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For Continuing Medical Education credit 
for APA Practice Guidelines,
visit www.psych.org/cme.



To order individual Practice Guidelines or the 
2004 Compendium of APA Practice Guidelines, 



visit www.appi.org or call 800-368-5777.



The American Board of Psychiatry and Neurology (ABPN) has reviewed 
the APA Practice Guidelines CME Program and has approved 



this product as part of a comprehensive lifelong learning program, 
which is mandated by the American Board of Medical Specialties 



as a necessary component of maintenance of certification.



ABPN approval is time limited to 3 years for each individual Practice Guideline CME course. 
Refer to APA’s CME web site for ABPN approval status of each course.
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Introduction
“Treating Schizophrenia: A Quick Reference Guide” is a summary and
synopsis of the American Psychiatric Association’s Practice Guideline for
the Treatment of Patients With Schizophrenia, Second Edition, which was
originally published in The American Journal of Psychiatry in February
2004 and is available through American Psychiatric Publishing, Inc. The
Quick Reference Guide (QRG) is not designed to stand on its own and
should be used in conjunction with the full text of the practice guideline.
The psychiatrist using this QRG will find it helpful to return to the full-text
practice guideline for clarification of a recommendation or for a review
of the evidence supporting a particular strategy. Algorithms illustrating
the treatment of patients with schizophrenia are included.



Statement of Intent
The Practice Guidelines and the Quick Reference Guides are not intend-
ed to be construed or to serve as a standard of medical care. Standards
of medical care are determined on the basis of all clinical data available
for an individual case and are subject to change as scientific knowledge
and technology advance and practice patterns evolve. These parameters
of practice should be considered guidelines only. Adherence to them will
not ensure a successful outcome in every case, nor should they be con-
strued as including all proper methods of care or excluding other accept-
able methods of care aimed at the same results. The ultimate judgment
regarding a particular clinical procedure or treatment plan must be made
by the psychiatrist in light of the clinical data presented by the patient
and the diagnostic and treatment options available.



The development of the APA Practice Guidelines and Quick Reference
Guides has not been financially supported by any commercial organiza-
tion.
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A. Psychiatric Management



Reevaluate the patient’s diagnosis and update the treatment plan as
new information about the patient and his or her symptoms becomes
available.



1. Assess symptoms and establish a diagnosis.



Establish an accurate diagnosis, considering other psychotic
disorders in the differential diagnosis because of the major implica-
tions for short- and long-term treatment planning. If a definitive
diagnosis cannot be made but the patient appears prodromally
symptomatic and at risk for psychosis, reevaluate the patient
frequently.



Identify the targets of each treatment, use outcome measures that
gauge the effect of treatment, and have realistic expectations about
the degrees of improvement that constitute successful treatment.



Consider the use of objective, quantitative rating scales to monitor
clinical status (e.g., Abnormal Involuntary Movement Scale [AIMS],
Structured Clinical Interview for DSM-IV Axis I Disorders [SCID], Brief
Psychiatric Rating Scale [BPRS], Positive and Negative Syndrome
Scale [PANSS]). 



2. Formulate and implement a treatment plan.



Select specific type(s) of treatment and the treatment setting. (This
process is iterative and should evolve over the course of the patient’s
association with the clinician.)
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Assess factors contributing to incomplete treatment adherence and
implement clinical interventions (e.g., motivational interviewing) to
address them. Factors contributing to incomplete treatment adherence
include
• patient’s lack of insight about presence of illness or need to take



medication,
• patient’s perceptions about lack of treatment benefits (e.g.,



inadequate symptom relief) and risks (e.g., unpleasant side effects,
discrimination associated with being in treatment),



• cognitive impairment,
• breakdown of the therapeutic alliance,
• practical barriers such as financial concerns or lack of



transportation,
• cultural beliefs, and
• lack of family or other social support.



3. Develop a therapeutic alliance and promote treatment 
adherence. 



Identify the patient’s goals and aspirations and relate these to
treatment outcomes to increase treatment adherence.



Consider assertive outreach (including telephone calls and home
visits) for patients who consistently do not appear for appointments or
are nonadherent in other ways.



4. Provide patient and family education and therapies. 



Work with patients to recognize early symptoms of relapse in order
to prevent full-blown illness exacerbations.



Educate the family about the nature of the illness and coping
strategies to diminish relapses and improve quality of life for patients.
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Work with team members, the patient, and the family to ensure that
services are coordinated and that referrals for additional services are
made when appropriate.



6. Attend to the patient’s social circumstances and functioning.



5. Treat comorbid conditions, especially major depression, 
substance use disorders, and posttraumatic stress disorder.



7. Integrate treatments from multiple clinicians.



8. Carefully document the treatment, since patients may have 
different practitioners over their course of illness.



B. Acute Phase



Goals of treatment
• Prevent harm.
• Control disturbed behavior.
• Reduce the severity of psychosis and associated symptoms (e.g.,



agitation, aggression, negative symptoms, affective symptoms).
• Determine and address the factors that led to the occurrence of the



acute episode.
• Effect a rapid return to the best level of functioning.
• Develop an alliance with the patient and family.
• Formulate short- and long-term treatment plans.
• Connect the patient with appropriate aftercare in the community.
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Goals of acute phase assessment
• Evaluate the reason for the recurrence or exacerbation of symptoms



(e.g., medication nonadherence).
• Determine or verify the patient’s diagnosis.
• Identify any comorbid psychiatric or medical conditions, including



substance use disorders.
• Evaluate general medical health.
• Identify the patient’s strengths and limitations.
• Engage the patient in a therapeutic alliance.



