20HS_2113%20PH95%20Referral%20Coversheet.pdf
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%203-D%20PA_1960%20(1).pdf
mailto:RA-PWCHIPTOPH95@pa.gov
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• The CAO will use the HS 2113 to notify the CU at RA-PWCHIPTOPH95@pa.gov 
that the child will be returning to CHIP coverage. The CU will then inform CHIP at 
RA-PW-CHIP-QAREPORTS@pa.gov for continuity of care purposes. 

 
• At renewal, the CAO will review the case record to see if the family provided 

requested medical documentation for MRT. If there is still no cooperation the 
coverage will be terminated. 

 
3.9 ENROLLEE RIGHTS 

 
The MCO shall develop, maintain, and enforce written policies and procedures recognizing and 
protecting an enrollee’s rights as specified in 42 CFR 457.1220 (relating to Enrollee rights) 
including the right to: 

 
• Receive required information. 

 
• Be treated with consideration and respect and with recognition for dignity and privacy. 

 
• Receive information on available treatment options and alternatives in a manner 

appropriate to the Enrollee’s condition and ability to understand. 
 

• Participate in decisions regarding the Enrollee’s health care, including the right to refuse 
treatment. 

 
• Be free from restraint or seclusion as a means of coercion, discipline, convenience or 

retaliation, as specified in federal regulations. 
 

• Be furnished with covered health care services as required by 42 CFR 457.1230 
(relating to access standards). 

 
• Have privacy protected as stipulated by 42 CFR 457.1110. This includes compliance 

with federal and state laws relating to the confidentiality and safeguarding of 
information. 

 
• The MCO shall provide a copy of an Enrollee’s records or information timely upon 

request. The MCO shall permit the Enrollee to request that the information or records 
be supplemented or corrected as indicated in 42 CFR 457.1110(e) (relating to privacy 
protections). 

 
• The MCO shall comply with applicable federal and state laws relating to Enrollee rights 

and must require that its employees and Providers observe and protect Enrollee rights. 
An Enrollee’s exercise of rights shall not adversely affect how the Enrollee is treated by 
the MCO or its Providers. 

mailto:RA-PWCHIPTOPH95@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
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3.10 ENROLLEE LIABILITY 
 

In accordance with 42 CFR 457.1226 (relating to liability for payment), the MCO shall ensure 
Enrollees are not held liable for the following: 

 
• Debts of the MCO in the event of the MCO’s insolvency. 

 
• Covered services provided to Enrollees in the event the MCO fails to receive payment 

from the Department. 
 

• Covered services provided to Enrollees in the event a Provider with a contractual, 
referral or other arrangement with the MCO fails to receive payment from the MCO; or 

 
• Payments for covered services in excess of the amount that would be owed if the 

MCO had covered the service directly. 
 
 

CHAPTER 4: CHIP MEMBER SERVICES UNIT 
 

4.1 MEMBER SERVICES UNIT (MSU) 
 

The Member Services Unit provides direct support to Enrollees and potential Enrollees. The 
MSU answers incoming and outgoing customer service calls from 1-800-986-KIDZ(5437); 
enrollment corrections and MCO enrollee transfers. 

 
4.2 MCO ENROLLMENT CORRECTIONS 

The MSU will review MCO enrollment corrections and changes received from the CAO and 
MCO sent to RA-PW-CHIPPROJECTS@pa.gov. 

Enrollment corrections and changes include but are not limited to: 

• Changes requiring enrollment termination. 

• Correction of the enrollment dates. 

 
4.3 MCO PLAN TRANSFERS 

If a family requests that the Enrollee be transferred to another MCO, the losing MCO shall 
report the request to CHIP within 24 hours by emailing RA-PW-CHIPPROJECTS@pa.gov The 
MSU will complete plan transfers for Enrollees using the earliest effective enrollment date to 
avoid any lapse or delay in coverage. The MCO will receive notice on the daily 834 file of the 
Enrollee termination. 

mailto:RA-PW-CHIPPROJECTS@pa.gov
mailto:RA-PW-CHIPPROJECTS@pa.gov
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Once the MCO receives notice of a new Enrollee, the MCO shall conduct the following 
activities: 

• Send a notice informing them of their enrollment. 
• Request primary care Provider (PCP) selection, if appropriate. 
• Apply continuity of care standards if applicable; and 
• Request payment for coverage if applicable. 

NOTE: The MCO shall not restrict its Enrollees from changing MCOs for any reason. The 
Enrollee has the right to initiate a change of MCO at any time. 

A. PLAN TRANSFERS FOR ENROLLEES IN LOW-COST OR FULL-COST CHIP 

Additional action is required by the MCO when a transfer involves an Enrollee in Low-Cost 
or Full-Cost CHIP. The following actions are required: 

• If the Enrollee has pre-paid for the following month of coverage (the month in which 
coverage ends for the losing MCO), the Enrollee is not invoiced during the last 30 
days of coverage with the losing MCO; and 

 
• The gaining MCO shall send written instructions to the family regarding the invoice 

process. The adult is required to pay the premium(s) according to the rules of the 
gaining MCO. 

B. TRANSFER REQUEST WHILE AN INPATIENT 

If an Enrollee transfers to another MCO while admitted for inpatient treatment, the losing 
MCO is responsible for the inpatient facility bill. 

The gaining MCO is responsible for all other covered services not included in the inpatient 
facility bill, starting with the enrollment begin date with the gaining MCO. 

This procedure applies to voluntary transfers as well as a move to another service area. 
 

 
CHAPTER 5: ELIGIBILITY REVIEW PROCESS 

An impartial eligibility review may be requested when an eligibility determination is made at 
application or renewal. At application and renewal, information concerning the eligibility review 
process is provided on the notice. The MCO shall direct a request for review to the statewide 
customer service center. 
Enrollees and potential Enrollees may request an eligibility determination for the following 
reasons including but not limited to: 

 
• A potential Enrollee is denied coverage. 
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• An Enrollee’s coverage will be terminated. 

• An Enrollee’s coverage changes from Free CHIP to Low-Cost or Full-Cost CHIP. 
 
 

5.1 COVERAGE OF A CHILD DURING ELIGIBILITY REVIEW 
 

The MCO’s coverage of an Enrollee in Free CHIP must continue uninterrupted pending the 
outcome of the eligibility review. If the family chooses to continue coverage in a subsidized 
category the MCO will be alerted on the 834 to reinstate coverage and the begin date. 

 

 
CHAPTER 6: COMPLAINT, GRIEVANCE, AND EXTERNAL REVIEW 

 
6.1 GENERAL REQUIREMENTS 

 
The MCO shall obtain the Department’s prior written approval of its complaint, grievance, and 
external review policies and procedures. The MCO shall have written policies and procedures 
for registering, responding to, and resolving complaints and grievances as they relate to the 
CHIP population and shall make these policies and procedures available to Enrollees upon 
request. The MCO shall have a data system to process, track, and trend all Complaints and 
Grievances. 

 
The MCO shall maintain an accurate written record of each Complaint and Grievance and the 
actions taken by the MCO to resolve each Complaint and Grievance. The record must include 
at least the following: 

 
• The name of the Enrollee on whose behalf the Complaint or Grievance was filed. 

• The date the Complaint or Grievance was received. 

• A description of the reason for the Complaint or Grievance. 

• The date of each review or review meeting. 

• The date of resolution of the Complaint or Grievance and how the Complaint or 
Grievance was resolved; and 

 
• A copy of any documents or records reviewed. 

 
 

The MCO shall provide the record of each Complaint and Grievance and the actions taken by 
the MCO to resolve the Complaint or Grievance to the Department, PID and CMS, upon 
request. The MCO shall submit a log of all Complaint and Grievance decisions in a format 
specified by the Department and must include review of the Complaint and Grievance 



January 2026 26  

processes in its QM and UM programs. The MCO shall designate and train sufficient staff to 
be responsible for receiving, processing, and responding to enrollee Complaints and 
Grievances in accordance with the requirements specified in this chapter. 

 
MCO staff performing Complaint and Grievance reviews must have the necessary orientation, 
clinical training, and experience to make an informed and impartial determination regarding 
issues assigned to them. 

 
The MCO shall provide information about the Complaint and Grievance process to all Providers 
and subcontractors when the MCO enters into a contract or agreement with the Provider or 
subcontractor. 

 
The MCO shall not use the time frames or procedures of the Complaint or Grievance process 
to avoid the medical decision process or to discourage or prevent an Enrollee from receiving 
Medically Necessary care in a timely manner. 

 
The MCO shall require that anyone who participates in making the decision on a Complaint or 
Grievance was not involved in and is not a subordinate of an individual who was involved in 
any previous level of review or decision-making on the issue that is the subject of the 
Complaint or Grievance. 

 
The MCO shall not charge Enrollees a fee for filing a Complaint or Grievance. 

 
The MCO shall allow the Enrollee and the Enrollee’s authorized representative to have access 
to all relevant documentation pertaining to the subject of the Complaint or Grievance free of 
charge and sufficiently in advance of the time frame for resolution of the Complaint or 
Grievance outlined in this chapter. 

 
The MCO shall maintain the following information in the Enrollee’s case file: 

 
• Medical records. 

• Any documents or records relied upon or generated by the MCO in connection with the 
Complaint or Grievance, including any Medical Necessity guidelines used to make a 
decision or information on coverage limits relied upon to make a decision; and 

 
• Any new or additional evidence considered, relied upon, or generated by the MCO in 

connection with the Complaint or Grievance. 
 

The MCO shall provide language interpreter services at no cost when requested by an 
Enrollee. The MCO shall include in the Complaint and Grievance record documentation that 
the Enrollee was asked if the Enrollee needed an interpreter and if an interpreter was provided. 
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The MCO shall accept Complaints and Grievances from Enrollees with disabilities which are in 
alternative formats including: 

 
• TTY/TDD for telephone inquiries and Complaints and Grievances from Enrollees who 

are deaf or hearing impaired, braille, and other commonly accepted alternative forms of 
communication. 

 
The MCO shall make its employees who receive telephone Complaints and Grievances aware 
of the speech limitations of Enrollees with disabilities, so they treat these individuals with 
patience, understanding, and respect. The MCO shall provide Enrollees with disabilities 
assistance in presenting their case at Complaint or Grievance reviews at no cost to the 
Enrollee. This includes but is not limited to: 

 
• Providing qualified sign language interpreters for Enrollees who are deaf or hearing 

impaired. 
 

• Providing information submitted on behalf of the MCO at the Complaint or Grievance 
review in an alternative format accessible to the Enrollee’s authorized representative 
filing the Complaint or Grievance. The alternative format version must be supplied to 
the Enrollee at or before the review, so the enrollee can discuss and/or refute the 
content during the review; and 

 
• Providing personal assistance to an Enrollee filing the Complaint or Grievance who has 

other physical limitations in copying and presenting documents and other evidence. 
 

The MCO shall offer Enrollees the assistance of an MCO staff member throughout the 
Complaint and Grievance processes at no cost to the Enrollee. 

 
The MCO shall provide Enrollees with a toll-free number to file a Complaint or Grievance, 
request information about the Complaint or Grievance process, and ask any questions the 
Enrollee may have about the status of a Complaint or Grievance. 

 
The MCO shall, at a minimum, hold in-person reviews of Complaints and Grievances at one 
location within each of its areas of operation. If an Enrollee requests an in-person review, the 
MCO shall notify the Enrollee of the location of the review and who will be present at the 
review, using the template specified by the Department. 

 
The MCO shall ensure that any location where it will hold in-person reviews is physically 
accessible for Enrollees with disabilities. 

 
The MCO shall notify the Enrollee when the MCO fails to decide a first level Complaint or 
Grievance within the time frames specified in this chapter, using the template specified by the 
Department. The MCO shall mail this notice to the Enrollee one day following the date the 
decision was to be made (day 31). 
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The MCO shall notify the Enrollee when it denies payment after a service or item has been 
delivered because the service or item was provided without authorization by a Provider not 
enrolled with the Department, using the template specified by the Department. The MCO shall 
mail this notice to the Enrollee on the day the decision is made to deny payment. 

 
The MCO shall notify the Enrollee when it denies payment after a service or item has been 
delivered because the service or item provided is not a covered service for the Enrollee, using 
the template specified by the Department. The MCO shall mail this notice to the Enrollee on the 
day the decision is made to deny payment. 

 
The MCO shall notify the Enrollee when it denies payment after a service or item has been 
delivered because the MCO determined that the service or item was not Medically Necessary, 
using the template specified by the Department. The MCO shall mail this notice to the Enrollee 
on the day the decision is made to deny payment. 

 
The MCO shall notify the Enrollee when it denies the Enrollee’s request to dispute a financial 
liability, including cost sharing, copayments, premiums, coinsurance, and other Enrollee 
financial liabilities, using the template specified by the Department. The MCO shall mail this 
notice to the Enrollee on the day the decision is made to deny payment. 

 
The MCO shall use all templates specified by the Department which are available in the CHIP 
Collaboration Room. 

 
6.2. COMPLAINT REQUIREMENTS 

 
Complaint: A dispute or objection regarding a participating Provider or the coverage, 
operations, or management policies of a MCO, which has not been resolved by the MCO and 
has been filed with the MCO or with PID, including, but not limited to: 

 
• a denial because the requested service or item is not a covered service. 

 
• the failure of the MCO to provide a service or item in a timely manner, as defined by 

the Department. 
 

• the failure of the MCO to decide a Complaint or Grievance within the specified time 
frames. 

 
• a denial of payment by the MCO after a service or item has been delivered because 

the service or item was provided without authorization by a Provider not enrolled in 
the CHIP Program. 

 
 

• a denial of payment by the MCO after a service or item has been delivered because 
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the service or item provided is not a covered service for the Enrollee; 
 

• or a denial of an Enrollee’s request to dispute a financial liability, including cost 
sharing, copayments, premiums, deductibles, coinsurance, and other Enrollee 
financial liabilities. 

 
A. FIRST LEVEL COMPLAINT PROCESS 

 
• The MCO shall permit an Enrollee or Enrollee’s authorized representative, which may 

include the Enrollee’s Provider, with proof of the Enrollee’s written authorization for the 
representative to be involved and/or act on the Enrollee’s behalf, to file a first level 
Complaint either in writing or orally. The MCO shall commit oral requests to writing if not 
confirmed in writing by the Enrollee and shall provide the written Complaint to the 
Enrollee or Enrollee’s authorized representative for signature. The signature may be 
obtained at any point in the process, and failure to obtain a signed Complaint may not 
delay the Complaint process. 

 
• If the first level Complaint disputes one of the following, the Enrollee must file a 

Complaint within 60 calendar days from the date of the incident complained of or the 
date the Enrollee receives written notice of a decision: 

 
• a denial because the service or item is not a covered service. 

• the failure of the MCO to provide a service or item in a timely manner, as defined by 
the Department. 

 
• the failure of the MCO to decide a Complaint or Grievance within the specified time 

frames. 

 
• a denial of payment after the service or item has been delivered because the service 

or item was provided without authorization by a Provider not enrolled with the 
Department; a denial of payment after the service or item has been delivered 
because the service or item provided is not a covered service for the Enrollee; or 

 
• a denial of an Enrollee’s request to dispute a financial liability, including cost sharing, 

copayments, premiums, deductibles, coinsurance, and other Enrollee financial 
liabilities. 

 
For all other Complaints, there is no time limit for filing a first level Complaint. 
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• Upon receipt of the Complaint, the MCO shall send the Enrollee and Enrollee’s 
authorized representative, if the Enrollee has designated one in writing, a first level 
Complaint acknowledgment letter, using the template specified by the Department. 

 
• The first level Complaint review for Complaints not involving a clinical issue must be 

conducted by a first level Complaint review committee, which must include one or 
more employees of the MCO who were not involved in and are not the subordinates 
of an individual involved in any previous level of review or decision making on the 
issue that is the subject of the Complaint. 

 
• The first level Complaint review committee must include a licensed practitioner in the 

same or similar specialty that typically manages or consults on the service or item in 
question. Other appropriate Providers may participate in the review, but the licensed 
practitioner must decide the first level Complaint. 

 
• A committee member who does not personally attend the first level Complaint 

review meeting may not be part of the decision-making process unless that member 
actively participates in the review by telephone or videoconference and has the 
opportunity to review all information presented during the review. 

 
• The MCO shall afford the Enrollee and the Enrollee’s authorized representative a 

reasonable opportunity to present evidence and testimony and make legal and 
factual arguments, in person as well as in writing. 

 
• The MCO shall give the Enrollee at least seven calendar days advance written 

notice of the first level Complaint review date, using the template specified by the 
Department. The MCO shall be flexible when scheduling the review to facilitate the 
Enrollee’s attendance. If the Enrollee cannot appear in person at the review, the 
MCO shall provide an opportunity for the Enrollee to communicate with the first level 
Complaint review committee by telephone or videoconference. 

 
• The Enrollee may elect not to attend the first level Complaint review meeting, but 

the meeting must be conducted with the same protocols as if the Enrollee was 
present. 

 
• If an Enrollee requests an in-person first level Complaint review, at a minimum, the 

members of the first level Complaint review committee must be physically present at 
the location where the first level Complaint review is held and the other members of 
the first level Complaint review committee must participate in the review through the 
use of videoconferencing. 

 
• The decision of the first level Complaint review committee must take into account all 

comments, documents, records, and other information submitted by the Enrollee or 
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the Enrollee’s representative without regard to whether such information was 
submitted or considered in the initial determination of the issue. 

 
• The first level Complaint review committee must complete the review of the 

Complaint as expeditiously as the Enrollee’s health condition requires. 
 

• The first level Complaint review committee must prepare a summary of the issues 
presented and decisions made, which must be maintained as part of the Complaint 
record. 

• The MCO shall send a written notice of the first level Complaint decision, using the 
template specified by the Department, to the Enrollee, Enrollee’s authorized 
representative, if the Enrollee has designated one in writing, service Provider and 
prescribing Provider, if applicable, within 30 calendar days from the date the MCO 
received the Complaint unless the time frame for deciding the Complaint has been 
extended by up to 14 calendar days at the request of the Enrollee. 

 
• If the Complaint disputes one of the following, the Enrollee may file a request for an 

external review: 
 

• a denial because the service or item is not a covered service. 
 

• the failure of the MCO to provide a service or item in a timely manner, as 
defined by the Department. 

 
• The failure of the MCO to decide the Complaint or Grievance 

within the specified time frames. 
 

• a denial of payment by the MCO after the service or item has 
been delivered because the service or item was provided 
without authorization by a provider not enrolled in CHIP. 

 
• a denial of payment by the MCO after the service or item has 

been delivered because the service or item provided is not a 
covered service for the Enrollee; or 

 
• a denial of an Enrollee’s request to dispute a financial liability, 

including cost sharing, copayments, premiums, deductibles, 
coinsurance, and other Enrollee financial liabilities. 

 
• The Enrollee or Enrollee’s authorized representative may file a request for an 

external review within 15 calendar days from the mail date on the written notice of 
the MCO’s first level Complaint decision. 
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• For all other Complaints, the Enrollee or Enrollee’s authorized representative, which 
may include the Enrollee’s Provider, with proof of the Enrollee’s written 
authorization for the representative to be involved and/or act on the Enrollee’s 
behalf, may file a second level Complaint either in writing or orally within 45 
calendar days from the date the Enrollee receives written notice of the MCO’s first 
level Complaint decision. 

 
B. SECOND LEVEL COMPLAINT PROCESS 

 
• A MCO shall permit an Enrollee or Enrollee’s authorized representative, which may 

include the Enrollee’s Provider, with proof of the Enrollee’s written authorization for 
the representative to be involved and/or act on the Enrollee’s behalf, to file a second 
level Complaint either in writing or orally for any Complaint for which an external 
review is not available. 

 
• Upon receipt of the second level Complaint, the MCO shall send the Enrollee and 

Enrollee’s authorized representative, if the Enrollee has designated one in writing, a 
second level Complaint acknowledgment letter, using the template specified by the 
Department. 

 
• The second level Complaint review for Complaints not involving a clinical issue 

must be performed by a second level Complaint review committee made up of three 
or more individuals who were not involved in and are not the subordinates of an 
individual involved in any previous level of review or decision-making on the issue 
that is the subject of the Complaint. 

 
• The second level Complaint review committee must include a licensed Provider in 

the same or similar specialty that typically manages or consults on the service or 
item in question. Other appropriate Providers may participate in the review, but the 
licensed Provider must decide the second level Complaint. 

 
• At least one-third of the second level Complaint review committee enrollees may not 

be employees of the MCO or a related subsidiary or Affiliate. 
 

• A committee member who does not personally attend the second level Complaint 
review meeting may not be part of the decision-making process unless that member 
actively participates in the review by telephone or videoconference and has the 
opportunity to review all information presented during the review. 

 
• The MCO shall afford the Enrollee a reasonable opportunity to present evidence 

and testimony and make legal and factual arguments, in person as well as in 
writing. 
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• The MCO shall give the Enrollee at least 15 calendar days advance written notice of 
the second level Complaint review date, using the template specified by the 
Department. The MCO shall be flexible when scheduling the review to facilitate the 
Enrollee’s attendance. If the Enrollee cannot appear in person at the review, the 
MCO shall provide an opportunity for the Enrollee to communicate with the second 
level Complaint review committee by telephone or videoconference. 

 
• The Enrollee may elect not to attend the second level Complaint review meeting, but 

the meeting must be conducted with the same protocols as if the Enrollee was 
present. 

 
• If an Enrollee requests an in-person second level Complaint review, at a minimum, 

a member of the second level Complaint review committee must be physically 
present at the location where the second level Complaint review is held and the 
other members of the second level Complaint review committee must participate in 
the review through the use of videoconferencing. 

 
• The decision of the second level Complaint review committee must take into 

account all comments, documents, records, and other information submitted by the 
Enrollee or the Enrollee’s representative without regard to whether such information 
was submitted or considered previously. The decision of the second level Complaint 
review committee must be based solely on the information presented in the review. 

 
• The testimony taken by the second level Complaint review committee (including the 

Enrollee’s comments) must be either tape recorded, and a summary prepared or 
transcribed verbatim and a summary prepared and maintained as part of the 
Complaint record. 

 
• The second level Complaint review committee must complete its review of the 

second level Complaint as expeditiously as the Enrollee’s health condition requires. 
 

• The MCO shall send a written notice of the second level Complaint decision, using 
the template specified by the Department, to the Enrollee, the Enrollee’s authorized 
representative, if the Enrollee has designated one in writing, service Provider, and 
prescribing Provider, if applicable, within 45 calendar days from the date the MCO 
received the second level Complaint. 

 
• The Enrollee or the Enrollee’s authorized representative, which may include the 

Enrollee’s Provider, with proof of the Enrollee’s written authorization of the 
representative to be involved and/or act of the Enrollee’s behalf, may file in writing a 
request for an external review of the Complaint decision with either DOH or PID 
within 15 calendar days from the date the Enrollee receives the written notice of the 
MCO’s second level Complaint decision. 



January 2026 34  

C. APPEAL OF COMPLAINT 
 

• An enrollee shall have fifteen (15) days from receipt of the notice of the decision 
from the second level review committee to appeal the decision to the department or 
the Insurance Department, as appropriate. 

 
• Upon the request of PID’s Bureau of Health coverage Access, Administration, and 

Appeals (HCA3), the MCO shall transmit all records from the MCO’s Complaint 
review to PID’s HCA3 within 30 days from the request in the manner prescribed by 
PID’s HCA3. The Enrollee, the Provider, or the MCO may submit additional 
materials related to the Complaint. 

 
D. EXPEDITED COMPLAINT PROCESS 

 
• The MCO shall conduct expedited review of a Complaint if the MCO determines 

that the Enrollee’s life, physical or mental health, or ability to attain, maintain, or 
regain maximum function would be placed in jeopardy by following the regular 
Complaint process or if an Enrollee or Enrollee’s authorized representative, with 
proof of the Enrollee’s written authorization for the representative to be involved 
and/or act on the Enrollee’s behalf, provides the MCO with a certification from the 
Enrollee’s Provider that the Enrollee’s life, physical or mental health, or ability to 
attain, maintain, or regain maximum function would be placed in jeopardy by 
following the regular Complaint process. The certification must include the 
Provider’s signature. 

 
• A request for an expedited review of a Complaint may be filed in writing, by fax, 

orally, or by email. 
 

• Upon receipt of an oral or written request for expedited review, the MCO shall inform 
the Enrollee of the right to present evidence and testimony and make legal and 
factual arguments in person as well as in writing and of the limited time available to 
do so. 

 
• If the Provider certification is not included with the request for an expedited review 

and the MCO cannot determine based on the information provided that the Enrollee’s 
life, physical or mental health, or ability to attain, maintain, or regain maximum 
function would be placed in jeopardy by following the regular Complaint process, the 
MCO shall inform the Enrollee that the Provider must submit a certification as to the 
reasons why the expedited review is needed. The MCO shall make a reasonable 
effort to obtain the certification from the Provider. If the Provider certification is not 
received within 72 hours of the Enrollee’s request for an expedited review, the MCO 
shall decide the Complaint within the standard time frames as set forth in this 
chapter, unless the time frame for deciding the Complaint has been extended by up 
to 14 calendar days at the request of the Enrollee. If the MCO decides that expedited 
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consideration within the initial or extended time frame is not warranted, the MCO 
shall make a reasonable effort to give the Enrollee prompt oral notice that the 
Complaint is to be decided within the standard time frame and send a written notice 
within two business days of the decision to deny expedited review, using the 
template specified by the Department. 

 
• Expedited review of a Complaint must be conducted by a Complaint review 

committee that includes a licensed Provider in the same or similar specialty that 
typically manages or consults on the service or item in question. Other appropriate 
Providers may participate in the review, but the licensed Provider must decide the 
Complaint. The enrollees of the expedited Complaint review committee may not have 
been involved in and may not be the subordinates of an individual involved in any 
previous level of review or decision making on the issue that is the subject of the 
Complaint. 

 
• The MCO shall prepare a summary of the issues presented and decisions made, 

which must be maintained as part of the expedited Complaint record. 
 

• The MCO shall issue the decision resulting from the expedited review in person or by 
phone to the Enrollee, the Enrollee’s representative, if the Enrollee has designated 
one in writing, service Provider and prescribing Provider, if applicable, within either 
48 hours of receiving the Provider certification or 72 hours of receiving the Enrollee’s 
request for an expedited review, whichever is shorter, unless the time frame for 
deciding the expedited Complaint has been extended by up to 14 days at the request 
of the Enrollee. In addition, the MCO shall mail written notice of the decision to the 
Enrollee, the Enrollee’s representative, if the Enrollee has designated one in writing, 
the service Provider, and prescribing Provider, if applicable, within two business days 
of the decision, using the template specified by the Department. 

 
• The Enrollee or the Enrollee’s authorized representative may file a request for an 

expedited external review within 15 calendar days from the mail date on the written 
notice of the MCO’s expedited Complaint decision. 

 
• A request for an expedited external Complaint review may be filed in writing, by fax, 

orally, or by email. 
 

• The MCO shall follow DOH guidelines relating to submission of requests for 
expedited external Complaint reviews. 

 
• The MCO may not take punitive action against a Provider who requests expedited 

resolution of a Complaint or supports an Enrollee’s request for expedited review of a 
Complaint. 

 
6.3 GRIEVANCE REQUIREMENTS 
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Grievance: A request to the MCO by an Enrollee or an Enrollee’s authorized representative to 
have the MCO reconsider a decision solely concerning the medical necessity, appropriateness, 
health care setting, level of care or effectiveness of a covered health care service/item. If the 
MCO is unable to resolve the matter, a Grievance may be filed regarding a decision that: 

 
• disapproves full or partial payment for a requested health care 

service/item. 
 

• approves the provision of a requested health care service/item for a lesser 
scope or duration than requested; or 

 
• disapproves payment for the provision of a requested health care service/item 

but approves payment for the provision of an alternative health care service/item. 

 
A. GRIEVANCE PROCESS 

 
• A MCO shall permit an Enrollee or Enrollee’s authorized representative, which 

may include the Enrollee’s Provider, with proof of the Enrollee’s written 
authorization for the representative to be involved and/or act on the Enrollee’s 
behalf, to file a Grievance either in writing or verbally. The MCO shall commit 
oral requests to writing if not confirmed in writing by the Enrollee and shall 
provide the written Grievance to the Enrollee or the Enrollee’s authorized 
representative for signature. The signature may be obtained at any point in the 
process, and the failure to obtain a signed Grievance may not delay the 
Grievance process. 

