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A G E N D A  
Date/Time: November 12, 2024, 4:00 PM 

Location: Community Health Plan of Imperial Valley, 512 West Aten Road, Imperial, CA 92251  
 

Members of the committee, staff and the public can attend the meeting in person at the address listed above. Public 
comments can be made live and in person at the meeting. To listen to the meeting via videoconference please join by 

calling +1 469-998-7368 (audio only, Phone Conference ID: 843002905#) or clicking on the link below: 

Click here to join the meeting 
Meeting ID: 262 059 419 089 

Passcode: sgCvs2 

All supporting documentation is available for public review at https://chpiv.org  
 

 
1. Call to Order 

 
Dr. Allan Wu, Chair 

2. Roll Call 
 

Donna Ponce, Executive 
Assistant/Commission Clerk 

3. Approval of the Agenda 
 

a. Items to be pulled or added from the 
Consent/Information/Action/Closed Session Calendar 

b. Approval of the order of the agenda 
 

Dr. Allan Wu, Chair 

4. Public Comment  
 

Chair 

Committee Members Representing Present 
Dr. Allan Wu (Chair) LHA Commissioner and Regulatory Compliance Oversight Committee Chair 

Chief Medical Officer, Innercare 
 

Dr. Theodore Affue LHA Commissioner 
Chief Medical Officer, County of Imperial 

 

Pablo Velez LHA Commissioner 
Chief Executive Officer, El Centro Regional Medical Center 

 

CHPIV Staff  Job Title Present 
Lawrence Lewis Chief Executive Officer  
Elysse Tarabola Chief Compliance Officer  
Dr. Gordon Arakawa Chief Medical Officer  
David Wilson Chief Financial Officer  
Julia Hutchins Chief Operating Officer  
Michelle Ortiz-Trujillo Head of Member Experience Development  
Jeanette Crenshaw Executive Director of Health Services  
Chelsea Hardy Senior Director of Compliance  
Jadira Alcaraz Delegation Oversight Manager  
Rosa Sanchez Compliance Manager  
Fernanda Ortega Delegation Oversight Specialist   
Amanda Delgado Compliance Coordinator  
Donna Ponce Executive Assistant/Commission Clerk  
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This is an opportunity for members of the public to address the Commission 
on any subject matter within the Commission’s jurisdiction. Any action taken 
as a result of public comment shall be limited to the direction to staff. When 
addressing the Commission, state your name for the record prior to providing 
your comments. Please address the Commission as a whole, through the 
Chairman. Individuals will be given 3 minutes to address the Commission; 
groups or topics will be given a maximum of 15 minutes. Public comments 
will be limited to a maximum of 30 minutes. If additional time is required for 
public comments, they will be heard at the end of the meeting. 
 

5. Approval of Minutes from August 12, 2024 
 

6. Approval of Minutes from October 1, 2024 ad hoc meeting 
 

7. Chairperson’s Report 

Chair 

 
8. Chief Compliance Officer Report 

 
Elysse Tarabola, Chief 

Compliance Officer 
a. Approve Updated and New Policies & Procedures Chelsea Hardy, Senior 

Director of Compliance  
Dr. Gordon Arakawa, Chief 

Medical Officer 
Michelle Ortiz-Trujillo, Head 

of Member Experience 
Development 

b. New All Plan Letters (APLs) and Status Rosa Sanchez, Compliance 
Advisor 

c. Regulatory Submissions Compliance Advisor 
d. Regulatory Member Issues Compliance Advisor 
e. Health Net Deliverables Fernanda Ortega, Delegation 

Oversight Specialist 
f. Delegation Oversight Program: Updated Quarter 1 Results  Jadira Alcaraz, Delegation 

Oversight Manager 
g. Delegation Oversight Program: Quarter 2 Results Delegation Oversight 

Manager 
h. Delegation Oversight Program: Corrective Action Plans Delegation Oversight 

Manager 

9. Adjourn to Closed Session 
Pursuant to Welfare and Institutions Code § 14087.38 (m)   

Dr. Allan Wu, Chair 

10. Reconvene in Open Session Chair 

11. Adjournment  Chair 
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M E E T I N G  M I N U T E S  
Date/Time: August 12, 2024, 12:00 PM 
Location: Community Health Plan of Imperial Valley, 512 West Aten Road, Imperial, CA 92251  
 
All supporting documentation is available for public review at https://chpiv.org  
 

Committee 
Members 

Representing Presen
t 

 CHPIV Staff Job Title Presen
t 

Dr. Allan Wu 
(Chair) 
 

LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Chair 
Innercare, Chief Medical Officer  

☒  Lawrence Lewis Chief Executive Officer ☐ 
 Jeanette 

Crenshaw  
Senior Director of Healthcare 

Services 
☒ 

 Elysse Tarabola Chief Compliance Officer ☐ 
 Dr. Gordon 

Arakawa 
Chief Medical Officer ☐ 

Dr. Carlos Ramirez LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☐  Michelle Ortiz-
Trujillo 

Senior Director of Human 
Resources and Community 

Relations 

☒ 

Pablo Velez LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☒ 
 

 Chelsea Hardy Senior Director of Compliance ☒ 

Dr Theodore Affue LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☒ 
 

 Jadira Alcaraz Delegation Oversight Manager ☒ 

REMOTE 

Ryan Kelley LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☐ 
 

 Rosa Sanchez Compliance Advisor ☒ 

    Fernanda Ortega Delegation Oversight Specialist  ☒ 
    Amanda Delgado Compliance Coordinator ☒ 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Call to Order 
Dr. Allan Wu, Chair 

Meeting called to order:  12:34 p.m. 
 
Quorum was not achieved as Dr.Affue was unable to attend in person, resulting in 
insufficient physical presence of commission members. 

 

   
Approval of the  
Agenda 
Dr. Allan Wu, Chair 

A. Items to be pulled or added from the Consent/Information/Action/Closed 
Session Calendar 

 

 B. Approval of the order of the agenda No Objects/Comments  
   
Public Comment 
Dr. Allan Wu, Chair 

 No Public Comment  

   
Chairperson’s Report 
Dr. Allan Wu, Chair 

No report given  

   
Chief Compliance 
Officer (Interim) 
Report 
Chelsea Hardy, Senior 
Director of Compliance 
Rosa Sanchez, 
Compliance Advisor 

A. Approve Updated and New Policies & Procedures 
Chelsea Hardy presented the revised and new policies and procedures, 
highlighting changes are redlined for clarity. Two new HR policies were 
introduced, while some existing policies were reviewed without changes required. 
Approval is required but will be sought in the next meeting as this was an 
informational session.  
 
Dr. Wu asked if the policies and procedures were to ensure CHPIV’s compliance 
with state regulations. Mrs. Hardy clarified that they guide CHPIV’s operations, 

 

    Donna Ponce Executive Assistant/Commission 
Clerk 

☒ 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Jadira Alcaraz, 
Delegation Oversight 
Manager 
Fernanda Ortega, 
Delegation Oversight 
Specialist 

many of them being functional areas delegated to Health Net and are reviewed 
annually for necessary updates. She also noted that the internal CHPIV team 
business owners made the modifications. 
 

B. New All Plan Letters (APLs) and Status 
Rosa Sanchez provided an overview of the latest APL releases and their statuses. 
She clarified that APLs are communications from DHCS and DMHC, offering 
updates and guidance on policy changes and procedures. Typically, Medi-Cal 
plans must submit updated policies or other deliverables as outlined in the APLs. 
 
In Q2, there were 13 APLs issued since the last meeting: 6 from DHCS, 7 from 
DMHC, 9 related to functions delegated to Health Net, and 4 related to both 
Health Net and in-house functions. Of these, 5 deliverables were completed, 5 are 
in progress, and 3 did not require deliverables. 
 
Mrs. Sanchez provided a detailed breakdown of the APLs by impacted functional 
areas, with a specific emphasis on claims and the provider network. 
 
Dr. Wu inquired about the nature of the APL claims, questioning whether they were 
related to lawsuits. 
 
Mrs. Hardy clarified that the Claims APLs pertained to provider claims and the 
requirements for processing payments. 
 
Pablo Velez asked if there were delays in paying the invoices. 
 
Mrs. Hardy explained that APLs could be issued for various reasons within the 
presented areas, including processing times and methods. She noted that the APLs 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

were categorized based on how they were being addressed and the regulatory 
focus and requirements. 
 
Mr. Velez reiterated his question, seeking clarification on whether the claims 
indicated non-compliance as pointed out by regulators. 
 
Mrs. Hardy further explained that the graph illustrated the number of APLs 
received from regulators concerning claims processes, not the number of claims 
themselves. She emphasized that APLs are notifications from regulators about 
regulatory changes. 
 
Dr. Wu suggested pulling the claims for review in the next meeting to gain a better 
understanding. 
 

C. Regulatory Submissions 
Mrs. Sanchez reported on the status of 81 regulatory submissions, which included 
40 ad hoc requests, 5 APL implementations, and 36 recurring deliverables (bi-
weekly or quarterly). Out of the ad hoc requests, 39 were submitted on time, with 1 
being late. For the APL implementations, 4 were timely, and 1 was delayed due to 
Health Net. All recurring deliverables were submitted on schedule. 

D. Regulatory Member Issues 
Mrs. Sanchez outlined the process for handling regulatory member issues, which 
arise when members report concerns directly to regulators. In Q2 2024, there were 
7 such issues: 5 related to DMHC complaints and 2 to DHCS complaints. No trends 
necessitating corrective action were identified in Q1 and Q2. 
  

E. Health Net Deliverables 
Total Deliverable Submissions in Q2 2024 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Fernanda Ortega reviewed the table of deliverables, highlighting a total of 180. 
She noted that 54 ad-hoc regulatory deliverables were timely, while 6 were 
untimely. For regulator reports, 52 were timely and 9 were untimely. The CHPIV 
Inquiry had 11 deliverables. APLs included 7 timely and 1 untimely deliverable. 
There were 3 timely regulatory complaints and 1 untimely. DO Audits had 18 
timely and 2 untimely deliverables, and KPI Monitoring had 13 timely and 3 
untimely deliverables. 
 
Dr. Wu inquired about the late submissions. He wanted to know what the root 
cause of the late submission was.  
 
Fernanda then explained it is due to the fact that Kathleen is the liaison, and the 
deadlines are short and the SMEs have conflicting priorities. Sometimes extensions 
need to be granted. 
 
Q1 2024 Data Log Issues 
Mrs. Ortega presented the Data Log issues for the appeals, claims, Continuity of 
Care, grievances, member services call center, member services ID card, Provider 
Disputes Resolution, and utilization management logs. All data log issues have 
been corrected.  
 
Q1 2024 Data Validation Results 
Mrs. Ortega proceeded to discuss the Q1 data validation results. All areas passed 
except for Claims and Provider Dispute Resolution (PDR), which failed its Q1 data 
validation and was marked as “Not Reportable” due to an inability to provide a 
timely revised log. Consequently, CHPIV could not report their Q1 KPI results.  
 
Utilization Management 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Ms. Alcaraz addressed Utilization Management (UM) KPIs, noting noncompliance in 
all three categories: 92.10% for decision timeliness, 49.48% for member 
notification timeliness, and 46.37% for provider notification timeliness.  
 
Dr. Wu inquired about how to read the graph and whether CHPIV is supposed to 
be below 81.03%. 
 
Ms. Alcaraz then clarified how the top scores were overall scores, the scores on the 
bottom were break down of categories and how the compliance threshold is 95%. 
 
Appeals  
Ms. Alcaraz then continues to explain the Appeals KPIs. Timely Acknowledgement 
of Appeals, Timely Decision of Appeals, and Member Notification Timeliness 
passed with an overall score of 100% while Effectuation of Overturned Appeals 
and time failed with an overall 80% score. 
  
Continuity of Care 
Ms. Alcaraz addressed Continuity of Care (COC), highlighting two monitored 
areas: COC processing timeliness and COC notification timeliness. Health Net was 
non-compliant in COC processing timeliness, scoring 73.08%, primarily due to a 
low score of 36.36% in urgent cases. However, COC notification timeliness was 
fully compliant with a score of 100%. 
 
Claims 
Ms. Alcaraz elaborated that the claims department was concentrating on meeting 
payment timelines for 30 calendar days, 45 working days, and 90 calendar days, 
acknowledgement timeliness, misdirected claims timeliness, timeliness of interest, 
payment on late claims. However, due to the inability to conduct data validation for 
Q1, the results were marked as Not Reportable (NR). 
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MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

 
Provider Dispute Resolution  
Ms. Alcaraz explained they track acknowledgement timeliness, written 
determination timeliness, and timeliness of interest payment on late PDR’s and how 
the same thing occurred with PDR as with Claims resulting in Not Reportable 
scores. 
 
Dr. Wu then inquired about PDR 003 needing to be continuously monitored.  
 
Ms. Alcaraz added that based on comments from the last meeting, DO created 
KPIs specific to Claims timeliness for ECRMC and PMH. 
 
Member Services  
Three key performance indicators (KPIs) are monitored: calls answered within 30 
seconds, call center abandonment rate, and timely issuance of member ID cards. It 
was noted that these KPIs are not part of the data validation audit. Compliance was 
not achieved, there were some delays in the timely issuance of member ID cards.  
 
Grievances  
The monitoring of grievances includes Timely Acknowledgement Letters, Timely 
Grievance Resolution, and Timely Member Notification. Compliance was achieved 
in all three areas. However, Ms. Alcaraz highlighted that the Timely 
Acknowledgement Letter metric is marked as yellow (at risk), indicating it is 
borderline at 95% indicating there is a risk of becoming non-compliant.  
 
Quarterly KPI Metrics (Q1 2024) – Actions Required 
Ms. Alcaraz moved on to explain the actions required for Quarterly KPI Metrics in 
Q1 2024 and mentioned there were warning letters issued to departments that 
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PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

were non-complaint. The notices of non-compliance were issued to Claims and 
PDR that required them to submit revised logs by 07/19. 
 
Quarter 2 Updates 
Ms. Alcaraz reported that Health Net's Q2 2024 logs were due on July 19, 2024. In 
addition, they are conducting data validations. DO is targeting to have data 
validations completed by August 23, 2024, or before which includes additional 
revalidation audits if needed and disseminate the Q2 2024 scorecard to Health Net 
by August 30, 2024 

 Mrs. Hardy presented slide 9 on page 11, sharing a DHCS APL to clarify its 
definition and appearance in regards to the functional area of claims. 
 
Dr. Wu emphasized that a high number of APL claims pertain to all Health Plans, 
not just CHPIV to which Mrs. Hardy agreed with. 

  

   
Adjourn to Closed 
Session 
Dr. Allan Wu, Chair 

Nothing to be discussed in close session   

   
Reconvene in Open 
Session 
Dr. Allan Wu, Chair 

No Comments Made   

   
Adjournment 
Dr. Allan Wu, Chair 

Meeting adjourned at 1:14pm  
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M E E T I N G  M I N U T E S  
Date/Time: October 01, 2024, 1:00 PM 
Location: Community Health Plan of Imperial Valley, 512 West Aten Road, Imperial, CA 92251  
 
All supporting documentation is available for public review at https://chpiv.org  
 

Committee 
Members 

Representing Presen
t 

 CHPIV Staff Job Title Presen
t 

Dr. Allan Wu 
(Chair) 
 

LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Chair 
Innercare, Chief Medical Officer  

☒  Lawrence Lewis Chief Executive Officer ☒ 
 Jeanette 

Crenshaw  
Senior Director of Healthcare 

Services 
☒ 

 Elysse Tarabola Chief Compliance Officer ☐ 
 Dr. Gordon 

Arakawa 
Chief Medical Officer ☐ 

Dr. Carlos Ramirez LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☐  Michelle Ortiz-
Trujillo 

Senior Director of Human 
Resources and Community 

Relations 

☐ 

Pablo Velez LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☒ 
 

 Chelsea Hardy Senior Director of Compliance ☒ 

Dr Theodore Affue LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☐ 
 

 Jadira Alcaraz Delegation Oversight Manager ☐ 

REMOTE 

Ryan Kelley LHA Commissioner and Regulatory 
Compliance Oversight Committee 
Member 

☐ 
 

 Rosa Sanchez Compliance Advisor ☒ 

    Fernanda Ortega Delegation Oversight Specialist  ☐ 
    Amanda Delgado Compliance Coordinator ☒ 
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AGENDA ITEM/ 
PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Call to Order 
Dr. Allan Wu, Chair 

Meeting called to order:  1:06 p.m.  