1. Assessment in the Acute Phase



Undertake a thorough initial workup, including complete psychiatric
and general medical histories and physical and mental status
examinations.



Routinely interview family members or other individuals
knowledgeable about the patient, unless the patient refuses to grant
permission.



In emergency circumstances (e.g., safety risk), it may be necessary
and permissible to speak with others without the patient’s consent.



Conduct laboratory tests, including a complete blood count (CBC);
measurements of blood electrolytes and glucose; tests of liver, renal,
and thyroid function; a syphilis test; and, when indicated, a urine or
serum toxicology screen, hepatitis C test, and determination of HIV
status.
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Consider use of a computed tomography (CT) or magnetic resonance
imaging (MRI) scan (MRI is preferred) for patients with a new onset
of psychosis or with an atypical clinical presentation, because
findings (e.g., ventricular enlargement, diminished cortical volume)
may enhance confidence in the diagnosis and provide information
relevant to treatment planning and prognosis.



Assess risk factors for suicide (such as prior attempts, depressed
mood, suicidal ideation, presence of command hallucinations,
hopelessness, anxiety, extrapyramidal side effects, and alcohol or
other substance use).



Assess likelihood of dangerous or aggressive behavior, including
potential for harm to others.



Reduce overstimulating or stressful relationships, environments, and
life events.



Provide the patient with information (appropriate to his or her ability
to assimilate) on the nature and management of the illness.



Initiate a relationship with family members. Refer family members to
local chapters of the National Alliance for the Mentally Ill (NAMI)
and to the NAMI web site (http://www.nami.org).



2. Psychiatric Management in the Acute Phase
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Discuss risks and benefits of the medication with the patient before
initiating treatment, if feasible, and identify target symptoms (e.g.,
anxiety, poor sleep, hallucinations, and delusions) and acute side
effects (e.g., orthostatic hypotension, dizziness, dystonic reactions,
insomnia, and sedation).



Initiate antipsychotic medication as soon as it is feasible. It may be
appropriate to delay pharmacologic treatment for patients who
require more extensive diagnostic evaluation or who refuse
medications or if psychosis is caused by substance use or acute stress
reactions.



3. Use of Antipsychotic Medications in the Acute Phase



Assess baseline levels of signs, symptoms, and laboratory values
relevant to monitoring effects of antipsychotic therapy.
• Measure vital signs (pulse, blood pressure, temperature).
• Measure weight, height, and body mass index (BMI), which can be



calculated with the formula weight in kilograms/(height in meters)2



or the formula 703 × weight in pounds/(height in inches)2 or with
a BMI table:



www.niddk.nih.gov/health/nutrit/pubs/statobes.htm#table
• Assess for extrapyramidal signs and abnormal involuntary



movements.
• Screen for diabetes risk factors and measure fasting blood glucose. 
• Screen for symptoms of hyperprolactinemia.
• Obtain lipid panel.
• Obtain ECG and serum potassium measurement before treatment



with thioridazine, mesoridazine, or pimozide; obtain ECG before
treatment with ziprasidone in the presence of cardiac risk factors.



• Conduct ocular examination, including slit-lamp examination, when
beginning antipsychotics associated with increased risk of
cataracts.



• Screen for changes in vision.
• Consider a pregnancy test for women with childbearing potential.
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Minimize acute side effects (e.g., dystonia) that can influence
willingness to accept and continue pharmacologic treatment.



Initiate rapid emergency treatments when an acutely psychotic patient
is exhibiting aggressive behaviors toward self or others.
• Try talking to the patient in an attempt to calm him or her.
• Restraining the patient should be done only by a team trained in



safe restraint procedures.
• Use short-acting parenteral formulations of first- or second-



generation antipsychotic agents with or without parenteral
benzodiazepine.



• Alternatively, use rapidly dissolving oral formulations of second-
generation agents (e.g., olanzapine, risperidone) or oral
concentrate formulations (e.g., risperidone, haloperidol).



See Tables 1 (p. 12) and 2 (p. 13) and Figure 1 (p. 14) for
guidance in determining somatic treatment.



Select medication depending on the following factors:
• Prior degree of symptom response
• Past experience of side effects
• Side effect profile of prospective medications (see Table 3, p. 15)
• Patient’s preferences for a particular medication, including route of



administration
• Available formulations of medications (e.g., tablet, rapidly



dissolving tablet, oral concentrate, short- and long-acting injection)
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TABLE 1. Commonly Used Antipsychotic Medications



Recommended Chlorpromazine 
Antipsychotic Dose Range Equivalents Half-Life



Medication (mg/day)a (mg/day)b (hours)c



First-generation agents
Phenothiazines
Chlorpromazine 300–1000 100 6
Fluphenazine 5–20 2 33
Mesoridazine 150–400 50 36
Perphenazine 16–64 10 10
Thioridazine 300–800 100 24
Trifluoperazine 15–50 5 24