 
• An Enrollee must file a Grievance within 60 calendar days from the date the 

Enrollee receives written notice of decision. Upon receipt of the Grievance, the 
MCO shall send the Enrollee and Enrollee’s authorized representative, if the 
Enrollee has designated one in writing, a Grievance acknowledgment letter, 
using the template specified by the Department. 

 
• An Enrollee who consents to the filing of a Grievance by a Provider may not file 

a separate Grievance. The Enrollee may rescind consent throughout the 
process upon written notice to the MCO and the Provider. 

 
• In order for the Provider to represent the Enrollee in the conduct of a Grievance, 

the Provider must obtain the written consent of the Enrollee and submit the 
written consent with the Grievance. A Provider may obtain the Enrollee’s written 
permission at the time of treatment. The MCO shall assure that a Provider does 
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not require an Enrollee to sign a document authorizing the Provider to file a 
Grievance as a condition of treatment. The written consent must include: 

 
• The name and address of the Enrollee, the Enrollee’s date of birth and 

identification number. 
 

• If the Enrollee is a minor, or is legally incompetent, the name, address, and 
relationship to the Enrollee of the person who signed the consent. 

 
• The name, address, and MCO identification number of the Provider to whom the 

Enrollee is providing consent. 
 

• The name and address of the MCO to which the Grievance will be submitted. 
 

• An explanation of the specific service or item which was provided or denied to 
the Enrollee to which the consent will apply. 

 
• The following statement: “The Enrollee or the Enrollee’s authorized 

representative may not submit a Grievance concerning the service or item listed 
in this consent form unless the Enrollee or the Enrollee’s authorized 
representative rescinds consent in writing. The Enrollee or the Enrollee’s 
authorized representative has the right to rescind consent at any time during the 
Grievance process.”. 

 
• The following statement: “The consent of the Enrollee or the Enrollee’s 

authorized representative shall be automatically rescinded if the Provider fails to 
file a Grievance or fails to continue to prosecute the Grievance through the 
review process.”. 

 
• The following statement: “The Enrollee or the Enrollee’s authorized 

representative, if the Enrollee is a minor or is legally incompetent, has read, or 
has been read, this consent form, and has had it explained to the Enrollee’s or 
Enrollee’s authorized representative’s satisfaction. The enrollee or the enrollee’s 
authorized representative understands the information in the enrollee’s consent 
form.”; and 

 
• The dated signature of the enrollee, or the enrollee’s authorized representative, 

and the dated signature of a witness. 
 

• The Grievance review must be conducted by a Grievance review committee 
made up of three or more individuals who were not involved in and are not the 
subordinates of an individual involved in any previous level of review or 
decision-making on the issue that is the subject of the Grievance. 
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• At least one-third of the Grievance review committee may not be employees of 
the MCO or a related subsidiary or affiliate. 

 
• The Grievance review committee must include a licensed physician in the same 

or similar specialty that typically manages or consults on the service or item in 
question. Other appropriate Providers may participate in the review, but the 
licensed physician must decide the Grievance. 

 
• A committee member who does not personally attend the Grievance review may 

not be part of the decision-making process unless that member actively 
participates in the review by telephone or videoconference and has the 
opportunity to review all information introduced during the review. 

 
• The MCO shall afford the Enrollee or Enrollee’s authorized representative a 

reasonable opportunity to present evidence and testimony and make legal and 
factual arguments, in person as well as in writing. 

 
• The MCO shall give the Enrollee at least 15 calendar days advance written 

notice of the review date, using the template specified by the Department. The 
MCO shall be flexible when scheduling the review to facilitate the Enrollee’s 
attendance. If the Enrollee cannot appear in person at the review, the MCO shall 
provide an opportunity for the Enrollee to communicate with the Grievance 
review committee by telephone or videoconference. 

 
• The Enrollee may elect not to attend the Grievance review meeting, but the 

meeting must be conducted with the same protocols as if the Enrollee was 
present. 

 
• If an Enrollee requests an in-person Grievance review, at a minimum, a member 

of the Grievance Review Committee must be physically present at the location 
where the Grievance review is held, and the other members of the Grievance 
review committee must participate in the review through the use of 
videoconferencing. 

 
• The decision of the Grievance review committee must take into account all 

comments, documents, records, and other information submitted by the Enrollee 
or the Enrollee’s authorized representative without regard to whether such 
information was submitted or considered in the initial determination of the issue. 
The decision of the Grievance review committee must be based solely on the 
information presented at the review. 
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• The testimony taken by the Grievance review committee (including the 
Enrollee’s comments) must be either tape-recorded and a summary prepared or 
transcribed verbatim and a summary prepared and maintained as part of the 
Grievance record. 

 
• The Grievance review committee must complete its review of the Grievance as 

expeditiously as the Enrollee’s health condition requires. 
 

• The MCO shall send a written notice of the Grievance decision, using the 
template specified by the Department, to the Enrollee, Enrollee’s authorized 
representative, if the Enrollee has designated one in writing, service Provider 
and prescribing Provider, if applicable, within 30 calendar days from the date the 
MCO received the Grievance, unless the time frame for deciding the Grievance 
has been extended by up to 14 calendar days at the request of the Enrollee. 

 
• The Enrollee or Enrollee’s authorized representative may file a request for an 

external review. 
 

• The Enrollee or Enrollee’s authorized representative may file a request for an 
external review within 15 calendar days from the mail date on the written notice 
of the MCO’s Grievance decision. 

 
B. EXTERNAL GRIEVANCE PROCESS: 

 
• The MCO shall process all requests for external Grievance reviews. The MCO 

shall follow the protocols established by PID’s Bureau of Managed Care (BMC) 
for external reviews in meeting all time frames and requirements necessary in 
coordinating the request and notification of the decision to the Enrollee, 
Enrollee’s authorized representative, if the Enrollee has designated one in 
writing, service Provider, and prescribing Provider. 

 
• Within five business days of receipt of the request for an external Grievance 

review, the MCO shall notify the Enrollee, the Enrollee’s authorized 
representative, if the Enrollee has designated one in writing, the Provider if the 
Provider filed the request for the external Grievance review, and PID’s BMC, if 
appropriate, that the request for external Grievance review has been filed. 

 
• The external Grievance review must be conducted by a certified review entity 

(“CRE”) not affiliated with the MCO. 
 

• Within two business days from receipt of the request for an external Grievance 
review, PID’s BMC will randomly assign a CRE to conduct the review and notify 
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the MCO assigned CRE, and the Enrollee or the Enrollee’s authorized 
representative. 

 
• If PID’s BMC fails to select a CRE within two business days from receipt of a 

request for an external Grievance review, the MCO may designate a CRE to 
conduct a review from the list of CREs approved by PID’s BMC. The MCO may 
not select a CRE that has a current contract or is negotiating a contract with the 
MCO or its Affiliates or is otherwise affiliated with the MCO or its Affiliates. 

 
• The MCO shall forward all documentation regarding the Grievance decision, 

including all supporting information, a summary of applicable issues, and the 
basis and clinical rationale for the Grievance decision, to the CRE conducting 
the external Grievance review. The MCO shall transmit this information within 15 
calendar days from receipt of the Enrollee’s request for an external Grievance 
review. 

 
• Within 20 calendar days of the date the notice of the CRE assignment was 

mailed to the Enrollee or the Enrollee’s authorized representative, or the 
Enrollee’s Provider the Enrollee or the Enrollee’s authorized representative, or 
the Enrollee’s Provider may supply additional information to the CRE conducting 
the external Grievance review for consideration. Copies must also be provided 
at the same time to the MCO so that the MCO has an opportunity to consider 
the additional information. 

 
• Within 60 calendar days from the filing of the request for the external Grievance 

review, the CRE conducting the external Grievance review shall issue a written 
decision to the MCO, the Enrollee, the enrollee’s authorized representative, 
PID’s BMC and the Provider (if the Provider filed the Grievance with the 
Enrollee’s consent) that includes the basis and clinical rationale for the decision. 
The standard of review must be whether the service or item is Medically 
Necessary and appropriate under the terms of this handbook. 

 
• The external Grievance decision may be appealed by the Enrollee, the 

Enrollee’s authorized representative, or the Provider to a court of competent 
jurisdiction within 60 calendar days from the date the Enrollee receives notice of 
the external Grievance decision. 

 
C. EXPEDITED GRIEVANCE PROCESS 

 
• The MCO must conduct expedited review of a Grievance if the MCO determines 

that the Enrollee’s life, physical or mental health, or ability to attain, maintain, or 
regain maximum function would be placed in jeopardy by following the regular 
Grievance process or if an Enrollee or Enrollee’s authorized representative, with 
proof of the Enrollee’s written authorization for a representative to be involved 
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and/or act on the Enrollee’s behalf provides the MCO with a certification from 
the Enrollee’s Provider that the Enrollee’s life, physical or mental health, or 
ability to attain, maintain, or regain maximum function would be placed in 
jeopardy by following the regular Grievance process. The certification must 
include the Provider’s signature. 

 
• A request for an expedited review of a Grievance may be filed in writing, by fax, 

by email, or orally. 
 

• The expedited review process is bound by the same rules and procedures as 
the Grievance review process with the exception of time frames, which are 
modified as specified in this section. 

 
• Upon receipt of an oral or written request for expedited review, the MCO must 

inform the Enrollee or the Enrollee’s authorized representative of the right to 
present evidence and testimony and make legal and factual arguments in 
person as well as in writing and of the limited time available to do so. 

 
• If the Provider certification is not included within the request for an expedited 

review and the MCO cannot determine, based on the information provided, that 
the Enrollee’s life, physical or mental health, or ability to attain, maintain, or 
regain maximum function would be placed in jeopardy by following the regular 
Grievance process, the MCO must inform the Enrollee or Enrollee’s authorized 
representative that the Provider must submit a certification as to the reasons 
why the expedited review is needed. The MCO must make a reasonable effort 
to obtain the certification from the Provider. If the Provider certification is not 
received within 72 hours of the Enrollee’s request for expedited review, the 
MCO must decide the Grievance within the standard time frames as set forth in 
this chapter, unless the time frame for deciding the Complaint has been 
extended by up to 14 calendar days at the request of the Enrollee. If the MCO 
decides that expedited consideration with the initial or extended time frame is 
not warranted, the MCO must make a reasonable effort to give the Enrollee 
prompt oral notice that the Grievance is to be decided within the standard time 
frame and send a written notice within two business days of the decision to deny 
expedited review, using the template specified by the Department. 

 
• Expedited review of a Grievance must be conducted by a Grievance review 

committee made up of three or more individuals who were not involved in and 
are not the subordinates of an individual involved in any previous level of review 
or decision making on the issue that is the subject of the Grievance. 

 
• At least one-third of the expedited Grievance review committee may not be 

employees of the MCO or a related subsidiary or affiliate. 
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• The expedited Grievance review committee must include a licensed physician in 
the same or similar specialty that typically manages or consults on the service or 
item in question. Other appropriate Providers may participate in the review, but 
the licensed physician must decide the Grievance. 

 
• The MCO must prepare a summary of the issues presented and decisions 

made, which must be maintained as part of the expedited Grievance record. 
 

• The MCO must issue the decision resulting from the expedited review in person 
or by phone to the Enrollee, the Enrollee’s authorized representative, if the 
Enrollee has designated one in writing, service Provider, and prescribing 
Provider, if applicable, within either 48 hours of receiving the Provider 
certification or 72 hours of receiving the Enrollee’s request for an expedited 
review, whichever is shorter, unless the time frame for deciding the expedited 
Grievance has been extended by up to 14 calendar days at the request of the 
Enrollee. In addition, the MCO must mail written notice of the decision to the 
Enrollee, the Enrollee’s authorized representative, if the Enrollee has designated 
one in writing, service Provider, and prescribing Provider, if applicable, within 
two business days of the decision, using the template specified by the 
Department. 

 
• The Enrollee or the Enrollee’s authorized representative may file a request for 

an expedited external Grievance review within two (2) business days from the 
mail date on the written notice of the MCO’s expedited Grievance decision. 

 
• A request for an expedited external Grievance review may be filed in writing, by 

fax, orally, or by email. 
 

• The MCO must follow PID guidelines relating to submission of requests for 
• expedited external Grievance reviews. 

 
• The MCO may not take punitive action against a Provider who requests 

expedited resolution of a Grievance or supports an enrollee’s request for 
expedited review of a Grievance. 

 
• If the MCO, or the External Review reverses a decision to deny, limit, or delay a 

service or item that was not furnished during the Complaint, Grievance, or 
External Review process, the MCO must authorize or provide the disputed 
service or item as expeditiously as the Enrollee’s health condition requires but 
no later than 72 hours from the date it receives notice that the decision was 
reversed. 
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• If the MCO, or External Review reverses a decision to deny authorization of a 
service or item, and the Enrollee received the disputed service or item during 
the Complaint, Grievance, or External Review process, the MCO must pay for 
the service or item that the Enrollee received. 
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PART 2: QUALITY MANAGEMENT 

 
CHAPTER 7: DIVISION OF QUALITY ASSURANCE 
Both state and federal law require that the Department conduct monitoring and oversight of 
MCOs. It is the responsibility of CHIP’s Division of Quality Assurance to ensure that Enrollees 
are enrolled properly, that services being provided by the MCO are consistent with the 
requirements set forth in the agreement, and that funds appropriated for the program are 
properly expended. 

 
7.1 PROGRAM MONITORING 

 
The Department conducts program monitoring. Specifically, CHIP is responsible for: 

 
• Compiling and reviewing monthly, quarterly and annual reports submitted by MCOs. 

• Reviewing Enrollees service and enforcement issues. 

• Reviewing Provider network issues. 

• Coordinating audit reviews, i.e., Payment Error Rate Measurement (PERM) related, 
and other audits initiated by federal and state agencies. 

 
• Coordinating and implementing corrective action plans (CAP). 

• Detecting fraud and abuse. 

• On-site monitoring and readiness reviews. 

• Complying with the ACA, HIPAA; and 

• Ensuring agreement compliance. 
 
 

7.2 CHIP MEDICAL SERVICES ANALYST 
 

The CHIP Medical Services Analyst oversees utilization of services and directs quality 
improvement initiatives as described in the agreement and this Handbook. The Medical 
Services Analyst is not specifically assigned to any particular MCO but serves in an overall 
capacity. Areas of specific responsibility include, but are not limited to: 

 
• HEDIS®/CAHPS annual reviews. 

• Performance Improvement Projects (PIPs). 
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• Oversight of the External Quality Review Organization (EQRO) contract. 

• Participation in on-site monitoring and readiness reviews. 
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• Development and implementation of corrective actions. 

• Compilation and review of monthly, quarterly, and annual reports. 

• Review of Complaint, Grievance, Fair Hearing and External Review policies and 
procedures. 

 
• Consumer and legislative inquiries and correspondence. 

• Coordination of ad hoc data requests; and 

• General agreement compliance. 
 
 

7.3 EXTERNAL QUALITY REVIEW (EQR) 
 

EQR is a requirement under Title XIX of the Social Security Act, Section 1902(a), 1932 (c), 
and 1903(a). States are required to obtain an independent, external review of the quality of 
services furnished under state contracts with MCOs, including the evaluation of quality 
outcomes, timeliness, and access to services. The requirements for EQR were further 
outlined in 42 CFR 457.1250(relating to External Quality Review) Medicaid and Children’s 
Health Insurance Program (CHIP)Programs, Medicaid Managed Care, CHIP Delivered in 
Managed Care, and Revisions Related to Third Party Liability; Final Rule issued on May 6, 
2016. EQR refers to the analysis and evaluation of aggregated information on timeliness, 
access, and quality of health care services furnished to Enrollees. “Quality”, as it pertains to 
EQR, means the degree to which the MCO maintains or improves the health care outcomes 
of its Enrollees through its structural and operational characteristics and through the 
provision of services. The results of the EQR are made available, upon request, to specified 
groups and to interested stakeholders. This is one of many tools that facilitate achieving 
continuous quality improvement in the delivery of care, health care outcomes and 
timeliness of care, access to services, quality and utilization management systems, and 
program oversight. 

 
The Department currently contracts with an EQRO. On at least an annual basis, the MCO will 
cooperate fully with any external evaluations and assessments of its performance authorized 
by the Department under the agreement and conducted by the Department’s contracted EQRO 
or other designee. 

 
These core products and services include quality measurement and improvement surveys and 
studies, utilization and diagnosis related groups (DRG) management, encounter data 
validation, quality assurance, and health care process design and measurement activities. 
Additionally, the EQRO is licensed by the National Committee for Quality Assurance (NCQA) to 
conduct Healthcare Effectiveness Data and Information Set (HEDIS®) Audits. 
7.4 RESPONSIBILITIES OF THE EQRO: 
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• Validating network adequacy. 
 

• Creating HEDIS® reports, including but not limited to a measure result comparison 
table with weighted averages for each measure and data and rate comparison tables 
that are helpful for ongoing monitoring and performance improvement. The tables 
provide MCO and national benchmark comparative information (when available and 
appropriate). 

 
• Selecting and implementing Pennsylvania specific performance measures used by the 

Department or managed care Enrollees that are implemented for the CHIP population 
(including HMO and PPO Enrollees), as appropriate to the population’s age range. 

 
• Creating Pennsylvania performance measure comparison tables with weighted 

averages for each measure and data and rate comparison tables that are helpful for 
ongoing monitoring and performance improvement. 

 
• Creating annual Consumer Assessment of Healthcare Providers and Systems (CAHPS) 

survey results and comparison tables that provide MCO and national benchmark 
comparative information (when available and appropriate). 

 
• Developing “report cards” to display HEDIS®, CAHPS, and Pennsylvania performance 

measure results. 
 

• Developing an annual report card similar to Medical Assistance’s “A Consumer’s Guide 
to the HealthChoices Health Plans.” The annual report card displays each MCO’s rates 
for selected CAHPS survey results, HEDIS® measures, and Pennsylvania performance 
measures. These rates are compared to the statewide average using graphics. 

 
• Validating performance improvement projects per calendar year per MCO in CHIP. 

CHIP requests that each MCO develop projects to improve performance. The EQRO 
will use the same validation methodology currently used for the Medical Assistance 
MCOs PIPs that are based on HEDIS® measures. 

 
• Providing technical assistance in the development of a state quality-monitoring program 

for CHIP to include strategic planning. 
 

• Proposing a pay-for-performance methodology using the HEDIS® measures. 
 
 
 

 
7.5 QUALITY MANAGEMENT RESPONSIBILITIES OF THE MCO 
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The MCO shall establish and implement an ongoing comprehensive quality assessment and 
performance improvement program that includes, at a minimum: 

 
• PIPs, including PIPs required by CMS that focus on clinical and non-clinical areas. 

The MCO will design PIPs to achieve significant improvement, sustained over time, in 
health care outcomes and Enrollee satisfaction, and will include: 

 
o measurements of performance using objective quality indicators. 

 
o implementation of interventions to achieve improvement in access to and quality 

of care. 
 

o evaluation of the effectiveness of the interventions based on specified 
performance measures; and 

 
o planning and initiation of activities for increasing or sustaining improvement. 

 
• The MCO will report the status and results of PIPs as requested by the Department but 

not less than annually. 
 

• The collection and submission of standard performance measurement data identified 
by the Department. On an annual basis, the MCO will measure and report on 
performance using the standard measures and will submit to the Department 
performance data that enables the Department to calculate the MCO’s performance. 

 
• Mechanisms to detect underutilization and overutilization of services. 

 
• Mechanisms to assess the quality and appropriateness of care to Enrollees with 

special needs as defined in the managed care quality strategy. 
 

As part of its QM responsibilities, the MCO shall: 
 

• Accurately, completely and within the required timeframe identify eligible 
enrollees to the EQRO. 

 
• Correctly identify and report the numerator and denominator for each measure for 

HEDIS and PA Performance Measure data. 
 

• Actively encourage and require Providers, including subcontractors, to provide 
complete and accurate Provider medical records within the timeframe specified by 
the EQRO. 
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• Demonstrate how the results of the EQRO are incorporated into the plan’s overall 
Quality Improvement Plan and demonstrate progressive improvements during the 
term of the agreement. 

 
• Improve encounter data to decrease the need for extensive Provider medical record 

reviews. 
 

• Provide information to the EQRO and the Department as requested. 
 

• Make data, medical records and workspace located at the MCO’s work site available 
to the independent review team and to the Department, upon request. 

 
• Participate in PIPs with target areas dictated by the Department to address key 

quality areas of focus for improvements. The MCO will comply with the timelines as 
prescribed by the EQRO. 

 
CHAPTER 8: QUALITY MANAGEMENT ROUTINE REPORTS 

 
These reports are required to enable the Department to assess the quality of care and the cost 
of services. These reports may also be used to spot-check potential problem areas for which 
the Department may provide technical assistance and develop corrective action plans. 
Report templates are available in the CHIP Collaboration Room. The MCO shall return the 
completed report templates as indicated in the instructions by official Departmental 
transmittals. 

 
8.1 PRECLUDED AND POTENTIALLY PRECLUDED PROVIDERS 

 
Providers identified by the Office of Inspector General (OIG) or the Department, as excluded or 
precluded Providers may not receive payments from government-funded health care programs. 
Because of this restriction, these Providers may not furnish items or services, nor may they 
direct or prescribe care for any Enrollee. 

 
The MCO is required under 42 CFR 457.990 (relating to Provider and supplier screening, 
oversight, and reporting requirements.) with reference to 42 CFR 455.107 (disclosure of 
affiliations), to check the exclusion status of the Provider, persons with an ownership or control 
interest in the Provider, and agents, and managing employees of the Provider against PA 
MediCheck, the U.S. Department of Health and Human Services-Office of Inspector General’s 
(HHS-OIG) List of Excluded Individuals and Entities (LEIE), the System for Award Management 
(SAM), the Social Security Administration’s Death Master File (SSADMF), the National Plan 
and the Provider Enumeration System (NPPES). The MCO will check for exclusion status 
monthly and at the time of enrollment and re-enrollment for the above-mentioned individuals. 

 
The Medicheck List is available at 
https://www.humanservices.state.pa.us/Medchk/MedchkSearch/Index 

https://pagov.sharepoint.com/sites/GRP-OMAP-CHIP-HHS-OfficeOfAdministration/Common%20Use%20Documents/OOC/Policy%20and%20Planning%20Division/Policy/Executive%20Review%20Process%20(ERP)/2025%20Transmittals/25-002%202025%20Procedures%20Handbook/www.humanservices.state.pa.us/Medchk/MedchkSearch/Index
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The MCO shall ensure that no precluded Providers are rendering/being reimbursed for services 
to enrollees. Any money paid out is recouped and precluded Providers are terminated from the 
network. In reference to continued services for Enrollees, MCOs shall comply with the 
requirements at 42 CFR 457.1216 

 
If a Provider in the MCO’s network is determined to be a precluded Provider, the MCO will 
notify the Department in writing quarterly via the Precluded and Potentially Precluded Providers 
Report, including but not limited to: 

 
• whether the Provider has been actively rendering services to Enrollees, 

• the amount of any payments made to the Provider, and 

• the recovery of funds. 
 
 

The MCO will also include this information on the annual Fraud, Waste and Abuse Report. 
 

A. FREQUENCY 
 

The Precluded and Potentially Precluded Providers Report is due to the Department as 
follows: 
Quarter 1 – April 15th 
Quarter 2 – July 15th 
Quarter 3 – October 15th 
Quarter 4 – January 15th 

 
Annually – 
Fraud, Waste, and Abuse Report – March 1st 

 
If the due date of the report (either for the response report or the Annual Fraud, Waste, 
and Abuse Report) falls on a weekend or holiday, the next business day following the 
weekend or holiday will become the date the report is published or due. 

 
This report is submitted to Medical Facility Records Examiner at RA-PW-CHIP-
QAREPORTS@pa.gov. 

 
B. FORMAT 

 
An example of the report format template is below. Templates are available to the 
MCOs in the designated CHIP Collaboration Room folder (Appendix 8.1-A). The 
template must be used by the MCO for reporting. Alternative formats are not accepted. 

mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
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C. INSTRUCTIONS 
 

If a Provider is identified as being a precluded or a potentially precluded Provider, the 
Provider must be included on Appendix 8.1-A. 

 
• The Provider Name field should have the Provider’s name as specified on the 

source document. 
 

• Answer the “In Network” field with a Yes, No, No*, or Unable to Determine 
(UTD)”. 

 
o If the answer is “Yes” then the remaining columns must be completed. 

 
o If this field is answered as a “No” only a note in the "MCO Remarks & 

Actions Taken" column is required explaining why the Provider identified 
is not actually in your network (i.e. not the same Provider, previously 
terminated, etc.). 

 
o Utilize “No*” in situations when the Provider is still technically in the 

greater commercial network, but protocols have been put in place to 
prevent Enrollees from seeing them. This information should be 
documented in the "MCO Remarks & Actions Taken" column. 

 
o UTD should only be utilized if there is not enough information available 

to verify whether the Provider identified is the same Provider as the 
Provider in the MCO network. 

 
o Any information discovered in research should be documented in the 

"MCO Remarks & Actions Taken" column. 
 

Any costs paid out may not be included in the utilization costs used for the purposes of 
establishing rates for CHIP. 

 
See Appendix 8.1-B, Precluded and Potentially Precluded Providers Report Questions 
and Answers document for additional information. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.1-A%20Precluded%20and%20Potentially%20Precluded%20Providers%20Report.xlsx?d=w7633e2dee473498b9ae020ead371c588
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.1-B%20Precluded%20and%20Potentially%20Precluded%20Providers%20Report%20Questions%20%26%20Answers.docx?d=w150c05e902e84c889c0822b33cac75ab
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8.2 ABORTION SERVICES REPORT 
 

This report provides documentation that all abortion services paid for by CHIP are compliant 
with the requirements set forth in 18 Pa. C.S. §§ 3204-3206 and 35 P.S. §§ 10101, 10103-
10105. 

 
A. FREQUENCY 

 
This report is due annually by January 31st of the following year. 
If the due date of the report falls on a weekend or holiday, the next business day 
following the weekend or holiday will become the date the report is published or due. 

 
NOTE: This report is submitted via secure email to the CHIP Medical Facility Records 
Examiner (Medical Services Analyst) at RA-PW-CHIP-QAREPORTS@pa.gov. 

 
B. FORMAT 

 
The report template in Appendix 8.2-A is shown below. No alternative format will be 
accepted. 

 
Example: 

Abortion Services Report 

MCO: CHIP Program Year:   

 
MCI 

Number 

 
Date of 
Service 

 
Claim 
Paid? 

 
Amount 
Paid 

 
Documentation 
of 
Compliance 
Available? 

 
Actions Taken, Funds 
Recovered, & Other 
Comments 

      

 
C. INSTRUCTIONS: 

 
Use the ICD-10 codes, Current Procedural Terminology (CPT), and Healthcare 
Common Procedure Coding System (HCPCS) associated with abortions to identify all 
abortion services that have occurred over the previous calendar year including legally 
induced, illegally induced, and unspecified abortions categories. Reporting excludes 
abortions that are performed as a result of an ectopic or molar pregnancy. 

 
For each abortion service, document the following: 

mailto:RA-PW-CHIP-QAREPORTS@pa.gov
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.2-A%20Abortion%20Services%20Report.docx?d=w7bae16b057454facab06f41735459913
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• The Enrollee’s Master Client Index (MCI number). If an Enrollee has 
received more than one abortion within the calendar year, they should be 
listed more than once. 

 
• The date the service was rendered. 

 
•  Whether the claim has been paid or not. This should be populated with a 

“Y” for yes or an “N” for no. If the answer is “N”, no further documentation 
regarding that Enrollee’s service is necessary. If the answer is “Y” then 
information relating to the next four columns must be documented. 

 
• The amount paid for the abortion service. This is the cost of the abortion 

procedure itself and does not include any other services associated with the 
claim in question. 

 
• Whether the MCO possesses information that the Enrollee’s circumstances 

meet the necessary statutory requirements for the abortion to be a covered 
service. A “Y” for yes or an “N” for no should be used to populate this field. 
It is not necessary to specify the type of documentation or send it at this 
time. 