   
Approval of the  
Agenda 
Dr. Allan Wu, Chair 

A. Items to be pulled or added from the Consent/Information/Action/Closed 
Session Calendar 

 

 B. Approval of the order of the agenda Motion Approve: Pablo 
Velez 
Second: Dr.Wu   

   
Public Comment 
Dr. Allan Wu, Chair 

 No Public Comment  

 
Chairperson’s Report 
Dr. Allan Wu, Chair 
 

A. No Report Given   

   
Approval of Minutes 
Dr. Allan Wu, Chair 

A. Approval of Minutes from April 23, 2024 Motion Approve: Pablo 
Velez 
Second: Dr.Wu   

   
Chief Compliance 
Officer (Interim) 
Report 

A. Approve Updated and New Policies & Procedures 
Chelsea Hardy presented the revised and new policies and procedures, 
highlighting the redlined changes for clarity. Two new HR policies were 
introduced, while some existing policies were reviewed without changes. 

Motion Approve: Pablo 
Velez 
Second: Dr.Wu   

    Donna Ponce Executive Assistant/Commission 
Clerk 

☒ 
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PRESENTER 

MOTION/MAJOR DISCUSSIONS ACTIONS TAKEN 

Chelsea Hardy, Senior 
Director of Compliance 
 

 CMP-002 Delegation Oversight 
 CMP-003 Corrective Action Plans 
 CMP-005 Confidentiality and Member Privacy 
 UM-001 Utilization Management 
 UM-002 Referrals 
 QM-001 Quality Management and Improvement  
 GA-001 Grievances Process 
 GA-002 Appeals Process 
 GA-003 Independent Medical Review (IMR) 
 CPR-001 Public Policy Committee 
 HR-004 After-Hours Communication 
 HR-005 New Positions 

   
Adjourn to Closed 
Session 
Dr. Allan Wu, Chair 

Nothing to be discussed in close session   

   
Reconvene in Open 
Session 
Dr. Allan Wu, Chair 

No Comments Made   

   
Adjournment 
Dr. Allan Wu, Chair 

Meeting adjourned at 1:13pm  
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Optometrists (ODs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Controlled 
Dangerous [or Drug] 
Substance (CDS) 
certificate, as 
applicable 

Nevada Required 

Verification must be 
completed for each 
state in which a 
practitioner sees 
Health NetCHPIV 
members 

A CDS certificate 
may not be required 
within the scope of 
services provided 

 Applicable state 
website/contact/agency 
or state board of 
pharmacy 

 Copy of CDS 
certificate 

or 

 Oral/written/Internet 
verification* from state 
CDS/board of 
pharmacy 

 Oral/written/Internet 
verification* from 
CDS/state board of 
pharmacy 

 Received or print date 
 Staff member initials 
 Expiration date of 

certificate 



   1,2,3,4,5,6 

Education  State licensing board (if 
issue date of license 
follows graduation date 
and if state conducts 
verification of education 
prior to licensure) 

or 

 Educational institution 

 Oral/written 
verification* from 
institution 

or 

 
 Qualifying education 

verification* through 
the state licensing 
board (oral, written or 
Internet) 

 Document in file 

 Oral/written/ Internet 

   1,2,3,4,5,6 

Professional Liability 
Claim History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of 
the following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional 
liability claim 
history (initial 
credentialing) 

 Three (3) years 
professional 
liability claim 
history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

   1,2,3,4,5,6 
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 Physical & Occupational Therapists (PTs/OTs)  
 Primary Source Verification Requirements  

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State licensing board  Screen print from state 
licensing board website 

 Verbal verification* from 
state licensing board 

 Document in file 

 Oral, written or 
printed 
verification* from 
licensing board, 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration date 
of license 

   1,2,3,4,5,6 

Sanctions or 
Limitations on 
Licensure 

 State licensing board 

or 

 NPDB 

 Screen print from state 
licensing board website 

 Verbal verification* from 
state licensing board 

 Electronic query 
(printout) from NPDB 

 Document in file 

 Oral, written or 
printed 
verification* from 
licensing board, 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration date 
of license 

   1,2,3,4,5,6 

Education  State licensing board (if 
issue date of license 
follows graduation date 
and if state conducts 
verification of education 
prior to licensure) 

or 

 Educational institution 

 Oral/written verification* 
from institution 

or 

 
 Qualifying education 

verification* through the 
state licensing board 
(oral, written or 
Internet) 

 Document in file 

 Oral/written/ 
Internet 

   1,2,3,4,5,6 
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Physical & Occupational Therapists (PTs/OTs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Professional Liability 
Claim History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of 
the following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional 
liability claim 
history (initial 
credentialing) 

 Three (3) years 
professional 
liability claim 
history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

   1,2,3,4,5,6 



Page 32 of 48 

 

 

 
 

 

Physician Assistants (PAs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification (who 
verified with:with agency name, 

organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State medical licensing 
board 

 Screen print from state 
medical licensing board 
website 

 Verbal verification* from 
state medical licensing 
board 

 Document in file 

 Oral, written or 
printed verification* 
from medical board 
or NPDB 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration 
date of license 

   1,2,3,4,5,6 

Sanctions or 
Limitations on 
Licensure 

 State medical licensing 
board 

or 

 NPDB 

 Screen print from state 
medical licensing board 
website 

 Verbal verification* from 
state medical licensing 
board 

 Electronic query 
(printout) from NPDB 

 Document in file 

 Oral, written or 
printed verification* 
from medical board 
or NPDB 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration 
date of license 

   1,2,3,4,5,6 

Drug Enforcement 
Administration (DEA) 

Verification must be 
completed for each 
state in which a 
practitioner seesees 
Health NetCHPIV 
members 

Written explanation 
required in absence of 
DEA/CDS 

A DEA certificate may 
not be required within 
the scope of services 
provided 

 DEA 

or 

 National Technical 
Information Service (NTIS) 

or 

 U.S. Department of 
Justice/ DEA Duplicate 
Certificate Site 

 Copy of DEA 
certificate(s) 

or 

 Screen print from query 
to NTIS/DOJ Duplication 
Site 

or 

 Oral/written verification* 
from the DEA 

 Document in file 

or 

 Screen print 
from query to 
NTIS 

or 

 Oral/written 
verification* from 
the DEA in file 

   1,2,3,4,5,6 
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Physician Assistants (PAs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification (who 
verified with:with agency name, 

organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Controlled Dangerous 
[or Drug] Substance 
(CDS) certificate, as 
applicable 

Nevada Required 

Verification must be 
completed for each 
state in which a 
practitioner sees 
Health NetCHPIV 
members 

A CDS certificate may 
not be required within 
the scope of services 
provided 

 Applicable state 
website/contact/agency or 
state board of pharmacy 

 Copy of CDS certificate 

or 

 Oral/written/Internet 
verification* from state 
CDS/board of pharmacy 

 Oral/written/ 
Internet 
verification* from 
CDS/state board 
of pharmacy 

 Received or 
print date 

 Staff member 
initials 

 Expiration date 
of certificate 

   1,2,3,4,5,6 

Education  State licensing board (if 
issue date of license 
follows graduation date 
and if state conducts 
verification of education 
prior to licensure) 

or 

 Educational institution 

 Oral/written verification* 
from institution 

or 

 
 Qualifying education 

verification* through the 
state licensing board 
(oral, written or Internet) 

 Document in file 

 Oral/written/ 
Internet 

   1,2,3,4,5,6 

Professional Liability 
Claim History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of the 
following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional liability 
claim history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

   1,2,3,4,5,6 
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Psychologists (PSYCHs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State licensing board  Screen print from state 
licensing board website 

or 

 Verbal verification* from 
state licensing board 

 Document in file 

 Oral, written or 
printed verification* 
from licensing board, 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration date 
of license 

   1,2,3,4,5,6 

Sanctions or 
Limitations on 
Licensure 

 State licensing board 

or 

 NPDB 

 Screen print from state 
licensing board website 

 Verbal verification* from 
state medical licensing 
board 

 Electronic query 
(printout) from NPDB 

 Document in file 

 Oral, written or 
printed verification* 
from licensing board, 
evidenced by: 

 Received or 
print date 

 Staff member 
initials 

 Expiration date 
of license 

   1,2,3,4,5,6 

Education  State licensing board (if 
issue date of license 
follows graduation date and 
if state conducts 
verification of education 
prior to licensure) 

or 

 Educational institution 

 Oral/written verification* 
from institution 

or 

 
 Qualifying education 

verification* through the 
state licensing board 
(oral, written or 
Internet) 

 Document in file 

 Oral/written/ 
Internet 

   1,2,3,4,5,6 
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Psychologists (PSYCHs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Professional Liability 
Claim History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of 
the following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional 
liability claim 
history (initial 
credentialing) 

 Three (3) years 
professional 
liability claim 
history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 
or 

 Audit tool in file 

   1,2,3,4,5,6 
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 Registered Dental Hygienists (RDHs)  
 Primary Source Verification Requirements  

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State licensing 
board 

 Screen print from 
state licensing board 

 
 Verbal* verification 

from state licensing 
board 

 Document in file 

 
 Oral, written or 

printed verification* 
from licensing board, 
evidenced by: 

 
-- Received or print 
date 

 
-- Staff member 
initials 

 
-- Expiration date of 
license 

   1,2,3,4,5,6 

Sanctions or Limitations 
on Licensure 

 State licensing board 

or 

 National Practitioner 
Data Bank (NPDB) 

 Screen print from 
state licensing board 

 
 Verbal* verification 

from state licensing 
board 

 Electronic query 
(printout) from NPDB 

 Document in file 

 
 Oral, written or 

printed verification* 
from licensing board, 
evidenced by: 

 
-- Received or print 
date 

 
-- Staff member 
initials 

 
-- Expiration date of 
license 

   1,2,3,4,5,6 
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Registered Dental Hygienists (RDHs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Education  State licensing 
board 

 Screen print from 
state licensing board 

 
 Verbal* verification 

from state licensing 
board 

 Document in file 

 
 Oral, written or 

printed verification* 
from licensing board, 
evidenced by: 

 
 

 
-- Received or print 
date 

 
-- Staff member 
initials 

 
-- Expiration date of 
license 

   1,2,3,4,5,6 

Medicare Opt-Out 
(Medicare/ Medicaid) 

 Regional Medicare/ 
Medicaid Opt-Out 
Report (released 
quarterly) 

Regional Medicare/ 
Medicaid Opt-Out Report 

 Document on file 
checklist or log: 

- Date of report 

 
- Date of review 

 
- Findings of review 

 
- Initials or signature of 

reviewer 

   2,3,5,6 

Medicare Certification  Individual Provider 
listing at cms.gov 

 Screen print from 
cms.gov 

 Document on file 
checklist or log: 

- Date of report 
- Date of review 
- Findings of review 
- Initials or signature of 

reviewer 

 

   2,6 
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Registered Nurse Anesthetists (RNAs), Nurse Practitioners (NPs) and Certified Nurse Midwives (CNMs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State licensing 
(nursing) board 

 Screen print from state 
licensing (nursing) board 
website 

 Verbal verification* from 
state licensing (nursing) 
board 

 Document in file 

 Oral, written or printed 
verification* from 
nursing board, 
evidenced by: 
 Received or print 
date 
 Staff member initials 
 Expiration date of 

license 

   1,2,3,4,5,6 

Sanctions or 
Limitations on 
Licensure 

 State licensing 
(nursing) board 

or 

 NPDB 

 Screen print from state 
licensing (nursing) board 
website 

 Verbal verification* from 
state licensing (nursing) 
board 

 Electronic query 
(printout) from NPDB 

 Document in file 

 Oral, written or printed 
verification* from 
nursing board, 
evidenced by: 
 Received or print 
date 
 Staff member initials 
 Expiration date of 

license 

   1,2,3,4,5,6 

Drug Enforcement 
Administration (DEA) 

Verification must be 
completed for each 
state in which a 
practitioner seesees 
Health NetCHPIV 
members 

Written explanation 
required in absence of 
DEA/CDS. 

A DEA certificate may 
not be required within 
the scope of services 
provided 

 DEA 

or 

 National Technical 
Information Service 
(NTIS) 

or 

 U.S. Department of 
Justice/ DEA 
Duplicate Certificate 
Site 

 Copy of DEA 
certificate(s) 

or 

 Screen print from query 
to NTIS/DOJ Duplication 
Site 

or 

Oral/written verification* from 
the DEA 

 Document in file 

or 

 Screen print from query 
to NTIS 

or 

 Oral/written 
verification* from the 
DEA in file 

 

   1,2,3,4,5,6 



Page 39 of 48 

 

 

Registered Nurse Anesthetists (RNAs), Nurse Practitioners (NPs) and Certified Nurse Midwives (CNMs) 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Controlled Dangerous 
[or Drug] Substance 
(CDS) certificate, as 
applicable 

Nevada Required 

Verification must be 
completed for each 
state in which a 
practitioner sees 
Health NetCHPIV 
members 

A CDS certificate may 
not be required within 
the scope of services 
provided 

 Applicable state 
website/contact/ 
agency or state 
board of pharmacy 

 Copy of CDS certificate 

or 

 Oral/written/Internet 
verification* from state 
CDS/board of pharmacy 

 Oral/written/Internet 
verification* from 
CDS/state board of 
pharmacy 

 Received or print date 
 Staff member initials 
 Expiration date of 

certificate 

   1,2,3,4,5,6 

Education  State licensing 
board (if issue date 
of license follows 
graduation date and 
if state conducts 
verification of 
education prior to 
licensure) 

or 

 Educational institution 

 Oral/written verification* 
from institution 

or 

 
 Qualifying education 

verification* through the 
state licensing board 
(oral, written or Internet) 

 Document in file 

 Oral/written/Internet 

   1,2,3,4,5,6 

Professional Liability 
Claim History 

 Malpractice 
insurance carrier 

or 

 NPDB 

 Written verification of the 
following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional liability 
claim history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 
 Audit tool in file 

   1,2,3,4,5,6 
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State Licensed Mid-Wife (Non-Physician Medical Practitioner) 

Items Requiring 
Verification for 
Credentialing 

and 
Recredentialing 

Sources of Verification (who 
verified with:with agency name, 

organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State Medical Board 
http://www.mbc.ca.gov/Lic 
ensees/Midwives/ 

 Screen print from state 
licensing (nursing) board 
website 

 Verbal verification* from 
state licensing (nursing) 
board 

 Document in file 

 Oral, written or 
printed verification* 
from Medical 
Board, evidenced 
by: 
 Received or print 
date 
 Staff member 
initials 
 Expiration date of 

license 

   3, 4 

Sanctions or 
Limitations on 
Licensure 

 State Medical Board 
http://www.mbc.ca.gov/Lic 
ensees/Midwives/ 

or 

 NPDB 

 Screen print from state 
licensing (nursing) board 
website 

 Verbal verification* from 
state licensing (nursing) 
board 

 Electronic query (printout) 
from NPDB 

 Document in file 

 Oral, written or 
printed verification* 
from Medical 
Board, evidenced 
by: 
 Received or print 
date 
 Staff member 
initials 
 Expiration date of 

license 

   3, 4 

Education  State issued certificate 
http://www.mbc.ca.gov/Lic 
ensees/Midwives/ 

 Qualifying education 
verification* through the 
state issued licensing board 
(oral, written or Internet) 