Butyrophenone
Haloperidol 5–20 2 21



Others
Loxapine 30–100 10 4
Molindone 30–100 10 24
Thiothixene 15–50 5 34



Second-generation agents
Aripiprazole 10–30 75
Clozapine 150–600 12
Olanzapine 10–30 33
Quetiapine 300–800 6
Risperidone 2–8 24
Ziprasidone 120–200 7



aDose range recommendations are adapted from the 2003 Schizophrenia Patient Outcome
Research Team recommendations (Lehman AF, Kreyenbuhl J, Buchanan RW, et al.: “The
Schizophrenia Patient Outcomes Research Team (PORT): Updated Treatment Recommendations
2003.” Schizophr Bull [in press]).
bChlorpromazine equivalents represent the approximate dose equivalent to 100 mg of
chlorpromazine (relative potency). Chlorpromazine equivalents are not relevant to the second-
generation antipsychotics; therefore, no chlorpromazine equivalents are indicated for these
agents (Centorrino F, Eakin M, Bahk WM, et al.: “Inpatient Antipsychotic Drug Use in 1998,
1993, and 1989.” Am J Psychiatry 159:1932–1935, 2002).
cThe half-life of a drug is the amount of time required for the plasma drug concentration to
decrease by one-half; half-life can be used to determine the appropriate dosing interval
(Hardman JG, Limbird LE, Gilman AG (eds.): Goodman and Gilman’s The Pharmacological
Basis of Therapeutics, 10th ed. New York, McGraw-Hill Professional, 2001). The half-life of a
drug does not include the half-life of its active metabolites.
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FIGURE 1. Somatic Treatment of Schizophrenia



Yes No



Yes No



Yes No



Acute Phase



Stabilization or



Maintenance Phase



Good response



without intolerable



side effects?



Good response



without intolerable



side effects?



For inadequate therapeutic



response: choose a different



medication from Group 1, 2,



or 3 (refer to Table 3). 



For intolerable side effects:



choose a different medication



from Group 1 or 2 (refer to 



Tables 2 and 3).



Continue acute-phase medication treatment. Consider maintenance ECT for 



patients who have responded to an acute course of ECT and whose symptoms



cannot be controlled with medication maintenance therapy alone.



For intolerable side effects:



choose a different medication



from Group 1 or 2 (refer to 



Tables 2 and 3).



For residual or intercurrent



positive, negative, cognitive,



or mood symptoms:



consider a different medication



from Group 2 or 3 or appropriate



adjunctive medication.



For treatment nonadherence:



consider a different medication



from Group 4.



Group 1: First-generation agents



Group 2: Risperidone, olanzapine, quetiapine,



               ziprasidone, aripiprazole



Group 3: Clozapine



Group 4: Long-acting injectable antipsychotic agents



Choose medication based



on clinical circumstances



from following (refer to



Tables 3 and 4):



Good response



without intolerable



side effects?



For intolerable side effects:



choose a different medication



from Group 1 or 2 (refer to 



Tables 2 and 3).



For inadequate therapeutic



response: choose a different



medication from Group 1, 2, or 3. 



For persistent psychotic symptoms,



clozapine should be given strong



consideration. Consider ECT for



patients with persistent severe



psychosis, catatonia, and/or suicidal



ideation or behavior for whom prior



treatments including clozapine have



failed.
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Consider second-generation antipsychotics as first-line medications
because of the decreased risk for extrapyramidal side effects and
tardive dyskinesia.
• For patients who have had prior treatment success or who prefer



first-generation agents, these medications are useful and for
specific patients may be the first choice.



• With the possible exception of clozapine for patients with
treatment-resistant symptoms, antipsychotics generally have similar
efficacy in treating positive symptoms.



• Second-generation antipsychotics may have superior efficacy in
treating global psychopathology and cognitive, negative, and
mood symptoms.



Consider long-acting injectable antipsychotic medication for patients
with recurrent relapses related to partial or full nonadherence. The
oral form of the same medication (e.g., fluphenazine, haloperidol,
and risperidone) is the logical choice for initial treatment.



Titrate as quickly as tolerated to the target therapeutic dose (sedation,
orthostatic hypotension, and tachycardia are generally the side
effects that limit the rate of increase), and monitor clinical status for at
least 2–4 weeks.
• The optimal dose of first-generation antipsychotics is, for most



patients, at the “extrapyramidal symptom (EPS) threshold,” or the
dose at which minimal rigidity is detectable on physical
examination.



• For second-generation antipsychotics, target dose usually falls
within the therapeutic dose range specified by the manufacturer
and in the package labeling approved by the U.S. Food and Drug
Administration.



3. Use of Antipsychotic Medications in the Acute Phase 
(continued)
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If the patient is not improving, consider whether the lack of response
can be explained by medication nonadherence, rapid medication
metabolism, or poor medication absorption.



Consider measuring plasma concentration for those medications for
which plasma concentration relates to clinical response (e.g.,
haloperidol, clozapine).



If the patient is adhering to treatment and has an adequate plasma
concentration but is not responding to treatment, consider raising the
dose for a finite period (if tolerated) or switching medications.



Use adjunctive medications to treat comorbid conditions (e.g., major
depression, obsessive-compulsive disorder) or associated symptoms
(e.g., agitation, aggression, affective symptoms), to address sleep
disturbances, and to treat antipsychotic drug side effects.



4. Use of Adjunctive Medications in the Acute Phase



Benzodiazepines may be helpful for managing both anxiety and
agitation during the acute phase of treatment.



Be aware that some antidepressants (those that inhibit catecholamine
reuptake) can potentially sustain or exacerbate psychotic symptoms in
some individuals.