 
• If sufficient documentation is not available, the MCO shall attempt and 

document recovery of funds. Information relating to the recovery of funds 
and any other actions or comments should be documented in the “Actions 
Taken, Funds Recovered, & Other Comments” column. See Appendix 8.2-
B for Abortion Services Report Questions & Answers. 

 
8.3 INSUREKIDSNOW (IKN) DENTAL PROVIDER REPORT 

 
Each MCO shall maintain a file of network Providers for oral health services, including 
the network Providers of subcontractors. The information on oral health Providers must 
be sufficient to fulfill the requirements for populating the InsureKidsNow website. The 
MCO or subcontractor shall upload the information on the oral health Provider network 
to the InsureKidsNow website. The MCO shall ensure the information is consistent with 
all requirements specified by InsureKidsNow. If the Centers for Medicare and Medicaid 
Services (CMS) determines that only the Department may upload the information on the 
supplier’s oral health Provider network to the InsureKidsNow website, then the MCO 
shall provide this information, instead, to the Department. 

 
The MCO shall upload the information to the InsureKidsNow website quarterly and 
submit a validation report confirming successful submission of the report to CHIP by 
February 4th, May 4th, August 4th and November 4th. The MCO shall submit the 
validation report confirming successful submission of the report to the CHIP Medical 
Facility Records Examiner (Medical Services Analyst) at RA-PW-CHIP- 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.2-B%20Abortion%20Services%20Report%20Questions%20%26%20Answers.docx?d=wce89bd41312c4c7d9e81c44e6e4173b3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.2-B%20Abortion%20Services%20Report%20Questions%20%26%20Answers.docx?d=wce89bd41312c4c7d9e81c44e6e4173b3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%208.2-B%20Abortion%20Services%20Report%20Questions%20%26%20Answers.docx?d=wce89bd41312c4c7d9e81c44e6e4173b3
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
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QAREPORTS@pa.gov. The MCO shall consult the annual routine reporting 
requirements transmittal for updates in submission dates to the InsureKidsNow website. 

8.4 MCO PROVIDER NETWORK FILE 
 

The MCO shall provide a monthly Network Provider File to the Department via 
s3://copa-prod-sftp/{MCO}/PNF/PROD/INBOUND. The file must be submitted as a CSV file 
extension. 

 
File name: PROV_XX_YYYYMMDD.CSV 

• PROV = Abbreviation for Provider 

• XX = Two-digit MCO code 

• YYYYMMDD = Year, Month and Date of file creation 

• .CSV = File format 

The file is to be submitted monthly on the 2nd Friday of each month as directed by CHIP. The 
file will be processed, and a response file will be generated to explain all failures and 
warnings for a particular file upload via Docushare. 

 

 
CHAPTER 9: QUALITY MANAGEMENT INTERMITTENT REPORTS 

 
9.1 AD HOC REPORTING 

 
A. CONTENT 

The Department may request the MCOs to submit ad hoc (as needed) reports to 
meet a specific reporting need. These requests may result from federal or state 
legislative/gubernatorial data calls, requests from other state agencies, requests 
from public sector entities, or special initiatives being developed by the Department. 

 
B. FREQUENCY 

The Department may request ad hoc reports at any time and in any amount. 
 

C. FORMAT 
The request for an ad hoc report will be made to MCOs in writing. The written 
request will provide: 

 
• A description of the nature and purpose of the report. 

 
• The format of the report (e.g., a template may be included and must be used to 

submit data). 

mailto:RA-PW-CHIP-QAREPORTS@pa.gov
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• The means of transmission for all reports containing HIPAA information. 
 

• The person to whom the report should be submitted; and 
 

• The due date for submission. 
 

9.2 CONSUMER AND CONSTITUENT LEGISLATIVE CORRESPONDENCE 
 

CHIP receives constituent correspondence, telephone calls and inquiries for investigation and 
resolution from various sources such as the Governor’s Office, legislators, other state agencies 
or authorities, and the public. In order to respond to these inquiries, CHIP Quality Assurance 
staff will contact the appropriate MCO to obtain additional information as necessary. All 
correspondence and telephone call inquiries that require investigation are logged in by 
administrative support staff. While this is an internal tracking system to manage inquiries, the 
log will also be used to track performance in conjunction with program monitoring activities. 
The log will also be used to determine areas of the program which might require further 
explanation in the form of a policy clarification. MCOs will be contacted as needed by 
telephone, email, or fax. The MCO shall respond within the time frame provided by CHIP staff 
to any inquiry submitted. Responses must be provided using the means requested by the CHIP 
staff member. 

 
CHAPTER 10: INTERNAL AND EXTERNAL AUDITS 

 
10.1 GENERAL REQUIREMENTS 

 
Both state and federal law require that the Department conduct monitoring and oversight of 
MCOs. It is the responsibility of the Department to ensure that enrollees are enrolled properly, 
that services being provided by each MCO are consistent with the requirements set forth in the 
agreement, and that funds appropriated for the program are properly expended. 

 
Each MCO, at its own expense, is required to make all records, including all subcontractor 
records, available for audit, review or evaluation, and allow for the inspection of physical 
facilities at any time, by the Commonwealth, its agencies and/or their designated 
representatives and by Federal Agencies and their representatives. All agreements must 
provide that the Commonwealth, CMS, the federal Office of the Inspector General, the 
Comptroller General, and their designees may, at any time, inspect, review and audit any 
records or documents of the MCO, PIHP, PAHP, Primary Care Case Management (PCCM) or 
PCCM entity, or its subcontractors, and may, at any time, inspect the premises, physical 
facilities, and equipment where CHIP-related activities or work is conducted. The right to audit 
under this section exists for 10 years from the final date of the agreement period or from the 
date of completion of any audit, whichever is later. 
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Access shall be provided as directed by the Department, for example, either on-site, during 
normal business hours, or through the mail, etc. During the agreement and record retention 
period, records shall be available at each MCO’s chosen location, subject to approval from the 
Commonwealth. Each MCO shall fully cooperate with any and all reviews and/or audits by the 
Commonwealth and its designated representatives, by having appropriate employees and 
involved parties available for interviews relating to reviews or audits. An MCO shall send all 
records in the format directed by the Department within 15 calendar days of a request and at 
no expense to the requesting entity. 

 
Each MCO shall maintain books, records, documents, and other evidence pertaining to all 
revenues, expenditures and other financial activity, as well as, all required programmatic 
activity and data. Records may be kept in an original paper state or preserved on micro media 
or electronic format. These books, records, documents and other evidence shall be available 
for review, audit or evaluation by authorized Commonwealth personnel or their representatives 
during the agreement period and 10 years thereafter, except if an audit is in progress or audit 
findings are yet unresolved, in which case records shall be kept until all tasks are completed. 
The Department may inspect physical facilities at any time during this period as well. 

 
Each MCO shall include the above provisions in all risk sharing subcontract agreements. 

 
If circumstances arise in which the Commonwealth or the MCO invoke the contractual 
termination clause or determine the agreement will cease, the audit for the period ending with 
the termination date or the last date the MCO is responsible to provide benefits to CHIP 
Enrollees shall be submitted to the Commonwealth within 180 days after the agreement 
termination date or the last date the MCO is responsible to provide such benefits. 

 
10.2 HEALTH CARE EFFECTIVENESS DATA INFORMATION SET AND CONSUMER 
ASSESSMENT HEALTH PLAN SURVEY (HEDIS®/CAHPS) 

 
A. HEDIS® 

 
HEDIS® is a set of standardized performance measures designed to reliably compare 
health plan performance. HEDIS® performance measures are divided into six domains 
of care: 

 
• Effectiveness of Care. 

 
• Access/Availability of Care. 

• Experience of Care. 
 

• Utilization and Risk Adjusted Utilization. 
 

• Health Plan Descriptive Information; and 
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• Measures Reported Using Electronic Clinical Data Systems 
 
 

MCOs shall report CHIP-specific data for measures based on the latest version of 
HEDIS®. Measures may change from year-to-year. 

 
The Department will notify MCOs annually, by official Department transmittal, of any 
changes to measures or permissible rotations. All MCOs shall follow HEDIS® Medicaid 
product line technical specifications, including Medicaid continuous enrollment 
requirements per the National Committee for Quality Assurance (NCQA) specifications. 
MCOs shall have HEDIS® results audited and validated by an NCQA licensed 
compliance vendor. The MCO may utilize these validation results for other purposes 
such as pursuit of accreditation. 

 
The Department currently contracts with an External Quality Review Organization 
(EQRO) to collect and analyze data unless otherwise advised via an official 
Departmental transmittal. The EQRO is also responsible for developing an official report 
and report card which will be publicly reported. 

 
MCOs shall submit their data through NCQA’s Interactive Data Submission System’s 
(IDSS) web-based tool. MCOs shall contact NCQA for direction regarding the HEDIS® 
IDSS submission process. 

 
The MCO shall submit validated HEDIS® results annually on June 15th unless 
otherwise specified by the Department. If the 15th falls on a weekend, the results will be 
due the following Monday or next business day. 

 
A. CAHPS® 

 
CAHPS® are a set of standardized surveys that assess patient satisfaction with the 
experience of care. CAHPS® surveys (Adult and Child) are subsets of HEDIS® 
reporting required by the Department. MCOs shall complete a CHIP-specific CAHPS® 
survey for children with chronic conditions (CCC). All MCOs shall follow NCQA’s 
Specifications for survey measures “General Guidelines for Data Collection and 
Reporting” chapter using the Medicaid product line specifications except for additional 
questions added to the survey by the Department for the purposes of evaluating PA 
CHIP. MCOs shall contract with a certified vendor to administer the CAHPS survey. 
MCOs are responsible for the costs incurred from performing the survey. The survey 
must include the current additional CHIP specific child CAHPS® questions. These 
questions are included in the annual HEDIS®/ CAHPS® transmittal. 

 
MCOs shall submit CAHPS data annually on June 15th unless otherwise specified to the 
Department’s EQRO and to the Department as indicated in the HEDIS®/CAHPS® 
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transmittal. Submission of data to the Department should be completed via the CHIP 
Collaboration Room. 

 
10.3 CAHPS® DATABASE 

 
The Department participates in the AHRQ CAHPS® Database project. The MCOs shall submit 
their CAHPS® data annually to the AHRQ CAHPS® Database as directed by the Department. 

 
10.4 PERFORMANCE IMPROVEMENT PROJECTS (PIPS) 

 
Per 42 CFR § 457.1240 and 42 CFR § 438.330(d), the Department requires MCOs to conduct 
PIPs that focus on both clinical and nonclinical areas. The purpose of PIPs is to assess and 
improve the processes and outcomes of health care provided by the MCO. Further, MCOs are 
required to design PIPs to achieve significant, sustained improvement in health outcomes. 
MCOs shall document all activities of PIPs as directed by the EQRO. The Department’s EQRO 
establishes the PIPs process and timeline and validates the progress of the MCO’s PIPs. The 
PIPs process and timeline, as well as the EQRO’s validation span several years and includes 
multiple steps, such as providing a proposal, baseline report, interim report and a final report 
for PIPs. 

 
If sustained improvement is not met, MCOs may be required to submit a corrective action plan, 
as determined by the Department to resolve any performance or quality of care deficiencies. 

 
10.5 PENNSYLVANIA PERFORMANCE MEASURES (PAPMS) 

 
A transmittal is issued annually to the MCOs identifying the current PAPMs, in conjunction with 
the specifications being provided by the EQRO. Pennsylvania specific performance measures 
allow CHIP to monitor particular clinical areas of interest. These performance measures may 
reflect changes in HEDIS®, the Child Core Set, and CMS initiatives. The Department currently 
contracts with an External Quality Review Organization (EQRO) to annually collect, validate, 
and analyze PAPM data from the MCOs. 

 
10.6 ACCREDITATION VERIFICATION 

 
The Department will give consideration to the MCO that has demonstrated compliance with 
the standards and requirements set forth in the "Standards for the Accreditation of Managed 
Care Organizations" published by the NCQA in determining compliance with the same or 
similar provisions. The MCO, however, shall remain subject to and shall comply with any other 
provisions of this handbook that exceed or are not included in the standards of the NCQA. 

MCOs shall also authorize private independent accrediting entities to provide: 
 

• a copy of the most recent accreditation review. 
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• accreditation status. 

• survey type and level, as applicable. 

• accreditation results, including recommended actions or improvements. 

• summary of findings. 

• corrective action plans. 

• the expiration date of the accreditation. 
 
 

MCOs are required to send copies of their NCQA accreditation reports and certificates to CHIP 
upon renewal. CHIP will track due dates for recertification and dates of submission of reports 
and certificates. A reminder email will be sent to the MCO at the beginning of the month 
recertification is due. 

 
10.7 HEALTH RELATED SOCIAL NEEDS 

 
The Department is instituting a Health-Related Social Needs (HRSN) initiative. The MCO shall 
collaborate with the Department to develop, adopt and disseminate a HRSN assessment tool. 
The MCO shall make any HRSN assessment or referral tool used by the MCO interoperable 
with the Health Information Exchange and the statewide resource and referral tool, PA 
Navigate. The tool should be used for but not be limited to new Enrollees and at any time when 
there is a change in circumstances for Enrollees. 

 
If a Special Need is indicated, the MCO shall place a Special Needs indicator on the Enrollee’s 
record and shall outreach to that Enrollee to identify their special need or circumstance. The 
MCO shall assure that the Enrollee’s needs are adequately addressed, including the 
assignment of a special needs or care management case manager as appropriate. 

 
MCOs will be required to develop, institute, maintain and report on the HSRN initiative(s) that 
the MCOs engage in. 

 
 

CHAPTER 11: DATA REPORTING AND FINANCIAL REPORTS 
 

11.1 GENERAL REQUIREMENTS 
 

• The MCO shall comply with state and federal reporting requirements that are set forth in 
this section and throughout this Procedures Handbook. 
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• The MCO shall certify data submitted to the Department as required by 42 CFR § 
457.1285 (relating to program integrity safeguards). The MCO shall submit the 
certification concurrently with the certified data. 

 
• The certification of accuracy, completeness, and truthfulness of the data must be based 

on the knowledge, information, and belief of the Chief Executive Officer (“CEO”), Chief 
Financial Officer (“CFO”) or an individual who has delegated authority to sign for, and 
who reports directly to the CEO or CFO. 

 
• The MCO shall provide the certification on the form provided by the Department. 

(Appendix 11-C) 
 

• The MCO shall submit electronic data as specified by the Department. Whenever 
possible, the Department will provide reasonable advance notice of modifications or 
additions to required electronic data submissions. 

 
• The MCO shall adhere to the Claims and Encounter Data format prescribed by the 

Department. This includes the file size, format specifications and file submission 
schedule. The Department will provide sixty (60) days advance written notice of any 
changes to Claims and/or Encounter Data requirements. 

 
• The MCO shall electronically transmit Enrollee claims and encounter level data to the 

Department, including any data gathered through subcontractors. The reported data is 
held via PROMISe. 

 
 

11.2 MANAGEMENT INFORMATION SYSTEM (MIS) 
 

The MCO shall have a secure, comprehensive, automated, and integrated MIS that includes a 
test environment that meets the requirements listed below: 

 
• At a minimum, the MCO shall have the following MIS components or the capability 

to interface with other data systems containing membership, Provider, claims 
processing, prior authorization, and reference data. 

 
• The MCO shall have an MIS sufficient to support data reporting requirements 

specified in the agreement. 
 

• The MCO’s MIS must receive, update, and maintain enrollment files consistent with 
specifications provided by the Department. The MCO shall have the capability to 
provide daily updates of membership information to subcontractors and Providers 
who have responsibility for processing claims and authorizing services based on 
enrollment information. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-C%20Data%20Certification%20Form.docx?d=wb168dec4bd3642adb0fbb966e966e3c2
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• The MCO shall maintain its Provider database with detailed information sufficient to 
support Provider payment and meet the Department's reporting and encounter data 
requirements. 

 
• The MCO shall be able to cross-reference its internal Provider identification number 

to the correct Medicaid Management Information System (“MMIS”) Provider ID and 
Provider National Provider Identifier (“NPI”) number in the Department’s MMIS for 
each location at which the Provider renders services for the MCO. 

 
• The MCO shall verify that each network Provider service location is enrolled and 

active with CHIP and that information for all service locations is maintained in its 
own system. 

 
• The MCO shall verify that each network Provider’s license information is valid in the 

Department’s MMIS and shall outreach to network Providers to stress the 
importance of maintaining up to date information in the Department’s MMIS. 

 
• The MCO shall require network Providers with specific Provider types and 

specialties to have the same Provider types and specialties in the Department’s 
MMIS for each service location. 

 
• The MCO’s claims processing system shall have the capability to process claims 

consistent with timeliness and accuracy requirements identified in this Procedures 
Handbook, as may be amended. 

 
• The MCO’s prior authorization system shall be linked with the MCO’s claims 

processing component. 
 

• The MCO’s MIS must maintain a claims history with sufficient detail to meet all 
Department reporting and encounter data requirements. 

 
• The MCO’s credentialing system must store and report on Provider specific data 

sufficient to meet the Department’s credentialing requirements identified in this 
Procedures Handbook, as may be amended. 

 
• The MCO shall have the capability to electronically exchange files with the 

Department. The MCO shall use a secure File Transfer Protocol (FTP) product that 
is compatible with the Department’s product. 

 
• The MCO’s MIS must be bi-directionally linked to all operational systems listed in 

the agreement, so that data captured in encounter records matches data in enrollee 
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and Provider claims and prior authorization files. The MCO shall utilize the 
encounter data for: 

 
• Enrollee and Provider profiling. 

• Claims validation. 

• Fraud and Abuse monitoring activities. 

• Rate setting; and 

• Any other research and reporting purposes defined by the 
Department. 

 
• The MCO shall comply with the Department’s Business and Technical 

Standards including connectivity to the Commonwealth’s network for Extranet 
access. The MCO shall also comply with any changes made to these standards 
and the Security Access Request Instruction Guide for MCO Business Partner 
Users. The MCO shall comply with the Requirements for Non-Commonwealth 
Hosted Applications/Services. (Appendix 11-A). 

 
• The MCO shall comply with the Department’s Se-Government Data Exchange 

Standards. 
 

• Whenever possible, the Department will provide advance notice of at least 60 
calendar days prior to the implementation of changes to MIS requirements. For 
more complex changes, the Department will make reasonable efforts to provide 
additional notice. 

 
• The MCO shall be prepared to expand claims processing and MIS capacity 

should either be exceeded through regular enrollment. 
 

• The MCO shall designate appropriate staff to participate in Department directed 
development and implementation activities. 

 
• Subcontractors shall meet the same MIS requirements as the MCO, and the 

MCO is responsible for MIS errors or noncompliance resulting from the action of 
a subcontractor. The MCO shall provide its subcontractors with the appropriate 
files and information to meet this requirement (e.g., Monthly 834 Eligibility File, 
Provider files). 

 
• Prior to any major modifications to the MCO’s MIS, including upgrades and new 

purchases, the MCO shall inform the Department in writing of the potential 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-A%20Requirements%20for%20Non-Commonwealth%20Hosted%20Applications%20Services.docx?d=w640e518cd5ae4356bea446da0aa0e7e0
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changes at least six months prior to the change. The MCO shall provide a 
workplan detailing recovery efforts and the use of parallel systems testing. 

 
• The MCO shall be able to accept and generate HIPAA compliant transactions as 

required in the ASC X12 Implementation Guides. 
 

• The Department will make drug, procedure code, and diagnosis code reference 
files available to the MCO on a routine basis to allow it to effectively meet its 
obligation to provide services and record information consistent with 
requirements in this contract. Information about these files is available on the 
Pennsylvania HealthChoices Extranet site. If the MCO chooses not to use 
these files, the MCO shall document the use of comparable files to meet the 
obligations of the agreement. 

 
• The Department will supply Provider files on a routine basis to allow the MCO to 

meet the obligations in the agreement. These files include: 
 

• List of Active and Closed Providers (PRV414 and PRV415). 

• NPI Crosswalk (PRV430). 

• Special Indicators (PR435). 

• Provider Revalidation File (PRV720); and 

• Quarterly Network Provider File (Managed Care Affiliates, PRV640Q). 
 
 

• The MCO shall use the PRV414 or PRV415 file with the PRV430 on a monthly 
basis to reconcile its Provider database with that of the Department to confirm: 

 
 

• All participating Providers are enrolled with the Department for all service 
locations as defined by Department enrollment rules. 

 
• Participating Provider license information is valid. 

 
• Provider types and specialties match; and 

 
• Each Provider’s NPI, taxonomy, and nine-digit zip code for each service 

location match. 

https://pagov.sharepoint.com/sites/DHS-HC-Extranet
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• The MCO shall not use any Providers not enrolled with the Department as a 
network Provider of the MCO. The MCO shall address any discrepancies with the 
Provider. 

 
• The MCO shall use the PRV640Q file to reconcile Provider information previously 

submitted on the Network Provider File (PRV640M). 
 

• The MCO shall have a disaster recovery plan in place with written policies and 
procedures containing information on system backup and recovery in the event of a 
disaster. 

 
• The MCO shall reconcile the 820 Premium Payment file with its internal enrollment 

information and report any discrepancies to the Department within 30 calendar 
days. 

 
• To support the MCO in meeting the requirements of the agreement, the Department 

will provide access to the following systems: 
 

• Client Information System (“eCIS”). 

• Pennsylvania HealthChoices Extranet. 

• The Department’s MMIS. 

• DocuShare; and 

• CHIP Collaboration Room. 
 
 

11.3 ENCOUNTER DATA REPORTING TO THE DEPARTMENT 
 

• The MCO shall provide complete, accurate, and timely encounter data to the 
Department. In addition, the MCO shall maintain complete health care service history 
data. 

 
• The MCO shall record encounter data for internal use. The MCO shall only submit 

encounter data for Enrollees in its plan on the date of service and shall not submit 
duplicate records. 

 
• The MCO shall maintain appropriate systems and mechanisms to obtain all data from 

its Providers needed to comply with encounter data reporting requirements. Failure of a 
Provider or subcontractor to provide the MCO with necessary encounter data shall not 
excuse the MCO's noncompliance with this requirement. 
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• The Department will provide a minimum of 60 calendar days advance written notice to 
the MCO regarding changes to encounter data requirements. 

 
 

11.4 DATA FORMAT 
 

The MCO shall submit encounter data to the Department using established protocols. Prior to 
submission of the data, the MCO shall pass encounter data certification for all transaction 
types. 

 
The MCO has two business days, from initial 837/NCPDP file submission, to obtain the 
CEO/CFO/delegated Authority signature and upload the encounter data certification form to 
DocuShare. The MCO shall use the Data Certification Form developed by the Department. 
(Appendix 11-C) 

 
The MCO shall provide encounter data files in the following ASC X12 transactions that are 
provided in Appendix 11-B File Exchange Protocol within PROMISe: 

 
A. 837P 

 
• Professional 

• Professional Crossover 

• Professional Drug 
 
 

B. 837I 
 

• Inpatient 

• Inpatient Crossover 

• Outpatient 

• Outpatient Crossover 

• Outpatient Drug 

• Long-Term Care 
 
 

C. 837D 

• Dental 

https://hhsdoc.dhs.pa.gov/docushare/dsweb/View/Collection-384301
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-C%20Data%20Certification%20Form.docx?d=wb168dec4bd3642adb0fbb966e966e3c2
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-B%20File%20Exchange%20Protocol%20within%20PROMISe.pdf
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• NCPDP D.2 

• Pharmacy 
 
 

11.5 TIMING OF DATA SUBMITTAL 
 

A. PROVIDER CLAIMS SUBMISSIONS 
 

The MCO shall require Providers to submit claims to the MCO within 180 calendar days 
of the date of service. 

 
The MCO may include a requirement for more prompt submissions of claims or 
encounter data in Provider agreements and subcontracts. The MCO shall require that 
claims adjudicated by a third-party vendor be provided to the MCO by the end of the 
month following the month of adjudication. 

 
B. ENCOUNTER SUBMISSIONS 

 
The MCO shall submit all encounter data except NCPDP transactions so that they are 
approved by the Department’s MMIS on or before the last calendar day of the third 
month after the adjudication calendar month in which the MCO adjudicated the claim. 
The MCO shall submit NCPDP transactions so that they are approved in the 
Department’s MMIS within 30 calendar days following the adjudication date. 

 
• Encounter data sent to the Department is approved when all Department edits are 

passed. 
 

• The Department will return a file to the MCO if encounter data records deny due to 
Department edits. The MCO shall correct and resubmit these records as “new” 
encounter records within the timeframes referenced in the first bullet. 

 
• Corrections and resubmissions must pass all edits before they are approved by the 

Department. 
 

• Failure of subcontractors or Providers to submit encounter data timely shall not 
excuse the MCO’s noncompliance with this requirement. 

 
C. ENCOUNTER FILE SPECIFICATIONS 

 
The MCO shall adhere to the file size, format specifications, and file submission 
schedule. 

 
D. RESPONSE FILES 
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The MCO’s encounter data system must have a mechanism in place to receive, 
process, and reconcile the U277, NCPDP, and ESC Supplemental response 
files. The MCO shall also store the Department’s MMIS ICN associated with 
each processed encounter data record returned on the files. 

 
E. DATA COMPLETENESS 

The MCO shall submit encounter data each time an Enrollee has an encounter with a 
Provider. The MCO shall have a data completeness monitoring program and plan 
that: 

 
• Demonstrates that all claims and encounters submitted to the MCO by its 

Providers and subcontractors are submitted accurately and timely as 
encounters and that denied encounters are resolved and resubmitted. 

 
• Evaluates Provider and subcontractor compliance with contractual 

reporting requirements; and 
 

• Demonstrates the MCO has processes in place to act on the information 
from the monitoring program and takes appropriate action for full 
compliance with encounter data reporting. 

 
• The MCO shall submit, upon request from the Department, a Data 

Completeness Plan for review and approval. 
 

11.6 FINANCIAL ASSESSMENTS 
 

A. PERFORMANCE STANDARDS AND LIQUIDATED DAMAGES 
 

1. TIMELINESS 
 

The MCO shall achieve a timely file submission reporting rate of 95% for all 
Provider (PROVR) files and 95% for all claim encounter (837-I, 837-P, 837-D, 
NCPDP) files by the last day of the third month following the month of adjudication. 
If the MCO fails to achieve the 95% rate for either file type, at its discretion, the 
Department may assess liquidated damages of up to $1,000.00 per business day 
after the due date, up to $10,000 for each month in which the timeliness rate is not 
met. 

 
2. ACCURACY AND COMPLETENESS 

 
Accuracy and completeness will be based on the consistency between the 
encounter information submitted to the Department and the information for the 
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same service maintained by the MCO in its claim and service history database. 
The Department may assess liquidated damages for errors in the accuracy or 
completeness of submitted Provider and claim encounter data as follows: 

 

 
3. CORRECTIVE ACTION PLAN 

 
For any performance deficiency, including deficiencies relating to performance 
standards, the Department may require the MCO to develop and submit to the 
Department a Corrective Action Plan (“CAP”) for any observation or finding of a 
deficiency. If required, the MCO shall submit a CAP to the Department within 10 
business days of the Department's request or such longer time as agreed to by the 
Department. 

 
The MCO shall implement the CAP within the timeframe agreed by the Department 
for that particular CAP. The Department may take further action regarding the 
failure to implement a CAP, in the manner agreed to, including, but not limited to, a 
finding of default. 

 
4. DATA VALIDATION 

 
The MCO shall assist the Department in its validation of encounter data by making 
medical records and claims data available as requested. The validation may be 
completed by Department staff, independent external review organizations, or both. 

 
In addition, the MCO shall validate files sent to a MCO when requested. 
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5. SECONDARY RELEASE OF ENCOUNTER DATA 
 

The Department owns all encounter data recorded to document services rendered 
to Enrollees. Access to this data is provided to the MCO and its agents for the sole 
purpose of operating CHIP. The MCO and its agents are prohibited from releasing 
any data received under this agreement to any third party without the advance 
written approval of the Department. This prohibition does not apply to internal 
quality improvement or Disease Management activities undertaken by the MCO or 
its agents in the routine operation of the MCO. 

 
A. ALERTS 

 
The MCO shall report to the Department on a Weekly 
Enrollment/Disenrollment/Alert file: pregnancy (not on eCIS), death (not on eCIS), 
newborn (not on eCIS) and returned mail. The MCO shall confirm the information 
is consistent with all requirements specified on the Pennsylvania HealthChoices 
Extranet. 