 Document in file 

 Oral/written/Internet 

   3, 4 

Professional 
Liability Claim 
History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of the 
following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional liability 
claim history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 
 Audit tool in file 

   3, 4 
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 Speech Therapists (STs) and Speech Pathologists (SPs)  
 Primary Source Verification Requirements  

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of 
Verification 

C
re

d
 

 
L

o
st

 

R
ec

re
d

 

 
 

Regulatory 
Standards 

License  State licensing board  Screen print from state 
licensing board website 

 Verbal verification* from 
state licensing board 

 Document in file 

 Oral, written or printed 
verification* from 
medical board, 
evidenced by: 

 Received or print 
date 

 Staff member 
initials 

 Expiration date of 
license 

 1,2,3,4,5,6 

Sanctions or Limitations 
on Licensure 

 State medical licensing 
board 

or 

 NPDB 

 Screen print from state 
medical licensing board 
website 

 Verbal verification* from 
state medical licensing 
board 

 Electronic query (printout) 
from NPDB 

 Document in file 

 Oral, written or printed 
verification* from 
medical board, 
evidenced by: 

 Received or print 
date 

 Staff member 
initials 

 Expiration date of 
license 

 1,2,3,4,5,6 

Education  State licensing board (if 
issue date of license 
follows graduation date 
and if state conducts 
verification of education 
prior to licensure) 

or 

 Educational institution 

 Oral/written verification* 
from institution 

or 

 
 Qualifying education 

verification* through the 
state licensing board (oral, 
written or Internet) 

 Document in file 

 Oral/written/ 
Internet 

 1,2,3,4,5,6 
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Speech Therapists (STs) and Speech Pathologists (SPs) 
Primary Source Verification Requirements 

 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of 
Verification 

C
re

d
 

 
L

o
st

 

R
ec

re
d

 

 
 

Regulatory 
Standards 

Professional Liability 
Claim History 

 Malpractice insurance 
carrier 

or 

 NPDB 

 Written verification of the 
following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional liability 
claim history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

 1,2,3,4,5,6 



Page 43 of 48 

 

 

Clinical Pharmacist 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

License  State licensing 
board 

 Screen print from 
state licensing board 
website 

 Verbal verification* 
from state medical 
licensing board 

 Document in file 

or 

 Oral, written or 
printed verification* 
from licensing board 
evidenced by: 

 Received or print 
date 

 Staff member 
initials 

 Expiration date of 
license 

   2,3,4,6 

Sanctions or Limitations on 
Licensure 

 State licensing board 

or 

 National Practitioner 
Data Bank (NPDB) 

 Screen print from state 
licensing board 
website 

 Verbal verification* 
from state medical 
licensing board 

 Electronic query 
(printout) from 
NPDB 

 Document in file 

 Oral, written or printed 
verification* from 
medical board 
evidenced by: 

 Received or print 
date

 Staff member 
initials

 Expiration date of 
license

   2,3,4,6 

Education  State licensing 
board 

 Screen print from 
state licensing board 
website 

 Verbal verification* 
from state medical 
licensing board 

 Document in file 

or 

 Oral, written or 
printed verification* 
from licensing board 
evidenced by: 

 Received or print 
date 

 Staff member 
initials 

 Expiration date of 
license 

   2,3,4,6 



Page 44 of 48 

 

 

Clinical Pharmacist 
Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification 
(how verified: copy of 

document, Oral/written, 
etc.) 

Evidence of 
Verification 

 
C

re
d

 

 
L

o
st

 
D

el
eg

at
io

n
 

 
R

ec
re

d
 

 
 

Regulatory 
Standards 

Professional Liability Claim 
History 

 Malpractice 
insurance carrier 

or 

 NPDB 

 Written verification 
of the following from 
the malpractice 
insurance carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional 
liability claim 
history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

   1,2,3,4,5,6 

Drug Enforcement 
Administration (DEA) 

Verification must be 
completed for each state in 
which a practitioner seesees 
Health NetCHPIV members 

Written explanation 
required in absence of 
DEA/CDS. 

A DEA or CDS certificate 
may not be required within 
the scope of services 
provided 

 DEA 

or 

 National Technical 
Information Service 
(NTIS) 

or 

 U.S. Department of 
Justice/ DEA 
Duplicate Certificate 
Site 

 Copy of DEA 
certificate(s) 

or 

 Screen print from 
query to NTIS/DOJ 
Duplication Site 

or 

 Oral/written 
verification* from the 
DEA 

 Document in file 

or 

 Screen print from 
query to NTIS 

or 

 Oral/written 
verification* from 
the DEA in file 

   1,2,3,4,5,6 
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Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of Verification 
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Regulatory 
Standards 

Drug Enforcement 
Administration 
(DEA) 

Verification must be 
completed for each 
state in which a 
practitioner 
seesees Health 
NetCHPIV 
members 

Written explanation 
required in absence 
of DEA/CDS. 

A DEA certificate 
may not be required 
within the scope of 
services provided 

 DEA 

or 

 National Technical 
Information Service 
(NTIS) 

or 

 U.S. Department of 
Justice/ DEA 
Duplicate 
Certificate Site 

 Copy of DEA certificate(s) 

or 

 Screen print from query to 
NTIS/DOJ Duplication Site 

or 

 Oral/written verification* 
from the DEA 

 Document in file 

or 

 Screen print from 
query to NTIS 

or 

 Oral/written 
verification* from the 
DEA in file 

   1,2,3,4,5,6 

Sanctions or 
Limitations on 
Licensure 

 State licensing 
board 

or 

 NPDB 

 Screen print from state 
licensing board website 

 Verbal verification* from 
state medical licensing 
board 

 Electronic query (printout) 
from NDPB 

 Document in file 

 Oral, written or printed 
verification* from medical 
board, evidenced by: 

 Received or print 
date 

 Staff member initials 
 Expiration date of 

license 

   1,2,6 
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Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of Verification 

 
C
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d
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n
 

 
R
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Regulatory 
Standards 

Education  American 
Osteopathic 
Association profile 
(AOA) 

or 

 American Medical 
Association (AMA) 
Master Profile 

or 

 Residency program 

or 

  Fellowship 
program 

and/or 

 Medical school 

or 

State medical licensing 
board (if issue date of 
license follows 
graduation date and if 
state conducts 
verification of education 
prior to licensure) 

 For MDs, screen print from 
ABMS BoardCertifiedDocs 

 Oral/written/Internet 
verification* from an ABMS 
specialty board 

 For DOs, written/printed 
verification from current 
AOA directory or ABMS 
BoardCertifiedDocs 

 For residency/ 
fellowship/medical 
education, oral/written/ 
Internet verification* from 
AMA; or AMA in 
combination with web site 
profile or 
oral/written/Internet 
verification* from 
residency/fellowship 
program and/or medical 
school 

 
 Qualifying medical 

education verification 
through the state medical 
licensing board (oral, written 
or Internet) 

 Document in file 

 Oral*/written/Internet 

Should the asterix be after 
Internet, line in the 
methods column? 

   1,2,6 

Board certification  American Board of 
Medical Specialties 
(ABMS) 
BoardCertifiedDocs 
(180 day180-day 
verification limit) 

 American 
Osteopathic 
Association profile 
(AOA) (180 day 
verification limit) 

or 

 American Medical 
Association (AMA) 
Master Profile (180 
day180-day 
verification limit) 



 For MDs, screen print from 
ABMS BoardCertifiedDocs 

 Oral/written/Internet 
verification* from an ABMS 
specialty board 

 For DOs, written/printed 
verification from current 
AOA directory or ABMS 
BoardCertifiedDocs 



 Document in file 

 Oral/written/Internet 
verification* 

   1,2,6 
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Primary Source Verification Requirements 

Items Requiring 
Verification for 

Credentialing and 
Recredentialing 

Sources of Verification 
(who verified with:with 

agency name, 
organization, etc.) 

Methods of Verification (how 
verified: copy of document, 

Oral/written, etc.) 

Evidence of Verification 
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Regulatory 
Standards 

Professional 
Liability Claim 
History 

 Malpractice 
insurance carrier 

or 

 NPDB 

 Written verification of the 
following from the 
malpractice insurance 
carrier: 

 Five (5) years 
professional liability 
claim history (initial 
credentialing) 

 Three (3) years 
professional liability 
claim history at 
recredentialing 

or 

 Printout from NPDB 

 Document in file 

or 

 Audit tool in file 

   1,2,6 
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Policy CR-001 
Attachment B – Scope of Included Practitioners 

 

Credentialing standards apply to all licensed independent practitioners or groups of practitioners 
who provide medically covered benefits/care to Community Health Plan of Imperial Valley (CHPIV) 
members. CHPIV's or CHPIV's SUBCONCTRATOR credentials all practitioners in accordance with 
CHPIV standards for participation requirements, state and federal regulatory requirements and 
accrediting entity standards. Additional regulatory requirements may apply based on the product 
line(s) associated with the practitioner. 

PRACTITIONERS WHO MUST BE CREDENTIALED: 

Practitioners who have an independent relationship with CHPIV or CHPIV’s SUBCONTRACTOR 
must be credentialed. An independent relationship exists when CHPIV or CHPIV’s 
SUBCONTRACTOR selects and directs its members to see a specific practitioner or group of 
practitioners. This includes all practitioners whom members can select as a primary care 
practitioner (PCP). 

A “yes” answer to any of the following questions means a practitioner must be credentialed: 

1. Can the member specifically select the practitioner by name, using a CHPIV directory or website, 
and schedule an appointment?  

2. Does the practitioner treat CHPIV members in the inpatient facility setting (hospital, 
freestanding/ambulatory surgery center, etc.) and have an additional contractual relationship(s) 
that allows him/her to treat CHPIV members in a private or group setting that is not connected to 
the facility and whom members can select via directory or referral?  

3. Is the practitioner hospital-based but can see CHPIV members as a result of an independent 
relationship with CHPIV or CHPIV’s SUBCONTRACTOR? (Example: Anesthesiologists with pain 
management practices.)  

4. Is the practitioner a dentist who provides care under CHPIV medical benefits? If dental and 
medical benefits are not diƯerentiated, then services or care must be identified as if they were. 
Identify only care services associated with medically necessary medical or surgical procedures that 
occur within or adjacent to the oral cavity or sinuses. (Example: Oral/maxillofacial surgery.)  

5. Is the practitioner a dental care practitioner who provides general dental care under a CHPIV 
Medicare, Medicaid or state health plan?  



 
 

2 
 

6. Is this a non-physician practitioner who has an independent relationship with CHPIV or CHPIV’S 
SUBCONTRACTOR (see definition above) and who provides care under CHPIV medical benefits 
(i.e., nurse practitioners, midwives or physician assistants)?  

7. Is this a CHPIV Medical Director or Chief Medical OƯicer?  

8. Is the practitioner aƯiliated with a medical group that is not licensed as a home health agency 
but is contracted/contracting to provide care to CHPIV members in the in-home setting?  

9. Is the practitioner a covering practitioner (e.g., locum tenens) who has an independent 
relationship with the organization serving in this capacity for more than 90 calendar days?  

10. Is the practitioner contracting/contracted to provide telemedicine services to members? 

 

PRACTITIONERS NOT REQUIRING CREDENTIALING: 

A “yes” answer to any of the following means a practitioner does not have to be credentialed:  

1. Does the practitioner practice within the inpatient setting and provide care for CHPIV members 
only as a result of members being directed to the hospital, inpatient or other facility setting? 
(Examples: Pathologists, radiologists, hospitalists without oƯice practices and emergency room 
physicians or staƯ employed only through a facility setting as in an ambulatory surgery center.)  

2. Is the practitioner a dentist who provides primary dental care only under a commercial dental 
plan or rider?  

3. Is the practitioner a pharmacist employed by a pharmacy benefits management organization to 
which the organization delegates utilization management functions?  

4. Is the practitioner a consultant/medical advisor who does not provide services to members in a 
treatment setting?  

5. Does the practitioner practice exclusively within freestanding facilities and provide care for 
CHPIV members only as a result of members being directed to the facility?  

6. Is the practitioner a covering practitioner (less than 90 days)?  

7. Is the practitioner currently credentialed by CHPIV or CHPIV’s delegated entity? 

 

PRACTITIONERS WHO MUST BE CREDENTIALED (IF MEET DEFINITION OF ‘INDEPENDENT 
RELATIONSHIP’ AS DEFINED ABOVE): 

1. Medical Doctors (MDs)  
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2. Osteopathic Physicians (DOs)  

3. HIV/AIDS Specialists (California only )  

4. Doctor of Podiatric Medicine (DPMs)  

5. Acupuncturists (ACs)  

6. Audiologists (AUDs)  

7. Dentists; Oral & Maxillofacial Surgeons (DDS / DMDs)  

8. Doctor of Chiropractic Medicine (DCs)  

9. Doctors of Naturopathic Medicine (NDs)  

10. Licensed Clinical Social Workers (LCSWs)  

11. Marriage & Family Therapists (MFTs)  

12. Marriage, Family & Child Counselors (MFCCs) 

13. Mental Health Counselors (MHCs)  

14. Optometrists (ODs)  

15. Physical & Occupational Therapists (PTs/OTs)  

16. Physician Assistants (PAs)  

17. Psychologists (PSYCHs)  

18. Registered Dental Hygienists (RDHs)  

19. Registered Nurse Anesthetists (RNAs)  

20. Nurse Practitioners (NPs)  

21. Certified Nurse Midwives (CNMs)  

22. Licensed Midwife (LMW)  

23. Certified Nurse Specialist  

24. Speech Therapists (STs)  

25. Speech Pathologists (SPs) 

26. Qualified Autism Service Providers (QASPs) - any contracted discipline 
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The above practitioner types will be credentialed in accordance with federal, state and accrediting 
entity requirements. 
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Standard Criteria 

Primary Source 
Verification 

Credentialing completes Primary Source Information, and the acceptable sources 
as identified in policy: P&P CR-001 ATTACHMENT A – VERIFICATION 
TABLES. 

 
 The sources of information may include oral, written and/or internet 

sources. Any sources approved by NCQA are accepted. 
 Query images and other documentation reviewed (including those 

retrieved via oral sources) during PSV are saved, date stamped, 
initialed, and placed in the applicant’s file prior to the credentialing 
decision. 

Non-CAQH Files: 
 Documentation (Primary Source Verification) is the source of truth for all 

credentialing files. The primary source documentation from the applicable 
source is date stamped/initiated or signed off as evidence of completion 
on a checklist as evidence of compliance. 

 The source of the PSV verification is identified in the Credentialing 
Database and records the Credentialing Specialist (I/II) and thew date that 
verification was completed. 

 If a correction, modification, or update is required, documentation received is 
used to replace or supplement the information in accordance with P&P CR-
001 ATTACHMENT A – VERIFICATION TABLES from the applicable 
source agency. 

 A checklist is completed to assess that all primary source verifications are 
present, compliant, and complete. 

 The database and checklist identify who completed the verifications, 
when the verification was completed and the source of that verification. 

 This documentation is stored as a PDF in a secure share drive folder with 
the affiliated practitioner name. 

 
CAQH VeriFide Files: 
 Documentation from CAQH/VeriFide is the source of truth for all 

credentialing CAQH Vendor files. The primary source documentation from 
the applicable source is date stamped/initialed or signed off as evidence of 
completion on a checklist as evidence of compliance. 

 The credentialing database is updated with the source of the verification, 
who completed the verifications, when the verification was completed. 

 If a correction, modification, or update is required, documentation 
received is used to replace or supplement the information in accordance 
with P&P CR-001 ATTACHMENT A – VERIFICATION TABLES from the 
applicable source. 

 A checklist is completed to assess that all primary source verifications are 
present, compliant, and complete. 

 The database and checklist identifies whom completed the verifications, 
when the verification was completed and the source of that verification. 
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  This documentation is stored as a PDF in a secure share drive folder with 

the affiliated practitioner name. 
 