Mood stabilizers and beta-blockers may be effective in reducing the
severity of recurrent hostility and aggression.
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Consider the following factors when deciding on the prophylactic use
of medications to treat extrapyramidal side effects: 
• Propensity of the antipsychotic medication to cause extrapyramidal



symptoms (Table 3, p. 15) 
• Patient’s preferences
• Patient’s prior history of extrapyramidal symptoms
• Other risk factors for extrapyramidal symptoms (especially risk



factors for dystonia)
• Risk factors for and potential consequences of anticholinergic side effects



Other potential strategies for treating extrapyramidal symptoms
include lowering the dose of the antipsychotic medication or
switching to a different antipsychotic medication.



Consider adding ECT to antipsychotic treatment for individuals with
schizophrenia or schizoaffective disorder who have persistent severe
psychosis and/or suicidal ideation or behaviors and for whom prior
treatments, including clozapine, have failed.



5. Use of ECT and Other Somatic Therapies in the Acute Phase



Also consider ECT for individuals with prominent catatonic features
that have not responded to an acute trial of lorazepam (e.g., 1–2 mg
i.v. or i.m. or 2–4 mg p.o., repeated as needed over 48–72 hours).



For patients with schizophrenia and comorbid depression, ECT may
also be beneficial if depressive symptoms are resistant to treatment or
if features such as inanition or suicidal ideation or behavior, which
necessitate a rapid response to treatment, are present.



4. Use of Adjunctive Medications in the Acute Phase 
(continued)
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Closely observe and document signs and symptoms over time,
because a first episode of psychosis can be polymorphic and evolve
into a variety of specific disorders (e.g., schizophreniform disorder,
bipolar disorder, schizoaffective disorder).



6. Special Issues in Treatment of First-Episode Patients



More than 70% of first-episode patients achieve a full remission of
psychotic signs and symptoms within 3–4 months, and more than
80% achieve stable remission at the end of 1 year. Predictors of poor
treatment response include
• male gender,
• pre- or perinatal injury,
• more severe hallucinations and delusions,
• attentional impairments,
• poor premorbid function,
• longer duration of untreated psychosis,
• development of extrapyramidal side effects, and
• distressing emotional climate (e.g., hostile and critical attitudes and



overprotection by others in one’s living situation or high levels of
expressed emotion).



Strive to minimize risk of relapse in a remitted patient, because of its
clinical, social, and vocational costs (i.e., recurrent episodes are
associated with increasing risk of chronic residual symptoms and
evidence of neuroanatomical changes).



Aim to eliminate exposure to cannabinoids and psychostimulants,
enhance stress management, and employ maintenance antipsychotic
treatment.
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6. Special Issues in Treatment of First-Episode Patients 
(continued)



Goals of treatment
• Minimize stress on the patient and provide support to minimize the



likelihood of relapse.
• Enhance the patient’s adaptation to life in the community.
• Facilitate continued reduction in symptoms and consolidation of



remission, and promote the process of recovery.



If the patient has achieved an adequate therapeutic response with
minimal side effects, monitor response to the same medication and
dose for the next 6 months.



Discuss candidly the high risk of relapse and factors that may
minimize relapse risk. Prudent treatment options include 1) indefinite
antipsychotic maintenance medication and 2) medication
discontinuation with close follow-up and a plan of antipsychotic
reinstitution with symptom recurrence.



C. Stabilization Phase



Assess adverse side effects continuing from the acute phase, and
adjust pharmacotherapy accordingly to minimize them.



Continue with supportive psychotherapeutic interventions.



Begin education for the patient (and continue education for family
members) about the course and outcome of the illness and emphasize
the importance of treatment adherence.
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To avoid gaps in service delivery, arrange for linkage of services
between hospital and community treatment before the patient is
discharged from the hospital.



For hospitalized patients, it is frequently beneficial to arrange an
appointment with an outpatient psychiatrist and, for patients who will
reside in a community residence, to arrange a visit before discharge.



After discharge, help patients adjust to life in the community through
realistic goal setting without undue pressure to perform at high levels
vocationally and socially.



D. Stable Phase



1. Assessment in the Stable Phase



Ongoing monitoring and assessment are necessary to determine
whether the patient might benefit from alterations in the treatment
program.



Goals of treatment
• Ensure that symptom remission or control is sustained.
• Maintain or improve the patient’s level of functioning and quality of life.
• Effectively treat increases in symptoms or relapses.
• Continue to monitor for adverse treatment effects.



Perform a clinical assessment for extrapyramidal symptoms (for
patients taking antipsychotic medications) at each clinical visit.
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1. Assessment in the Stable Phase (continued)



Perform a clinical assessment for abnormal involuntary movements
every 6 months for patients taking first-generation antipsychotics and
every 12 months for patients taking second-generation antipsychotics.
For patients at increased risk (e.g., elderly patients), assessments
should be made every 3 months and 6 months with treatment using
first-generation and second-generation antipsychotics, respectively.



Monitor the patient’s weight and BMI at each visit for 6 months and
quarterly thereafter. For patients with BMI in the overweight (25 to



29.9 kg/m2) or obese (≥30 kg/m2) range, routinely monitor for
obesity-related health problems (e.g., blood pressure, serum lipids,
clinical symptoms of diabetes).



Monitor fasting blood glucose or hemoglobin A1c at 4 months and
then annually, and monitor other blood chemistries (e.g., electrolytes;
renal, liver, and thyroid function) annually or as clinically indicated;
consider drug toxicology screen if clinically indicated.