 
B. PROVIDER NETWORK 

 
The MCO shall provide a monthly Network Provider File (PRV640M) to the 
Department. The initial file must contain records for the MCO’s entire CHIP 
Provider network, including its subcontractors. Subsequent monthly files should 
contain only updates. 

 
The MCO shall confirm the information is consistent with all requirements specified 
by the Department by utilizing the response report (PRM640M) provided by the 
Department. The MCO shall use this report to reconcile and correct any errors. 
The MCO shall comply with the file submission requirements on the Pennsylvania 
HeatlhChoices Extranet. 

 
C. OPERATIONS REPORTING 

 
The MCO shall submit reports as specified by the Department to enable the 
Department to monitor the MCO’s internal operations and service delivery. These 
reports must include, but are not limited to, the following: 

 
1. FINANCIAL REPORTS 

 
The MCO shall submit an annual audited financial report to the Department. 
The audit must be conducted in accordance with generally accepted 
accounting principles and generally accepted auditing standards. 
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The MCO shall submit such reports as specified by the Department to assist 
the Department in assessing the MCO’s financial viability and compliance 
with its agreement, as amended. 

 
The Department will distribute financial reporting requirements to the MCO. 
The MCO shall furnish all financial reports timely and accurately, with 
content in the format prescribed by the Department. This includes, but is not 
limited to, the CHIP financial reporting requirements issued by the 
Department in this CHIP Procedures Handbook. 

 
2. ANNUAL AUDITED FINANCIAL REPORT 

 
The MCO shall submit an annual audited financial report within timeframes 
specified by the Department (Appendix 12-A Reconciliation Supplement 
Financial Schedule) 

 
3. MEDICAL LOSS RATIO REPORT 

 
The MCO shall calculate the Medical Loss Ratio (MLR) for each MLR 
Reporting Year in accordance with the calculation standards in 42 CFR 
457.1203(c) (relating to rate development standards and medical loss ratio) 
and report the MLR experience to the Department with the information 
specified within 12 months of the close of the MLR Reporting Year. The 
MCO owes a remittance to the Department if an MLR of at least 85 percent 
is not achieved for the MLR Reporting Year. See Appendix 11-B, 11-D, 11-
E for the Medical Loss Ratio Template that the Department will use to track 
MLR for each MCO. 

 
4. CLAIMS PROCESSING STANDARDS, MONTHLY REPORT AND 

ASSESSMENTS 
 

These requirements and assessments are applied separately by service 
area. Please see Appendix 11-F for the Claims Processing Reporting 
Requirements instructions, Appendix 11-G for the Claims Processing 
Report 1, and Appendix 11-H for report 2(A) - Claims Payment Report and 
Report 2(B), Capitation Payment Report. . 

 
1. TIMELINESS STANDARDS 

 
The MCO shall adjudicate Provider claims consistent with the 
requirements below. These requirements apply collectively to claims 
processed by the MCO and any subcontractor. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2012-A%20Reconciliation%20Supplement%20Financial%20Schedule.docx?d=wecc8110df809424c8471eb6e9dfa5114
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2012-A%20Reconciliation%20Supplement%20Financial%20Schedule.docx?d=wecc8110df809424c8471eb6e9dfa5114
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-B%20File%20Exchange%20Protocol%20within%20PROMISe.pdf
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-D%20ANNUAL%20CERTIFICATION%20STATEMENT%20%2342.docx?d=w2f4b83eee8cd4bbdbf82c5a247b494d3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-E%20MLR%20Template.xlsx?d=wd9df910bdcce46aa9e8ae2afe3f8a533
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-E%20MLR%20Template.xlsx?d=wd9df910bdcce46aa9e8ae2afe3f8a533
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-E%20MLR%20Template.xlsx?d=wd9df910bdcce46aa9e8ae2afe3f8a533
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-F%20Claims%20Processing%20%20Reporting%20Requirements.docx?d=w5e163be6fccc4db298d8bc4d071d56e2
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-G%20CLAIMS%20PROCESSING%20REPORT%20%231(A-D)%20TEMPLATE.xlsx?d=wc457f1d79b644f0aa94f327d18822deb
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-H%20%20Claims%20Payment%20and%20Capitation%20Report%20%232(a)%20and%202(b)%20-%20Template.xlsx?d=we9316d7026b14efdbe4089966209b31e
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The adjudication timeliness standards follow, for each of three 
categories of claims: 

 
1. Claims received from a hospital for inpatient 

admissions ("Inpatient"): 

 
• 90.0% of clean claims must be adjudicated within 

30 days of receipt. 
 

• 100.0% of clean claims must be adjudicated within 45 
days of receipt. 

 
• 100.0% of all claims must be adjudicated within 90 

days of receipt. 
 

2. Drug Claims: 
 

• 90.0% of clean claims must be adjudicated within 
30 days of receipt. 

 
• 100.0% of clean claims must be adjudicated within 

45 days of receipt. 
 

• 100.0% of all claims must be adjudicated within 90 
days of receipt. 

 
3. All Claims other than inpatient and drug: 

 
• 90.0% of clean claims must be adjudicated within 

30 days of receipt. 
 

• 100.0% of clean claims must be adjudicated within 
45 days of receipt. 

 
• 100.0% of all claims must be adjudicated within 90 

days of receipt. 
 

The adjudication timeliness standards do not apply to claims 
submitted by Providers under investigation for fraud or abuse from the 
date of service to the date of adjudication of the claims. Providers 
can be under investigation by a governmental agency or the MCO; 
however, if under investigation by the MCO, the Department must 
have immediate written notification of the investigation. 
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The MCO shall adjudicate every claim entered in the MCO's 
computer information system that is not a rejected claim. The MCO 
shall maintain an electronic file of rejected claims, inclusive of a 
reason or reason code for rejection. The MCO shall deny a claim for 
an enrollee who was enrolled in CHIP as of the date of service at the 
time of processing of the claim and shall notify the Provider. 

 
The amount of time required to adjudicate a paid claim is computed by 
comparing the date the Claim is received with the check date or the 
MCO bank notification date for electronic payment. The check date 
is the date printed on the check. The amount of time required to 
adjudicate a denied claim is computed by comparing the date the 
Claim is received with the date the denial notice was created or the 
transmission date of an electronic denial notice. The MCO shall mail 
checks not later than three Business Days from the check date and 
make electronic payments within three Business Days of the bank 
notification date. 

 
The MCO shall record, on every Claim processed, the date the Claim 
was received. A date of receipt embedded in a claim reference number 
is acceptable for this purpose. This date must be carried on claims 
records in the claims processing computer system. Each hardcopy 
claim received by the MCO, or the electronic image thereof, must be 
date-stamped with the date of receipt no later than the first (1st) 
Business Day after the date of receipt. The MCO shall add a date of 
receipt to each claim received in the form of an electronic record or 
file within one business day of receipt. 

 
If responsibility for receiving claims is subcontracted, the date of initial 
receipt by the subcontractor determines the date of receipt 
applicable to these requirements. 

 
2. ASSESSMENTS 

 
The Department will utilize the monthly report that is due on the fifth 
(5th) calendar Day of the fifth (5th) subsequent month after the Claim 
is received to determine Claims processing timeliness. For example, 
the Department shall utilize the monthly report that is due January 5th, 
to determine Claims processing timeliness for Claims received in the 
previous August. The Department shall utilize the monthly report that 
is due February 5th, to determine Claims processing timeliness for 
Claims received in the previous September. The Department shall 
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utilize the monthly report that is due March 5th, to determine Claims 
processing timeliness for Claims received in the previous October, and 
so on. 

 
All Claims received during the month, for which an assessment is 
being computed, that have not been adjudicated at the time the 
assessment is being determined, shall be considered a Clean Claim. 

 
If a Commonwealth audit, or an audit required or paid for by the 
Commonwealth, determines Claims processing timeliness data that 
are different than data submitted by the MCO, or if the MCO has not 
submitted required Claims processing data, the Department will use 
the audit results to determine the assessment amount. 

The assessments included in the charts below shall apply separately 
to: 

1. Inpatient Claims 
 

2. Claims other than inpatient and drug 
 
 

The MCO will be considered in compliance with the requirement for 
adjudication of 100.0% of all inpatient claims if 99.5% of all 
inpatient claims are adjudicated within 90 days of receipt. The MCO 
will be considered in compliance with the requirement for adjudication 
of 100.0% of all claims other than inpatient and drug if 99.5% of all 
claims other than inpatient and drug are adjudicated within 90 days of 
receipt. 

 
The Department will reduce the assessments in the charts below by 
one-third if the MCO has 1,801 to 3,600 Enrollees and by two-thirds if 
the MCO has less than 1,800 Enrollees. 

 
The total assessment for the current month will increase to $10,000 if 
the following conditions exist: 

 
• The MCO fails to comply with any adjudication timeliness 

requirement for claims received in any seven of the nine 
previous months; and 

 
• The sum of adjudication timeliness assessments for thecurrent 

month is greater than zero butless than $10,000. 
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3. CLAIMS ADJUDICATION MONTHLY ASSESSMENT CHART 
 

The Department will compute assessments for failure to 
adjudicate inpatient claims and claims other than inpatient or 
pharmacy. 

 
 

Percentage of Clean Claims 
Adjudicated in 30 Days 

Assessment 

88.0 – 89.9 $1,000 
80.0 – 87.9 $3,000 
70.0 – 79.9 $5,000 
60.0 – 69.9 $8,000 
50.0 – 59.9 $10,000 
Less than 50.0 $15,000 
Percentage of Clean Claims 
Adjudicated in 45 Days 

Assessment 

98.0 – 99.5 $1,000 
90.0 – 97.9 $3,000 
80.0 – 89.9 $5,000 
70.0 – 79.9 $8,000 
60.0 – 69.9 $10,000 
Less than 60.0 $15,000 
Percentage of All Claims 
Adjudicated in 90 Days 

Assessment 

98.0 – 99.5 $1,000 
90.0 – 97.9 $3,000 
80.0 – 89.9 $5,000 
70.0 – 79.9 $8,000 
60.0 – 69.9 $10,000 
Less than 60.0 $15,000 

 
 
 

D. ENROLLMENT DATA REPORTING TO THE MCOs 
 

1. 834 ENROLLMENT FILES 
 

The MCO shall provide the following list of data files to the 
Department: 

 
• 834 Daily Enrollment File. 

 
• 834 Monthly Audit Enrollment File. 
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2. 834 DAILY ENROLLMENT FILE 
 

The Department will provide to the MCO a 834 Daily Enrollment File 
that contains a single record for each CHIP Enrollee for which data 
has changed that day. The file will contain add, termination, and 
change records. The file will contain demographic changes, 
eligibility changes, and enrollment changes. The MCO shall process 
this file within 24 hours of receipt. 

 
The MCO shall reconcile this file against its internal enrollment 
information and notify the Department of any discrepancies within 
30 business days. 

 
3. 834 MONTHLY AUDIT ENROLLMENT FILE 

 
The Department will provide an 834 Monthly Enrollment File for 
each MCO on the first day of each month for the previous month. 
The file will contain the CHIP eligibility Period, MCO coverage, and 
other demographic information for Enrollees. This file is not a history 
file. It will contain only one record for each Enrollee for the previous 
month. The MCO shall reconcile this audit enrollment file against its 
internal information and notify the Department of any discrepancies 
found within the data on the file within 30 business days. 

 
E. PRESENTATION OF FINDINGS 

 
The MCO shall obtain advance written approval from the Department 
before publishing or making formal public presentations of statistical or 
analytical material based on CHIP Enrollment. 

 
 

CHAPTER 12: FRAUD, WASTE, AND ABUSE 
 

12.1 GENERAL REQUIREMENTS: FRAUD, WASTE, AND ABUSE (FWA) DETECTION 
 

The MCO shall implement, maintain, and require its subcontractors who have delegated 
responsibility for service provision or claim payment to implement and maintain administrative 
and management arrangements and procedures that are designed to detect and prevent 
fraud, waste, and abuse according to the program integrity requirements described in 42 CFR 
§457.1285 (relating to program integrity requirements under the agreement). 

 
These procedures must include a compliance program that includes, at a minimum, the 
following: 



January 2026 76  

• Written policies, procedures, and standards of conduct that express the MCO’s 
commitment and compliance with all applicable Federal, State and agreement 
requirements. 

 
• A Compliance Officer responsible for developing and implementing policies, 

procedures, and practices to be compliant with agreement requirements. This 
position reports directly to the Chief Executive Officer and the Board of Directors. 

 
• A Regulatory Compliance Committee on the Board of Directors and at the senior 

management level that is charged with overseeing the MCO’s compliance program 
and its compliance with the agreement requirements. 

 
• Training and education of the Compliance Officer, the MCO’s senior management, 

and the MCO’s employees on Federal and State requirements and 
the agreement standards and requirements. Training must include: 

 
 Health care fraud laws. 

 
 MCO policies and procedures for preventing and detecting fraud, waste, 

and abuse; and 
 

 the rights of employees to act as whistleblowers. 
 

• Effective lines of communication between the Compliance Officer and the MCO’s 
employees. 

 
• Enforcement of standards through well publicized disciplinary guidelines. 

 
• Procedures for a dedicated staff to conduct: 

 
 routine internal monitoring. 

 
 an audit of compliance issues. 

 
 an investigation of potential compliance problems. 

 the correction of problems promptly and thoroughly (or coordination of the 
investigation of criminal acts with law enforcement agencies) to reduce the 
potential for recurrence and ongoing compliance 

12.2 FRAUD, WASTE AND ABUSE UNIT 
 

The MCO shall establish a FWA Unit comprised of experienced reviewers as required in 42 
CFR §457.1285. This unit’s primary purpose consists of preventing, detecting, reducing, 
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investigating, referring, and reporting suspected FWA that may be committed by network 
Providers, Enrollees, caregivers, employees, or other third parties with whom the MCO 
contracts. 

 
If the MCO has multiple lines of business, the FWA Unit is required to have a dedicated 
CHIP investigator devoted to CHIP’s line of business. The Department will make the final 
determination regarding whether or not the MCO is in compliance with these requirements in 
accordance with 42 CFR § 457.1285. 

 
In addition, the MCO’s procedures must include: 

 
• Prompt reporting of overpayments to the Department identified or recovered, 

specifying overpayments due to fraud. 
 

• Prompt notification of information to the Department that may impact an enrollee’s 
eligibility such as a change in residence or death. 

 
• Prompt notification of information to the Department that may affect a Provider’s 

eligibility to participate in CHIP. 
 

• A method to verify whether services represented to have been delivered were 
received by Enrollees. Methodology should be conducted through sampling or other 
methods and be completed on a regular basis. 

 
• The provision of written policies to employees, contractors and agents that provide 

information on the False Claims Act and other federal and state laws as described in 
42 U.S.C. § 1396 a (a)(68), including information relating to whistleblower protection. 

 
• Prompt referral of any potential FWA to the Pennsylvania Office of Attorney General 

Insurance Fraud Section with a copy to the Department at RA-PW-CHIP-
QAREPORTS@pa.gov. 

 
• Suspension of payments by the MCO to a network Provider for which the 

Department determines a credible allegation of fraud exists. 
 

• Enforcement of compliance with applicable federal, state and agreement statutes, 
regulations and standards. 

 
• Prohibition of personal contact with potential Enrollees by an employee or agent for 

the purpose of influencing the potential Enrollee to enroll with the MCO. 
 

• A mechanism to report and cooperate with oversite agencies including but not 
limited to the Department, CMS or the U.S. Office of Inspector General, as 

mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
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appropriate, information on violations by subcontractors, Providers and Enrollees 
when the violations pertain to enrollment in the MCO or the provision of or payment 
for health care services. 

 
• The FWA policies and procedures must be submitted to the Department for prior 

approval, and the Department may, upon review of these policies and procedures, 
require that specified changes be made within a designated time. The 
Department may also require new or updated policies and procedures as part of 
the annual onsite monitoring. 

 
12.3 FWA REFERRAL TO THE DEPARTMENT 

 
The MCO shall establish a policy for referral of any potential FWA that the MCO identifies to 
the CHIP Quality Assurance Division. The MCO shall develop a certification process that 
demonstrates the policies and procedures are reviewed and approved by the MCO’s senior 
management on an annual basis. 

 
• Send documentation as referenced in Appendix 12-B-to RA-PW-CHIP-

QAREPORTS@pa.gov when a referral is made to the Pennsylvania Office of Attorney 
General Insurance Fraud Section. 

 
12.4 DUTY TO NOTIFY 

 
A. DEPARTMENT’S RESPONSIBILITY 

 
The Department will provide access to Medicheck listings. The Medicheck list identifies 
Providers, individuals, and other entities who are precluded from participating in the 
Medical Assistance and/or CHIP. The Medicheck List can be searched by Provider 
name, license number, business name, or by using the "Search by" pull-down menu; 
also available is a complete Medicheck list, sorted by Provider last name. The 
Medicheck List website is updated daily: 
https://www.humanservices.state.pa.us/Medchk/MedchkSearch/Index. 

 
The MCO shall check exclusion status monthly. The MCO shall immediately act to 
terminate a Provider from its Network once a Provider has been identified. 
Terminations for loss of licensure and criminal convictions must coincide with the CHIP 
effective date of the action. Providers that are identified will be included in the 
Precluded and Potentially Precluded Provider Report. 

 
B. MCO’S RESPONSIBILITY TO DISCLOSE 

 
The MCO shall provide written disclosures to the Department of prohibited affiliations 
specified in 42 CFR 457.1285 and this Handbook and information on ownership and 
control as specified in 42 CFR 457.935(relating to sanctions and related penalties). 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2012-B%20Checklist%20of%20Supporting%20Documentation%20for%20FWA%20Referrals.docx?d=wd2b8a2f1088e481a852ac47421581585
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
mailto:RA-PW-CHIP-QAREPORTS@pa.gov
https://www.humanservices.state.pa.us/Medchk/MedchkSearch/Index
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The MCO also shall report to the Department any excess payments, including 
premium payments, within 60 calendar days of identification of the overpayment. 

 
12.5 SANCTIONS REGARDING FRAUD, WASTE, AND ABUSE 

 
The Department recognizes the responsibility to administer CHIP and ensure that the public 
funds which pay for this program are properly spent. The Department may impose sanctions 
or take other actions if it determines that the MCO, a network Provider, employee, caregiver or 
subcontractor has committed FWA as defined in the agreement, as amended, or this 
Handbook or has otherwise violated applicable law. 

 
To maintain the integrity of CHIP and to ensure that MCOs comply with pertinent provisions 
and related state and federal policies, the Department will impose sanctions on the MCOs as 
deemed appropriate for noncompliance for: 

 
• Failure to implement, develop, monitor, continue, or maintain the required compliance 

plan, policies, and procedures directly related to the detection, prevention, 
investigation, referral ,or sanction of FWA by Providers, Enrollees, or employees. 

 
• Failure to cooperate with reviews by oversight agencies or their designees, including 

the Department, Pennsylvania Office of Attorney General Insurance Fraud Section, 
Office of Inspector General of the U.S. DHHS, and other state or federal agencies and 
auditors under contract to CMS or the Department. 

 
• Failure to adhere to applicable state and federal laws and regulations. 

 
• Failure to adhere to the terms of the CHIP agreement, as amended, and this 

Handbook that relates to FWA issues. 
 

• Failure to provide the relevant requesting agency, upon its written request, encounter 
data, claims data and information, payment methodology, policies and/or other data 
required to document the services and items delivered by or through MCOs to 
Enrollees. 

 
• Actions that indicate a pattern of wrongful denial of payment for a health care benefit, 

service or items that MCOs are required to provide. 
 

• Substantial failure to furnish services or to provide Enrollees with a health care benefit, 
service or item that MCOs are required to provide under law or the agreement, as 
amended, and this Handbook. 
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• Actions that indicate a pattern of wrongful delay of at least 45 calendar days but not to 
exceed 60 calendar days in making payment for a health care service or item that the 
MCOs are required to make to Providers under agreements with the Providers. 

 
• Imposing premiums or charges on Enrollees is greater than what is permitted under 

the CHIP agreement, as amended. 
 

• Discrimination against Enrollees or potential Enrollees on any prohibited basis. 
 

• Misrepresentation or falsification of information furnished to CMS, the Department, 
Enrollees, potential Enrollees or Providers. 

 
• Failure to comply with Departmental requirements. 

 
• Distribution, either directly or indirectly, of marketing material that has not been 

approved by the Department or that contains false or misleading information. 
 

• Violation of the applicable requirements of 42 U.S.C. § 1396 u-2 relating to managed 
care; and 

 
• Failure to pay overpayments to the Department as identified through network Provider 

audits, reviews, investigations conducted by the Department or its designee and other 
state and federal agencies. 

 
A. RANGE OF SANCTIONS 

 
The Department may impose any of the following sanctions including, but not limited to: 

 
• Preclusion or exclusion from CHIP of the MCO, its officers, managing 

employees or other individuals with direct or indirect ownership or control 
interest and/or other identified as being involved in fraudulent or abusive 
practices. 

 
• Corrective Action Plans. 

 
• Monetary Sanctions. 

• Recoupment of overpayments to the MCO or Providers. 

• Enrollment Restrictions. 

• Withholding of Premium Payments. 

• Termination of the agreement. 
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These sanctions may be progressive. The Department will maintain an effective, reasonable, 
and consistent sanctioning process as deemed necessary to protect the integrity of CHIP. 

 
12.6 SUBCONTRACTS 

 
The MCO shall require that all network Providers and all subcontractors take such actions as 
are necessary to permit the MCO to comply with the FWA requirements listed in this 
agreement as well as federal regulations. 

 
To the extent that the MCO delegates oversight responsibilities to a third party (such as a 
pharmacy benefit manager), the MCO shall require that such third party complies with the 
applicable provisions of this Handbook relating to FWA. 

 
The MCO shall require, via its Provider Agreement, that network Providers comply with CHIP 
regulations and enforcement actions directly initiated by the Department under regulations, 
including termination and restitution actions. 

 
The MCO’s contracts or agreements with its subcontractors must meet the requirements set 
forth at 42 CFR § 457.1201(i). 

 
12.7 FWA REPORTING REQUIREMENTS 

 
The MCO shall submit the FWA report (Appendix 12-C) to the Department annually on March 
1. If the due date occurs on a Saturday, Sunday or holiday, then the report is due by close of 
business on the first business day following the Saturday, Sunday or holiday. This report must 
be submitted as outlined in the annual CHIP Routine Reporting Requirements transmittal. 
MCOs shall use Appendix 12-C. No other format is acceptable. 

 
 

CHAPTER 13: MCO QUALITY REQUIREMENTS 
 

The MCO shall provide all benefits as described in the CHIP Eligibility and Benefits 
Handbook. The Department will change the benefit package as required by state or federal 
law or at Departmental discretion. The Department will provide the due date for benefit 
changes. 

 
13.1 IN-PLAN SERVICES 

 
The MCO shall ensure that all services provided are Medically Necessary. The MCO shall 
require that determinations of Medically Necessary services be documented in writing and 
follow the guidelines. Determination of medical necessity includes medical information 
provided by: 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2012-C%20Annual%20Fraud%2C%20Waste%2C%20and%20Abuse%20Report.docx?d=w4d85f29e4632426bb6d05f54d6e44fe7
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• the Enrollee, 

• the Enrollee’s adult 

• the Enrollee’s Provider(s), and 

• programs or agencies that have evaluated the Enrollee. 
 
 

A determination of whether a service is Medically Necessary must be made by a qualified and 
trained CHIP Provider with clinical expertise comparable to the prescribing Provider. 

 
At a minimum, the MCO shall provide services in the amount, duration, and scope set forth in 
the CHIP State Plan. The MCO shall provide services that are sufficient in amount, duration, 
or scope to reasonably be expected to achieve the purpose for which the services are 
furnished. The MCO shall make Medically Necessary covered services available 24 hours a 
day, seven days a week. 

 
The MCO may not deny or reduce the amount, duration, or scope of a Medically Necessary 
service solely because of the Enrollee’s diagnosis, type of illness, or condition. 

 
13.2 REFERRALS 

 
The MCO shall establish and maintain a referral process to effectively utilize and manage the 
care of its Enrollees. The MCO may require a referral for any medical services which cannot 
be provided by the PCP except where specifically provided for in this agreement. The MCO 
may not avoid costs for covered services by referring Enrollees to publicly supported health 
care resources. 

 
13.3 SELF-REFERRAL AND DIRECT ACCESS 

 
The MCO may not require referrals from a PCP for certain services. An Enrollee may self-
refer for vision, dental care, obstetrical and gynecological (OB/GYN) services, providing the 
Enrollee obtains the services within the Provider network. 

 
The MCO may not use the referral process to manage the utilization of family planning 
services or restrict an Enrollee’s right to choose a Provider. The MCO shall make family 
planning services available without regard to marital status, age, gender identity, sex or 
parenthood protecting the Enrollee’s freedom of choice for family planning as required in 42 
CFR 457.1230(d). 

 
Enrollees may access, at a minimum, health education and counseling necessary to make an 
informed choice about contraceptive methods, pregnancy testing and counseling, breast 
cancer screening services, and basic contraceptive supplies. Enrollees are free to choose the 
method of family planning. 
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The MCO shall provide Enrollees with direct access to OB/GYN services, including access for 
routine and preventive health care services. The MCO shall permit enrollees to select a 
network Provider to obtain maternity and gynecological care without prior approval from a 
PCP. The health care services must be within the scope of practice of the selected Provider 
and the Provider must inform the Enrollee's PCP of all health care services provided. The 
MCO may not charge a co-pay when services are provided by a network Provider. 

 
In situations where a new Enrollee is pregnant and already receiving care from an out-of-
network or non-participating OB/GYN specialist at the time of enrollment, an Enrollee may 
continue to receive services from that specialist throughout the pregnancy and postpartum 
care related to the delivery pursuant to 28 Pa. Code § 9.684. 

 
13.4 EXPANDED SERVICES 

 
The MCO may provide expanded services subject to advance written approval by the 
Department. These must be services that are generally considered to have a direct 
relationship to the maintenance or enhancement of an Enrollee’s health status. 
Expanded services must promote healthy living or illness prevention. This can include 
seminars, educational programs, enrollment in physical fitness clubs or facilities, and 
expanded eyeglass or eye care benefits. 

 
The services must be generally available to all Enrollees, made available at all appropriate 
network Providers and must be provided at no additional cost to the Enrollee or the 
Department. The services may not be tied to specific Enrollee performance; however, the 
Department may grant exceptions when it believes that such performance will produce 
significant health improvements for Enrollees. Previously approved services must continue to 
remain in effect, unless the MCO is notified, in writing, by the Department, to discontinue the 
expanded service. 

 
For information about expanded services to be included in any Enrollee information, the MCO 
shall make the expanded services available for a minimum of one full year or until the Enrollee 
information is revised, whichever is later. Upon 60 days’ advance notice to the Department, 
the MCO may modify or eliminate any expanded service. Such services, as modified or 
eliminated, must supersede those specified in the agreement. The MCO shall send written 
notice to Enrollees and affected Providers at least 30 calendar days prior to the effective date 
of the change in covered services and shall simultaneously amend all written materials 
describing the covered services or Provider network. A change in covered services includes 
any reduction in services or a substantial change to the Provider network. 

 
13.5 CHIP PROVIDER AGREEMENTS 

 
The MCO shall have written Provider agreements with a sufficient number of Providers to 
ensure Enrollee access to all Medically Necessary service covered by the CHIP plan. 
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The MCO will require, via its Provider agreement, that network Providers comply with federal 
regulations and any enforcement actions directly initiated by the Department, including 
termination and restitution actions. 

 
The requirements for these Provider agreements are set forth in Appendix 13-A, MCO 
Provider Agreements. 

 
13.6 PROVIDER TERMINATION REQUIREMENTS 

 
The MCO shall comply with the requirements outlined below when a Provider is terminated 
from the network. This includes the requirements for submission of workplans and supporting 
documentation to the Department for hospital terminations, terminations of a specialty unit 
within a facility and terminations with large Provider groups, which would negatively impact the 
ability of Enrollees to access services. The MCO shall comply with the continuity of care 
requirements outlined below. 