 All Relevant Documentation:  

 Documentation (Facsimiles, Mail/Correspondence, Email, Internet) utilized 
to complete or assess the credentialing processes are printed, date 
stamped and initialed by the user assessing the information. 

 Assessment of the NPDB or any other electronically reproduced report is 
assessed by an actual screen copy from the Primary Source Issuing body 
and a reference to that report is noted on a checklist and credentialing. 

 Printed materials are treated in the same manner as electronic records. 
The documentation must be date stamped and validated in advance of the 
committee decision. 

 Information relevant to the completion of the credentialing file is 
documented in the credentialing database notes section, with the user id, 
date/time stamp. 

 All materials are stored in a secured common share folder and 
reviewed/audited to ensure integrity and measure associate quality. 

 Hardcopy materials are secured in a locked desk, locked file room, 
or scanned to be made electronic. 

 Temporary documentation or documentation not of use is deposited in a 
secured shred bin for destruction. 

Modifications, 
Supplemental and 
Removal of Primary 
Source Verification 

Modifications made to either; update new information, correct erroneous 
information, or supplement existing information, needed to assess the applicant/re- 
applicant’s qualification in accordance with P&P CR-001 ATTACHMENT A – 
VERIFICATION TABLES. 

 The Credentialing Specialists (I/II) are authorized to make electronic 
demographic changes to the practitioner record if the information is 
necessary to accurately assess and expedite the practitioner credentialing 
process. 

o Includes erroneous information from a primary source 
o Requests from the applicant 
o The Credentialing Specialist (I/II) will note in the file and   

credentialing database, the change, the reason(s) for the change, 
the approved sources of the change and note the date and 
sources(s) used to complete these actions. 

 Credentialing management is alerted to discrepancies found between the 
practitioner, applications, or database via the Credentialing Specialist (I/II) 

o Credentialing management will conduct a review of the 
discrepancy notification and evaluate the processes and 
documentation 

o Ensure the discrepancy was addressed, corrected and applicable 
parties notified (applicant, Provider Network Management, Provider 
Data Management, CAQH VeriFide or Other). 

 The Credentialing Specialists (I/II) will supplement any documentation 
submitted by CAQH VeriFide, if the information is necessary to accurately 
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assess the practitioner’s qualifications. 
 The Credentialing Specialists (I/II) will request an electronic change to the  

 record to Provider Data Management (PDM) if the information is  
 necessary to accurately reflect the practitioner demographics.  

 Changes to data within the credentialing database maybe requested by  
 staff, via an electronic submission/application service form, that would  
 require the immediate supervisors review and approval.  

 All changes and requests for changes become a part of the scanned file to 
be included in MACESS and stored at Iron Mountain for the duration of the 
retention policy, unless subjected to a Legal Hold. 

 Printed materials are treated in the same manner as electronic records. 
The documentation must be date stamped and validated in advance of the 
committee decision. 

  Removal of practitioner electronic information is authorized by   
 credentialing management. These types of occurrences are generally 

approved when; a system-generated error is found or a business need is 
required to archive old data elements, to begin a new credentialing or 
recredentialing event (the original paper file is still maintained in MACESS 
and Iron Mountain). 

Only Credentialing Department staff (Credentialing Specialists I/II), Document 
Retention Specialists, Adverse Action Coordinators, CHPIV Peer Review Staff and 
Credentialing Management) are authorized to access credentialing documentation 
and electronic records. 

 Credentialing Specialists (I/II) and Credentialing Management can 
write data into the credentialing database. 

 Adverse Action Coordinator can only enter data in the 
Adverse Action Module – All other data is Read Only. 

o Anyone other authorized user will have Read Only access 
 Modifications to electronic records can only be completed by 

Credentialing IT with the authorization and approval from Credentialing 
management. 

 Physical documentation is date stamped/initialed or signed and 
scanned to MACESS to finalize the credentialing record and 
cannot be altered. 

o Only the document retention specialist, Credentialing 
Management and Credentialing Specialists (I/II) have 
access to this documentation. 

 Share Drive electronic documentation is saved as a PDF and 
cannot be altered. 

o Only the Credentialing Management and Credentialing 
Specialists (I/II) have access to this documentation. 

 Only Credentialing Department staff have access to the secured 
file room. 

Authorized Staff 
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   Credentialing Storage  
 

 All credentialing files are scanned and stored within a secure 
imaging platform (MACESS) or Share drive/SharePoint folder. 
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  Hardcopy files- will be retained in a secure file room, authorized to 

credentialing staff only. After scanning, each credentialing file is archived 
and sent to Iron Mountain for storage in accordance with the company 
retention policy (10 years) unless a Legal Hold is applied. 

 NPDBs are stored in the Provider – Practitioner Credentialing Database 
(PPCS) for historic reference. There is no expiration date or retention 
value placed on this documentation. 

 Access to  
 Credentialing  
 Information  

 To minimize the loss or unauthorized access of disclosure of credentialing   
 information: Physical and Electronic Access Controls limit staff to authorized 
credentialing department personnel only to perform credentialing operations. 

 The access to the credentialing system is inclusive of corporate password 
usage, change schedule and security policies.

 Each associate has his/her own unique system Login
 Staff are educated to ensure passwords are not written down/to be 

compromised.
 The use of strong passwords is required
 Associate log on passwords is changed/terminated:

o 60-day intervals 
o When access has been compromised (accidental or intentional) 
o When an associate reports a lost/stolen password 
o The staff member is no longer employed by the company 

 Associate desktops/working spaces are secured - documentation is 
locked, desktop screensavers are set to 5 minutes and the staff adhere to 
all corporate policies in regard to; Ethics, Cybersecurity, HIPPA and PII 
protections. The staff are required, annually, to train in these areas.

 System/Network controls are in place to disable remote printing.
 Online credentialing documentation is only stored in a secure Share 

Drive/Share Point Authorized to assigned credentialing department staff.
 Credentialing paper files are stored in a secure, locked room, with access 

by Credentialing Management and the Document Retention Staff only (key 
entry control).

 The credentialing database access is controlled by IT, with the granting of, 
removal of privileges, authorized by Credentialing Management only.

 The electronic file imaging system (MACESS) access is controlled by IT,
 with the granting of, removal of privileges, authorized by Credentialing 

Management only.
 Credentialing Share-points/Share-drives access is controlled by IT, with 

the granting of, removal of privileges, authorized by Credentialing 
Management only.

 Management is responsible for:  
 Establishing a standard process, distributing guidance, and providing 

the means for management to appropriate access reviews
 Ensuring user access modifications are requested and processed per 

access termination/modification policies.
 The access review of personnel that require viewing of credentialing
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 related materials 

o Monthly, Credentialing Management will review credentialing 
database and share drive/share point access to ensure that only 
the authorized staff have access to required documentation, 
systems, and reports. 

 Ensuring training is completed in Credentialing Policy Review, Ethics and 
Cyber Security for new hires and annually thereafter. 

 Audits   Quarterly – File Reviews  
 The file review will consist of the Checklist, Credentialing Database and 

Primary Source Verification Materials to identify discrepancies. 
o Discrepancies are investigated 
o Discrepancies are corrected 
o Discrepancies are noted in the database notes 
o Discrepancies are noted in the credentialing file, with the 

applicable documentation will be turned into a PDF into the share- 
drive or MACESS record 

o Discrepancies are scored for quality and will impact the associates 
overall annual performance score 

o The source of truth is the credentialing documentation on file and is 
scored/measured against regulations and standards. 

 
Any discrepancies identified with CAQH PSV will be discussed during the 
CHPIV/CAQH VeriFide Monthly meetings to: 

o Identify root cause issues 
o Provide a resolution to the issue(s) 
o Correct erroneous information 

 Annually – An assessment and report summary are completed by 
Credentialing Management. 

 A selection of 5% or 25 files (whichever is less) for Credentialing and 
Recredentialing are selected and assessed for reporting. The quarterly file 
review audit is conducted with the review of: 

o Accuracy of data 
o Validity of data (Presented and noted as compliant to meet the 

time it was verified and presented timely in advance of the 
committee decision). 

o Review of any data changes that were initiated by the applicant, 
staff, Provider Network Management or Provider Data 
Management, to ensure procedural processing. 

o Review of any document changes that were initiated by the 
applicant, staff, Provider Network Management or Provider Data 
Management. 

o The collection of appropriate documentation 
o The correct storage of documentation 
o All items will be reviewed and resolved by credentialing 

management 
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 o Performance trends are tracked and trended for training purposes. 

o Implementation of a Corrective Action Plan and Performance 
Monitoring for any breaches in policy. 

 Occurrences or negative findings are reported to the Director of Clinical 
Support Services and the Vice President of Quality Improvement for 
further directions and action. 

 Corporate IT will force users to reset passwords every 60 days to ensure 
overall compliance with Corporate IT security policy. 
Annually – Corporate Compliance will review policies, files, reports, 
documentation to ensure all NCQA standards, CMS and DHCS 
regulations are met and report findings to plan and corporate leadership. 

CAQH Verified will provide an annual report of Credentialing Database 
Integrity findings and report this information to the Credentialing 
Committee, when made available. 

Credentialing Data 
and Document Access 
Appendix A 

Appendix identifying the roles and responsibilities of the Credentialing IT 
Department in PPCS Access Controls. 

Policy Violations Severe occurrences of data corruption, suspected breaches, or violations of the 
use of credentialing data will be reported to; Help Desk/Cred ITG, the Corporate 
Ethics Department, Human Resources and Cyber Security for direction (within 24 
hours of an occurrence). 

 Service Desk: 1(866) 675-8852 
 Ethics & Compliance Hotline 1(800) 345-1642 
 Ask HR: 1(866) 462-7547 
 Cyber Security Hotline: 1(833) 342-9237 
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A. This policy applies to all delegated and non-delegated practitioners outlined in Attachment A 
– Scope of Practitioners. “This policy is not applicable to non-participating practitioners, 
practitioners who are not subject to credentialing or organizational providers.  

II. POLICY 

A. CHPIV ensures Practitioners whose participation in The Plan’s network has been denied, 
reduced, suspended, or terminated for quality of care/medical disciplinary causes or reasons 
will be provided notice and opportunity to participate in an appeals process in accordance 
with this policy. This policy does not apply to practitioners who are administratively denied 
admittance to, or administratively terminated from The Plan’s network. 

B. Practitioner Notification and Grounds for an Appeal: 
1. CHPIV will ensure when the Plan has made an adverse determination regarding network  

participation, the affected practitioner will be afforded due process and appeal  
rights that will allow for a full and impartial investigation of the facts and one  
level of reconsideration that involves a reexamination of the issues by those  
involved in the initial adverse determination. 

2. CHPIV will ensure after investigation, and on the basis of a quality of care/medical cause 
or reason (not administrative reasons), the Credentialing Committee may vote to take one 
of the actions  
listed below. (The practitioner subject to that action will be entitled to notification within 
60 calendar days of the effective date (“Notice of Final Action”). This provides a timeline 
for the Credentialing and/or Peer Review committee decision, legal counsel review and 
final Credentialing and/or Peer Review committee determination. This notification will 
document the effective date of the Credentialing and/or Peer Review committee decision, 
reason(s) for the decision, and will also serve as notice to the practitioner of his/her right 
to appeal rights in accordance with this policy. These procedural rights are limited to 
Credentialing or Peer Review committee decisions to:  

a. Deny or terminate the practitioner’s participation in CHPIV’s or CHPIV’s 
Subcontractor network, 

b. Reduce or restrict the practitioner’s network participation privileges for more than 
30 calendar days in any 12-month period, or 

c. Summarily suspend the practitioner for more than 14 consecutive calendar days.  
3.   CHPIV will ensure that the Notice provided to the practitioner in accordance with the 
       above guidelines will include the following essential elements of this process:                                                                                                                      

a. An action against the practitioner has been proposed by the Credentialing and/or 
Peer Review committee, which, if adopted, will be reported to the appropriate 
state medical licensing board, the National Practitioner Data Bank (NPDB) pursuant 
to the Health Care Quality Improvement Act (HCQIA) of 1986, and to such other 
state or federal agencies as may be required by law or warranted by the 
circumstances to protect the health and safety of patients. 

b. The practitioner has the right to file a written request for a reconsideration or fair 
hearing on the committee’s final action. Facsimile or e-mail requests are 
acceptable initially; however, the request must still be received by CHPIV’s 
Subcontractor Credentialing Department (“Department”) Manager/Supervisor or 
designee, post-marked no later than 30 calendar days from the date of the Notice.  
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c. The practitioner may bypass the reconsideration process and request a fair 
hearing. 
a. A notice is not an automatic termination, suspension, restriction or limitation 

from the Plan’s current network participation and/or activities. However, the 
Plan reserves the right to take immediate action if and when patient risk is 
identified. Any such action will be reported to the NPDB pursuant to the 
HCQIA, and to such other state or federal agencies as may be required by law. 

b. Unless patient risk is identified, the Plan will not take action against a 
practitioner’s license while the appeal process is being arranged or executed.  

C. Request for Reconsideration or Fair Hearing & Acknowledgement of Appeal 
1. The practitioner must request a reconsideration or fair hearing in writing. The Department 

will notify the practitioner in writing of: 
a. The reason(s) for the action taken, including the act(s) or omission(s) with which the 

practitioner is accused, 
b. The time, place, and date of the reconsideration of fair hearing, 
c. The Plan’s policies and procedures that led to the committee’s adverse 

determination and 
d. Instructions for submittal of evidentiary documents. 
e. Unless the Credentialing Committee and practitioner agree in writing, the 

requested reconsideration or fair hearing will take place no more than 60 days 
from the date the practitioner’s request for appeal is received by the Department. 
If after the reconsideration date is approved the impacted practitioner or 
committee member(s) have cause to postpone the reconsideration, a one-time 
postponement may be granted, based on circumstances and committee 
members’ availability. During the postponement timeframe, if the impacted 
practitioner is identified with additional adverse actions (i.e., member complaints, 
license, license status changes, NPDB filings, etc.) committee members will be 
provided with this information without benefit of the practitioner’s response. The 
new information may be included for reference during the reconsideration only if 
applicable to the committee’s original network status determination. 

2. Reconsideration Review Process and/or Fair Hearing not requested. 
a. If a request for a reconsideration or fair hearing is not requested by the 

practitioner by the 30th calendar day of the notice, the practitioner will be notified 
via correspondence of the Plan’s immediate action to process his/her 
denial/termination from the provider network on the basis of the identified quality 
of care concern(s) and due to his/her failure to request an appeal Upon the 
expiration of the 30-day time limit provided by the notice, the denial/termination 
will be reported to the state licensing board and the National Practitioner Data 
Bank (NPDB) pursuant to the Health Quality Improvement Act of 1986 and to such 
other State or federal agency as may be required by law. 

3. Reconsideration (Informal) Review Process 
a. CHPIV will ensure that the following persons will participate in the reconsideration 

review process. 
i. At least 50 percent of the participating members of the Credentialing 

Committee who made the decision to deny/terminate the practitioner for 
cause. 