Depending on the specific medication being prescribed, consider
other assessments, including vital signs, CBC, ECG, screening for
symptoms of hyperprolactinemia, and ocular examination.



If the patient agrees, maintain strong ties with individuals who are
likely to notice any resurgence of symptoms and the occurrence of
life stresses and events.
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2. Psychosocial Treatments in the Stable Phase



Select appropriate psychosocial treatments based on the
circumstances of the individual patient’s needs and social context.



Psychosocial treatments with demonstrated efficacy include
• family interventions,
• supported employment,
• assertive community treatment,
• social skills training, and 
• cognitive behaviorally oriented psychotherapy.



3. Use of Antipsychotic Medications in the Stable Phase



Antipsychotics can reduce the risk of relapse in the stable phase of
illness to less than 30% per year.



For most patients treated with first-generation antipsychotics,
clinicians should prescribe a dose close to the “EPS threshold” (i.e.,
the dose that will induce extrapyramidal side effects with minimal
rigidity detectable on physical examination).



Second-generation antipsychotics can generally be administered at
doses that are therapeutic but that will not induce extrapyramidal
side effects.



Weigh advantages of decreasing antipsychotics to the “minimal
effective dose” against a somewhat greater risk of relapse and more
frequent exacerbations of schizophrenia symptoms.



Evaluate whether residual negative symptoms are in fact secondary
to a parkinsonian syndrome or an untreated major depressive
syndrome, and treat accordingly.
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4. Use of Adjunctive Medications in the Stable Phase



Add other psychoactive medication to antipsychotic medications in
the stable phase to treat comorbid conditions, aggression, anxiety, or
other mood symptoms; to augment the antipsychotic effects of the
primary drug; and to treat side effects.



5. Use of ECT in the Stable Phase



Maintenance ECT may be helpful for some patients who have
responded to acute treatment with ECT but for whom pharmacologic
prophylaxis alone has been ineffective or cannot be tolerated.



6. Encourage the Patient and Family to Use Self-Help 
Treatment Organizations



Carefully evaluate whether the patient has had an adequate trial of
an antipsychotic, including whether the dose was adequate and
whether the patient was taking the medication as prescribed.



Consider a trial of clozapine for a patient who has had what is
considered a clinically inadequate response to two antipsychotics (at
least one of which was a second-generation antipsychotic) and for a
patient with persistent suicidal ideation or behavior that has not
responded to other treatments.



E. Special Issues in Caring for Patients With
Treatment-Resistant Illness











TREATING SCHIZOPHRENIA   • 25



Depending on the type of residual symptom (e.g., positive, negative,
cognitive, or mood symptoms; aggressive behavior), augmentation
strategies include adding another antipsychotic, anticonvulsants, or
benzodiazepines.



ECT has demonstrated benefits in patients with treatment-resistant
symptoms.



Cognitive behavior therapy techniques may have value in improving
positive symptoms with low risk of side effects.



Assess the patient for factors that may contribute to secondary
negative symptoms.



If negative symptoms are secondary, treat their cause, e.g.,
antipsychotics for positive symptoms, antidepressants for depression,
anxiolytics for anxiety disorders, or antiparkinsonian agents or
antipsychotic dose reduction for extrapyramidal side effects.



F. Treatment of Deficit Symptoms



If negative symptoms persist, they are presumed to be primary
negative symptoms of the deficit state; although there are no
treatments with proven efficacy, consider treatment with clozapine or
other second-generation antipsychotics.
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Indications for hospitalization usually include the patient’s being
considered to pose a serious threat of harm to self or others or being
unable to care for self and needing constant supervision or support.



Other possible indications for hospitalization include general medical
or psychiatric problems that make outpatient treatment unsafe or
ineffective.



G. Choice of Treatment Setting or Housing



Legal proceedings to achieve involuntary hospitalization are
indicated when patients decline voluntary status and hospitalization
is clearly warranted.



Alternative treatment settings such as day or partial hospitalization,
home care, family crisis therapy, crisis residential care, and assertive
community treatment should be considered for patients who do not
need formal hospitalization for their acute episodes but require more
intensive services than can be expected in a typical outpatient
setting.



Patients may be moved from one level of care to another on the basis
of the factors described in Table 4 (p. 27).
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TABLE 4. Factors Affecting Choice of 
Treatment Setting or Housing



Availability of the setting or housing



Patient’s clinical condition
• Need for protection from harm to self or others
• Need for external structure and support
• Ability to cooperate with treatment



Patient’s and family’s preference



Requirements of the treatment plan
• Need for a particular treatment or a particular intensity of treatment that may be



available only in certain settings
• Need for a specific treatment for a comorbid psychiatric or other general 



medical condition



Characteristics of the setting
• Degrees of support, structure, and restrictiveness
• Ability to protect patient from harm to self or others
• Availability of different treatment capacities, including general medical care and 



rehabilitation services
• Availability of psychosocial supports to facilitate the patient’s receipt of treatment 



and to provide critical information to the psychiatrist about the patient’s clinical 
status and response to treatments



• Capacity to care for severely agitated or psychotic patients
• Hours of operation
• Overall milieu and treatment philosophy



Patient’s current environment or circumstances
• Family functioning
• Available social supports
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MCE Reporting Manual


Section I:  General Reporting Overview








A. Overview of Reporting Manual





This manual provides information by the Indiana Office of Medicaid Policy and Planning (OMPP) on required performance reporting for those Managed Care Entities (MCEs) contracted to deliver services for the Hoosier Healthwise and Healthy Indiana Plan.  