 
A. TERMINATION BY THE MCO 

• The MCO shall notify the Department in writing of the intent to terminate a network 
Provider, and services provided by a network Provider (which includes a hospital, 
specialty unit within a facility, or a large Provider group, or combination of these) 
60 calendar days prior to the effective date of the termination. 

 
• When the termination impacts 2,000 or more Enrollees, the MCO shall submit a 

Provider termination work plan within 10 business days and shall provide weekly 
status updates to the workplan. The requirements for the workplan are found in 
this chapter in the Workplans and Supporting Documentation section. 

 
1. NOTIFICATION TO ENROLLEES 

 
If a Provider is being terminated from a network, the MCO shall make a 
good faith effort to provide written notice of the termination to all Enrollees 
who receive primary care services from the Provider or who were seen on 
a regular basis by the Provider. The MCO shall provide notice to an 
Enrollee by the 30 calendar days prior to the effective date of the 
Provider’s termination, or 15 calendar days after receipt or issuance of the 
termination notice. Enrollees who are receiving an ongoing course of 
treatment from the Provider may continue to receive this treatment for up 
to 60 calendar days from the date the Enrollees are notified of the 
termination or pending termination of the Provider. 

 
If a Provider that is being terminated from the network is not a PCP or a 
hospital, the MCO shall notify all Enrollees who have received services 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-A%20CHIP%20MCO%20Provider%20Agreements.docx?d=w4c1e166efa3a452c90b239d10ece6fb1
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from the Provider during the previous 12 months, as identified through 
referral and claims data; all Enrollees who are scheduled to receive 
services from the Provider; and all Enrollees who have a pending or 
approved prior authorization request for services from the Provider. Notice 
to an Enrollee must be provided by the later of 30 calendar days prior to 
the effective date of the Provider’s termination, or 15 calendar days after 
receipt or issuance of the termination notice. Enrollees who are receiving 
an ongoing course of treatment from the Provider may continue to receive 
this treatment for up to 60 calendar days from the date the Enrollees are 
notified of the termination or pending termination of the Provider 

 
If the MCO is terminating a specialty unit within a facility or hospital, the 
Department may require the MCO to provide 30 calendar days advance 
written notice to a specific Enrollee population or to all Enrollees, based on 
the impact of the termination. 

 
The Department, in its sole discretion, may allow exceptions to the 30 day 
advance written notice depending upon the verified status of contract 
negotiations between the MCO and Provider. 

 
The Department, in coordination with PID, may require the MCO to include 
additional information in the notice of termination to Enrollees. 

 
The 30 days advance written notice requirement does not apply to 
terminations by the MCO for cause in accordance with 40 P.S. § 
991.2117(b). The MCO shall notify Enrollees within five business days of 
the MCO’s termination action The MCO shall use Appendix 13-D, Provider 
Closure or no COC. 

 
B. TERMINATION BY A PROVIDER 

 
1. NOTIFICATION TO DEPARTMENT 

 
When the MCO is informed a Provider intends to no longer participate in 
the network, the MCO shall notify the Department in writing 60 calendar 
days prior to the Provider’s termination date. If the MCO receives less than 
60 calendar days’ notice, the MCO shall notify the Department by the next 
business day after receiving notice from the Provider. 

 
When the termination impacts 2,000 or more Enrollees, the MCO shall 
submit a Provider termination work plan within 10 business days and shall 
provide weekly status updates to the workplan. The requirements for the 
workplan are found in this chapter in the Workplans and Supporting 
Documentation section. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-D%20Provider%20Closure%20or%20No%20Continuity%20of%20Care.docx?d=w79cc0efb10fc4124bc1dae3b2651ba2b
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The MCO shall comply with both this section and the PADOH 
requirements found at 28 Pa. Code § 9.684. 

 
2. NOTIFICATION TO ENROLLEES 

 
If a Provider that is terminating its participation in a network is a PCP, the 
MCO shall notify all Enrollees who receive primary care services from the 
Provider or were seen regularly by the terminating Provider as identified 
through referral and claims data; Enrollees scheduled to receive services; 
pending or approved prior authorization requests from the Provider The 
MCO shall provide notice to Enrollees 30 calendar days prior to the 
Provider’s termination. When a Provider does not provide advanced 
notice, Enrollees must be notified of the termination within 15 business 
days after the MCO’s receipt of the termination notice. Enrollees who are 
receiving an ongoing course of treatment may continue to receive this 
treatment for up to 60 calendar days from the date the Enrollees receive 
notice of the termination or the date the Provider is terminated, whichever 
is longer. The MCO shall use Appendix 13-B, Provider Termination 
Template for PCPs. 

 
If a Provider that is terminating its participation in a network is not a PCP 
or a hospital, the MCO shall notify all Enrollees who have received 
services from the Provider during the previous 12 months; all Enrollees 
who were scheduled to receive services from the terminating Provider; and 
all Enrollees who have a pending or approved prior authorization request 
for services from the Provider. The MCO shall use referral and claims data 
to identify these Enrollees. The MCO shall provide notice to Enrollees 30 
calendar days prior to the Provider’s termination. When a Provider does 
not provide advanced notice, Enrollees must be notified of the termination 
within 15 calendar days after the MCO’s receipt of the termination notice. 
Enrollees who are receiving an ongoing course of treatment may continue 
to receive this treatment for up to 60 calendar days from the date the 
Enrollees receive notice of the termination or the date the Provider is 
terminated, whichever is longer. The MCO shall use Appendix 13-C, 
Provider Termination Template for Specialist and FQHC Providers Who 
Are Not PCPs. 

 
If a Provider that is terminating its participation in a network is a hospital or 
specialty unit within a facility, the MCO shall notify all Enrollees assigned 
to a PCP with admitting privileges at the hospital or specialty unit, all 
Enrollees assigned to a PCP that is owned by the hospital or specialty unit, 
and all Enrollees who have utilized the terminating hospital or specialty 
unit’s services within the past 12 months. The MCO shall use referral and 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-B%20PCP%20Termination.docx?d=wfe5f120b9dd44d6b80564b79f864936b
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-C%20Specialist%20Termination.docx?d=w68d2f19700d24abd8f41daec3057d940
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claims data to identify these Enrollees. The MCO shall provide notice to 
Enrollees 30 calendar days prior to the Provider’s termination. When a 
Provider does not provide advanced notice, Enrollees must be notified of 
the termination within 15 calendar days after the MCO’s receipt of the 
termination notice. Enrollees who are receiving an ongoing course of 
treatment may continue to receive this treatment for up to 60 calendar 
days from the date the Enrollees receive notice of the termination or the 
date the Provider is terminated, whichever is longer. The MCO shall use 
Appendix 13-E, Hospital/Specialty Unit Within a Facility or Hospital 
Termination Template. 

 
If a Provider that is terminating its participation in a network is a specialty 
unit within a facility or hospital, the Department may require the MCO to 
provide 30 days advance written notice to a specific Enrollee population or 
to all Enrollees, based on the impact of the termination. 

 
The Department, in coordination with PADOH, may require additional 
information to be included in the notice of a termination to Enrollees. 

 
The MCO shall update hard copy and web-based Provider directories to 
reflect changes in the Provider network. 

 
C. CONTINUITY OF CARE 

 
The MCO shall comply with the continuity of care requirements outlined in this 
section. The MCO shall also comply with regulations from the PADOH 
requirements found at 28 Pa. Code § 9.684; PID requirements at 31 Pa. Code § 
154.14 and federal regulations at 42 CFR 457.1216 (relating to continued services 
to enrollees). Unless a Provider is terminated for cause as described in 40 P.S. § 
991.2117(b) the continuity of care procedures are as follows: 

 
• An Enrollee may continue an ongoing course of treatment from a Provider 

for up to 60 days from the date an Enrollee is notified by the MCO of the 
termination or pending termination of a Provider. 

 
• An Enrollee is considered to be receiving an ongoing course of treatment 

from a Provider if, during the previous 12 months: 
 

• The Enrollee was treated by the Provider for a condition that requires 
follow-up care or additional treatment. 

 
• The services have been prior authorized. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-E%20Hospital%20or%20Specialty%20Unit%20Termination.docx?d=wfd6922eba0844bfd92c526ad969f260f
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• An Enrollee with a previously scheduled appointment, including an 
appointment for well childcare, is determined to be in receipt of an 
ongoing course of treatment from a Provider. 

 
• The MCO shall consult with the Enrollee and the Provider to make the 

determination. 
 

• For existing pregnant Enrollees or new Enrollees in the second or 
third trimester at the time of the notice, the transitional period shall 
extend through postpartum care related to the delivery. 

 
• Any health care service provided under this section shall be covered 

by the MCO under the same terms and conditions as applicable for 
participating Providers. 

 
The MCO shall review each request to continue an ongoing course of treatment and 
notify the Enrollee of the decision as expeditiously as the Enrollee’s health condition 
requires, but no later than two business days after making decision. If the MCO 
determines what the Enrollee is requesting is not an ongoing course of treatment, 
the MCO shall issue the Enrollee a denial notice. 

 
The MCO shall also inform the Provider that to be eligible for payment for services 
provided to an Enrollee after the Provider is terminated from the network, the 
Provider must agree to meet the same terms and conditions as participating 
Providers. 

 
D. WORKPLANS AND SUPPORTING DOCUMENTATION 

 
1. WORKPLAN SUBMISSION 

 
When the termination impacts 2,000 or more Enrollees, the MCO shall submit 
a Provider termination work plan within 10 business days and shall provide 
weekly status updates to the workplan. The workplan must provide detailed 
information to ensure the termination is tracked from the time it is first 
identified until the termination effective date. The workplan must identify the 
task, responsible person(s), target dates, completed date, and status. The 
workplan must define in detail the steps within each of the tasks. The 
Department is not prescribing the format for the documentation but requires 
electronic submission. 

 
The tasks must include, but are not limited to: 
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• Notifying the Commonwealth, including the Department and 

PID. 

• Provider impact and analysis. 

• The requirements are also found in section 2. Ensuring 
Enrollee Access to Provider Services below. 

 
• Provider Notification of the Termination. 

• Enrollee Impact and Analysis. 

• Enrollee Notification of the Termination. 

• Enrollee Transition. 

• Enrollee Continuity of Care. 

• Systems Changes. 

• Provider Directory Updates for Enrolled MCO (include date 
when all updates will appear on Provider files sent). 

 
• MCO Online Directory Updates. 

• Enrollee Service and Provider Service Script Updates. 

• Submission of required documents to the Department (enrollee 
notices and scripts, etc.) for prior approval. 

 
• Submission of final enrollee notices to the Department (also 

include date that PID received the final notices). 
 

• Communication with the Public (related to the termination); and 

• Termination Retraction Plan, if necessary. 

• The MCO shall submit a summary of issues and reasons for 
termination; and information on negotiations or outreach that 
has occurred between the MCO and the Provider including 
dates, parties present and outcomes. 
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2. ENROLLEES ACCESS TO PROVIDER SERVICES 
 

The MCO shall submit information that identifies Providers remaining in the 
network by Provider type and location that would be available within the 
appropriate travel times for those Enrollees once the termination is 
effective. The MCO shall provide the travel times for the remaining 
Providers based upon the travel standards outlined in the PCP paragraph 
found in the network composition section . For PCPs, the MCO shall also 
list current panel sizes and the number of additional Enrollees that are able 
to be assigned to those PCPs. 

 
The MCO shall submit geographic access reports and maps documenting 
that all Enrollees currently accessing terminating Providers can access 
services being provided by the terminating Provider from remaining network 
Providers who are accepting new Enrollees. This documentation must be 
broken out by Provider type. Reports are submitted as part of on-site 
review. 

 
The MCO shall submit a comprehensive list of all Providers, broken out by 
Provider type, who are affected by the termination and also indicate the 
current number of Enrollees either assigned to PCPs or utilizing these 
Providers. 

 
The MCO shall submit information that includes the admitting privileges at 
other hospitals or facilities for each affected Provider and whether each 
affected Provider can serve the MCO’s Enrollees at another hospital or 
facility. 

 
The MCO shall submit a copy of the final Provider notices to the 
Department. 

 
3. ENROLLEE IDENTIFICATION AND NOTIFICATION PROCESS 

 
The MCO shall submit information that identifies the total number of 
Enrollees affected by the termination, i.e., assigned to an owned/affiliated 
PCP or utilizing the hospital or owned/affiliated Provider within the 12 
months preceding the termination date, broken down by Provider. 

 
The MCO shall submit information on the number of Enrollees with prior 
authorizations in place that will extend beyond the Provider termination 
date. 

 
The MCO shall submit draft and final Enrollee notices as appropriate, for 
Department review and prior approval. 
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13.7 PROVIDER NETWORK COMPOSITION/SERVICE ACCESS 
 

A. NETWORK COMPOSITION 
 

The MCO shall require all network Providers and ordering, referring, and prescribing 
Providers to be screened and enrolled in PROMISe. The MCO shall require all network 
Providers to be enrolled with the Department and possess an active PROMISe ID for each 
location in which they provide services for the MCO. Providers can register on-line at 
PROMISe Provider Enrollment. 

 
The MCO shall have written policies and procedures for selection and retention of network 
Providers, including, at a minimum, a written policy and documented process for 
credentialing and re-credentialing network Providers that complies with the Department’s 
credentialing and re-credentialing policies. These policies and procedures also must 
comply with the non-discrimination provisions of 42 CFR 457.1208 (relating to Provider 
discrimination prohibited), including non-discrimination of Providers that serve high-risk 
populations or specialize in conditions that require costly treatment. The MCO may not 
employ or contract with Providers that have been excluded from participation in federal 
health care programs. 

 
The MCO shall consider, at a minimum, the following in establishing and maintaining 
its Provider network: 

 
• The anticipated CHIP enrollment. 

 
• The expected utilization of services, taking into consideration the 

characteristics and health care needs of specific CHIP populations 
represented in the MCO. 

 
• The number and types, in terms of training, experience, and specialization, of 

Providers required to furnish the contracted services. 
 

• The number of network Providers who have closed panels. 
 

• The geographic location of Providers and Enrollees, considering distance, 
travel time, the means of transportation ordinarily used by Enrollees, and 
whether the location provides physical access for Enrollees with disabilities. 

 
• Ability of Providers to communicate with Enrollees with Limited English 

Proficiency (LEP) in their preferred language. 
 

• Ability of Providers to ensure physical access, reasonable accommodations, 
culturally competent communication, and accessible equipment to Enrollees 

https://www.pa.gov/agencies/dhs/resources/for-providers/promise/promise-provider-enrollment.html
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with physical or mental disabilities; and 
 

• Availability of triage lines or screening systems, telemedicine and e-visits, or 
other evolving and innovative technological solutions, or both. 

 
The MCO shall develop and maintain a Provider network that is adequate to provide the 
Enrollees in the MCO’s service area with access to quality care through participating 
Providers, in a timely manner, and without the need to travel excessive distances. 
Upon a request from the Department, the MCO shall supply geographic access maps 
using Enrollee level data detailing the number, location, and specialties of their network 
Providers to the Department in order to verify accessibility of Providers within their network 
in relation to the location of the Enrollees. The Department may require additional 
numbers of specialists and ancillary Providers should it be determined that access is not 
adequate. The MCO shall also have a process in place that allows the MCO to know the 
capacity of their n etwork PCP panels at all times and to report on this capacity. 

 
If the MCO’s network Providers are unable to provide covered services to an Enrollee, the 
MCO shall adequately and timely cover services out-of-network for as long as the MCO is 
unable to provide the services in network and shall coordinate with the out-of-network 
Provider with respect to payment, including that the cost to the Enrollee is no greater than 
the cost of services if provided in network. The MCO shall work to resolve any network 
inadequacies. 

 
B. PCPs 

 
The MCO shall make available to every Enrollee a choice of at least two appropriate PCPs 
with open panels whose offices are located within a travel time no greater than 30 minutes 
(urban) and 60 minutes (rural). This travel time is measured via public transportation, 
where available. 

 
An Enrollee may, at the Enrollee’s discretion, select a PCP located further from the 
Enrollee’s home. 

 
C. PEDIATRICIANS AS PCPs 

 
The MCO shall ensure an adequate number of pediatricians with open panels to permit all 
Enrollees who want a pediatrician as a PCP to have a choice of two pediatricians within 
the travel time limits (30 minutes in urban areas, 60 minutes in rural areas). 

 
D. PRIMARY CARE PRACTITIONER RESPONSIBILITIES 

 
The MCO shall have written policies and procedures for ensuring that every Enrollee is 
assigned to a PCP. The PCP must serve as an Enrollee’s initial and most important point 
of contact regarding health care needs. At a minimum, the PCP is responsible for: 
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• Providing primary and preventive care in accordance with the Bright 
Futures/American Academy of Pediatrics Periodicity Schedule and acting as an 
Enrollee’s advocate, providing, recommending, and arranging for care. 

 
• Documenting all care rendered in a complete and accurate encounter record that 

meets or exceeds the Department’s data specifications. 
 

• Maintaining continuity of each Enrollee’s health care, participating in or 
coordinating with an overall chronic care management team, where appropriate. 

 
• Communicating effectively with an Enrollee by using sign language interpreters for 

an Enrollee who is deaf or hard of hearing and oral interpreters for an Enrollee 
with LEP when needed by the Enrollee. Services must be free of charge to an 
Enrollee. 

 
• Making referrals for specialty care and other Medically Necessary services, both 

in and out-of-network. 
 

• Maintaining a current medical record for an Enrollee, including documentation of 
all services provided to the Enrollee by the PCP, as well as any specialty or 
referral services. 

 
• Providing office hours accessible to an Enrollee for a minimum of 20 hours per 

week and directly or through on-call arrangements with other qualified, network 
PCPs 24 hours per day, 7 days a week for urgent and emergency care; and 

 
• Complying with all conditions and standards applicable to MCOs set forth in 40 

P.S. §§ 991.2101 – 991.2194 unless otherwise specified. The MCO shall retain 
responsibility for monitoring PCP actions to ensure they comply with the 
provisions of this handbook. 

 
E. SPECIALISTS 

 
For the following Provider types, the MCO shall ensure a choice of two Providers who 
are accepting new patients within the travel time limits (30 minutes in urban areas, 60 
minutes in rural areas): 

 
• General Surgery. 

 
• Obstetrics & Gynecology. 

• Oncology. 
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• Physical Therapy. 
 

• Cardiology. 
 

• Pharmacy. 

• Orthopedic Surgery; and 
 

• General Dentistry. 

For the following Provider types, the MCO shall ensure a choice of one Provider who is 
accepting new patients within the travel time limits (30 minutes in urban areas, and 
60 minutes in rural areas), and a second choice within the CHIP service area: 

 
• Oral Surgery. 

• Nursing Facility. 

• Dermatology. 

• Urology. 

• Neurology; and 

• Otolaryngology. 
 
 

For all other specialists and sub-specialists, the MCO shall have a choice of two 
Providers who are accepting new patients. 

 
F. HOSPITALS 

 
The MCO shall ensure there is at least one hospital within the travel time limits (30 minutes 
in urban areas, and 60 minutes in rural areas), and a second choice within the CHIP 
service area. 

 
The MCO that is a related entity to a hospital or system shall ensure that the hospital or 
system is willing to negotiate in good faith with other MCOs regarding the provision of 
services to Enrollees. The Department will terminate an agreement with the MCO if it 
determines that a hospital or system related to the MCO has refused to negotiate in good 
faith with other MCOs. 

 
G. ANESTHESIA FOR DENTAL CARE 

 
For Enrollees needing anesthesia for dental care, the MCO shall ensure a choice of at 
least two dentists within the Provider network with privileges or certificates to perform 
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specialized dental procedures under general anesthesia or cover these services out of 
network. 

 
H. CERTIFIED NURSE MIDWIVES AND CERTIFIED REGISTERED NURSE 

PRACTITIONERS 
 

The MCO shall ensure access to Certified Nurse Midwives (CNMs) and Certified 
Registered Nurse Practitioners (CRNPs). The MCO shall demonstrate an attempt to 
contract in good faith with a sufficient number of CNMs and CRNPs. The MCO shall 
maintain payment policies that reimburse CNMs and CRNPs for all services provided 
within the scope of their practice and allow them to practice to the fullest extent of their 
education, training and licensing. 

 
I. REHABILITATION FACILITIES 

 
The MCO shall ensure a choice of at least two rehabilitation facilities within the Provider 
network. 

 
J. BEHAVIORAL HEALTH PROVIDERS 

 
The MCO shall ensure a choice of at least two behavioral health Providers within the 
Provider network accepting new patients within the travel times of 30 minutes in urban 
areas, and 60 minutes in rural areas. The MCO shall demonstrate its efforts to contract in 
good faith with a sufficient number of psychiatrists, psychologists, licensed clinical social 
workers, and other behavioral health Providers to serve the needs of Enrollees. 

 
K. TELEPHONIC PSYCHIATRIC CONSULTATION TEAM SERVICES 

 
The Telephonic Psychiatric Consultation Service Program (TiPS) is a statewide program 
to increase the availability of peer-to-peer child psychiatry consultation teams to PCPs, 
medical specialists, and other prescribers of psychotropic medications for children insured 
by CHIP. 

The MCO shall participate in the TiPS as outlined in Appendix 11-I and provide reports as 
required. 

 
L. QUALIFIED PROVIDERS 

 
The MCO shall limit its PCP network to appropriately qualified and enrolled Providers. 
The MCO shall verify that network Providers have and maintain the necessary licensure 
and certifications required by the Commonwealth to practice in their field. The MCO’s PCP 
network must meet the following requirements: 

 
• Seventy–five to one hundred percent of the network m u st consist of PCPs 

who have completed an approved primary care residency in family medicine, 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2011-I%20Telephonic%20Psychiatric%20Consultation%20Team%20Services.docx?d=we6b19d87e5314706bef719d6e4bc9b61
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osteopathic general medicine, internal medicine or pediatrics; and 
 

• No more than twenty-five percent of the network may consist of PCPs without 
appropriate residencies but who have, within the past seven years, five years of 
post-training clinical practice experience in family medicine, osteopathic general 
medicine, internal medicine or pediatrics. Post-training experience is defined as 
having practiced at least as a 0.5 full-time equivalent in the practice areas 
described. 

 
M. CREDENTIALING/RECREDENTIALING PROCEDURES 

 
It is the responsibility of the MCO to consult with Providers in active clinical practice 
regarding professional qualifications and necessary specialists to be included in the 
network. The MCO shall establish a credentialing process to enroll qualified Providers 
and create an adequate network. The MCO's credentialing process shall be subject to 
approval by the Department and shall include written criteria and procedures for at least 
the following: 

 
• Initial credentialing. 

 
• Renewal of credentialing. 

• Restricting and terminating the credentials for Providers. 
 
 

The Department will establish credentialing standards for MCOs. 
 

The MCO shall submit a report to the Department regarding the MCO’s credentialing 
process at least every two years or as may otherwise be required by the Department. 

 
The MCO shall disclose relevant credentialing criteria and procedures to Providers that 
apply to participate or that are participating in the MCO’s network. The MCO shall also 
disclose relevant credentialing criteria and procedures pursuant to a court order or rule. 
Any information provided during the credentialing process shall have the protections set 
forth in the act of July 20, 1974 (P.L.564, No.193), known as the "Peer Review Protection 
Act.” 

 
The MCO may not exclude or terminate a Provider from participating in the MCO's 
network due to any of the following: 

 
• Advocating for Medically Necessary and appropriate health care. 

 
• Filing a complaint, grievance or external review. 
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• Protesting a decision, policy or practice that the Provider believes interferes with 
the Provider’s ability to provide Medically Necessary and appropriate health 
care. 

 
• The Provider’s practice includes a substantial number of patients with expensive 

medical conditions. 
 

• The Provider objects to the provision of or refuses to provide a health care 
service on moral or religious grounds. 

 
If the MCO denies enrollment or renewal of credentials to a Provider, the MCO shall 
provide the Provider with written notice of the decision. The notice shall include a clear 
rationale for the decision. 

 
N. ENROLLEES’ FREEDOM OF CHOICE 

 
The MCO shall demonstrate the ability to offer enrollees freedom of choice in selecting a 
PCP. For the purposes of this section, a full-time equivalent (FTE) PCP must be a 
practitioner involved in clinical care. At a minimum, the MCO shall have or provide one 
FTE PCP who serves no more t han  one thousand patients. The minimum weekly 
work hours for one FTE PCP are the number of hours that the Provider considers to be a 
normal work week, which may be 37.5, 40, or 50 hours. A PCP cannot be counted as more 
than one FTE regardless of the number of hours worked. If a Provider offers CRNP and 
PA services in addition to physician services at the location where the services of a PCP 
are provided, t he Provider will be permitted to add an additional one thousand Enrollees 
to the panel. The number of Enrollees assigned to a PCP may be decreased by the MCO, 
if necessary, to maintain the appointment availability standards. 

 
The MCO shall make reasonable efforts to honor an Enrollee's choice of Providers 
among network Providers as long as: 

 
• The MCO’s agreement with the network Provider covers the services required 

by the Enrollee; and 
 

• The MCO has not determined that the Enrollee’s choice is clinically 
inappropriate. 

 
O. MAINSTREAMING 

 
The MCO shall prohibit network Providers from intentionally segregating Enrollees in any 
way from other individuals receiving services. 

 
The MCO shall investigate complaints and take affirmative action so that Enrollees are 
provided covered services without regard to race, color, creed, sex, religion, age, national 
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origin, ancestry, marital status, sexual orientation, language, health status, disease or pre-
existing condition, anticipated need for health care or physical or mental disability, except 
where medically indicated. 

 
Examples of practices prohibited by a Provider include, but are not limited to, the following: 

 
• Denying or not providing an Enrollee any CHIP covered service. 

 
• Denying or not providing access to a facility within the MCO's network. 

 
P. FEDERALLY QUALIFIED HEALTH CENTER (FQHCs) /RURAL HEALTH CLINIC 

(RHCs) 
 

The MCO shall include in its Provider network every FQHC and RHC that is willing to 
accept the Prospective Payment System (PPS) rates as payment in full and is located 
within the geographic service area in which the MCO operates. The MCO shall have an 
internal claims system in place to ensure the applicable rate is being paid to all 
FQHCs/RHCs; these sites may be designated as PCP sites. 

 
13.8 MEDICALLY NECESSARY EMERGENCY SERVICES 

 
The MCO shall comply with the provisions of 40 P.S. §§ 3401-3402, the Balanced Budget 
Reconciliation Act of 1997 and Article XXI of the Insurance Company Law of 1921 40 P.S. 
991.2101 et seq. pertaining to coverage and payment of M edi  c al l y N ec es s ar y 
emergency services and as outlined in 42 CFR 457.1228 (relating to emergency and post 
stabilization services). 

 
13.9 AMERICANS WITH DISABILITIES ACT (ADA) ACCESSIBILITY GUIDELINES ADA 
ACCESSIBILITY GUIDELINES 

 
The MCO shall inspect the office of any PCP or dentist who seeks to participate in the 
MCO’s Provider network (excluding offices located in hospitals) to determine whether an 
office is architecturally accessible to enrollee with mobility impairments. Architectural 
accessibility means compliance with ADA accessibility guidelines with reference to parking 
(if any), path of travel to an entrance, and the entrance to both the building and the office 
of the Provider, if different from the building entrance. 

 
If an office or facility is not accessible under the terms of this paragraph, a PCP or dentist 
may participate in t he M C O ’s Provider network provided that the PCP or dentist: 

 
• requests and is determined by the MCO to qualify for an exemption consistent 

with the requirements of the ADA; or 
• agrees in writing to remove the barrier to make the office or facility accessible 

to enrollee with mobility impairments within six months after the MCO identified 
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the barrier. 
 

The MCO shall document its efforts to determine architectural accessibility. The MCO shall 
submit this documentation to the Department upon request. 

 
13.10 LABORATORY TESTING SITES 

 
The MCO shall ensure that all laboratory testing sites providing services have either a 
Clinical Laboratory Improvement Amendment (CLIA) certificate of waiver or a certificate of 
registration along with a CLIA identification number in accordance with 42 USC § 263a 
(relating to certification of laboratories). Those laboratories with certificates of waiver m ay  
provide only the eight types of tests permitted under the terms of the waiver. Laboratories 
with certificates of registration may perform a full range of laboratory tests. A PCP must 
provide all required demographics to the laboratory when submitting a specimen for 
analysis. 