 

 
Credentialing Appeals Process CR-002 

 

  4 

I. The reconsideration review process will be postponed if the requisite 
number of voting committee members is not present. Determinations 
regarding network participation status require a majority vote. A 
committee member may be excused from the proceedings due to 
semblance of competition or personal knowledge of, or relationship 
with, the affected practitioner. 

ii. Adequate personnel to record minutes of the proceedings. 
iii. The affected practitioner, who may elect to submit additional evidentiary 

documents in advance of the reconsideration, must submit them as soon as 
practicable but no later than 10 calendar days prior to the reconsideration. 
Documents must be submitted in hard copy format and should be 
organized and numbered in the order that they are to be reviewed by the 
panel. Electronic materials, digital media (i.e., diskettes, CD’s weblinks, etc.) 
will not be accepted, downloaded, or distributed to the panel members. All 
hard copy materials must be received at the Plan’s corporate offices on or 
before the established deadline. Documents postmarked or received after 
the deadline will not be provided to the reconsideration panel.  
II. CHPIV will ensure that the Plan will make reasonable effort to ensure 

the affected practitioner is able to attend his or her reconsideration in 
person. The practitioner may, however, opt to participate via 
teleconference or waive the right to participate and only submit 
documentation for the committee to review in reconsidering its 
network participation determination. The Plan will make every attempt 
to reasonably accommodate the affected practitioner. 

iv. Neither the Plan nor the affected practitioner may have an attorney, advisor, 
or witnesses present during a reconsideration review. The practitioner 
does, however, have the right to retain legal counsel during preparation for 
the reconsideration. 

v. If the practitioner elects to participate in the reconsideration via 
teleconference, he/she will be asked to sign an attestation confirming no 
other parties or individuals will be physically or telephonically present with 
the practitioner during any or all portions of the proceeding and that the 
proceedings will not be recorded. Failure to return or abide by this 
attestation will automatically render the committee’s network participation 
decision final and without opportunity for further appeal. 

4. The panel of practitioners participating in the reconsideration review process has the 
authority to: 

a. Uphold the original determination; if the committee upholds its adverse 
determination, the practitioner may request a fair hearing as described in section 
C, above. 

b. Modify the original determination by implementing one or more of the following: 
i. A corrective action plan (CAP) that may include, but not be limited to, 

continuing medical education or other training, and medical evaluations. 
ii. Practitioner monitoring or other forms of review, such as interim (<36 

months) credentialing and/or conduct medical chart reviews, for a specified 
period of time, or as long as the practitioner remains a participant in the 
Plan’s network. 
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iii. Overturn the original determination. 
iv. After the reconsideration review process is concluded, the Plan will make 

good faith best efforts to notify the practitioner of the committee’s decision 
in writing within fifteen (15) calendar days. 

5. Fair Hearing-Rules for participation 
a. Fair hearing panel 

i. CHPIV will ensure that the Credentialing Committee Chairperson or 
designee will appoint a fair hearing       panel of at least three practitioners 
and one alternate who participates in the Plan’s network. To be eligible to 
serve in this capacity, prospective panel members shall: 

I. not have prejudged the matter (i.e., shall be unbiased), 
II. gain no direct financial benefit from the outcome of the matter, and 

III. not have previously acted as an accuser, investigator, factfinder, or 
initial decision-maker in this matter (i.e., shall not have served as a 
voting member of the Credentialing or Peer Review committee at the 
time the adverse determination was rendered).  

IV. The fair hearing panel will include a majority of individuals who are 
peers of the affected practitioner. A peer is an appropriately trained 
and licensed practitioner in a practice and specialty similar to that of 
the affected practitioner.  

V. All fair hearing panel members and the affected practitioner must 
attend the fair hearing in person. 

VI. Employment by the Plan, or any subsidiary or affiliate, or an 
independent contract with the Plan or any subsidiary or affiliate, will 
not disqualify an individual from participation as a hearing panel 
member, provided such individual meets all other conditions for 
panel member or hearing officer status.  

b. In the event that a state fair hearing panel quorum is not met, the fair hearing 
officer may opt to grant a continuance within-(30) to sixty-(60) calendar days from 
the date of the scheduled hearing. 

c. In addition to appointing the fair hearing panel, duties of the Credentialing 
Committee Chairperson, a non-voting fair hearing panel member, include:  

i. Presenting a summary of evidence supporting the proposed action against 
the practitioner. 

ii. Answering the question if the affected practitioner or fair hearing panel 
pose any.  

 
III. PROCEDURE 

A. CHPIV delegates the Credentialing process to its Subcontractor, Health Net. 
B. Delegation Oversight 

1. CHPIV shall provide oversight and continually assess the delegated functions, 
responsibilities, processes, and performance of Health Net. CHPIV ensures Health Net’s 
compliance with regulatory and contractual requirements through the following 
activities which are detailed in CHPIV Policy CMP-002: Delegation Oversight Policy and 
Procedure: 

d. Ongoing monitoring 
e. Performance reviews 
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f. Data analysis 
g. Utilization of benchmarks, if available 
h. Annual desktop and on-site audits 

 
IV. DEFINITIONS 

Whenever a word or term appears capitalized in this policy and procedure, the reader should 
refer to the “Definitions” below. 

 
TERM DEFINITION 

 N/A 
  
N/A  
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Policy CR-002 
Attachment A – Scope of Included Practitioners 

 

Credentialing standards apply to all licensed independent practitioners or groups of practitioners 
who provide medically covered benefits/care to Community Health Plan of Imperial Valley (CHPIV) 
members. CHPIV's or CHPIV's SUBCONCTRATOR credentials all practitioners in accordance with 
CHPIV standards for participation requirements, state and federal regulatory requirements and 
accrediting entity standards. Additional regulatory requirements may apply based on the product 
line(s) associated with the practitioner. 

PRACTITIONERS WHO MUST BE CREDENTIALED: 

Practitioners who have an independent relationship with CHPIV or CHPIV’s SUBCONTRACTOR 
must be credentialed. An independent relationship exists when CHPIV or CHPIV’s 
SUBCONTRACTOR selects and directs its members to see a specific practitioner or group of 
practitioners. This includes all practitioners whom members can select as a primary care 
practitioner (PCP). 

A “yes” answer to any of the following questions means a practitioner must be credentialed: 

1. Can the member specifically select the practitioner by name, using a CHPIV directory or website, 
and schedule an appointment?  

2. Does the practitioner treat CHPIV members in the inpatient facility setting (hospital, 
freestanding/ambulatory surgery center, etc.) and have an additional contractual relationship(s) 
that allows him/her to treat CHPIV members in a private or group setting that is not connected to 
the facility and whom members can select via directory or referral?  

3. Is the practitioner hospital-based but can see CHPIV members as a result of an independent 
relationship with CHPIV or CHPIV’s SUBCONTRACTOR? (Example: Anesthesiologists with pain 
management practices.)  

4. Is the practitioner a dentist who provides care under CHPIV medical benefits? If dental and 
medical benefits are not diƯerentiated, then services or care must be identified as if they were. 
Identify only care services associated with medically necessary medical or surgical procedures that 
occur within or adjacent to the oral cavity or sinuses. (Example: Oral/maxillofacial surgery.)  

5. Is the practitioner a dental care practitioner who provides general dental care under a CHPIV 
Medicare, Medicaid or state health plan?  
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6. Is this a non-physician practitioner who has an independent relationship with CHPIV or CHPIV’S 
SUBCONTRACTOR (see definition above) and who provides care under CHPIV medical benefits 
(i.e., nurse practitioners, midwives or physician assistants)?  

7. Is this a CHPIV Medical Director or Chief Medical OƯicer?  

8. Is the practitioner aƯiliated with a medical group that is not licensed as a home health agency 
but is contracted/contracting to provide care to CHPIV members in the in-home setting?  

9. Is the practitioner a covering practitioner (e.g., locum tenens) who has an independent 
relationship with the organization serving in this capacity for more than 90 calendar days?  

10. Is the practitioner contracting/contracted to provide telemedicine services to members? 

 

PRACTITIONERS NOT REQUIRING CREDENTIALING: 

A “yes” answer to any of the following means a practitioner does not have to be credentialed:  

1. Does the practitioner practice within the inpatient setting and provide care for CHPIV members 
only as a result of members being directed to the hospital, inpatient or other facility setting? 
(Examples: Pathologists, radiologists, hospitalists without oƯice practices and emergency room 
physicians or staƯ employed only through a facility setting as in an ambulatory surgery center.)  

2. Is the practitioner a dentist who provides primary dental care only under a commercial dental 
plan or rider?  

3. Is the practitioner a pharmacist employed by a pharmacy benefits management organization to 
which the organization delegates utilization management functions?  

4. Is the practitioner a consultant/medical advisor who does not provide services to members in a 
treatment setting?  

5. Does the practitioner practice exclusively within freestanding facilities and provide care for 
CHPIV members only as a result of members being directed to the facility?  

6. Is the practitioner a covering practitioner (less than 90 days)?  

7. Is the practitioner currently credentialed by CHPIV or CHPIV’s delegated entity? 

 

PRACTITIONERS WHO MUST BE CREDENTIALED (IF MEET DEFINITION OF ‘INDEPENDENT 
RELATIONSHIP’ AS DEFINED ABOVE): 

1. Medical Doctors (MDs)  
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2. Osteopathic Physicians (DOs)  

3. HIV/AIDS Specialists (California only )  

4. Doctor of Podiatric Medicine (DPMs)  

5. Acupuncturists (ACs)  

6. Audiologists (AUDs)  

7. Dentists; Oral & Maxillofacial Surgeons (DDS / DMDs)  

8. Doctor of Chiropractic Medicine (DCs)  

9. Doctors of Naturopathic Medicine (NDs)  

10. Licensed Clinical Social Workers (LCSWs)  

11. Marriage & Family Therapists (MFTs)  

12. Marriage, Family & Child Counselors (MFCCs) 

13. Mental Health Counselors (MHCs)  

14. Optometrists (ODs)  

15. Physical & Occupational Therapists (PTs/OTs)  

16. Physician Assistants (PAs)  

17. Psychologists (PSYCHs)  

18. Registered Dental Hygienists (RDHs)  

19. Registered Nurse Anesthetists (RNAs)  

20. Nurse Practitioners (NPs)  

21. Certified Nurse Midwives (CNMs)  

22. Licensed Midwife (LMW)  

23. Certified Nurse Specialist  

24. Speech Therapists (STs)  

25. Speech Pathologists (SPs) 

26. Qualified Autism Service Providers (QASPs) - any contracted discipline 
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The above practitioner types will be credentialed in accordance with federal, state and accrediting 
entity requirements. 
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I. OVERVIEW 

A. The purpose of this policy is to inform members and PROVIDERS of the availability of the 
Language Assistance Program (LAP), which offers language assistance services at no cost to 
members, including how to access the services and their rights to file grievances, in 
compliance with legal, contractual, regulatory and oversight agencies guidelines. 

II. POLICY 

A. Language Assistance Program (LAP) 
1. Community Health Plan of Imperial Valley (CHPIV) that the plan will provide equal 

access as required by applicable law and regulations to services for members with 
limited English proficiency through its Language Assistance Program (LAP).  

2. The plan’s LAP includes four main elements (A-D): 
B. Standard for Member/Enrollee Assessment 

1. CHPIV will ensure the plan maintains a membership database to capture four fields to 
assess member demographic information including race, ethnicity, preferred spoken 
language, and preferred written language. 

2. Members may be informed of the LAP and the need to collect the demographic 
information through newsletters, annual membership mailings, targeted mailings, and 
Customer Contact Center contact script. 

a. Notices sent to members requesting the member’s language preference will 
be translated into languages that meet the threshold criteria. 

3. A demographic analysis of member composition by race, ethnicity, spoken language 
and written language will be conducted annually. 

4. Demographic information is collected using several methods. 
a. The Commercial Customer Contact Center has scripts in place prompting the 

CSR to request spoken and written language preference, race, and ethnicity. 
The member’s information is recorded in the membership database.  

b. Member language preference is requested when registering to use the plan’s 
website. 

c. All call center representatives will record member information when 
provided by the member. 

d. The most current information provided directly by the members to the plan is 
considered the most accurate and current member preference. 

e. REL data received from other sources, not directly to the plan (ex. HEDIS care 
gap calls, vendor outreach calls, etc.) will not overwrite data that has been 
directly provided to the plan by the member. 
i. Direct member contact includes calls to the customer contact center 

and member profile on the health plan website. 
5. CHPIV will ensure the plan will protect the confidentiality of member language, race, 

and ethnicity information. The plan has developed a Notice of Privacy Practices that 
describes ways in which it may collect, use, and disclose member protected health 
information (PHI), such as demographic information, and describes member rights 
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concerning their PHI. The relevant demographic information will be made available to 
California DMHC for regulatory purposes. 

a. The plan will request that data shared with the California Department of 
Managed Health Care (CA DMHC) be held in confidence as part of the 
submission process. 

C. Standards for providing language assistance services 
1. Interpreter Services 

a. Interpreter services are a means of facilitating communication between 
members with limited English proficiency (LEP), the plan’s associates, or 
members with LEP and contracted PROVIDERS. Interpreter services are 
compliant with all state and federal rules, regulations, and contracts. 

b. A member, plan associate, or contracted PROVIDER may request interpreter 
services, at no cost to the patient, to promote communication between the 
member, associate, and/or PROVIDER. 

c. The Customer Contact Center (CCU), Centralized Unit (CU) will coordinate 
the process of scheduling interpreters for all plan members and all POINTS 
OF CONTACT. 
i. The CU will prepare a monthly tracking report for interpreter requests 

made by members. The tracking report will include: the length of time it 
took the request to move from the CSR to the CU, the length of time it 
took the CU to send the interpreter request to an interpreter to the 
member and/or PROVIDER. 

d. All interpreter services (face to face in person, video, or telephone) can be 
made available during a member’s scheduled appointment with a PROVIDER 
or other POINTS OF CONTACT with at least 5 days advance notice. 

e. A member may request an oral translation of any written information received 
from the health plan or its contracted PROVIDER groups during business 
hours. 

f. Standards for interpreter quality are included in interpreter vendor contracts. 
Interpreter quality standards are compliant with 45 CFR 92. 

g. Interpreter quality is monitored through complaints and grievances. 
2. Translation Services 

a. CHPIV will ensure the plan’s translation services are guided by a translation 
P&P to ensure and promote consistent and quality translations. 

b. Translation services included: quality standards for translations, quality 
standards for translators, a style guide, a glossary of common terms in each 
THRESHOLD LANGUAGE, and a process to monitor translations for accuracy 
and quality. 

c. CHPIV will ensure documents will be made available in THRESHOLD 
LANGUAGES as required by regulations or contract. See translation P&P for a 
list of documents that will be translated by line of business. 

d. The plan’s departments that produce member informational materials will 
have a process in place to identify and determine if the document is required 
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to be translated in compliance with existing state or federal regulations or 
contracts. 

e. Each department that produces materials for Medi-Cal and Cal MediConnect 
lines of business will have a process in place to provide standing requests for 
translated documents for members that have a standing request on record. 

f. All documents required to be translated will adhere to the translation process 
established in the translation P&P 

g. Members may request translation of documents by calling the toll-free 
number listed on their membership identification card. 
i. The Customer Costumer Contact Center will coordinate the translation 

of written materials through the CU. 
ii. The CU will implement procedures to facilitate the translation request 

process withing the twenty-one (21) daytime frame. 
iii. The CU will prepare monthly reports to track documents that have been 

translated during the reporting period and will have, at a minimum, the 
following: whether an oral and/or print translation was requested, into 
what language they were translated, fulfillment time, and whether the 
document produced was by the plan, a PROVIDER group, or 
subcontractor produced. 

h. Oral translations will be made available for non- THRESHOLD LANGUAGES 
of VITAL DOCUMENTS upon request from the member. 

3. Linguistic Services 
4. CHPIV will ensure that the plan's Equity Department provides linguistic services to 

internal departments to help create culturally inclusive and linguistically appropriate 
member-informing materials. 

5. Linguistic services may include, but are not limited to, 
a. Review of materials for cultural appropriateness and literacy standards, 

review of English materials in preparation for translation, PROVIDER 
workshops on cultural and language issues that impact the access to health, 
and Community Advisory Committee (CAC) which includes community input 
on cultural and linguistic barriers to accessing health care services. 

b. All staff that use a non-English language to communicate with members will 
have their language skills assessed to assure that they have “health care 
versed” vocabulary skills. 