This manual is organized in the following manner:





· Section I:  General Reporting Overview briefly introduces the reporting process, describes submission requirements and provides contact information for questions or issues related to performance reporting.





· Section II:  Report Catalogue contains a list of all reports by category (e.g., systems and claims, member services, provider services, etc.) with purpose, format type and submission frequency. The Catalogue indicates which reports must be submitted separately by program feature. 





· Section III:  Operations Report Descriptions gives specific descriptions for each operations report.  This section provides instructions for completing each report, performance measures and data element definitions.  





· Section IV: Clinical Report Descriptions gives specific descriptions for each clinical report.  This section provides instructions for completing each report, performance measures and data element definitions.  





· Section V: Report Templates contains templates of all reports that have a required submission format. This section also includes the Report Submission Attestation document.





· Section VI:  Glossary of Terms identifies definitions for important terms pertinent to performance reporting.





· Section VII: Appendix Material provides additional information, description and materials related to select performance reporting and related activities. 























B. Reporting Formats





The MCE must submit all performance data using the formats specified by OMPP and detailed in the performance reporting descriptions in Sections II and III of this manual.    There are currently two primary formats for the performance reports:       


	


Excel template:  The MCE must submit some performance data using the required electronic excel report submission workbook.   OMPP requires that the MCE submit its data in these templates without changing the template format.  





MCE’s Format:  The MCE may submit some performance data in a format determined by the MCE. 





Reports may be required to be produced for major sub-contractor entities and/or medical, or population-based categories. This required submission will be indicated on the report catalogue. Once indicated, any reference to an “MCE” throughout the reporting manual would then be considered to apply for that sub-contractor/category. It is the responsibility of the MCE to accurately, completely and timely report all delegated performance data.  


  


C. HEDIS–Like Clinical Reporting Requirements





HEDIS-Like Clinical reports are based on the technical specifications in the most recent HEDIS manual, unless otherwise specified. The MCE should utilize HEDIS ICD-9-CM diagnosis codes and DRG codes so that all of the MCEs are using the same standardized coding to report these modified HEDIS quarterly measures. These indicators are NOT HEDIS measures. If appropriate, the MCE will use as the anchor date the last day of the reporting quarter for the rolling 12 month reports. 





D. Reporting Periods and Frequency

There are several time periods that are taken into account when determining the report submission timeline and frequency. This includes the time period for which the activity occurred, the time period to ensure that the claim has been submitted, and the time period to compile the report. 





Experience period: This is the actual period of time, or incurred dates of service, for which the reporting activity took place.





Reporting period:  The reporting period is defined as the submission timeframe and may not be the same as the experience period.





Claims-lag period: The claims lag is a duration of time, typically 90 days, which is allowed to transpire prior to reporting an activity or service. Submission of claims may take several weeks or months to be captured in an MCE’s data warehouse after the date of service has taken place. Allowing for a claims lag, prior to counting the activity or service, helps to ensure that the data truly represents all information regarding that experience period.





Report development period: This is the period of time that OMPP allows a plan, after all data has been received, to create a report and apply quality validation testing to ensure the accuracy of the report.





Reports may be due on a monthly, quarterly, semi-annual, annual, or cumulative basis. Cumulative reporting may be a rolling year to date (YTD) or rolling 12 month basis depending on the type of information.  Many reports that are required quarterly are also required on a cumulative basis.  





For example, for the report QR-BH1 Behavioral Health Medical Expenses, for each quarter, the MCE will report data for the quarter as well as cumulative YTD data. Submission validation should be as follows:





1. For Q1, the quarterly data and the rolling YTD data would be identical.  


2. For Q2, the MCEs should report Q2 data, then separately cumulative data that sums Q1 and Q2 to obtain the YTD, and so on for subsequent quarters. 





For a rolling 12 months, such as the QR-GSU1 Ambulatory Care report, the data would not begin new at the start of each calendar year. Upon reaching a full representative twelve months of data, the information would be reflective of the prior 12 month period regardless of the quarter.





E. 	Report Code Methodology





The reporting code is a reference code to quickly identify the report in question without requiring the full reporting title. The report code methodology provides insight to the content of the report by designating both the category and frequency of the report.  The descriptions below provide an explanation of the report code methodology.





Frequency Indicator:  The report number begins with a frequency indicator which is a two-letter designation as outlined below:


MO – Monthly report


QR – Quarterly report


AN – Annual Report





Series Category Indicator:  Most report numbers will then identify the performance area, or series, the set of reports belong to with the use of a letter category indicator:


S – Systems/Claims 


M – Member Services


P – Provider Services


NA – Network and Access


MN – Mothers and Newborns


CA – Children and Adolescents


PCC – Preventive Services and Chronic Care


GSU – General Services Utilization


CRCS – Capitation Rate Calculation Sheet


DUR – Drug Utilization Review 


FQHC – Federally Qualified Health Centers 


IDOI – Indiana Department of Insurance Filing 





Report Number:  The last part of the report number is a numeral to differentiate the reports with the same category and frequency, for example:


QR-S1 – the first of two Quarterly Systems/Claims Reports  





F. 	Reporting Submission Requirements





General Reporting Submission Requirements:  





For effective contract oversight, OMPP relies heavily on the reports submitted by the MCEs to monitor contract compliance, plan operations and quality outcomes. Reporting in uniform formats and timeframes allows OMPP to fairly compare MCEs, as well as overall program performance. To ensure proper and consistent submission of reporting materials, MCEs must utilize the most current version of the reporting manual. Reports must be submitted timely, completely and accurately in the specified formats for the reporting periods. OMPP may consider the MCE’s reporting data as not received, not received on time or inaccurate if the MCE submits reporting data in templates or formats not approved by OMPP.