 
13.11 SECOND OPINIONS 

 
The MCO shall provide for a second opinion from a qualified network Provider, at no cost to an 
Enrollee. If a qualified network Provider is not available, the MCO shall arrange for a second 
opinion from a qualified out-of-network Provider, at no cost to an Enrollee, unless co-payments 
apply. 

 
13.12 APPOINTMENT STANDARDS 

 
The MCO shall have written policies and procedures for disseminating appointment 
standards to all Enrollees through its Model Enrollee Handbook and through other means. 
In addition, the MCO shall have written policies and procedures to educate the Provider 
network about appointment standards. The MCO shall monitor compliance with appointment 
standards and shall have a corrective action plan when appointment standards are not met. 

 
The MCO shall require a PCP, dentist, or specialist to conduct outreach whenever an 
E nrollee misses an appointment and to document this in the medical record. Such an effort 
shall be deemed to be reasonable if it includes three attempts to contact the Enrollee. Such 
attempts may include but are not limited to written attempts; telephone calls; and home 
visits. At least one such attempt must be a follow-up telephone call. 

 
PCP scheduling procedures must ensure that: 

 
• Emergency medical c ondition cases are immediately seen or referred to an 

emergency facility. 
 

• Urgent medical condition cases are scheduled within 24 hours. 
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• Routine appointments are scheduled within 10 business days. 

• A physical and behavioral health assessment, general physical examination and first 
examination are scheduled within 3 weeks of enrollment. 

 
•  The average office waiting time for an appointment for routine care is no more than 30 

minutes or at any time no more than 1 hour when the PCP encounters an 
unanticipated urgent medical condition or is treating an Enrollee with a difficult 
medical need. The enrollee must be informed of scheduling time frames through 
educational outreach efforts; and 

 
• There is monitoring of the adequacy of the appointment processes and reduction in 

the use of unnecessary emergency room visits. 
 

13.13 PERSONS WITH HIV/AIDS 
 

The MCO shall have adequate PCP scheduling procedures in place to ensure that an 
appointment with a PCP or specialist is scheduled within seven business days from the 
effective date of enrollment for any Enrollee known to the MCO to be HIV positive or 
diagnosed with AIDS (e.g., self-identification), unless the Enrollee is already in active care 
with a PCP or specialist. 

 
13.14 SPECIALTY REFERRALS 

 
For specialty referrals, the MCO shall provide for: 

 
• Emergency medical c ondition appointments immediately upon referral. 

 
• Urgent medical condition care appointments within 24 hours of referral; and 

 
• Scheduling appointments for routine care within 15 business days for the following 

specialty Provider types: 
 

• Otolaryngology. 

• Orthopedic Surgery. 

• Dermatology. 

• Pediatric Dentist. 

• Allergy & Immunology. 

• Pediatric Endocrinology. 
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• Pediatric Gastroenterology. 

• Pediatric General Surgery. 

• Pediatric Hematology. 

• Pediatric Infectious Disease. 

• Pediatric Nephrology. 

• Pediatric Neurology. 

• Pediatric Oncology. 

• Pediatric Pulmonology. 

• Pediatric Rehab Medicine. 

• Pediatric Rheumatology. 

• Pediatric Urology. 
 
 

The MCO shall schedule appointments for routine care within 10 business days of referral 
for all other specialty Provider types not listed above. 

 
13.15 Pregnancy 

 
Enrollees will remain in CHIP from pregnancy through the end of the postpartum period 
regardless of age. The postpartum period covers the 12 months after delivery. An Enrollee is 
not subject to renewal requirements during pregnancy or the postpartum period. 

 
When the MCO learns an Enrollee is pregnant, the MCO shall assist the Enrollee in obtaining 
an appointment with an OB/GYN or Certified Nurse Midwife. For maternity care, the MCO 
shall arrange initial prenatal care appointments for pregnant Enrollees as follows: 

 
• First trimester- within 10 business days of an Enrollee being identified as being 

pregnant. 
 

• Second trimester- within five business days of an Enrollee being identified as being 
pregnant; and 

 
• Third trimester- within four business days of an Enrollee being identified as being 

pregnant. 
 

• High-risk pregnancies — within 24 hours of identification of high risk to the MCO or 
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maternity care Provider, or immediately if an emergency exists. 
 

13.16 MCO’S CORRECTIVE ACTION PLAN 
 

The MCO shall take all necessary steps to resolve, in a timely manner, any demonstrated 
failure to comply with federal and state requirements, the agreement, and this handbook. 
Prior to a termination action or other sanctions by the Department, the Department will give 
the MCO an opportunity to institute a corrective action plan. The MCO shall submit a 
corrective action plan to the Department for approval within 30 c al enda r days of 
notification of such failure to comply, unless circumstances warrant, and the Department 
demands a shorter response time. The Department's approval of t he M C O 's corrective 
action plan will not be unreasonably withheld. The Department will make its best effort to 
respond to the MCO within 30 calendar days from the submission date of the corrective 
action plan. If the Department rejects the corrective action plan, the Department will notify 
the MCO of the deficiencies of the corrective action plan. In such an event, the MCO shall 
submit a revised corrective action plan within fifteen (15) business days of notification. If the 
Department does not receive an acceptable corrective action plan, the Department may 
impose sanctions against the MCO. Failure to implement the corrective action plan may 
result in the imposition of a sanction as provided in this handbook and the Agreement. 

 
13.17 DEPARTMENT QM and UM PROGRAM REQUIREMENTS 

 
The Department will monitor the QM and UM programs of all MCOs. An MCO’s QM and UM 
programs must be designed to promote and improve the accessibility, availability, and quality 
of care being provided to Enrollees. The MCO’s QM and UM programs must, at a minimum: 

 
• Contain a written program description, work plan, evaluation, and 

policies/procedures that meet requirements outlined in this handbook. 
 

• Allow for the development and implementation of an annual work plan of activities 
that focuses on areas of importance as identified by the MCO in collaboration with 
the Department. 

 
• Be based on statistically valid clinical and financial analysis of encounter data, 

Enrollee demographic information, HEDIS®, CAHPS, Pennsylvania performance 
measures and other data that allows for the identification of prevalent medical 
conditions, barriers to care, and racial/ethnic disparities to be targeted for quality 
improvement and case and disease management initiatives. 

 
• Allow for the continuous evaluation of activities and adjustments to the program 

based on these evaluations. 
 

• Demonstrate sustained improvement for clinical performance over time; and 
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• Allow for the timely, complete and accurate reporting of encounter data and other 
data required to demonstrate clinical and service performance, including CAHPS 
and HEDIS®. 

 
The Department will include processes for the investigation and resolution of MCO 
performance or quality of care issues whether identified by the MCO or the Department that: 

 
• Allow for the tracking and trending of issues on an aggregate basis pertaining to 

problematic patterns of care; and 
 

• Allow for the submission of improvement plans, as determined by and within time 
frames established by the Department. Failure by the MCO to comply with the 
requirements and improvement actions requested by the Department may result in 
the application of penalties and/or sanctions. 

 
The MCO shall obtain accreditation by a nationally recognized organization, such as the 
NCQA. (See Accreditation Verification Content Section.) 

 
The MCO shall incorporate the QM and UM program standards as listed under Appendix 13-F 
into the MCO’s Provider agreements. 

 
13.18 ENHANCED MEMBER SUPPORTS/CASE MANAGEMENT UNITS 

 
MCOs may choose to have an enhanced member support services unit. The primary purpose 
of the enhanced member supports/case management unit is to ensure that each Enrollee 
receives the services available to them, including Enrollees with complex or chronic health care 
conditions. The unit must meet the below requirements: 

 
• The unit is headed by a coordinator with access to the Medical Director. 

 
• The unit includes core staff members responsible primarily for the functions and 

operations associated with the unit. 
 

• The unit has sufficient number of staff with either a medical and/or social services 
background that can respond to an inquiry within two (2) business days or sooner in 
urgent situations. 

 
• The staff has access to the resources of other departments within the MCO to 

supplement the unit in assisting an enrollee. This includes having access to 
individuals with expertise in the treatment of chronic and complex health conditions. 

 
• The staff has a direct link to the utilization management department of the MCO and 

have the ability to provide information regarding the enrollee as needed. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-F%20QM%20%26%20UM%20Standards%20(1).docx?d=wbae2e9e152c846af9ef62a397c6e0c47
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At a minimum, this unit must provide the following information to enrollees: 
 

• How to access all covered services, including primary and specialist care, 
pharmaceuticals and durable medical equipment. 

 
• How to utilize a specialist as PCP, if appropriate. 

 
• How to access needed community services. 

 
A. MCO RESPONSIBILITIES: 

 
The MCO shall: 

 
• Conduct necessary training for all MCO staff to acquaint them with the purpose 

and function of the Enhanced Member Supports/Case Management Unit and 
the need to coordinate within departments to serve Enrollees with complex 
health conditions. 

 
• Provide sufficient telephone and alternative communication channels to allow for 

timely interactions between the MCO Enhanced Member Supports/Case 
Management Unit Coordinator/case managers, and Enrollees and Providers 
(network and out-of-network). 

 
• Provide services to effectively assist Enrollees with special needs who speak 

languages other than English in accordance with the RFA and agreement 
requirements. In addition, efforts must be made to match Enrollees with 
communication barriers due to disability or linguistic background with Providers 
with whom they can effectively communicate. 

 
• Ensure cooperation of the MCO's Provider network. Enhanced Member 

Services/Case Management Unit case managers must facilitate communication 
and coordinate service delivery between primary care, specialty, ancillary, and 
behavioral health Providers to ensure an Enrollee's timely and uninterrupted 
access to care. 

 
• Assist in the development of adequate Provider networks, such as pediatric 

specialists, to serve an Enrollee. A case manager must assist and support an 
Enrollee in making an informed choice between Providers of equivalent services 
within the network. When adequate network capacity does not exist to allow for 
choice between network Providers of equivalent services, case managers must 
facilitate and coordinate services rendered by out-of-network Providers. 
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• Conduct necessary training for all MCO Providers to acquaint them with the 
purpose and function of the Enhanced Member Services/Case Management 
Unit and identify a contact as a direct contact for any Provider to refer an 
Enrollee with special needs for assistance. 

 
• Conduct face-to-face case management activities with an Enrollee for whom 

telephonic case management has proven ineffective, and desired goals have 
not been attained. 

 
Services are available to all Enrollees enrolled with the MCO. There are no requirements 
for a case management referral. An Enrollee is not required to participate in the case 
management program and may opt out. The MCO may not limit an Enrollee’s access to 
case management. 

 
The MCO shall have procedures in place that ensure the proactive identification of and 
outreach to an Enrollee with special needs who may not self-identify as having a chronic 
or complex health need. 

 
B. IDENTIFICATION OF ENROLLEES 

 
Identification of Enrollees in need of case management services may be based on: 

 
• Provider and staff referral and health assessment questionnaires. 

 
• Enrollee or family self-referral. 

 
• Need for language, communication, or mobility accommodations; 

 
 

• Need for an Enrollee to be accompanied or assisted by an adult while seeking 
or receiving care. 

 
 

• Enrollee’s complex or chronic condition(s): 
 

• Overall knowledge of the diagnosis and ability to manage the Enrollee’s 
health condition. 

 
• Need for extensive rehabilitative, habilitative, or other therapeutic 

interventions to maintain or improve the level of functioning for the 
Enrollee. 

 
• Need for primary care to be managed by a specialist, due to the nature of 

the condition. 
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• Potential for higher morbidity without intervention and coordination in the 
care of the Enrollee. 

 
• Care and/or services that necessitate coordination and communication 

among network Providers or out-of-network Providers. 
 

• Need for assistance in discharge planning from an inpatient or long-term 
care setting to ensure the Enrollee will receive services in the least 
restrictive environment possible. 

 
• Any condition, event, or life circumstance that as a result inhibits an 

Enrollee’s access to any necessary service or support needed to address 
the Enrollee’s medical condition or maintain the Enrollee’s current level of 
functioning. 

 
• Members with high utilization include: 

 
• High dollar claims including pharmacy claims. 

• Frequent emergency room visits and inpatient stays. 
 
 

C. COORDINATION OF CARE 
 

Each MCO shall implement procedures to deliver care to and coordinate services for all 
Enrollees. These procedures must meet State requirements and must do all of the 
following: 

 
• Provide that each Enrollee has an ongoing source of care appropriate to the 

Enrollee’s needs. 
 

• Designate an individual or entity as primarily responsible for coordinating the 
services accessed by the Enrollee. The Enrollee must be provided information 
on how to contact the Enrollee’s designated individual or entity. 

 
• Coordinate the services the Enrollee is currently receiving from the MCO with 

the services the Enrollee should receive when there is a transfer to another 
MCO. This includes preventing duplication of services. 

 
• Require that each Provider providing services to Enrollees maintains and 

shares, as appropriate, an Enrollee health record in accordance with 
professional standards. 
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• Require that in the process of coordinating care, each Enrollee's privacy is 
protected in accordance with the privacy requirements in 42 CFR 457.730 (c)(2) 
(relating to beneficiary access to and exchange of data), to the extent that they 
are applicable. 

 
13.19 PRIOR AUTHORIZATION GUIDELINES 

 
The MCO shall submit written policies and procedures for the prior authorization of services to 
the Department. This includes services the MCO will prior authorize and the basis for 
determining if the services are Medically Necessary. The policies and procedures must satisfy 
all of the following: 

 
• Be submitted in writing via the programmatic change form process, for all new and 

revised criteria, prior to implementation. 
 

• Be approved by the Department in writing via the programmatic change form process 
prior to implementation. 

 
• Require that services are Medically Necessary and are provided in an appropriate, 

effective, timely, and cost-efficient manner. 
 

• Include an expedited review process to address those situations when an item or 
service must be provided on an urgent basis. 

 
• Provide for consultation with the requesting Provider, as appropriate. 

 
Future changes in state and federal law, state and federal regulations, and court cases may 
require re-evaluation of any previously approved prior authorization policies and procedures. 
Any deviation from the policies and procedures approved by the Department, including time 
frames for decisions, is considered to be a change and requires a new request for approval. 

 
The MCO shall make available a list, posted on the MCO's website, of the Medically Necessary 
services for which the MCO requires prior authorization. This includes but is not limited to: 

 
• guidelines to determine medical necessity of both specific drugs and entire classes 

of drugs that require prior authorization for health and safety reasons, 
• non-formulary designations, 
• appropriate utilization, 
• quantity limits, or 
• mandatory substitutions. 

 
The guidelines must specify all of the conditions that the MCO’s review will consider when 
determining medical necessity including requirements for step therapy. 
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If the prior authorization is limited to specific populations, the MCO shall identify all populations 
who will be affected by the proposal for prior authorization. 

 
The MCO may not structure payments to Providers performing prior authorization services to 
provide incentives to deny, limit or discontinue Medically Necessary services. 

 
The MCO may not deny a request for service for lack of medical necessity unless a Provider 
with appropriate clinical expertise in treating the Enrollee’s condition or disease determines: 

 
• That the prescriber did not make a good faith effort to submit a complete request; or 

 
• That the service or item is not Medically Necessary, after making a reasonable effort 

to consult with the prescriber. The reasonable effort to consult must be documented 
in writing. 

 
The MCO shall demonstrate how the MCO will ensure adequate care management and overall 
continuity of care among all levels and specialty areas in written policies and procedures. 

 
The MCO shall explain how prior authorization data will be incorporated into the MCO’s overall 
QM plan in written policies and procedures. 

 
13.20 GUIDELINES FOR PRIOR AUTHORIZATION REVIEW 

 
The MCO shall make a determination for prior authorization requests based on the following: 

 
• The MCO 's medical policy. 

 
• The MCO’s administrative policy. 

 
• All relevant medical information related to the enrollee. 

• Any medical or scientific evidence submitted by the requesting Provider. 
 
 

At the time of the review, the MCO shall verify the Enrollee’s eligibility for coverage. Appeals of 
administrative denials shall be subject to the complaint process in Chapter 6 of this handbook. 

 
A. INFORMATION SUBMISSION 

 
Upon receipt and review of a prior authorization request, the MCO shall notify the 
submitting Provider of any missing information needed by the MCO to make a 
determination. The MCO shall identify the missing information necessary to make a 
determination. If the MCO requires a Provider to transmit medical records 
electronically, the MCO shall have the ability to receive, access and print the 
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transmitted medical records. The inability of a Provider to provide electronic access 
shall not constitute a reason to deny an authorization request. 

 
B. CLINICAL KNOWLEDGE OF REVIEWER 

 
Providers, with the appropriate expertise in addressing an enrollee’s medical and 
behavioral health and trained in accordance with CMS guidelines, the agreement, and 
applicable legal requirements shall make the determination of Medically Necessary 
services and items. 

 
Other than an administrative denial of a prior authorization request, a request for 
prior authorization may only be denied upon review by either of the following: 

 
• a licensed Provider with appropriate training, knowledge or experience 

in the same or similar specialty that typically manages or consults on the 
health care service in question; or 

 
• a licensed Provider, in consultation with an appropriately qualified third-

party Provider, licensed in the same or similar specialty as the requesting 
Provider or type of Provider that typically manages the Enrollee's 
associated condition. Any compensation paid to the consulting Provider 
may not be contingent upon the outcome of the review. 

 
C. UTILIZATION REVIEW ENTITY STANDARDS 

 
A utilization review entity may not review health care services delivered or proposed to 
be delivered unless the utilization review entity is certified by the Department to perform 
utilization review. Certification must be renewed every three years unless otherwise 
subject to additional review, suspension, or revocation by the Department. 

 
The Department may grant certification to a utilization review entity that meets these 
requirements: 

• The Department may adopt a nationally recognized accrediting body's 
standards to certify utilization review entities to the extent the standards 
meet or exceed the standards set forth in this handbook. 

 
• The Department may prescribe application and renewal fees for 

certification. The fees will reflect the administrative costs of certification 
and will be deposited in the General Fund. 

 
• The MCO with a certificate of authority shall comply with the standards 

and procedures of 13.20 C but may not be required to obtain separate 
certification as a utilization review entity. 
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D. ADMINISTRATIVE REQUIREMENTS FOR PRIOR AUTHORIZATION 
 

The MCO’s written policies and procedures must identify the time frames for review and 
decisions and the MCO shall demonstrate that the time frames are consistent with the 
following required maximum time frames: 

 
• A prior authorization decision shall be communicated within two business days of 

the receipt of all supporting information reasonably necessary to complete the 
review. 

 
• A concurrent review decision shall be communicated within one business day of 

the receipt of all supporting information reasonably necessary to complete the 
review. 

 
• A retrospective review decision shall be communicated within 30 business days of 

the receipt of all supporting information reasonably necessary to complete the 
review. 

 
The MCO shall process each request for prior authorization of a service and notify the Enrollee 
of the decision in writing. The Enrollee may additionally be advised verbally as the Enrollee’s 
health condition requires. The notification process is as follows: 

 
 

• If additional information is not needed, the MCO shall mail written notice of the 
decision within two business days to the Enrollee, the Enrollee’s PCP, and the 
prescribing provider. The MCO may provide notice of prior authorization 
approval through email in addition to the mailed notice. 

 
• If additional information is needed to make a decision, the MCO shall request 

such information from the appropriate provider within 48 hours of receiving the 
request for prior authorization. The MCO shall notify the Enrollee additional 
information was requested using Appendix 13-G, Requesting Additional 
Information Prior to Denial. The MCO shall allow 14 days for the provider to 
submit the additional information. 

 
• The MCO may submit supplemental information to the utilization review entity 

based on current clinical records or other medical information as available. The 
supplemental information must be included in the authorization case file and 
provided to the Enrollee upon request. 

 
• The MCO shall accept supplemental information from a member of the Provider’s 

staff. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-G%20Requesting%20Additional%20Information%20Prior%20to%20Denial.docx?d=we968ef6f5c18463da92c87c10e931659
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• If the requested information is provided within fourteen days, the MCO shall 
provide a decision to the enrollee within two business days of receipt of the 
additional information. 

 
• Prior authorization review decisions must be supervised by a Provider with 

appropriate clinical expertise in treating the Enrollee’s condition or disease. 
 

If a Provider performs a closely related service, the MCO may not deny the claim for failure to 
seek or obtain prior authorization, if: 

 
• The Provider notifies the MCO of the service no later than three business days 

following completion and prior to the submission of the claim. 
 

• All relevant clinical information necessary for the MCO to evaluate medical 
necessity was submitted. 

 
The MCOs are not limited from verifying enrollment or performing retrospective 
utilization review of medical necessity and appropriateness of the closely related 
service. 

 
The MCO shall maintain a written record of utilization review decisions for not less than 
three years, including detailed justification and all required notifications to the Provider 
and the enrollee. 40 P.S. 991.2152.a.1,3-4. 

 
E. PRIOR AUTHORIZATION NOTICE OF DENIAL OF PROCEDURES 

 
The MCO shall provide Enrollees and requesting Providers a written notice of denial for 
the following (Appendix 13-H Initial Complete Denial; Appendix 13-I Initial Partial Denial; 
Appendix 13-J Denial as Requested, Approval of Other Service; Appendix 13-K 
Continuity of Care Review): 

 
• The denial or limited authorization of a requested service, including the type or 

level of service. 
 

• The reduction, suspension, or termination of a previously authorized service. 
 

• The denial of a requested service, because it is not a covered service for the 
enrollee; and 

 
• The denial of a requested service but approval of an alternative service. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-H%20Complete%20Denial.docx?d=w1e0baac5dda4432e917767b6252102d7
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-I%20Partial%20Denial.docx?d=wa7d06228ea804fa58a317227ec040184
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-J%20%20Denial%20as%20Requested%2C%20Approval%20of%20Other%20Service.docx?d=w04e8571b35034fc185529ea9b7b3d2a2
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-K%20Continuity%20of%20Care%20Review.docx?d=we7922ae9da454051a16fdcbecce7ab9f
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2013-K%20Continuity%20of%20Care%20Review.docx?d=we7922ae9da454051a16fdcbecce7ab9f
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F. PEER TO PEER REVIEW 
 

1. Peer-to-Peer Requirements 
In the case of a denied prior authorization, the MCO shall make available a 
licensed Provider to the requesting Provider for a peer-to-peer review 
discussion. The peer-to-peer reviewer must meet the licensure standards 
required by P.S. 991.2155.d.1.i-ii and have authority to modify or overturn the 
prior authorization decision. 

 
The procedure to request a peer-to-peer review discussion must be available on 
the MCO's website and Provider portal. Additionally, the contact information for 
the MCO and the MCO’s utilization review entity must be included. 

 
A peer-to-peer review discussion may be requested during normal business 
hours. A peer-to-peer review discussion outside of normal business hours is 
subject to the availability of qualified MCO or utilization review entity staff. 

 
2. Peer-to-Peer Proxy 

 
A Provider may designate a licensed member of the Provider’s staff who has 
knowledge of the Enrollee's condition and requested procedure as a qualified 
proxy for purposes of completing a peer-to-peer discussion. The MCO shall 
accept the use of the Provider’s proxy. 

 
Individuals eligible to receive a proxy designation shall be limited to licensed 
Providers whose actual authority and scope of practice is inclusive of performing 
or prescribing the requested health care service. Authority may be established 
through a supervising Provider consistent with applicable state law for 
nonphysician practitioners. 

 
The MCO may not limit interactions with the MCO’s clinical staff solely to the 
requesting Provider. The MCO shall accept and review the information 
submitted by other members of a Provider's affiliated or employed staff in 
support of a prior authorization request. 

 
3. Peer-to-Peer Timeline 

 
The MCO shall make a peer-to-peer review discussion available to a requesting 
Provider from the time of a prior authorization denial until the internal grievance 
process or internal adverse benefit determination process commences. 

 
If a peer-to-peer review discussion is available prior to the MCO making a 
decision on the prior authorization request, the MCO shall engage in the peer-
to-peer review discussion before deciding on the prior authorization. 
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If at any time after requesting prior authorization the Provider determines the 
Enrollee's medical condition requires emergency services, the emergency 
services may be provided as described in the Emergency Services section 
below. 

 
G. CONTINUITY OF CARE IN RELATION TO PRIOR AUTHORIZED SERVICES 

 
When an Enrollee transfers between MCOs or from MA to CHIP, provisions must be 
made for the continuity of care to avoid disruption in any prior authorized services or 
treatments. This does not provide for the continuity of Providers, but for the continuance 
of prior authorized services and/or treatments for the amount, duration, and scope 
specified by the prior authorization. 

 
• The MCO the Enrollee is transferring from (losing MCO) shall provide the receiving 

MCO with a copy of the prior authorized services at least 10 business days prior to 
the end of the previously approved time frame. 

 
• The receiving MCO shall continue the approved services for up to 60 business days 

after the transfer. 
 

• The receiving MCO shall approve the prior authorized services pending concurrent 
medical review. The Enrollee and prescribing Provider must be notified of any 
changes in the amount, duration, and scope of services. Notification will be at least 
10 business days prior to the effective date of the change in service. The receiving 
MCO may not deny coverage of the prior authorized services during the review 
process. 

 
• The Enrollee may appeal the decision of the medical review by the receiving MCO 

within 10 business days of the date of the notice. Services will continue during the 
appeal process. 

 
• If a Provider is not participating in the network of the receiving MCO, the receiving 

MCO may choose to recruit the Provider or assist the Enrollee in finding a new 
network Provider. The Enrollee may use the Enrollee’s non-participating Provider 
for up to 60 business days from the effective date of transfer to the receiving MCO. 
This period may be extended, if medically appropriate. A pregnant Enrollee may 
continue with a prior Provider through pregnancy and post-partum care related to 
the delivery. 

 
• If an Enrollee does not want to switch Providers, and if transfer to another Provider 

is medically contraindicated, the receiving MCO and Provider may come to a 
mutually agreeable rate and billing procedures for services. 
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• Services covered under continuity of care are covered under the same terms and 
conditions as applicable to network Providers. The MCO is not required to cover 
services which would not otherwise be covered under the terms of the agreement. 

 
• The MCO shall comply with Section 2117 of Article XXI of the Insurance Company 

Law of 1921, 40 P.S. §991.2117 and 42 CFR 457.1230(c) and 28 Pa. Code §9.684 
and 31 Pa. Code §154.15. 

 
 

13.21 UTILIZATION REVIEW CRITERIA - OPERATIONAL STANDARDS 
 

The MCO shall respond to inquiries relating to utilization review determinations by: 
 

• Providing toll-free telephone access at least 40 hours per week during normal 
business hours. 

 
• Maintaining a telephone answering service or recording system during non-business 

hours; and 
 

• Responding to each telephone call received by the answering service or recording 
system regarding utilization review determinations within one business day of the 
receipt of the call. 

 
• Ensuring that a Provider is able to verify that an individual requesting information on 

behalf of the MCO is an authorized representative of the MCO. 
 

13.22 PROVIDER PORTAL 
 

A. ESTABLISHMENT OF PROVIDER PORTAL: 
 

The MCO shall establish a Provider portal that includes, at a minimum, the following 
features: 

 
• Electronic submission of prior authorization requests. 

• Access to the MCO's applicable medical policies. 

• Information necessary to request a peer-to-peer review. 

• Contact information for the MCO's relevant clinical or administrative staff. 
 

• For any health care service that requires prior authorization that is not 
subject to electronic submission via the Provider portal, copies of 
applicable submission forms. 
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• Instructions for the submission of prior authorization requests if the MCO's 
Provider portal is unavailable for any reason. 

 
B. TRAINING AND SUPPORT FOR PORTAL USE: 

 
The MCO will make available to Providers and their affiliated or employed staff access 
to training on the use of the MCO's Provider portal. 

 
C. REQUIRED USE OF PROVIDER PORTAL: 

 
A Provider seeking prior authorization shall submit the request via the MCO's 
Provider portal unless an exception applies. The Provider must contact the MCO to 
arrange which method to use to submit the request in case of an exception. 
Exceptions include: 

 
• The portal is not available and operational at the time of attempted submission. 

• The Provider does not have access to the MCO's operational Provider portal. 

• The Provider is granted an exception by the MCO for submission other than 
through the Provider portal. 

 
 

13.23 MEDICAL POLICIES AND CLINICAL REVIEW CRITERIA 

 
A. MEDICAL POLICIES 
The MCO’s medical policies and clinical review guidelines must comply with 40 P.S. 
991.2154.b. 

 
• The MCO shall make its current medical policies available through the 

MCO's publicly accessible website and Provider portal. 
 