D. Standards for Staff Training 
1. CHPIV will ensure that the plan’s staff that have direct contact with members are 

informed and trained in the requirements established by the LAP. 
2. CHPIV will endure the plan’s staff will be trained on a yearly basis on elements of the 

LAP including: 
a. How to access and promote services in support of and to work effectively 

with members with LEP and potential members 
b. How to facilitate the collection of data by members including race, ethnicity, 

written and spoken language preference. 
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c. The tracking of cultural and linguistic related complaints and grievances, 
including steps for corrective actions that may be necessary following a 
grievance. 

d. How language services are monitored for quality and utilization 
e. The available on-going education and support bilingual associates. 
f. Understanding and accommodating members’ and potential members’ 

cultural diversity, being culturally sensitive to different perspectives of health 
care delivery and interpreter services as specified in Exhibit A, Attachment III, 
Subsection 5.2.11 (Culturally and Linguistic Programs and Committees). 

g. The process for reviewing all relevant policies and procedures for language 
assistance services on an ongoing basis. 

E. Standards for Compliance and Monitoring  
1. CHPIV will ensure the plan’s operational departments have their own policies and 

procedures that are related to the LAP. 
2. The plan will ensure that tracking and compliance mechanisms are in place and are 

reviewed annually for the following: 
a. Member and PROVIDER communication promoting the LAP 
b. Bilingual staff assessment 
c. Utilization of interpreter services 
d. Monitoring of translations 
e. Cultural and linguistic related grievances 

3. CHPIV will ensure that internal and external sources are subject to and part of the 
plan’s compliance and monitoring strategy, including: 

a. Internal: 
i. Centralized Unit (CU) monthly tracking of interpreter requests and 

processes 
ii. CU monthly tracking of translation requests and processes 

iii. Quarterly metrics reviewing the monthly CU tracking 
b. External: 

i. Language vendor PROVIDER reports provided monthly 
ii. Joint Operating Committee (JOC) meetings coordinated by Vendor 

Management Department with each language vendor, biannually or 
quarterly, depending on the level of utilization 

iii. Language vendor audits annually for quality by Vendor Management 
Department 

4. The plan will ensure that all contractors, physicians, health care PROVIDER groups, and 
networks are informed of the LAP annually. 

5. Monitoring the LAP may include member satisfaction surveys, performance reviews, or 
quarterly reviews of grievances and member complaints, including steps for corrective 
events. 

6. CHPIV will ensure the plan’s Health Equity Department will work closely with the 
Appeals and Grievance Department and the Customer Contact Center to ensure that 
complaints and grievances related to cultural and/or linguistic issues are addressed 
promptly. 
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7. The Health Equity Department will ensure A&G staff are trained on the identification of 
C&L issues and grievances. 

8. CHPIV will ensure that the plan’s Customer Contact Center will take a grievance or 
complaint from a member in any language. 

a. The plan will provide members with access to grievance forms in 
THRESHOLD LANGUAGES, located on the plan’s website. 

b. The plan will accept a grievance letter submitted in any language or an oral 
grievance via telephone to Member Services. 

9. Appeals and Grievance (A&G) staff will forward all cultural and linguistic related 
complaints or grievances to the Health Equity Department for investigation and steps 
toward corrective action. 

a. The Health Equity Department will track, monitor, and develop corrective 
action as needed, in a timely manner for C&L related grievances. Resolution 
of a language complaint may include linguistic support for the physician’s 
office, identification of further educational training needs for physician and 
staff, and/or reassignment to a physician that is more linguistically sensitive. 

b. The plan will provide a semi-annual report on all grievances to the applicable 
Quality Committee. The committee will make recommendations for any 
further corrective action steps. 

F. Communication and Support 
1. Member Communication 

a. CHPIV will ensure that plan informs all new and renewing members about the 
no-cost LAP including interpreter services, translation services, and 
supporting linguistic services, through various communication types 
including, but are not limited to, Evidence of Coverage, newsletters, mailings, 
and Customer Contact Center messages to inform members of the 
availability of language services. 

b. The plans Customer Contact Center staff will be trained on the LAP and will 
be an additional resource and means of informing members about the LAP. 

c. Written notice of availability of LAP will be included in English and in 
THRESHOLD LANGUAGES in annual mailing at minimum. 

d. The following information will be included in member communications: 
i. The interpreter and translation services available by the plan 

ii. Instructions on how to access LAP services 
iii. LAP services are available at no cost to the member 
iv. Access to INTERPRETING services is available at all applicable POINTS 

OF CONTACT 
v. The right to file a grievance if language needs are not met 

e. CHPIV will ensure the plan includes a Non-Discrimination Notice with all 
significant communications sent to members. The significant communication 
will include all Non-Discrimination elements required by federal rules or 
regulations. 
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f. All significant communications that include Non-Discrimination information 
will also include a notice advising the member of the availability of language 
assistance services (aka TAGLINES or NOLA) 

2. PROVIDER Group Communication and Support 
a. CHPIV will ensure the plan informs PROVIDER groups and physicians of the 

availability and how to access the Language Assistance Program at no cost to 
members. 

b. Methods of communication to PROVIDER groups and physicians include the 
plan’s PROVIDER Operations Manual, PROVIDER updates, faxed bulletins, 
flyers, or onsite visits to PROVIDER locations. 

c. The plan’s PROVIDER groups and physicians will be advised of the following: 
i. PROVIDER s must give members access to INTERPRETING services at all 

medical POINTS OF CONTACT 
ii. The hours that interpreter services are available 

iii. Timely access requirements for interpreter services 
iv. The specifications on the use of bilingual staff and the patient’s family, 

friends or minors as interpreters found 45 CFR 92 
v. Interpreter services are offered at no cost to the members 

d. CHPIV will ensure the plan supports PROVIDER groups and physicians 
through trainings (both formal and informal) and printed resources including: 
i. Culturally specific topic such as culture and diabetes management 

ii. Customized trainings in cultural competency  
iii. Trainings on how to access interpreter services, including services and 

relay services for the deaf 
e. CHPIV will ensure the plan gives contracted PROVIDER groups and 

physicians information that explains how enrollees may contact their health 
plan, file a complaint with their plan, obtain assistance from the CA DMHC 
and seek an independent medical review. 
i. Forms to request an independent medical review are transplanted and 

are available in non-English languages through DMHC 
websitewww.hmohelp.ca.gov 

f. The plan will distribute monthly eligibility reports that include member 
language preference and alternate format preference to contracted 
PROVIDER groups. 
i. Individual physicians may also request member language information 

by submitting a request through the PROVIDER portal website or by 
calling either PROVIDER or member services center. 

g. CHPIV will ensure the plan releases a yearly PROVIDER article focusing on 
collaborating effectively with interpreters in person and through video, 
telephone, and other media. The article will include information such as: 
i. What to do at the beginning of the session, including the purpose, type 

of information to be covered and how to facilitate the conversation with 
the interpreter. 
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ii. Helpful tips during the session, including how the PROVIDER should 
continue to speak in the first person and speak slightly slower than 
normal speed of talking. 

iii. How to navigate through a longer conversation and how to end the 
session successfully. 

 

III. PROCEDURE 

A. CHPIV delegates the Language Assistance Program to its Subcontractor, The Plan. 
B. Delegation Oversight 

1. CHPIV shall provide oversight and continually assess the delegated functions, 
responsibilities, processes, and performance of The Plan. CHPIV will ensure The Plan’s 
compliance with regulatory and contractual requirements through the following activities 
which are detailed in CHPIV Policy CMP-002: Delegation Oversight Policy and Procedure: 

a. Ongoing monitoring 
b. Performance reviews 
c. Data analysis 
d. Utilization of benchmarks, if available 
e. Annual desktop and on-site audits 

 

IV. DEFINITIONS 

Whenever a word or term appears capitalized in this policy and procedure, the reader should 
refer to the “Definitions” below. 

 
TERM DEFINITION 

Points of Contact Instances in which a member accesses the services covered under a 
plan contract, health insurer’s policy or certificate, including 
administrative and clinical services., telephonic and in-person contacts 
where the need for language assistance may be anticipated. 

Interpreting or 
Interpretation 

The process of understanding and analyzing a spoke or signed message 
and re-expressing that message faithfully, accurately, and objectively in 
another spoken or signed language, taking cultural and social context 
into account. 

Provider An institution or organization that provides services for health plan 
members. Examples of providers include hospitals and home health 
agencies. NCQA uses the term practitioner to refer to the professionals 
who provide he4alth care services but recognizes that a “provider 
directory” includes both providers and practitioners and the inclusive 
definition is the more common use of the word. 

Taglines Brief statements that advise members of the availability of language 
assistance services and how to access these services. Taglines are also 
referred to as a Notice of Language Assistance or NOLA. 
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Threshold 
Language 

A language spoken by a minimum number or percentage of members, 
as required by state or federal regulations or contract. These are product 
line specific. 

Vital Document Documents that defined by DMHC and CDI for California commercial 
lines of business only.  
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Device Tracking and Management Using Microsoft Intune 

I. OVERVIEW  
A. This policy outlines the procedures for receipt, tracking, removing, and accessing 

devices, including bring your own devices (BYOD), using Microsoft Intune. The goal is 
to ensure the security, integrity, and proper use of company assets. 
 

II. POLICY  
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A. This policy applies to all employees who have access to a company device, including 
BYOD. 
 

III. PROCEDURE 
A. Device Tracking: 

1. Device Enrollment: All devices, including BYOD, must be enrolled in Microsoft 
Intune by IT upon issuance. 

2. Device Inventory: A comprehensive inventory of all enrolled devices will be 
maintained in Microsoft Intune, including device type, serial number, and assigned 
user. 

B. Device Removal: 

1. Separation of Employment: Upon termination of employment or contract, the 
employee or contractor must return all company-owned devices. 

2. Device Deactivation: IT will leverage Microsoft Intune to remotely disable the 
device, thereby preventing unauthorized access to company data. 

3. Device Recovery: In the event of a lost or stolen device, the device data will be 
automatically wiped when it reconnects to the internet. Sensitive data is encrypted 
at rest to enhance security. 

C. Device Access: 

1. Authorized Users: Only authorized employees may access company-owned 
devices using their credentials. 

2. Password Management: Strong, unique passwords must be used for all device 
accounts. 

3. Data Encryption: Sensitive data stored on company devices (or BYOD if 
applicable) must be encrypted. 

D. Policy Violations: 

1. Data Access: Access to data will be restricted to locations within the United States. 
Any attempt to access data from outside the country will be considered a violation 
of company policy. 

2. Consequences: Failure to comply with this policy may result in disciplinary action, 
including termination of employment or contract.    

3. Reporting: Any suspected violations of this policy must be reported to the IT 
department immediately. 

IT Policy: Physical Access ControlI.  

I. OVERVIEW  
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A. This policy outlines the procedures for granting and revoking physical access to company 
premises using badge cards. The goal is to ensure the security and safety of the 
workplace. 
 

II. POLICY  
A. This policy applies to all employees who require access to company premises. 

 
III. PROCEDURE 

A. Badge Card Issuance: 

1. HR Request: All requests for badge cards must be submitted to the Human Resources 
department. 

2. Vendor Coordination: HR will coordinate with the designated external vendor to 
process the badge card request. HR is responsible for managing and keeping track of 
the badge inventory. 

3. Card Activation: The vendor will activate the badge card upon receipt of the request. 

B. Badge Card Deactivation: 

1. Termination or Change of Status: When an employee's employment is terminated or 
their status changes, HR will notify the vendor to deactivate their badge card. 

2. Lost or Stolen Cards: If a badge card is lost or stolen, the cardholder must report it to 
HR immediately. HR will coordinate with the vendor to deactivate the card and issue a 
replacement. 

C. Access Control Procedures: 

1. Badge Card Presentation: All individuals entering the building must tap their badge 
card into the security system. 

2. Access Granting: The security system will verify the badge card and grant access if 
authorized. 

3. Visitor Access: Visitors must be accompanied by an authorized employee and may be 
issued temporary visitor badges. 

 

D. Security Measures: 

1. Regular Reviews: Access privileges will be reviewed periodically to ensure they 
remain appropriate. 

2. Security Cameras: Security cameras are installed in key areas to monitor access 
points and deter unauthorized entry. 

3. Emergency Procedures: Emergency procedures for building evacuation and 
lockdown will be in place. 
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E. Policy Violations: 

1. Consequences: Unauthorized access to company premises may result in disciplinary 
action, including termination of employment or contract. 

2. Reporting: Any suspected violations of this policy must be reported to HR 
immediately. 

IT Policy: Device Disposal and Reuse 

I. OVERVIEW 
A. This policy outlines the procedures for the disposal and reuse of company-owned 

devices. The goal is to ensure that devices are disposed of in a responsible and 
environmentally friendly manner while protecting sensitive company data. 

II. POLICY 
A. This policy applies to all company-owned devices, including computers, laptops, tablets, 

smartphones, and peripherals. 
III. PROCEDURE 

A. Device Disposal: 

1. Data Erasure: Prior to device disposal or reuse, all data must be permanently erased 
using secure methods that render the data unrecoverable. 

2. Data Destruction: For highly sensitive data, physical destruction of storage media 
may be required. 

B. Device Reuse: 

1. Internal Reuse: If a device is still functional and meets company standards, it may be 
repurposed for internal use within the organization. 

2. Asset Management: A record of all devices disposed of or reused must be 
maintained in the company's asset management file. 

C. Disposal Methods: 

1. Data Security: Vendors must provide assurances that data will be securely erased or 
destroyed during the disposal process. 

D. To install applications or software not currently available on company computers, 
staff must follow these steps: 

1. Request approval: Staff need to submit an email request to their supervisor, specifying 
the desired application or software. 

2. Supervisor approval: If the supervisor approves the request, they will forward the 
email to ifranco@chpiv.org for purchase and/or installation. 

3. Important note: Due to security restrictions, users cannot directly install software on 
their computers. 
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Microsoft Entra User Account Policy 

I. OVERVIEW 
A. This policy outlines the guidelines for managing user accounts within the Microsoft Entra 

environment. It establishes centralized control over user roles and responsibilities, 
ensuring consistency and security across the organization. 

II. POLICY  
A. This policy applies to all user accounts created within the Microsoft Entra ID environment. 

 
III. PROCEDURE 

A. Centralized Account Management: 

1. Role Assignment: All user roles and permissions will be managed centrally through 
Microsoft Entra. This includes assigning appropriate access levels based on the user's 
job function and responsibilities. 

2. Account Lifecycle Management: Microsoft Entra will be used to manage the entire 
lifecycle of user accounts, including creation, modification, and deactivation. 

3. Two-Factor Authentication: Users require two-factor authentication (2FA) for all 
Microsoft Entra accounts, adding an extra layer of protection for the user account. 

B. Account Deactivation Procedure: When a user leaves the company, the following 
procedure will be followed: 

1. Notification: The HR department will notify the IT department of the employee's 
departure. 

2. Account Deactivation: The user's account will be deactivated within Microsoft Entra. 

a. Example of Two-Factor Authentication: When John Doe logs in to a corporate 
device for the first time or if the Microsoft ecosystem detects unusual activity on his 
account, he will be prompted to enter a verification code from the Microsoft 
Authenticator app. 

b. Example of Account Deactivation: If John Doe, a sales representative, leaves the 
company, his account will be deactivated as follows: 

i. Account Deactivation: John's account will be marked as "Disabled" in 
Microsoft Entra, preventing him from logging in. 

C. Sign-In Logging: 
1. Activity Tracking: Microsoft Intune will record detailed information about user sign-in 

attempts, including:  

a. Date and Time: The exact time of the sign-in attempt. 

b. Location: The geographical IP location from which the sign-in was attempted. 

c. Operating System: The operating system of the device used for the sign-in. 
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d. Success or Failure: Whether the sign-in attempt was successful or failed. 

e. Reason for Failure: If the sign-in failed, the reason for the failure (e.g., incorrect 
password, account lockout). 

D. Data Retention: Sign-in logs will be retained for 30 days. 
 

E. Email Access: 

1. Assigned Email Accounts: Users will be granted access to their assigned email 
accounts using their Microsoft Entra account, which will be provisioned based on their 
job function and responsibilities. 