An MCE may submit report data earlier than the actual date the data is due.  However, OMPP will consider the data late if OMPP does not receive the data electronically in the designated SharePoint site and email boxes by 4:00pm (Indianapolis time; Eastern standard time) on the date due. If the deadline falls on the weekend, it is due the first business day following the deadline.





If the MCE fails to provide report data as required, OMPP may consider the plan noncompliant and may assess liquidated damages or other remedies as described in the applicable Contract and Scope of Work Attachment.





Additionally, by completing the Report Submission Attestation document, the MCE must certify as to the accuracy, truthfulness and completeness of the reported data. An attestation is to be under the signature of either its Financial Officer or Executive Officer (e.g., President, Chief Executive Office, Executive Director, Chief Financial Officer) and must accompany EVERY report submission. This attestation document is to be uploaded to the proper SharePoint folder in protected data format (pdf) with each submission.





Report Submission Location:





An OMPP SharePoint site will act as the repository for MCE data submissions. The MCE must submit all reporting data to OMPP using the following SharePoint site:


https://myshare.in.gov/fssa/ompp/managed care/








If there is an issue with the site, the MCE may also submit a copy of the reports to the program email address:  ManagedCare@fssa.in.gov





Within the SharePoint site, OMPP has set up file folders for housing the performance reports. The SharePoint site file structure is designed to make the reporting data readily available for contract management. MCE staff will be provided access to the SharePoint sub-site by program and plan. Each MCE is fully responsible for placing their report data in the appropriate folder location for access and review by OMPP. Adherence to naming conventions, file submissions and re-submissions is required.  MCEs will place report data in the folder/subfolders for the Health Plan, Year and Month the report is due to OMPP.





To determine the proper placement of data, MCEs must follow the general rule that data should be placed in the folder for which the data is due. The plan should utilize the report catalogue to verify report deadlines. The SharePoint site will time and date stamp uploaded information for tracking purposes. 





The SharePoint site structure is as follows:





1) Each MCE will be able to view the program sub-site.





2) In the sub-site, each MCE will be able to view a titled MCE tab. Each health plan will have limited access to their own program/plan tab. 





3) Along the left hand side, in the content box for each tab will be a link for Shared Documents. Once the MCE clicks on the Shared Document link, the plan will immediately view folders for each year.





4) Once the appropriate year is selected, there will be Monthly sub-folders viewable for selection. An additional folder to retain all External Quality Review documents for that year is available. For quarterly and annual data, the sub-folder is annotated for quick reference.


12 Months [e.g. 01 January (Q 04)(A 08); 02 February]


EQR





Reports are to be placed within each monthly sub-folder.  


5) A document can then be uploaded to the appropriate folder in the requisite naming conventions described later in this document. To upload documents, click on either “New” or “Upload” by following the instructions provided at the site.








Submission Example 1: Placement of HHW 2013 Quarter 1 HIP health data. Quarter 1 data is due in April. Drill down in the following path:


· (sub-site)   HIP


· (tab)   “Health Plan”


· (folder)   2013 


· (sub-folder)   04 April (Q 01) 


· (excel file)   HIP-Health Plan- HP-Q 01 


				


Submission Example 2: Placement of ad hoc data requested to be submitted by October 15, 2014. Drill down in the following path:


· (sub-site)   HHW


· (tab)   “Health Plan”


· (folder)   2014 


· (sub-folder)    October (Q 03)


·  (excel file)   HHW-Health Plan Name-Ad Hoc-Oct 15





Report Extension:





Occasionally, an MCE may encounter internal operational issues that may prevent timely submissions of its report data.  To request an extension, an MCE must follow these steps:


1) The MCE must submit its request for an extension at least one full business day before the data is due to OMPP.


2) The request should be in writing via email directly to the assigned OMPP Policy Analyst with a carbon copy to the Reporting Manager.


3) The written request must be sent from the MCE’s Compliance Officer or their alternate.


4) The written request must explain why an extension is necessary and must suggest an alternative submission due date for OMPP to consider.





OMPP will respond to the MCE’s request via email. OMPP may consider the MCE’s reporting data submission as untimely if the request does not follow the prescribed protocol. 





The granting of an extension is solely at OMPP’s discretion. If the extension request is denied, OMPP will consider submission untimely if not submitted by the required due date. 








Report Resubmission:





After submission, if OMPP or the MCE determines that information has been omitted or is inaccurate, amended data may be requested and accepted. The OMPP Reporting Manager should be contacted upon discovery.  If OMPP receives the replacement data within five business days from the original date due, OMPP will incorporate the data into the current reporting cycle.  If OMPP receives the replacement data beyond five business days from the original date due, OMPP may incorporate the replacement data into the next reporting cycle.





For Resubmission, the data must be supplied in the following way:


1) Submit the template file with all field measures blank, except for the replaced/new data. 


2) Submit the data as the original document under the SAME file name with the additional word “Replacement”.