• Each medical policy developed by the MCO must identify the clinical review 
criteria used in the policy's development. The MCO shall identify any third-
party licensure restrictions preventing disclosure of all or part of the clinical 
review criteria. 

 
• The MCO shall review each adopted medical policy on at least an annual 

basis. 
 

• The MCO shall notify Providers of a change to a medical policy as follows: 
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• As soon as practicable, the change must be implemented in less than 
30 days due to federal or state law or as directed by the Department. 

 
• Within 30 days after application when the change modifies, eliminates 

or suspends clinical or administrative criteria and directly results in less 
restrictive coverage of a given service. 

 
 In cases other than in the above two bullets, at least 30 days prior to 

application of the change. 
 

• A notification of change may be provided through reasonable means, 
including posting of an updated and dated medical policy reflecting the 
change. 

 
B. CLINICAL REVIEW CRITERIA/MEDICALLY NECESSARY REQUIREMENTS 

 
The MCO must, at least annually, review the clinical review criteria/Medically Necessary 
requirement guidelines and submit updates for approval as required by 40 P.S. 991. 

 
The MCO shall identify the source of the criteria used to review the request for prior 
authorization of services. The criteria must be consistent with the agreement definition for 
Medically Necessary. Clinical review criteria adopted by the MCO shall, at the time of 
medical policy development or review: 

 
• Be based on applicable nationally recognized medical standards. 

 
• Be consistent with applicable governmental guidelines. 

 
• Provide for the delivery of a health care service in a clinically 

appropriate type, frequency and setting and for a clinically appropriate 
duration. 

 
• Reflect the current medical and scientific evidence regarding emerging 

procedures, clinical guidelines and best practices as articulated in 
independent, peer- reviewed medical literature. 

 
If the criteria being used are: 

 
• Purchased and licensed, the MCO shall identify the vendor. 

 
• Developed, recommended, or endorsed by a national or state Provider 

association or society, the MCO shall identify the association or society. 
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• Based on the medical training, qualifications, and experience of the MCO’s 
Medical Director or other qualified and trained Providers, the MCO shall 
identify the individuals who will determine if the service or benefit is Medically 
Necessary. 

 
Nothing in this handbook shall require the MCO to provide coverage for services that are 
not required by the Department. 

 
13.24 REQUIREMENTS FOR CARE MANAGEMENT/CARE COORDINATION OF NON-
PRIOR AUTHORIZED SERVICE(S)/ITEMS(S) 

 
For purposes of tracking care management/identification of certain diagnoses or conditions, 
and with advance written approval from the Department, the MCO may choose to establish a 
process or protocol requiring notification of the service prior to service delivery. This process 
must not involve any approval/denials or delays in receiving the service. The MCO shall notify 
Providers of this notification requirement. This process may not be administratively 
cumbersome to Providers and Enrollees. 

 
13.25 PRIMARY AND PREVENTIVE CARE GUIDELINES 

 
The MCO shall provide primary and preventive care to an Enrollee as outlined in the CHIP 
Eligibility and Benefits Handbook. This includes well-childcare in accordance with the Bright 
Futures periodicity schedule established by the American Academy of Pediatrics and the 
services related to those visits. Coverage also includes outpatient services, sick visits, or a 
comprehensive physical examination and X-rays, if necessary, for any Enrollee exhibiting 
symptoms of possible child abuse. 

 
The primary and preventive services are based on recommendations from organizations such 
as: the American Academy of Pediatrics; the American Academy of Pediatric Dentistry; the 
American College of Physicians; all items or services with a rate of A or B in the current 
recommendations of the U.S. Preventive Services Task Force (USPSTF), the American 
Cancer Society; and the Health Resources and Services Administration (HRSA). 

 
13.26 TRACKING 

 
The MCO shall establish a tracking system that provides information on adherence with the 
Bright Futures periodicity schedule which includes: 

 
• Initial visits for newborns. The initial screen shall be the newborn physical exam in the 

hospital. 
 

• Bright Futures screening and reporting of all screening results; and 
 

• Diagnosis and/or treatment, or other referrals for children. 
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Other tracking activities include: 
 

• Number of comprehensive screens (reported by age). 

• Hearing and vision examinations. 

• Dental screens. 

• Dental sealants. 

• Age-appropriate screens. 

• Complete age-appropriate immunizations. 

• Blood lead screens. 

• Prenatal care for teen mothers. 

• Newborn home visits 

• Provision of eyeglasses to those in need of them. 

• Referral of very low birth weight babies to early intervention. 

• Referral of Enrollees with elevated blood led levels to early intervention. 

• Routine evaluation for iron deficiencies; and 

• Timely identification and treatment of asthma. 
 
 

13.27 FOLLOW-UPS AND OUTREACH 
 

Medically Necessary follow-up care for health care services is an integral part of the Provider's 
continuing care responsibility after a screen or any other health care contact. 

 
The MCO shall have an established process for reminders, follow-ups, and outreach to 
Enrollees that includes: 

 
• Written notification of upcoming or missed appointments. 

 
• Telephone protocols to remind Enrollees of upcoming visits and follow-up on missed 

appointments. 
 

• Protocols for conducting outreach with non-compliant Enrollees, including home visits, 
as appropriate. 
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The MCO may develop alternate processes for follow up and outreach subject to prior written 
approval from the Department. 

 
The MCO shall develop reports that identify the MCO’s performance in screening, diagnosis 
and treatment, tracking and follow-up and outreach. The MCO shall ensure the following: 

 
 

• Children have access to adequate pediatric care based on time and appointment 

standards. 

• Development of adequate specialty Provider networks. 

• Prevention against duplication of services. 

• Adherence to state and federal laws, regulations and court requirements relating to 
individuals with special needs. 

 
• Cooperation of MCO Provider networks; and 

• Applicable training for PCPs and Providers including the identification of MCO contact 
persons. 

 
The MCO shall work with DOH State and District Office Epidemiologists in partnership with the 
designated county/municipal health department staff to ensure that reportable conditions are 
appropriately reported in accordance with 28 Pa. Code §27.1 et seq. The MCO shall designate 
a single contact person to facilitate the implementation of this requirement. 

 
13.28 EMERGENCY SERVICES 

 
If an Enrollee seeks emergency services and the Provider determines that emergency services 
are necessary, the Provider shall initiate necessary intervention to evaluate and stabilize the 
Enrollee without seeking or receiving authorization from the MCO. The MCO may not require a 
Provider to submit a request for prior authorization for an emergency service. The MCO shall 
pay all reasonably necessary costs associated with emergency services provided during the 
period of emergency, subject to all copayments or coinsurances. When processing a 
reimbursement claim for emergency services, the MCO shall consider both the presenting 
symptoms and the services provided. The MCO is responsible for all emergency services, 
including those categorized as mental health and those for drug and alcohol overdose. 

 
A. The MCO shall: 

 
• provide emergency services as defined in the agreement as amended, this 

Handbook and federal and state law. 
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• develop and use a process to have PCPs promptly see an Enrollee who does not 
require hospital emergency services for the symptoms prompting the attempted 
emergency room visit. 

 
• In the case of a pregnant Enrollee who is having contractions, if the MCO attempts 

to utilize its case management protocols to direct the Enrollee from an out-of-
network Provider to a network Provider, the MCO shall collect and maintain data to 
demonstrate that there was adequate time to effect a safe transfer to a network 
Provider before delivery or that the transfer would not pose a threat to the health 
and safety of the Enrollee or the unborn child. Where a transfer is enacted, the 
MCO shall demonstrate that case management protocols did not interfere with the 
out-of-network Provider’s obligation to: 

 
• Restrict transfer until the Enrollee was stabilized. 

 
• Effect an appropriate transfer or provide medical treatment within its 

capacity to minimize the risk of transfer to the Enrollee’s health. 
 

• Require a supervised transfer. 
 

• Offer the Enrollee an informed refusal to consent to transfer along with 
documentation of the associated risks and benefits and. 

 
• Not divert an Enrollee being transported by emergency vehicle from its 

emergency service on the basis of insurance. 
 

B. THE MCO SHALL NOT: 
 

• Use case management protocols if the protocols interfere with the treatment of 
emergency medical conditions. 

 
• Deny any payment for treatment obtained under either of the following circumstances: 

 
• An Enrollee has an emergency medical condition; or 

 
• A representative of the MCO instructs the Enrollee to seek emergency services. 

 
• Limit what constitutes an emergency medical condition on the basis of lists of 

diagnoses or symptoms. 
 

• Refuse to cover emergency services based on the failure of the Provider or 
authorized representative to notify the Enrollee’s PCP or the MCO, of the Enrollee’s 
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screening and treatment for emergency services within 10 business days of 
presentation; 

 
• Hold an Enrollee with an emergency medical condition liable for payment of 

subsequent screening and treatment needed to diagnose or stabilize the specific 
condition. 

 
• A Provider must notify the Enrollee's MCO of the provision of emergency services 

and the condition of the Enrollee within ten days following the presentation for 
emergency services. 

 
• If an Enrollee's condition has stabilized and the Enrollee can be transported without 

suffering detrimental consequences or aggravating the Enrollee's condition, the 
Enrollee may be relocated to another Provider to receive continued care and 
treatment as necessary. 

 
• The MCO may not deny a claim for payment for emergency services rendered by a 

licensed emergency medical services agency, as defined in 35 Pa.C.S. § 8103 
(relating to definitions), solely because the Enrollee did not require transport or 
refused to be transported. The requirements of notifying the Enrollee's MCO of the 
provision of emergency services and the condition of the Enrollee do not apply to a 
licensed emergency medical services agency under this paragraph. 

 
C. POST-STABILIZATION SERVICES 

 
The MCO shall cover and pay for post-stabilization services, regardless of whether 
services were provided within or outside its Provider network when services must be 
administered to maintain, improve, or resolve an Enrollee’s stabilized condition. This 
applies when the MCO does not respond to a pre-approval request within one hour, 
when the Provider cannot reach the MCO, or when the MCO and the treating Provider 
cannot reach agreement concerning an Enrollee’s care and the MCO physician is not 
available for consultation, or the service is pre-approved by the MCO. 

 
The MCO’s financial responsibility for post-stabilization services that have not been pre-
approved ends when a network Provider with privileges at the treating hospital assumes 
responsibility for the Enrollee’s care, a network Provider assumes responsibility for the 
Enrollee’s care through transfer, the MCO and treating Provider reach agreement as to 
the Enrollee’s care, or upon the Enrollee’s discharge. 

 
13.29 FAMILY PLANNING SERVICES PROCEDURES 

 
Procedures which may be included with a family planning clinic comprehensive visit, a family 
planning clinic problem visit, or a family planning clinic routine follow-up visit include the 
following: 
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• Insertion, implantable contraceptive capsules; 

• Implantation of contraceptives, including device (e.g., Norplant); 

• Removal, implantable contraceptive capsules; 

• Removal with reinsertion, implantable contraceptive capsules (e.g., Norplant) 

• Destruction of vaginal lesion(s); simple, any method; 

• Biopsy of vaginal mucosa; simple (separate procedure); 

• Biopsy of vaginal mucosa; extensive, requiring suture (including cysts); 

• Colposcopy (vaginoscopy); separate procedureA; 

• Colposcopy (vaginoscopy); with biopsy(s) of the cervix or endocervical curettageA; 

• Colposcopy (vaginoscopy); with loop electrosurgical excision(s) of the cervix 
(LEEP)B. 

 
• Intensive colposcopy examination with biopsy and or excision of lesion(s) B. 

 
• Biopsy, single or multiple or local excision of lesion, with or without fulguration 

(separate procedure); 
 

• Cauterization of cervix; electro or thermal; 
 

• Cauterization of cervix; cryocautery, initial or repeat; 
 

• Cauterization of cervix; laser ablation; 
 

• Endometrial and/or endocervical sampling (biopsy), without cervical dilation, any 
method (separate procedure); 

 
• Alpha-fetoprotein; serum; 

 
• Nuclear molecular diagnostics; nucleic acid probe; 

 
 
 

A- The medical record must show a Class II or higher pathology. 
B-The medical record must show a documentation of a history of previous uterine cancer surgery or in-
utero DES (diethylstilbestrol) exposure. 
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• Nuclear molecular diagnosis; nucleic acid probe; 
 

• Nuclear molecular diagnostics; nucleic acid probe, with amplification; e.g., 
polymerase chain reaction (PCR), each; 

 
• Fluorescent antibody; screen, each antibody; 

 
• Immunoassay for infectious agent antibody; quantitative, not elsewhere specified; 

 
• Antibody; HIV-1; 

 
• Antibody; HIV-2; 

 
• Treponema pallidum, confirmatory test (e.g., FTA-abs); 

 
• Culture, chlamydia; 

 
• Cytopathology, any other source; preparation, screening and interpretation; 

 
• Progestasert I.U.D.; 

 
• Depo-Provera injection; 

 
• ParaGuard I.U.D.; 

 
• Hemoglobin electrophoresis (e.g., A2, S, C); 

 
• Microbial identification, nucleic acid probes, each probe used; and 

 
• Microbial identification, nucleic acid probes, each probe used; with amplification 

(PCR). 
 

Procedures which may be included with a planning clinic problem visit: 
 

• Gonadotropin, chorionic, (hCG); quantitative; 

• Gonadotropin, chorionic, (hCG); qualitative; 

• Syphilis test; qualitative (e.g., VDRL, RPR, ART); 

• Culture, bacterial, definitive; any other source; 

• Culture, bacterial, any source; anaerobic (isolation); 
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• Culture, bacterial, any source; definitive identification, each anaerobic organism, 
including gas chromatography. 

 
• Culture, bacterial, urine; quantitative, colony count; 

 
• Dark field examination, any source (e.g., penile, vaginal, oral, skin); without 

collection; 
 

• Smear, primary source, with interpretation; routine stain for bacteria, fungi, or cell 
types; 

 
• Smear, primary source, with interpretation; special stain for inclusion bodies or 

intracellular parasites (e.g., malaria, kala azar, herpes); 
 

• Smear, primary source, with interpretation; wet mount with simple stain for bacteria, 
fungi, ova, and/or parasites; 

 
• Smear, primary source, with interpretation; wet and dry mount, for ova and parasites; 

 
• Cytopathology, smears, cervical or vaginal, The Bethesda System (TBS), up to three 

smears; screening by technician under physician supervision; 
 

• Level IV - Surgical pathology, gross and microscopic examination; 
 

• Antibiotics for sexually transmitted diseases; 

• Medication for vaginal infection; 

• Breast cancer screen; 

• Mammography, bilateral; and 

• Genetic risk assessment. 
 
 

13.30 MENTAL HEALTH PARITY 
 

The MCO shall comply with the mental health parity regulations at 42 CFR 457.496 (relating to 
parity in mental health and substance use disorder benefits). Section 1302(b) of the Affordable 
Care Act (ACA) includes ambulatory (outpatient) care and hospitalization, as well as mental 
health and substance use disorder (SUD) services, as Essential Health Benefits (EHBs). The 
Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) requires that limitations on 
benefits for mental health and SUD be no more restrictive than those for physical health. There 
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are no day limits on inpatient care or visit limits for outpatient care for physical health, mental 
health and SUD services. 

 
The MCO shall provide timely access to mental health and behavioral health services as described 
in the CHIP state plan. 

 
13.31 PHARMACY SERVICES 

 
The MCO shall comply with the Department’s pharmacy service standards and 
requirements outlined below: 

 
 

• Prescription drugs include any substance taken by mouth, injected into a muscle, the 
skin, a blood vessel, or a cavity of the body, or applied topically to treat or prevent a 
disease or condition, and that is dispensed by order of a Provider with prescriptive 
authority. 

 
• A prescription drug must be FDA approved. 

 
• MCOs may use a closed or restrictive formulary provided the formulary meets the 

minimum clinical needs of Enrollees. 
 

• A mail order or designated pharmacy process may be used for maintenance prescriptions. 
 

• Generic drugs must be automatically substituted for a brand-name drug whenever a 
generic formulation is available unless the Provider indicates the brand-name version is 
Medically Necessary. 

 
• Pharmacy services for over-the-counter medications must be covered when the drug is a 

part of the formulary, the Enrollee has a prescription for the drug, and a documented 
medical condition indicates the drug is Medically Necessary. 

 
• Co-pays may apply for prescription drugs and prescribed over-the-counter medications. 

 
• The MCO shall cover medications when they are used as preventive medications, as 

recommended by the United States Preventive Services Task Force A & B 
Recommendations and the Affordable Care Act. The medications must be part of 
pharmacy services and must be covered at no cost to the Enrollee when filled at a 
participating network pharmacy with a valid prescription. 

 
• The MCO shall provide drug benefit coverage for all medically accepted indications, as 

described in Section 1927(k)(6) of the Social Security Act, 42 U.S.C.A. 1396 r-8(k)(6). 
This includes any use which is approved under the Federal Food, Drug, and Cosmetic Act, 
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21 U.S.C.A. 301 et seq. or any use supported by the nationally recognized pharmacy 
compendia, or peer-reviewed medical literature. 

 
• The MCO shall comply with Section 2117 of Article XXI of the Insurance Company 

Law of 1921, 40 P.S. § 991.2117 regarding continuity of care requirements and 28 Pa. 
Code Ch. 9. The MCO must comply with the procedures outlined in the “Continuity of 
Care” section. The MCO policy and procedures for continuity of care for outpatient drugs 
and all subsequent changes to the Department-approved policy and procedures must be 
submitted to the Department for review and approval prior to implementation. The 
policy and procedures must address how the MCO ensures no interruption in drug 
therapy and the course of treatment, and continued access to outpatient drugs that 
the Enrollee was prescribed before enrolling in the MCO. 

 
13.32 FORMULARIES AND PREFERRED DRUG LISTS (PDLS) 

 
The MCO may use a formulary or a Preferred Drug List (PDL). All drugs must be covered 
outpatient drugs. 

 
The formulary or PDL must be developed and reviewed at least annually by an appropriate 
Pharmacy and Therapeutics (P&T) Committee. 

 
The formulary or PDL must meet the clinical needs of the CHIP population. The formulary or 
PDL must include a range of drugs in each therapeutic drug class represented. The Department 
will determine if the formulary or PDL meets the clinical needs of the CHIP population. 

 
The formulary or PDL must be clinically based. Only those drugs that do not have a significant, 
clinically meaningful therapeutic advantage, in terms of safety, effectiveness, or clinical 
outcomes, over other drugs included in the formulary or PDL, may be designated as non-
formulary or non-preferred. 

 
The MCO shall make a satisfactory written explanation of the reason(s) for designating a drug 
as non-formulary or non-preferred available to the Department upon request. 

 
The MCO shall allow access to all non-formulary or non-preferred drugs that are included in the 
CMS Quarterly Drug Information File, other than those excluded from coverage by the 
Department, Drugs shall be determined to be Medically Necessary through a process such as 
prior authorization (including step therapy), in accordance with prior authorization of services 
and this handbook. 

 
The MCO shall receive written approval from the Department for the formulary or PDL, quantity 
limits, age edits, and the policies, procedures and guidelines to determine medical necessity of 
drugs that require prior authorization, including drugs that require step therapy and drugs that 
are designated as non-formulary or non- 244 preferred, prior to implementation of the formulary 
or PDL and the requirements. 
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The MCO shall submit all formulary or PDL changes (other than additions) and deletions to the 
Department for review and written approval prior to implementation. 

 
The MCO shall submit written notification of any formulary or PDL additions to the Department 
within 15 days of implementation. 

 
The formulary or PDL must be re-submitted for Department review and approval annually. 

 
The MCO shall allow access to all new drugs approved by the Food and Drug Administration 
(FDA) and meet the definition of a covered outpatient drug either by addition to the formulary or 
PDL or through prior authorization, within 10 days from the drug’s availability in the marketplace. 

 
A. PRIOR AUTHORIZATION OF OUTPATIENT DRUGS 
The MCO may require prior authorization (including step therapy) as a condition of 
coverage or payment for a covered outpatient d rug provided that: 

 
• The MCO provides a response to the request for prior authorization by telephone or 

other telecommunication device indicating approval or denial of the prescription 
within two business days of receiving the request unless additional 
information is needed. 

 
• If the MCO denies the request for prior authorization, the MCO issues a written 

denial notice within two business days of the determination. 
 

• If the MCO cannot provide prior authorization of a drug within two business days, 
the MCO shall make provisions to allow for the immediate dispensing of at least a 
72-hour supply of the drug. 

 
• The MCO establishes and maintains written prior authorization policies, 

procedures, and guidelines to determine medical necessity of covered outpatient 
drugs that require prior authorization, including drugs that require step therapy 
and drugs that are designated as non-formulary or non-preferred. 

 
• The MCO complies with the requirements for prior authorization of services and 

guidelines to receive written approval from the Department prior to implementation 
via the PCF process. 

 
• The MCO submits additions, changes, and deletions to prior authorization 

(including step therapy) policies, procedures and any associated Medically 
Necessary guidelines for Department review and written approval prior to 
implementation via the PCF process. 
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B. STEP THERAPY CRITERIA 
 

The MCO may require prior authorization for step therapy. When prior authorization is 
required, the process for exception requests must be included in the MCO’s medical 
policies. 

 
A request for an exception to an MCO’s step therapy criteria shall be based on the 
Enrollee's individualized clinical condition and consider at least all of the following: 

 
• Contraindications, including adverse reactions. 

 
• Clinical effectiveness or ineffectiveness of each required prerequisite prescription 

drug or therapy. 
 

• Past clinical outcome of each required prerequisite prescription drug or therapy. 
 

• The expected clinical outcomes of the requested prescription drug prescribed by 
the Enrollee's Provider. 

 
Whether the Enrollee has already satisfied a step therapy protocol with the Enrollee’s 
previous managed care organization that required trials of prescription drugs from each of 
the classes that are required by the current MCO’s step therapy. 

 
13.33 MEDICATION-ASSISTED TREATMENT (MAT) 

 
The MCO shall provide coverage of at least one prescription drug approved by the FDA for use 
in medication-assisted treatment for opioid use disorders. Coverage must include at least one 
of each of the following without prior authorization: 

 
• Buprenorphine/naloxone prescription drug combination product. 

 
• Injectable and oral naltrexone. 

• Methadone. 
 
 

If the MAT prescription drug is covered as a pharmacy benefit, then the MCO shall cover the 
prescription drug on the lowest non preventive cost tier of the MCO. 
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13.34 DRUG UTILIZATION REVIEW (DUR) 
 

The MCO shall have written policies and procedures regarding DUR that must be provided to 
the Department upon request. 

 
The MCO shall have standards consistent with medical practices that have been developed by 
unbiased, independent experts through an open professional consensus process. 

 
Drug criteria standards must be submitted to the Department upon request. This procedure 
must also include an ongoing review for current drug criteria standards. 

 
The MCO shall ensure through educating prescribers, pharmacists, and Enrollees that 
prescriptions enhance the Enroll ee’ s quality of care, and are appropriate and medically 
necessary, and not likely to result in adverse medical outcomes. 

 
Prospective Drug Utilization Review (Pro-DUR) 

 
The MCO shall provide a review of drug therapy before each prescription is filled or delivered 
to an Enrollee at the point of sale or point of distribution. 

 
The review shall include screening for: 

 
• Potential drug therapy problems due to therapeutic duplication. 

• Drug disease contraindications. 

• Drug-drug interactions 

• Incorrect drug dosage or duration of drug treatment. 

• Drug-allergy interactions; and 

• Clinical abuse/misuse. 

The MCO shall have a process for communicating with and counseling Enrollees based on 
standards established by state law and State board of Pharmacy requirements. 

 
Retrospective Drug Utilization Review (Retro-DUR) 

 
The MCO shall have procedures through mechanized drug claims processing and an 
information retrieval system for examining claims data and other records to identify the 
following: 

 
• Patterns of fraud and abuse 



January 2026 130  

• Gross overuse 
• Inappropriate or medically unnecessary care among physicians, pharmacists, and 

Enrollees 
 

The MCO shall have a procedure in place to assess drug use against predetermined 
therapeutic drug criteria standards, including but not limited to monitoring for the following: 

 
• therapeutic appropriateness, 
• overutilization and underutilization, 
• appropriate use of generic products, 
• therapeutic duplication, 
• drug-disease contraindications, 
• drug-drug interactions, 
• incorrect drug dosage or duration of drug treatment, 
• and clinical abuse/misuse 

 
The MCO shall not provide any financial or other incentive to a pharmacist, the pharmacist’s 
employer, or a PBM for encouraging the provider to change the prescription order. Changes to 
prescription orders are acceptable only when warranted by clinical reasons of enrollee safety 
and approved efficacy. 

 
13.35 PHARMACY BENEFIT MANAGER (PBM) 

 
The MCO may use a PBM to process prescription claims. 

 
If the PBM is owned wholly or in part by a retail pharmacy Provider, chain drug store, or 
pharmaceutical manufacturer, the MCO shall document the assurances and procedures that are 
put in place by the PBM subcontractor, such as an independent audit, to assure confidentiality 
of proprietary information. 

 
The MCO shall have written procedures that demonstrate compliance with section 635.6 of the 
Insurance Company Law of 1921(relating to coverage or prescriptions) (40 P.S. § 991.635.6). 

 
13.36 COVERAGE EXCLUSIONS 

 
The MCO shall not provide coverage for Drug Efficacy Study Implementation (DESI) drugs 
under any circumstances. The MCO shall exclude coverage of non-compensable drugs in 
accordance with 55 Pa. Code § 1121.54. 
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Part 3 – MARKETING AND OUTREACH 

CHAPTER 14: MARKETING AND OUTREACH 

The MCO shall produce outreach materials and activities to identify and inform potential 
Enrollees of the program. The agreement, as amended, and this part provide requirements on 
marketing, outreach materials and activities. The MCO shall comply with the marketing and 
outreach requirements of 42 CFR 457.1207 (relating to information requirements) and 
457.1224 (relating to marketing activities). 

 
Questions and/or requests for information, CHIP Graphic Standards Manual, CHIP logos, 
additional camera-ready reproduction art, and electronic files should be submitted through the 
PCF process in DocuShare. 

 
The Department may impose monetary sanctions, restricted enrollment sanctions or suspend 
marketing and outreach materials/activities if the MCO uses unapproved or prohibited 
outreach materials or practices. 

 
14.1 REQUIRED ACTIVITIES 

 
MCOs shall: 

 
• Include the following statement on all marketing and outreach materials: 

Your managed care organization may not cover all your health care expenses. 
Read your Enrollee Handbook carefully to determine which health care services 
are covered. The notice shall be followed by a telephone number to contact the MCO. 

 
• Submit marketing and outreach materials, activities, and advertisements for review and 

written approval by the Department prior to production or distribution through the PCF 
process in DocuShare; (Appendix 15-B, Quarterly Intended Report) 

 
• Use the most up-to-date CHIP logo on all marketing and outreach materials found in the 

CHIP Graphic Standards Manual: CHIP Toolkit | Department of Human Services | 
Commonwealth of Pennsylvania ; 

 
• Display materials utilizing CHIP and the MCO’s name using the phrase, “CHIP, brought to 

you by  ”; 
 

• Follow all applicable laws and regulations, including but not limited to the Electronic 
Transactions Act, 73 P.S. §§2260.101; 31 Pa. Code Ch. 146a; 31 Pa. Code Ch. 146b, 
and 42 CFR 457.1207. 

 
• Distribute marketing materials throughout the entire service area; and 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
https://www.pa.gov/agencies/dhs/resources/chip/chip-resources/chip-toolkit.html
https://www.pa.gov/agencies/dhs/resources/chip/chip-resources/chip-toolkit.html
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• Create materials that comply with the information requirements of the agreement, as 
amended, this Handbook and state and federal regulations. 

 
14.2 OPTIONAL ACTIVITIES 

 
The MCOs may: 

 
• Use agents and subcontractors in marketing and outreach activities, as long as the 

agents and subcontractors follow CMS regulations. 
 

• Offer health related services to Enrollees within the MCO network and feature expanded 
services in approved materials. All services must meet the requirements of Expanded 
Services; 

 
• Provide items of little or no intrinsic value at approved events. Items must not exceed 

$5.00 in retail value and cannot be associated with the MCO’s enrollment activity. 
 