2. Email Retention: Email messages will be retained for at least three months. 

3. Email Security: Users are responsible for following email security best practices, such 
as:  

a. Avoiding phishing scams. 

b. Not clicking on suspicious links or attachments. 

c. Reporting any suspicious email activity to the IT department. 

F. File Resource Access: 

1. Assigned File Resources: Users will be granted access to the file resources they need 
to perform their job duties, using their Microsoft Entra account. Access will be based on 
their role and responsibilities within the organization. 

2. File Sharing: Users may be granted permission to share files with other authorized 
users, as necessary. 

3. File Security: Users are responsible for following file security best practices, such as:  

a. Using strong passwords to protect their accounts. 

b. Avoiding unauthorized file sharing. 

c. Reporting any suspicious file activity to the IT department. 

G. Access Restrictions: 

1. Unauthorized Access: Users are prohibited from accessing resources that are not 
assigned to them. 

2. Data Privacy: Users must comply with all applicable data privacy laws and regulations 
when accessing and handling company data. 

H. Account Deactivation: 

1. Upon Termination: When a user's employment is terminated, their account access will 
be revoked. 
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I. Policy Enforcement: 

2. Regular Reviews: The IT department will conduct regular reviews of user accounts to 
ensure compliance with this policy and identify any potential security risks. 

3. Training: All employees will receive training on the importance of following this policy 
and the consequences of unauthorized access or misuse of user accounts. 

4. Auditing: Microsoft Entra's auditing capabilities will be used to monitor user activity 
and detect any suspicious behavior. 

 

Email Encryption Policy 

I. Overview  
A. This policy outlines the organization's commitment to protecting the confidentiality of 

email communications by ensuring that all emails are sent using encryption in transit. 
 

II. Policy   
A. This policy applies to all email communications sent and received by the organization. 

 
III. Procedure 

A. Encryption in Transit: 

1. Secure Protocols: The organization will use secure protocols, such as Transport 
Layer Security (TLS), to encrypt email communications during transmission. All 
emails sent from our organization are automatically encrypted in transit using 
secure protocols. If the recipient's email server does not support encrypted 
connections, the email will not be sent. 

2. Certificate Management: The organization will maintain and manage appropriate 
digital certificates to enable secure TLS connections. 

3. Regular Updates: Encryption protocols and certificates will be regularly updated 
to ensure compatibility with evolving security standards. 

Antivirus Software Usage 

I. Overview  
A. To ensure the security and integrity of corporate computer systems and data by 

mandating the use of antivirus software on all corporate devices and BYOD. 
II. Policy  

A. This policy applies to all employees and authorized users who have access to 
computer devices, including laptops, desktops, and servers. 

III. Procedure 
A. Antivirus Installation and Maintenance: 
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1. All corporate devices must have up-to-date antivirus software installed and 
activated. 

2. The antivirus software performs automatic scans at regular intervals and scans all 
files downloaded or accessed from external sources. 

3. Antivirus software definitions are updated automatically to protect against the 
latest threats. 

B. User Conduct: 

1. Users are unable to disable antivirus due to profile restrictions on their corporate 
devices. 

2. Users must report any suspicious activity or suspected malware infections to the IT 
department immediately. 

3. Users must exercise caution when opening attachments from unknown sources or 
clicking on links in emails. 

C. IT Department Responsibilities: 

1. The IT department will select and deploy approved antivirus software. 

2. The IT department will monitor antivirus software performance and update 
definitions as needed. 

3. The IT department will investigate and address any malware infections promptly. 

D. Consequences of Non-Compliance: Failure to comply with this policy may result in 
disciplinary action, including termination of employment. 

E. Exceptions: Exceptions to this policy may be granted by the IT department in specific 
cases, such as for testing purposes or when compliance is impractical. 

External Storage Device Restrictions 

I. Overview  
A. To protect the security and integrity of corporate data by restricting the use of external 

storage devices. 
 

II. Policy 
A.  This policy applies to all employees and authorized users who have access to 

computer devices including BYOD. 
 

III. Procedure 
A. External Storage Device Restrictions: 

1. Unrecognized Devices: Corporate devices will not recognize or interact with 
external storage devices that are not explicitly approved by the IT department. 
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2. Data Transfer Restrictions: Data transfer between corporate devices and external 
storage devices will be strictly controlled and monitored. 

B. Approved Devices: 

1. List of Approved Devices: The IT department will maintain a list of approved 
external storage devices under the Asset Management file.  External USB storage, 
including flash drives and CD/DVD drives, is exclusively for backing up server files 
and updating computers. Data stored on these devices will be encrypted with 
industry-standard encryption. 

2. Device Approval Process: Users must obtain prior approval from their supervisor 
before connecting any external storage device to a corporate device. 

C. Data Transfer Procedures: 

1. Secure Transfer Methods: Data transfer between corporate devices and 
approved external storage devices must be conducted using secure methods, 
such as encrypted files or secure cloud storage. 

2. Data Backup: Regular backups of sensitive data should be performed to ensure 
data integrity and recoverability. 

3. For security reasons, all users are prohibited from using external USB storage 
devices. To share files, please use SharePoint or email. These methods employ 
encryption both in transit and at rest. Shared file activities will be logged in your 
Microsoft Entra account. 

D. Example of Unrecognizable Device: If an employee connects a personal USB drive 
to a corporate laptop, the laptop may not display the drive in the file explorer. This is 
because the device is not on the approved list and is therefore unrecognized by the 
corporate device's security settings. For security purposes, any device attempting to 
read or write data to an external USB device will be blocked. 

E. Consequences of Non-Compliance: Failure to comply with this policy may result in 
disciplinary action, including termination of employment. 

Bring Your Own Device (BYOD) Program 

I. Overview 
A. To establish guidelines for employees who wish to use their personal devices for work 

purposes. 
 

II.  Policy 
A. This policy applies to all employees who wish to enroll their personal devices in the 

company's BYOD program. 
 

III. Procedure 
A. Device Enrollment: 
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1. Employees who wish to participate in the BYOD program must enroll their 
personal devices in Microsoft Intune. 

2. Enrollment will enable remote control and device encryption capabilities. 

B. Device Management: 

1. The company reserves the right to remotely manage and control enrolled devices 
for security and compliance purposes. 

2. This includes the ability to remotely wipe the device if necessary. 

C. Device Encryption: 

1. All enrolled devices must have data encryption enabled to protect sensitive 
company information. 

2. The company will enforce encryption policies to ensure data security. 

D. Device Ownership: 

1. The employee remains the owner of the personal device. 

2. The company does not assume responsibility for the device's physical condition or 
performance. 

E. Device Removal: 

1. If an employee leaves the company or wishes to unenroll their personal device, the 
device will be remotely wiped to remove all company data. 

2. The employee is responsible for ensuring that any personal data is backed up 
before unenrollment. 

F. Acceptable Use: 

1. Employees must comply with all company policies and procedures when using 
their personal devices for work purposes. 

2. This includes adhering to company security standards and avoiding unauthorized 
access to company systems. 

File Resources and Monitoring 

I. Overview 
A.  To establish guidelines for the use of company file resources and to outline the 

monitoring practices in place to ensure security and compliance. 
II. Policy  

A. This policy applies to all employees, and authorized users who have access to 
company file resources such as company network(s), secure portals, data systems and 
applications. 

III. Procedure 
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A. File Resource Access: 

1. Access to company file resources will be granted based on job role and 
responsibilities. 

2. Users must only access files that are relevant to their work duties. 

3. Unauthorized access to files is strictly prohibited. 

B. File Storage and Management: 

1. All company files will be stored on Microsoft Office 365 cloud storage. 

2. The company will implement appropriate security measures to protect file 
resources, including access controls, encryption, and regular backups. 

C. File Activity Monitoring: 

1. All activities related to file resources will be monitored under Microsoft Azure. 

2. This includes receipt of, tracking, and managing file access, creation, modification, 
and deletion. 

3. Monitoring will be conducted to detect and prevent unauthorized access, data 
breaches, and other security threats. 

D. Data Retention and Deletion: 

1. The company will retain files for a specified period, as determined by legal and 
regulatory requirements. 

2. Files that are no longer required will be securely deleted in accordance with data 
retention policies. 

E. Data Privacy and Confidentiality: 

1. Employees must handle all company files with the utmost care and confidentiality. 

2. Sensitive data must be protected in accordance with applicable data privacy laws 
and regulations. 

Geographic Access Restrictions 

I. Overview 
A.  To establish guidelines for restricting access to our resources within the United States. 

 
II. Policy 

A.  This policy applies to all users accessing our network, systems, and data. 
 

III. Procedure 
A. Geographic Restriction: All access to our internal resources will be automatically 

restricted to within the United States. 
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B. Access Denial: Attempts to access our internal resources from outside the United 
States will be denied. 

1. Example: 

a. User: A user located in Canada attempts to log in to our internal network. 

b. System: The system detects the user's IP address as being outside the United 
States. 

c. Result: The user is denied access and receives a message indicating that their 
location is not authorized. 

C. Enforcement: 

1. Monitoring: Network traffic will be monitored to identify and block unauthorized 
access attempts. 

2. Logging: Access attempts, both successful and unsuccessful, will be logged for 
auditing purposes under Microsoft Entra. 

3. Consequences: Violations of this policy may result in disciplinary action, including 
termination of employment. 
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The CHPIV Delegation Oversight Monitoring Program ensures continuous oversight of high-risk and critical delegated activities that have 
high member impact and regulatory focus. The Executive Summary provides a concise overview of the performance metrics and categorizes 
each area into compliant (green), areas at risk (yellow), non-compliant (red), and not reportable (grey) giving a clear snapshot of where 
performance is strong and where improvements are needed. The thresholds are defined in Exhibit 1, in accordance with the Plan-to-Plan 
agreement. KPIs that are deemed not reportable are due to CHPIV being unable to calculate compliance because the data was either 
unavailable or inaccurate. 
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This section provides an overview of Health Net’s high-performing areas, non-compliant areas, and necessary actions. It highlights the 
sections where the program excels, identifies specific areas needing improvement, highlights logs that could not be validated, and outlines 
next steps. 

 
   

 100% Appeals Timeliness of Acknowledgement, Decisions, and Member 
Notifications 

 100% Continuity of Care Notification Timeliness 
 83% Calls Answered within 30 seconds 
 3.42% Call Center Abandonment Rate Level 
 100% Grievance Timeliness of Resolutions and Member Notification 
 99.25% PDR Acknowledgement Timeliness 
 100% PDR Written Determination Timeliness and Timeliness of Interest Payment 

on Late PDRs 
 99.86% Claims Payment Timeliness - 30 Calendar Days 
 100% Claims Payment Timeliness – 45 Working Days and 90 Calendar Days 
 99.76% Claims Acknowledgement Timeliness 
 99.9% Misdirected Claims Timeliness 
 98.3% UM Decision Timeliness 
 96% UM Member Notification Timeliness 

 

 80% Effectuation of Overturned Appeals  
 81.27% Timely Issuance of Member ID Cards 

 89.1% UM Provider Notification Timeliness 

 73.08% Continuity of Care Processing Timeliness 

 0% Timely Interest Payment on Late Claims 

 
 

 

 

 

  

HIGH PERFORMING AREAS NON-COMPLIANT AREAS 

 
 

FUNCTIONAL AREA ACTION DUE DATE 

UTILIZATION MANAGEMENT Warning Letter NA 

APPEALS Warning Letter NA 

CONTINUITY OF CARE Warning Letter NA 

CLAIMS Warning Letter NA  

PROVIDER DISPUTE RESOLUTION None NA  

MEMBER SERVICES Warning Letter NA 

GRIEVANCES None NA 

 

ACTIONS REQUIRED 
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UTILIZATION MANAGEMENT 

 

 

 

 

  

 

  
  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 
UM001 Decision Timeliness 98.3%    

UM001SP  Standard Preservice 98.3%    
UM001EP  Expedited Preservice 95.2%    
UM001C  Concurrent 98.9%    
UM001R  Retrospective 100%    

UM001PS  Post Stabilization No cases    
UM002 Member Notification Timeliness 96%*    

UM002SP  Standard Preservice 100%    
UM002EP  Expedited Preservice 86.8%    
UM002C  Concurrent 97%    
UM002R  Retrospective 100%    

UM003 Provider Notification Timeliness 89.1%*    

UM003SP  Standard Preservice 89.7%    
UM003EP  Expedited Preservice 85.4%    
UM003C  Concurrent 89.2%    
UM003R  Retrospective 100%    

BACKLOG - Overdue 
Member 
Notification 4 
Provider 
Notification 26 

UM001
Decision Timeliness

98.3%

UM002
Member Notification 

Timeliness

96%

UM003
Provider Notification 

Timeliness

89.1%

*Percentage does not include the backlog of cases that have not been completed/processed and have passed the required timeframe  

 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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 APPEALS 

 

 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

APPEAL001  Acknowledgement of Appeals Timeliness 100%    

APPEAL002 Decision of Appeals Timeliness 100%    

APPEAL002S  Standard 100%    
APPEAL002E  Expedited No cases    

APPEAL003 Effectuation of Overturned Appeals Timeliness 80%    

APPEAL004 Member Notification Timeliness 100%    
APPEAL004S  Standard 100%    
APPEAL004E  Expedited No cases    

 

  

APPEAL002
Decision of Appeals 

Timeliness

100%

APPEAL001
Acknowledgement of 

Appeals Timeliness

100%

APPEAL004
Member Notification 

Timeliness

100%

APPEAL003
Effectuation of Overturned 

Appeals Timeliness

80%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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CONTINUITY OF CARE 
 

 

 

 

 

 

 

 
  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

COC001  CoC Processing Timeliness 73.08%    

COC001N  Non-Urgent 100%    
COC001I  Immediate No Cases    

COC001U  Urgent 36.36%    

COC002 CoC Notification Timeliness 100%*    

 COC002N  Non-Urgent 100%    
COC002I  Immediate No Cases    

COC002U  Urgent 100%    
*Percentage does not include the backlog of cases that have not been completed/processed and have passed the required timeframe  

BACKLOG 
CoC Member Notification 6 

COC002
CoC Notification 

Timeliness

100%

COC001
CoC Processing 

Timeliness

73.08%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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CLAIMS 
 

 

 

 

 

 

 

 
  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

CLM001 Claims Payment Timeliness - 30 Calendar Days 99.86%    

CLM002 Claims Payment Timeliness - 45 Working Days 100%    

CLM003 Claims Payment Timeliness - 90 Calendar Days 100%    

CLM004 Acknowledgement Timeliness 99.76%    

CLM004E  Acknowledgement Timeliness - Electronic 100%    
CLM004P  Acknowledgement Timeliness - Paper 93.69%    

CLM005 Misdirected Claims Timeliness 99.9%    

CLM006 Timeliness of Interest Payment on Late Claims 0%    
 

  

 

CLM003
Claims Payment 
Timeliness - 90 
Calendar Days

100%

CLM002
Claims Payment 
Timeliness - 45 
Working Days

100%

CLM006
Timeliness of 

Interest Payment 
on Late Claims

0%

CLM005
Misdirected 

Claims Timeliness

99.9%

CLM004
Acknowledgement 

Timeliness

99.76%

CLM001
Claims Payment 
Timeliness - 30 
Calendar Days

99.86%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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PROVIDER DISPUTE RESOLUTION 
 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

PDR001 Acknowledgement Timeliness 99.25%    

PDR001E  Acknowledgement Timeliness - Electronic No Cases    
PDR001P  Acknowledgement Timeliness - Paper 99.25%    

PDR002 Written Determination Timeliness   100%    

PDR003 Timeliness of Interest Payment on Late PDRs 100%    
 

  

 

PDR003
Timeliness of Interest 

Payment on Late PDRs

100%

PDR002
Written Determination 

Timeliness

100%

PDR001
Acknowledgement 

Timeliness

99.25%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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MEMBER SERVICES 
 

 

 

 

 

 

 

 

 KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

MS001 Calls Answered within 30 seconds 83.17%†    

MS002 Call Center Abandonment Rate Level 3.42%†    

MS003 Timely Issuance of Member ID Cards 81.27%    

 

 

  

  

MS002†

Call Center 
Abandonment Rate 

Level

3.42%

MS001†

Calls Answered within 
30 seconds

83.17%

† Self-reported compliance rate 

MS003
Timely Issuance of 
Member ID Cards

81.27%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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GRIEVANCES 
 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

GRV001 Acknowledgement Letter Timeliness 95.3%    

GRV002 Grievance Resolution Timeliness 100%    

GRV002S  Standard 100%    
GRV002E  Expedited 100%    

GRV003 Member Notification Timeliness 100%    

GRV003S  Standard 100%    
GRV003E                                                    Expedited 100%    

 

  

GRV002
Grievance Resolution 

Timeliness

100%

GRV003
Member Notification 

Timeliness

100%

GRV001
Acknowledgement 
Letter Timeliness

95.3%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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Appendix 1 – KPI Details 
This appendix provides comprehensive details for each Key Performance Indicator (KPI), including the KPI type, predefined thresholds, and the 
specific log used to calculate the KPI compliance rate.  