• Offer Enrollees incentives that directly relate to improving health outcomes. The incentive 
cannot be used to influence an Enrollee to receive any item or service from a particular 
Provider, or supplier. Additionally, the incentive cannot exceed the total cost of service; 
and 

 
• Use commonly accepted media advertising. 

 
14.3 PROHIBTED ACTIVITIES 

 
The MCOs shall not: 

 
• Distribute, directly or through any agent, outreach materials that contain false or 

misleading information. 
 

• Use the Department’s eligibility systems to identify and market to eligible children or 
Enrollees enrolled with another MCO. 

 
• Sell or share a CHIP consumer list with other organizations. 

 
• Directly or indirectly engage in cold-call marketing activities, which is defined as any 

unsolicited personal contact by the MCO with a potential Enrollee for purposes of 
marketing. 

 
• Issue materials which compare and contrast MCOs, 
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• Engage in any marketing activities associated with enrollment in counties where the MCO 
does not have a Provider network. 

 
• Seek compensation from CHIP for marketing and outreach. 

 
• Influence enrollment in conjunction with the sale or offering of any private insurance (this 

excludes Pennie). 
 

• Include any statement that an Enrollee must enroll in a specific MCO to obtain and/or 
maintain benefits. 

 
• Include any statement that the MCO is endorsed by CMS, the federal government or the 

Commonwealth. 
 

Marketing and outreach advertising requires prior approval. The MCO shall submit materials 
through the Department’s PCF process found in Chapter 15. The MCO shall submit all 
advertisements, including but not limited to the media identified above, prior to production 
and again in final form. The MCO shall submit television and radio advertisements via media 
file compatible with Windows Media Player. 

 
14.4 WRITTEN MATERIALS 

 
Written materials distributed to potential and existing Enrollees must meet the following 
requirements: 

 
• Contain easily understood language no higher than a 6th grade level. 

• Printed in a font size no smaller than 12-point. 

•  Be available in alternative formats and through auxiliary aids and services considering 
the needs of those with a disability and limited English proficiency (LEP). 

 
• Include taglines: 

 
• in the prevalent non-English languages, as identified by the Department. 

• in a size no smaller than 18-point font that explains the availability of written 
translation or oral interpretation services. 

 
• with the toll free and TTY/TDY number of the MCO. 
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14.5 LIMITED ENGLISH PROFICIENCY (LEP) REQUIREMENTS 
 

The MCO shall identify Enrollees who speak a language other than English as their first 
language. 

 
The MCO shall include instructions on all written material advising the availability of 
written documents in an alternate language. The MCO shall provide alternative methods 
of communication for Enrollees who are visually or hearing impaired. The MCO shall 
provide instructions on all material advising how to access, or receive assistance with 
accessing, desired materials in an alternate format. The MCO shall also post this information 
on the MCO’s website. 

 
 

Upon an Enrollee’s request, the MCO shall provide, at no cost to t he Enrollee, oral 
interpretation services in the requested language or sign language interpreta t i on services 
to meet the Enrollee’s needs. Translation and interpretation services include all services 
included in federal requirements for translation services. 

 
The MCO shall make all vital documents disseminated to English speaking Enrollees 
available in alternative languages, upon request and at no cost to the Enrollee. Vital 
documents are documents critical to obtaining services and include, but are not limited to: 

 
• Provider directories. 

• Model Enrollee Handbooks. 

• Grievance and Complaint notices. 

• Denial and termination notices. 
 
 

CHAPTER 15: MCO PROGRAMMATIC CHANGE FORM (PCF) PROCESS 
 

The PCF process is for MCOs to request approval of advertising, marketing and outreach 
materials, and operational or structural changes discussed in chapter 14 above. The process 
requires a completed PCF (Appendix 15-A). No alternative format will be accepted. All 
supporting documents must be included with the PCF at the time of submission. The 
Department will respond to the MCO’s marketing and outreach request via the CHIP review 
results section on the submitted PCF form (Appendix 15-A). 

 
All communication for PCF requests must be done through DocuShare. The MCO shall submit 
the PCF when there are changes that include but are not limited to: 

 
• operation or structure 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-A%20Programmatic%20Change%20Request%20Form.docx?d=wd711ec93cba543ccab30413269c3b6ec
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-A%20Programmatic%20Change%20Request%20Form.docx?d=wd711ec93cba543ccab30413269c3b6ec
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• formularies 

• agreements/contracts, 

• term/closure letters, 

• public facing documents/items (newsletters, notices, website articles, website 

updates 

• text/email/call scripts, 

• New initiatives 

• key personnel, 

• benefits/services, 

• service area 

• marketing/outreach materials 

• Intended Marketing and Outreach Summary (Appendix 15-B) 

When lengthy documents such as handbooks, subscriber agreements, etc. are submitted for 
review/approval, an MCO shall include a redline version of proposed changes and a clean 
copy. If the entire document is being revised, the MCO shall indicate this on the PCF. 

 
The MCO shall submit all related items to a PCF request in the same PCF request folder from 
the start of the process. New information may not to be added to a PCF submission after the 
review has been completed. Related items include but are not limited to: 

 
• redlined changes 

• translation certificates 

• English versions of translated documents 

• Items requested on the PCF 
 
 

The Department will provide the review determination to the MCO’s PCF request via the CHIP 
Review section on the form. 

 
The MCO shall submit marketing, outreach materials, activities, and PCF requests requiring 
prior approval via DocuShare as soon as the MCO has the materials and activities available. 
The Department will review submissions within 30 business days and will not unreasonably 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
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withhold a review determination. At the Department’s discretion, a review of more complex 
materials, including but not limited to contracts, handbooks, and formularies, may exceed 30 
business days. 

 
The Department will reject PCF submissions if the MCO fails to respond to requests for 
additional information within 30 days. 

 
NOTE: There is no expedited review. The report and all attachments must be submitted 
through DocuShare. 

 
15.1 MARKETING AND OUTREACH QUARTERLY REPORTS 

 
A. INTENDED MARKETING AND OUTREACH SUMMARY 

 
In an effort to strengthen coordination between the Department’s marketing and 
outreach activities with those of the MCOs, MCOs shall report intended marketing and 
outreach activities to the Department on a quarterly basis. This report must include any 
future marketing and outreach activities previously planned for the quarter and an 
informal description of other marketing and outreach plans as of the submission date. 

 
Advance notices regarding television and radio advertising, including a brief description 
of the medium the MCO is using, dates, and media must be reported via the 
Department’s Quarterly Marketing and Outreach Summary (Appendix 15-B) 

 
• CONTENT 

 
The intended marketing and outreach summary must describe marketing and 
outreach activities planned for the upcoming quarter. The MCO shall use the 
form in Appendix 15-B provided by the Department. No other format will be 
accepted. Additional marketing and outreach activities planned after the 
submission of the intended report must be added to the original submitted form, 
highlighted and resubmitted. 

 
Where television, cable, or radio advertising is planned, the MCO shall list the 
relevant station, channel, program, flight dates, and time period information, if 
available on Appendix 15-B. 

 
• FREQUENCY 

 
The MCO shall submit the intended marketing and outreach summary to the 
Department 15 days prior to the beginning of each quarter in accordance with 
the following schedule: 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
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Quarter reporting on Dates quarter includes Due Date 
First quarter January 1-March 31 December 15 
Second quarter April 1-June 30 March 15 
Third quarter July 1-September 30 June 15 
Fourth quarter October 1-December 31 September 15 

 
If the due date occurs on a Saturday, Sunday, or holiday, then the report is due by 
close of business on the first business day following the Saturday, Sunday, or holiday. 

 
NOTE: The MCO shall submit the report even when no reportable activity is planned. 

 
B. COMPLETED MARKETING AND OUTREACH ACTIVITY AND EXPENDITURE 

REPORTS 
 

To strengthen coordination between the Department’s marketing and outreach activities 
with those of the MCOs, the MCOs shall report all activities that have occurred on a 
quarterly basis. 

 
• CONTENT 

 
These quarterly reports must itemize all the completed marketing and outreach 
activities and corresponding expenditures. 

 
The instruction document in Appendix 15-D explains how to complete the 
Completed Marketing and Activity Report (Appendix15-E) and Completed 
Outreach and Promotional Activity Report (Appendix 15-F) 

 
C. COMPLETED MARKETING AND OUTREACH SUMMARY (SEE APPENDIX 15-C) 

 
The MCO shall submit a quarterly notification of completed activity as well as 
nonactivity using this report. 

 
• CONTENT 

 
An MCO shall submit this report, designate completed/non-active marketing and 
outreach activity, and provide an informal summary, describing the highlights of 
the marketing and outreach activities for the completed quarter. 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-D%20Instructions%20for%20Completed%20Marketing%20Activity%20Report.docx?d=wabbd81f308f44c0fad89e5b894a3ac5c
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-E%20Completed%20Marketing%20and%20Advertising%20Report.docx?d=w14a88f91c7144178ae403d775871d4a3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-F%20%20Completed%20Outreach%20and%20Promo%20Act%20Rep.docx?d=wf7ece3e8fbd74238afdff3996ceaba69
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-C%20Completed%20Marketing%20and%20Outreach%20Activity%20Summary.docx?d=w58107e4423f04e97925badf9bb807c58
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D. COMPLETED MARKETING AND OUTREACH EXPENDITURE REPORT (SEE 
APPENDIX 15-G) 

 
• CONTENT 

This report must outline total expenditures by category, corresponding to the 
activities reported in Appendices 15-E and 15-F. 

 
An MCO shall report aggregate costs for each category. An MCO shall report 
administrative costs to the Department to ensure the Department did not pay 
for those costs. 

 
The aggregate cost for materials is determined by multiplying each individual 
cost per item by the number of those items which were distributed or mailed 
during the quarter. An MCO may not report the aggregate cost for number of 
items merely taken to events. An MCO may not report the aggregate costs 
paid for materials during the quarter. An MCO may not include the costs of 
producing or mailing any materials related to contractual obligations. 

 
• FREQUENCY 

 
An MCO shall submit post marketing/outreach and expenditure reports to the 
Department two months after the quarter in accordance with the following 
schedule: 

 

 
If the due date occurs on a Saturday, Sunday, or holiday, then the report is due 
by close of business on the first business day following the Saturday, Sunday, 
or holiday. 

 
NOTE: The MCO shall report through quarterly notification outlining planned 
activity and non-activity using the report form provided by the Department. An 
MCO is not required to submit a report for each marketing area, but an MCO 
shall submit this report and designate for which marketing areas there was 
activity and, if any, for which marketing areas where there was no activity (See 
Appendix 15-B). 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-G%20Complete%20Marketing%20and%20Outreach%20Expendature%20Report.docx?d=w21c5f805e97f4ad9b692f555475513d5
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-E%20Completed%20Marketing%20and%20Advertising%20Report.docx?d=w14a88f91c7144178ae403d775871d4a3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-F%20%20Completed%20Outreach%20and%20Promo%20Act%20Rep.docx?d=wf7ece3e8fbd74238afdff3996ceaba69
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
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• FORMAT 

See Appendices 15-A, 15-B, 15-C, 15-D, 15-E, 15-F, and 15-G. No alternative 
format will be accepted. 

Expenditures for marketing and outreach materials and activities are listed in 
Appendix 15-G. 

 
PART 4: ADMINISTRATIVE REQUIREMENTS 

CHAPTER 16: ADMINISTRATIVE REQUIREMENTS 

16.1 CERTIFICATION OF AUTHORITY AND COUNTY OPERATIONAL AUTHORITY 

The MCO maintains a Certificate of Authority to operate as the MCO in Pennsylvania. The 
MCO shall provide a copy of its Certificate of Authority upon request to the Department. 

The MCO maintains operating authority in each county covered by its agreement. The MCO 
shall provide to the Department, a copy of the PID correspondence granting operating authority 
in each county covered by this agreement upon request. 

16.2 EXECUTIVE MANAGEMENT 

The MCO Executive Management structure must include the following full-time positions 
assigned to PA CHIP. Except for the program manager, the full-time positions listed below may 
also be assigned to commercial MCO and/or PA Medicaid operations. These positions 
include: 

• A full-time Administrator with authority over the entire operation of the MCO. 
 

• A full-time CHIP Program Manager to oversee the operation of the agreement, if 
different than the Administrator. 

 
• A full-time Medical Director who is a current Pennsylvania-licensed physician. The 

Medical Director must be actively involved in all major clinical program components of 
the MCO and directly participate in the oversight of the skilled nursing unit, case 
management, QM Department and UM Department. The Medical Director and staff or 
consulting physicians must devote sufficient time to the MCO to provide timely medical 
decisions including after-hours consultation, as needed. 

 
• A full-time Dental Director that is a current Pennsylvania-licensed dentist. The Dental 

director is directly accountable to and acts as a liaison to the Chief Dental Officer for the 
Department. The Dental Director is also responsible for the same standards listed for 
the Medical Director (above) as the standards pertain to dental related activities. The 
Dental Director is also responsible for visiting, either in person or virtually, dental 

https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-A%20Programmatic%20Change%20Request%20Form.docx?d=wd711ec93cba543ccab30413269c3b6ec
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-B%20Intended%20Marketing%20Outreach.docx?d=w3d5101df57cf462fbb3a774a2127a758
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-C%20Completed%20Marketing%20and%20Outreach%20Activity%20Summary.docx?d=w58107e4423f04e97925badf9bb807c58
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-D%20Instructions%20for%20Completed%20Marketing%20Activity%20Report.docx?d=wabbd81f308f44c0fad89e5b894a3ac5c
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-E%20Completed%20Marketing%20and%20Advertising%20Report.docx?d=w14a88f91c7144178ae403d775871d4a3
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-F%20%20Completed%20Outreach%20and%20Promo%20Act%20Rep.docx?d=wf7ece3e8fbd74238afdff3996ceaba69
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-G%20Complete%20Marketing%20and%20Outreach%20Expendature%20Report.docx?d=w21c5f805e97f4ad9b692f555475513d5
https://collab.pa.gov/dhs/chip/Contractors%20All/CHIP%20Handbook%20Appendices/Appendix%2015-G%20Complete%20Marketing%20and%20Outreach%20Expendature%20Report.docx?d=w21c5f805e97f4ad9b692f555475513d5
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practices as described below. The Dental Director must identify the practices to be 
visited during the calendar year no later than January 31 of that calendar year. 

 
• A full-time Pharmacy Director who is a current Pennsylvania-licensed pharmacist. The 

Pharmacy Director shall oversee outpatient drug management and serve on the MCO’s 
Pharmacy and Therapeutics Committee. 

 
• A full-time CFO to oversee the budget and accounting systems implemented by the 

MCO. The CFO must ensure the timeliness and accuracy of all financial reports; and 
 

• A full-time Information Systems (IS) Coordinator, who is responsible for the oversight of 
all information systems issues with the Department. The IS Coordinator must have a 
good working knowledge of the MCO's entire program and operation, as well as the 
technical expertise to answer questions related to the operation of the information 
systems. 

16.3 OTHER ADMINISTRATIVE COMPONENTS 

The MCO shall provide a qualified staff member for each of the administrative functions listed 
below: 

• A QM Coordinator who is a Pennsylvania-licensed physician, registered nurse, or 
physician's assistant with experience or education in QM systems. The Department 
may consider other advanced degrees relevant to QM in lieu of professional licensure. 

 
• A Behavioral Health (BH) Coordinator who is a behavioral health professional and is 

located in Pennsylvania to monitor the MCOs for adherence to BH requirements listed 
in this handbook. The primary functions of the BH coordinator are as follows: 

 
 

• Coordinate Enrollee care needs with BH Providers. 

• Develop processes to coordinate care between PCPs and BH Providers. 

• Participate in the identification of best practices for BH in a Primary Care setting. 

• Coordinate behavioral care with Medically Necessary services. 
 
 

• An UM Coordinator who is a Pennsylvania-licensed physician, registered nurse, or 
physician's assistant with experience or education in UM systems. The Department 
may consider other advanced degrees relevant to UM in lieu of professional licensure. 

 
• A full-time Enhanced Member Services or Case Management Coordinator who is a 

Pennsylvania-licensed or certified Provider (or other health related license or 
certification), or has a bachelor’s degree in social work, teaching, or human services. In 
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addition, the individual must have a minimum of three years of experience in dealing 
with special needs populations. The Enhanced Member Services or Case Management 
Coordinator must have access to and periodically consult with the MCO’s Medical 
Director. They must work in close collaboration with the Enhanced Member Services 
Unit. The MCO shall notify the Department within 30 days of a change of the 
coordinator. 

 
• A full-time Government Liaison who serves as the Department’s primary point of 

contact with the MCO for the day-to-day management of contractual and operational 
issues. The MCO shall have a designated back-up trained to handle urgent or time-
sensitive issues when the Government Liaison is not available. 

 
• An Enrollee Services Manager who oversees staff to coordinate communications with 

Enrollees and act as Enrollee advocates. There must be sufficient Enrollee services 
staff to enable Enrollees to receive prompt resolution to issues, problems, and 
inquiries. 

 
• A Provider Services Manager who oversees staff to coordinate communications 

between the MCO and Providers. There must be enough MCO Provider services staff 
to promptly resolve Provider disputes, problems, and inquiries. 

 
• A Complaint, Grievance, and External Review Coordinator whose qualifications 

demonstrate the ability to assist Enrollees throughout the complaint, grievance, and 
external review process. 

 
• A claims administrator who oversees staff to ensure the timely and accurate processing 

of claims, encounter forms, and other information necessary for meeting federal, state, 
and departmental requirements and the efficient management of the MCO. 

 
• A compliance officer who ensures that the MCO follows applicable state and federal 

laws, the requirements of the MCO agreement with the Department, and this handbook. 
 

• A designated HEDIS project manager who acts as the point person with the 
Department and the Department’s EQRO. 

The MCO staff must have appropriate training, education, experience, and orientation to fulfill 
the requirements of the position. The MCO shall update job descriptions for each of the 
positions if responsibilities for these positions change. 

 
The MCO’s staffing shall represent the racial, ethnic and cultural diversity of the program and 
comply with all federal, state and contractual requirements. Cultural Competency may be 
reflected by the MCO’s pursuit to: 

• Identify and value differences. 
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• Acknowledge the interactive dynamics of cultural differences. 

• Continually expand cultural knowledge and resources about the populations served. 

• Recruit racial and ethnic minority staff in proportion to the populations served. 

• Collaborate with the community regarding service provisions and delivery; and 

• Commit to cross-cultural training of staff and the development of policies to provide 

relevant, effective programs for the diversity of people served. 

 
The MCO shall have in place sufficient administrative staff and organizational components to 
comply with the requirements of the agreement with the Department and this Handbook. The 
positions must be staffed by qualified persons in numbers appropriate to the MCO's size of 
enrollment. The Department will make the final determination regarding whether the MCO is in 
compliance. 

 
The MCO shall maintain and staff a twenty-four-hour, seven day-a-week toll-free dedicated 
nurse hotline to respond to Enrollees’ medical inquiries, issues, and problems regarding 
services. The MCO’s internal Enrollee nurse hotline staff shall ask the callers whether or not 
they are satisfied with the response given to their call. The MCO shall document all calls and if 
the caller is not satisfied, the MCO shall refer the call to the appropriate individual within the 
MCO for follow-up and/or resolution. This referral must take place within 48 hours of the call. 

 
The MCO shall provide the Department with the capability to monitor the MCO’s Enrollee 
services and internal Enrollee dedicated hotline from each of the MCO’s offices. The 
Department will only monitor calls from CHIP Enrollees or their representatives and will cease 
all monitoring activity as soon as it becomes apparent that the call is not related to a CHIP 
Enrollee. 

 
The MCO shall be staffed with adequate service representatives to ensure an abandonment 
rate of less than or equal to five percent of the total calls. 

 
The MCO shall be staffed with adequate service representatives to ensure that at least 85% of 
all calls are answered within 30 seconds. 

 
The MCO may not utilize electronic call answering methods as a substitute for staff persons to 
perform this service. 

 
The MCO may combine functions or split the responsibility for a function across multiple 
departments, unless otherwise indicated, if the MCO can demonstrate that the duties of the 
position are being carried out. Similarly, the MCO may contract with a third party to perform 
one or more of these functions, subject to the subcontractor conditions described in this 
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Handbook. The MCO shall keep the Department informed at all times of the management 
individual(s) whose duties include each of the responsibilities outlined in this section. 

16.4 ADMINISTRATION 

The MCO shall have an administrative office within the Commonwealth that is in compliance 
with all standards set forth by PID and the Department. 

The MCO shall submit an organizational structure listing the function of each executive as well 
as administrative staff to the Department for review. Staff positions outlined in this Handbook 
must be approved and maintained in accordance with the Department's requirements. The 
CHIP key personnel must be accessible. 

16.5 CONTRACTS AND SUBCONTRACTS 

The MCO may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to Enrollees on whose behalf the Department makes 
premium payments to the MCO. Notwithstanding the use of a subcontractor(s), the MCO shall 
comply with the agreement as amended and this Handbook including: 

• For the provision of and/or arrangement for the services to be provided under the 
agreement, as amended and this Handbook. 

 
• For the evaluation of the prospective subcontractor’s ability to perform the activities to 

be delegated. 
 

• For the payment of any and all claims payment liabilities owed to Providers for services 
rendered to Enrollees, for which a subcontractor is the primary obligor provided that the 
Provider has exhausted its remedies against the subcontractor; provided further that 
such Provider would not be required to continue to pursue remedies against the 
subcontractor in the event the subcontractor becomes insolvent, in which case the 
Provider may seek payment of such claims from the MCO. For the purposes of this 
section, the term “Insolvent” means: 

 
• The adjudication by a court of competent jurisdiction or administrative tribunal of 

a party as bankrupt or otherwise approving a petition seeking reorganization, 
readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; 
or 

 
• The appointment by such a court or tribunal having competent jurisdiction of a 

receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or 
any substantial part of its property upon the application of any creditor or other 
party entitled to so apply in any insolvency or bankruptcy proceeding or other 
creditor’s suit; and 
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• For the oversight and accountability of any functions and responsibilities delegated to 
any subcontractor. 

 
The above, notwithstanding, if the MCO makes payments to a subcontractor over the 
course of a year that exceeds one-half of the amount of the Department’s payments to 
the MCO, the MCO is responsible for any obligation by the subcontractor to a Provider 
that is overdue by at least 60 days. 

 
The MCO shall indemnify and hold the Commonwealth, the Department and 
Department officials, representatives, and employees harmless from any and all 
liabilities, losses, settlements, claims, demands, and expenses of any kind (including 
but not limited to attorneys’ fees) which are related to any and all claims payment 
liabilities owed to Providers for services rendered to Enrollees under the agreement, as 
amended, for which a subcontractor is the primary obligor, except to the extent that the 
MCO and/or subcontractor has acted with respect to such Provider claims in 
accordance with the terms of the agreement, as amended, and this Handbook. 

 
The MCO shall make all subcontracts available within five business days of a request 
by the Department. All contracts and subcontracts must be in writing and must include, 
at a minimum, the provisions contained in the Handbook. 

 
The MCO shall submit for prior approval subcontracts between the MCO and any 
individual, firm, corporation, or any other entity to perform part or all of the selected 
MCO’s responsibilities under the agreement, as amended. This provision includes, but 
is not limited to, contracts for vision services, dental services, claims processing, 
Enrollee services, and pharmacy services. 

 
16.5 RECORDS RETENTION 

 
The MCO shall comply with the program standards regarding records retention, which are set 
forth in federal and state law and regulations and the agreement. Upon 30 business days’ 
notice from the Department, the MCO shall provide copies of all records to the Department at 
the MCO's site or other location determined by the Department, if requested. The 30 calendar 
days’ notice does not apply to records requested by the state or federal government for 
purposes of fiscal audits or fraud and/or abuse investigations. In the event of records requested 
by the state or federal government for the purposes of fiscal audits or fraud and/or abuse 
investigations, the MCO shall provide copies of the records to the Department in the timeframe 
designated. The retention requirements in this section do not apply to Department-generated 
remittance advices. 
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16.6 PROVIDER ENROLLMENT STANDARDS 
 

The MCO shall comply with the program standards regarding Provider enrollment that are set 
forth in the agreement, as amended, and this Handbook. 

 
The MCO shall require all network Providers to be enrolled with the Department and possess 
an active Promise Provider ID for each location in which the Providers render services for the 
MCO. In addition, the MCO shall store and utilize the Promise Provider ID and NPI in Promise 
for each location. 

 
The MCO shall enroll a sufficient number of Providers qualified to conduct the specialty 
evaluations necessary for investigating alleged physical and/or sexual abuse. 

 
The Department encourages the use of Providers currently contracting with the County 
Children and Youth Agencies who have experience with the foster care population and who 
have been providing services to children and youth Enrollees for many years. 

 
16.7 COMPLIANCE WITH APPLICABLE LAWS 

The MCO shall comply with all applicable Federal and State laws and regulations including but 
not limited to: 42 USC § 1397aa et seq. and 42 CFR part 457 (relating to allotments and grants 
to states), Title VI of the Civil Rights Act of 1964; Title IX of the Education Amendments of 1972 
(regarding education programs and activities); the Age Discrimination Act of 1975; the 
Rehabilitation Act of 1973; the Americans with Disabilities Act of 1990 as amended; section 
1557 of the Patient Protection and Affordable Care Act; and the Insurance Copy Law of 1921. 

 
16.8 HEALTH INFORMATION SYSTEMS 

 
The MCO shall have and maintain a health information system that complies with the 
requirements in the agreement, as amended and 42 CFR 457.1233(d) (Health Information 
Systems). At a minimum, the system must collect, analyze, integrate and report information, 
including information relating to utilization, claims, grievances and appeals, and dis-enrollments 
other than for loss of eligibility. The MCO shall verify the accuracy and timeliness of reported 
data from all Providers, screen data for completeness, logic and consistency, collect data from 
Providers in a standardized format to the extent possible, including use of secure information 
exchanges; and make all collected data available to the Department and upon request to CMS. 
The MCO shall: 

 
• submit timely, accurate and complete Enrollee encounter data to the Department at a 

level of detail specified by CMS and the Department, based on program administration, 
oversight, and program integrity needs. 
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• submit encounter data in standardized file formats. File specific formats are contained 
in the CHIP Collaboration Room in the Contractors All/PROMISe File Protocol folder 
and at the HealthChoices Extranet. 

 
16.9 PROHIBITED AFFILIATIONS 

 
The MCO may not knowingly have a relationship with: 

 
• An individual or entity that is barred, suspended or otherwise excluded from 

participating in procurement activities under the federal acquisition regulations, in non-
procurement activities under Executive Order No. 12549, or under guidelines 
implementing Executive Order No. 12549. 

 
• An individual or entity that is an affiliate of a person or entity described above. 

 
• An individual or entity that is excluded from participation in any federal health care 

program. 

https://pagov.sharepoint.com/sites/DHS-HC-Extranet/SitePages/HealthChoices/Managed%20Care%20Program/Encounter%20Data/Encounter%20Data.aspx
https://pagov.sharepoint.com/sites/DHS-HC-Extranet
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ACRONYMS 
 
 

ACA- Patient Protection and Affordable Care Act 
 

CHIP- Pennsylvania Children’s Health Insurance Program 
 

CIS- Client Information System 
 

CMS- Centers for Medicare and Medicaid Services 
 

COMPASS- Commonwealth of Pennsylvania Application for Social Services 
 

eCIS- Electronic Client Information System 
 

ERP- Eligibility Review Process 

FWA- Fraud Waste and Abuse 

FPL- Federal Poverty Level 

FQHC- Federally Qualified Health Center 
 

HEDIS®- Healthcare Effectiveness Data and Information Set 
 

HHS- United States Department of Health and Human Services 
 

HIPAA- Health Insurance Portability and Accountability Act of 1996 (P.L. 104-191) 
 

HMO- Health Maintenance Organization 
 

LEP- Limited English proficiency 
 

MCI- Master Client Index 
 

MEC- Minimum Essential Coverage 
 

MRT – Medical Review Team 
 

NCQA- National Council for Quality Assurance 
 

NPPES- National Plan and Provider Enumeration System 
 

PCP- Primary care Provider 
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PCCM- Primary Care Case Management 

PERM- Payment Error Rate Measurement 

PPS- Prospective Payment System 

QM- Quality Management 
 

SSA- Social Security Administration 
 

UM- Utilization Management 
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