Functional 
Area 

KPI Type KPI # KPI Thresholds Log 
Green Yellow Red 

Utilization 
Management 
(UM) 

Quantitative UM001 Decision Timeliness >96% 95-96% <95% UM Authorizations Log 

Utilization 
Management 
(UM) 

Quantitative UM002 Member Notification Timeliness >96% 95-96% <95% UM Authorizations Log 

Utilization 
Management 
(UM) 

Quantitative UM003 Provider Notification Timeliness >96% 95-96% <95% UM Authorizations Log 

Appeals Quantitative APPEAL01  Timely Acknowledgement of 
Appeals 

>96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL02 Timely Decision of Appeals >96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL03 Timely Effectuation of Overturned 
Appeals  

>96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL04 Member Notification Timeliness >96% 95-96% <95% Appeal Log 

Continuity of Care Quantitative COC001 CoC Processing Timeliness >96% 95-96% <95% CoC Log 

Continuity of Care Quantitative COC002 CoC Notification Timeliness >96% 95-96% <95% CoC Log 

Claims Quantitative CLM001 Claims Payment Timeliness - 30 
Calendar Days 

>91% 90-91% <90% Claims Log 

Claims Quantitative CLM002 Claims Payment Timeliness - 45 
Working Days 

>96% 95-96% <95% Claims Log 

Claims Quantitative CLM003 Claims Payment Timeliness - 90 
Calendar Days 

>99% 99% <99% Claims Log 

Claims Quantitative CLM004 Claims Acknowledgement 
Timeliness  

>96% 95-96% <95% Claims Log 

Claims Quantitative CLM005 Misdirected Claims Timeliness  >96% 95-96% <95% Claims Log 

Claims Quantitative CLM006 Timely Interest Payment on Late 
Claims 

>96% 95-96% <95% Claims Log 
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Functional 
Area 

KPI Type KPI # KPI Thresholds Log 
Green Yellow Red 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR001 PDR Acknowledgement Timeliness  >96% 95-96% <95% PDR Log 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR002 PDR Written Determination 
Timeliness  

>96% 95-96% <95% PDR Log 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR003 Timeliness of Interest Payment on 
Late PDRs  

>96% 95-96% <95% PDR Log 

Member Services  Quantitative MS001 Calls Answered within 30 seconds >90%  80%-90% <80% Call Center SLA Log 

Member Services  Quantitative MS002 Call Center Abandonment Rate 
Level 

less than 
5% 

 5% >5%  Call Center SLA Log 

Member Services  Quantitative MS003 Timely Issuance of Member ID 
cards 

100%   NA <100% Member ID Cards Log 

Grievances Quantitative GRV001 Timely Acknowledgement Letter  >96% 95-96% <95% Grievance Log 

Grievances Quantitative GRV002 Timely Grievance Resolution >96% 95-96% <95% Grievance Log 
Call Log 

Grievances Quantitative GRV003 Member Notification Timeliness >96% 95-96% <95% Grievance Log 
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The CHPIV Delegation Oversight Monitoring Program ensures continuous oversight of high-risk and critical delegated activities that have 
high member impact and regulatory focus. The Executive Summary provides a concise overview of the performance metrics and categorizes 
each area into compliant (green), areas at risk (yellow), non-compliant (red), and not reportable (grey) giving a clear snapshot of where 
performance is strong and where improvements are needed. The thresholds are defined in Exhibit 1, in accordance with the Plan-to-Plan 
agreement. KPIs that are deemed not reportable are due to CHPIV being unable to calculate compliance because the data was either 
unavailable or inaccurate. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1

1

2

3

2

3

1

4

1

5

GRIEVANCES

MEMBER SERVICES

PROVIDER DISPUTE RESOLUTION 

CLAIMS

CONTINUITY OF CARE 

APPEALS

UTILIZATION MANAGEMENT 

EXECUTIVE SUMMARY

Noncompliant At Risk Compliant Not Reportable
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This section provides an overview of Health Net’s high-performing areas, non-compliant areas, and necessary actions. It highlights the 
sections where the program excels, identifies specific areas needing improvement, highlights logs that could not be validated, and outlines 
next steps. 

 
   

 100% Appeals Acknowledgement, Decision, Effectuation 
of Overturned Appeals and Member Notification 
Timeliness 

 100% Continuity of Care Notification Timeliness 
 98.11% Calls Answered within 30 seconds 
 0.78% Call Center Abandonment Rate Level 
 100% Grievance Resolution and Member Notification 

Timeliness 
 97.9% Grievance Acknowledgement Timeliness 
 99.92% PDR Written Determination Timeliness 
 100% PDR Acknowledgement and Interest Payment on 

Late PDRs Timeliness 
 99.6% UM Decision Timeliness 

 

 90.61% Timely Issuance of Member ID Cards 
 94.6% UM Member Notification Timeliness 
 90.2% UM Provider Notification Timeliness 
 80% Continuity of Care Processing Timeliness 

 
 

 

 
 

 Claims Log 

 

 

  

HIGH PERFORMING AREAS NON-COMPLIANT AREAS 

 
 

FUNCTIONAL AREA ACTION DUE DATE 

UTILIZATION MANAGEMENT Corrective Action Plan (CAP) 10/14/2024 

APPEALS None NA 

CONTINUITY OF CARE Corrective Action Plan (CAP) 10/14/2024 

CLAIMS Submit Revised Log NA  

PROVIDER DISPUTE RESOLUTION None NA  

MEMBER SERVICES Corrective Action Plan (CAP) 10/14/2024 

GRIEVANCES None NA 

 

ACTIONS REQUIRED 

 

NOT REPORTABLE 
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UTILIZATION MANAGEMENT 

 

 

 

 

 

  
 

 
  
  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 
UM001 Decision Timeliness 98.3% 99.6%   

UM001SP  Standard Preservice 98.3% 98.3%   
UM001EP  Expedited Preservice 95.2% 100%   
UM001C  Concurrent 98.9% 100%   
UM001R  Retrospective 100% 100%   

UM001PS  Post Stabilization No cases No cases   
UM002 Member Notification Timeliness 96% 94.6%   

UM002SP  Standard Preservice 100% 98.3%   
UM002EP  Expedited Preservice 86.8% 66.7%   
UM002C  Concurrent 97% 93.2%   
UM002R  Retrospective 100% 100%   

UM003 Provider Notification Timeliness 89.1% 90.2%   

UM003SP  Standard Preservice 89.7% 100%   
UM003EP  Expedited Preservice 85.4% 100%   
UM003C  Concurrent 89.2% 86.4%   
UM003R  Retrospective 100% 100%   

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

UM001
Decision Timeliness

99.6%

UM002
Member Notification 

Timeliness

94.6%

UM003
Provider Notification 

Timeliness

90.2%
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 APPEALS 

 

 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

APPEAL001  Acknowledgement of Appeals Timeliness 100% 100%   

APPEAL002 Decision of Appeals Timeliness 100% 100%   

APPEAL002S  Standard 100% 100%   
APPEAL002E  Expedited No cases 100%   

APPEAL003 Effectuation of Overturned Appeals Timeliness 80% 100%   

APPEAL004 Member Notification Timeliness 100% 100%   
APPEAL004S  Standard 100% 100%   
APPEAL004E  Expedited No cases 100%   

 

  

APPEAL002
Decision of Appeals 

Timeliness

100%

APPEAL001
Acknowledgement of 

Appeals Timeliness

100%

APPEAL004
Member Notification 

Timeliness

100%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

APPEAL003
Effectuation of Overturned 

Appeals Timeliness

100%
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CONTINUITY OF CARE 
 

 

 

 

 

 

 

 
  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

COC001  CoC Processing Timeliness 73.08% 80%   

COC001N  Non-Urgent 100% 80%   
COC001I  Immediate No Cases No Cases   

COC001U  Urgent 36.36% No Cases   

COC002 CoC Notification Timeliness 100%* 100%   

 COC002N  Non-Urgent 100% 100%   
COC002I  Immediate No Cases No Cases   

COC002U  Urgent 100% No Cases   
*Percentage does not include the backlog of cases that have not been completed/processed and have passed the required timeframe  

 

 

COC002
CoC Notification 

Timeliness

100%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

COC001
CoC Processing 

Timeliness

80%
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CLAIMS 
 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

CLM001 Claims Payment Timeliness - 30 Calendar Days 99.86% Not Reportable*   

CLM002 Claims Payment Timeliness - 45 Working Days 100% Not Reportable*   

CLM003 Claims Payment Timeliness - 90 Calendar Days 100% Not Reportable*   

CLM004 Acknowledgement Timeliness 99.76% Not Reportable*   

CLM004E  Acknowledgement Timeliness - Electronic 100% Not Reportable*   
CLM004P  Acknowledgement Timeliness - Paper 93.69% Not Reportable*   

CLM005 Misdirected Claims Timeliness 99.9% Not Reportable*   

CLM006 Timeliness of Interest Payment on Late Claims 0% Not Reportable*   
 

  

* Data did not pass data validation, pending resubmission of Claims log 

 

CLM003
Claims Payment 
Timeliness - 90 
Calendar Days

NR*

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

CLM006
Timeliness of 

Interest Payment 
on Late Claims

NR*

CLM005
Misdirected 

Claims Timeliness

NR*

CLM004
Acknowledgement 

Timeliness

NR*

CLM001
Claims Payment 
Timeliness - 30 
Calendar Days

NR*

CLM002
Claims Payment 
Timeliness - 45 
Working Days

NR*
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PROVIDER DISPUTE RESOLUTION 
 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

PDR001 Acknowledgement Timeliness 99.25% 100%   

PDR001E  Acknowledgement Timeliness - Electronic No Cases No Cases   
PDR001P  Acknowledgement Timeliness - Paper 99.25% 100%   

PDR002 Written Determination Timeliness   100% 99.92%   

PDR003 Timeliness of Interest Payment on Late PDRs 100% 100%   
 

  

 

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

PDR003
Timeliness of Interest 

Payment on Late PDRs

100%

PDR002
Written Determination 

Timeliness

99.92%

PDR001
Acknowledgement 

Timeliness

100%
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MEMBER SERVICES 
 

 

 

 

 

 

 

 

 KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

MS001 Calls Answered within 30 seconds 83.17%† 98.11%†   

MS002 Call Center Abandonment Rate Level 3.42%† 0.78%†   

MS003 Timely Issuance of Member ID Cards 81.27% 90.61%   

 

 

  

  

MS002†

Call Center 
Abandonment Rate 

Level

0.78%

MS001†

Calls Answered within 
30 seconds

98.11%

† Self-reported compliance rate 

MS003
Timely Issuance of 
Member ID Cards

90.61%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 
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GRIEVANCES 
 

 

 

 

 

 

 

  

KPI # KPI Quarter 1 Quarter 2 Quarter 3 Quarter 4 

GRV001 Acknowledgement Letter Timeliness 95.3% 97.9%   

GRV002 Grievance Resolution Timeliness 100% 100%   

GRV002S  Standard 100% 100%   
GRV002E  Expedited 100% 100%   

GRV003 Member Notification Timeliness 100% 100%   

GRV003S  Standard 100% 100%   
GRV003E                                                    Expedited 100% 100%   

 

  

GRV002
Grievance Resolution 

Timeliness

100%

Quarter 1 Quarter 2 Quarter 3 Quarter 4 

GRV003
Member Notification 

Timeliness

100%

GRV001
Acknowledgement 
Letter Timeliness

97.9%
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Appendix 1 – KPI Details 
This appendix provides comprehensive details for each Key Performance Indicator (KPI), including the KPI type, predefined thresholds, and the 
specific log used to calculate the KPI compliance rate.  

Functional 
Area 

KPI Type KPI # KPI Thresholds Log 
Green Yellow Red 

Utilization 
Management 
(UM) 

Quantitative UM001 Decision Timeliness >96% 95-96% <95% UM Authorizations Log 

Utilization 
Management 
(UM) 

Quantitative UM002 Member Notification Timeliness >96% 95-96% <95% UM Authorizations Log 

Utilization 
Management 
(UM) 

Quantitative UM003 Provider Notification Timeliness >96% 95-96% <95% UM Authorizations Log 

Appeals Quantitative APPEAL01  Timely Acknowledgement of 
Appeals 

>96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL02 Timely Decision of Appeals >96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL03 Timely Effectuation of Overturned 
Appeals  

>96% 95-96% <95% Appeal Log 

Appeals Quantitative APPEAL04 Member Notification Timeliness >96% 95-96% <95% Appeal Log 

Continuity of Care Quantitative COC001 CoC Processing Timeliness >96% 95-96% <95% CoC Log 

Continuity of Care Quantitative COC002 CoC Notification Timeliness >96% 95-96% <95% CoC Log 

Claims Quantitative CLM001 Claims Payment Timeliness - 30 
Calendar Days 

>91% 90-91% <90% Claims Log 

Claims Quantitative CLM002 Claims Payment Timeliness - 45 
Working Days 

>96% 95-96% <95% Claims Log 

Claims Quantitative CLM003 Claims Payment Timeliness - 90 
Calendar Days 

>99% 99% <99% Claims Log 

Claims Quantitative CLM004 Claims Acknowledgement 
Timeliness  

>96% 95-96% <95% Claims Log 

Claims Quantitative CLM005 Misdirected Claims Timeliness  >96% 95-96% <95% Claims Log 

Claims Quantitative CLM006 Timely Interest Payment on Late 
Claims 

>96% 95-96% <95% Claims Log 
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Functional 
Area 

KPI Type KPI # KPI Thresholds Log 
Green Yellow Red 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR001 PDR Acknowledgement Timeliness  >96% 95-96% <95% PDR Log 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR002 PDR Written Determination 
Timeliness  

>96% 95-96% <95% PDR Log 

Provider Dispute 
Resolution (PDR) 

Quantitative PDR003 Timeliness of Interest Payment on 
Late PDRs  

>96% 95-96% <95% PDR Log 

Member Services  Quantitative MS001 Calls Answered within 30 seconds >90%  80%-90% <80% Call Center SLA Log 

Member Services  Quantitative MS002 Call Center Abandonment Rate 
Level 

less than 
5% 

 5% >5%  Call Center SLA Log 

Member Services  Quantitative MS003 Timely Issuance of Member ID 
cards 

100%   NA <100% Member ID Cards Log 

Grievances Quantitative GRV001 Timely Acknowledgement Letter  >96% 95-96% <95% Grievance Log 

Grievances Quantitative GRV002 Timely Grievance Resolution >96% 95-96% <95% Grievance Log 
Call Log 

Grievances Quantitative GRV003 Member Notification Timeliness >96% 95-96% <95% Grievance Log 
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