3) The file upload must be accompanied with an email message to the Policy Analyst, Reporting Manager indicating: 


· The name of the reports/measures being resubmitted


· The reporting period to which the data applies





-Or-


	


	Data can be resubmitted in the proper location on the workbook template the following quarter





Naming Conventions - Files:





All excel files are required to be submitted in a format that OMPP may readily utilize for consolidation into comparison reports. Excel files may not be modified from the templates provided to the MCEs. MCEs are to populate data into the required field locations only. Quality control check validations should occur with every report submission to reduce replacement files and inaccurate reporting. Any instances of compromised data integrity or assumptions which influence the data results should be noted either in the comments field provided on the template or within the body of the submission email.





Health Plan reports are to be named following a four part naming convention: “Program-Health Plan-Report Type-Reporting Period” 





Part 1:   The program abbreviation is to be used as the first component of the report title. 





Part 2:   Replace the words “Health Plan” with the name of the MCE. Please note: the sub-contracted entity is not to be considered the health plan. 





Part 3:   Replaces the words “Report Type” with a file description.





The excel template workbook is a compilation of report series, therefore the MCE is to use an overall abbreviation of “HP” when submitting the MCEs (health plan) excel workbook.





All other formatted documents should be a reasonable abbreviation, or reference to the report description. e.g.: HEDIS, CAHPS, CRCS 








Part 4:   The final component of the file describes the reporting period. 


Mar 09


Q01 09


AN 08





Example 1:    HHW-MHS-HP-Jan 08.xls





Example 2:   HHW-MDwise-HP-Q01 09.xls





Example 3:   HIP-Anthem-HEDIS-AN 11.pdf








Contact Information:





The MCE’s Compliance Officer is responsible for submitting each plan’s report data, as well as receiving confirmation and feedback from OMPP.  The Compliance Officer is responsible for distributing this feedback to necessary staff within the plan’s organization and coordinating with OMPP to ensure timely responses to report questions.  





OMPP recognizes that there may be occasions when a Compliance Officer is not available to facilitate or communicate with OMPP directly.  OMPP encourages each MCE to designate an alternate for its Compliance Officer.  The Compliance Officer should keep the plan’s OMPP Policy Analyst updated with their alternate’s contact information.  In the absence of the Compliance Officer, OMPP will then recognize that alternate as the person authorized to transmit and submit report data to OMPP.





For questions or issues related to the reporting requirements, data elements definitions, due dates or report content for each program, the MCE is encouraged to contact the OMPP Policy Analyst assigned, or the OMPP Reporting Manager.





Obtaining SharePoint Access:





Prior to staff being granted SharePoint access, a new account access form must be completed. The form may be completed at the following location by OMPP staff: 


https://myshare.in.gov/FSSA/dts/AccountControl/AccountControl/


In order to complete the form accurately, the following information should be received:





· Managed Care Entity


· Employee First, Last Name


· Employee Telephone number


· Employee Email address


· Staffing Title


· Address Information


· Company, Department


· Access needed: Read only, or Contributor





This information will then be added to the form. VPN and Citrix access is not required to be a SharePoint member. Once the form is complete, the user id and password assigned is emailed to the Reporting Manager designated as the “Manager” by the Indiana Office of Technology (IOT). The Reporting Manager adds the individual to the SharePoint site then distributes the login information to the new user. (If the staff is added to the State’s Global Address List, the “alias” assigned as the network address will be the network id for the SharePoint site.)





To modify or delete access for MCE staff, an email request is to be sent to your assigned policy analyst, or the Reporting Manager. Access requests may be made available within five business days. 



If the password needs to be reset, users should contact the IOT helpdesk at 234-4357.





If an account has been disabled due to inactivity, contact the Reporting Manager. The Reporting Mgr will send an email to fssaaccountcontrol@fssa.in.gov for reinstatement. 








G. 	Performance Reporting Feedback:





OMPP may provide feedback to the MCE regarding its performance reporting data.  Feedback may include confirmation letters upon receiving the performance data; observations for which OMPP requires additional explanation or mitigation activities; graphics displaying the MCE’s performance compared to OMPP standards, national benchmarks, or other participating MCEs’ performance, as appropriate.  At OMPP’s discretion, the Policy Analysts and/or Reporting Manager may discuss performance reports or any other data during the MCE’s regular on-site visits or at any other time as needed.





OMPP may schedule meetings or conference calls with the MCE upon receiving the MCE’s performance data.  When OMPP identifies potential performance issues, the MCE must formally respond in writing to these issues within the time period designated.  If the MCE fails to provide a formal, written response to the feedback or fails to respond within the requested timeframe, OMPP may consider the MCE non-compliant in its performance reporting and may implement corrective actions. 
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Section II. A. Performance Report Catalogue.xlsx

Reporting Index


			Item No.			Report 
No.			Name of Report			Report Purpose			Report Deadline			Template Type			Claims Lag?			Priority Report			HHW			HIP


			Systems and Claims Reports


			1			QR-S1			Claims Processing Summary			To assess the MCE's claims processing productivity and timeliness in adjudicating clean provider claims.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			2			QR-S2			Adjudicated Claims Inventory Summary			To assess the MCE's efficiency in processing and remitting adjudicated clean claims within the State required timeframes.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			3			QR-S3			Claims Denial Reasons			To assess the MCE's adjudicated clean claims denial reasons and determine if common reasons for claims denials could indicate opportunities for improving claims submissions through additional provider education and outreach.			Last day of the month following the end of the reporting quarter only if the denial rates for either UB-04s or CMS-1500s exceed 15 percent			MCE format			No			Yes			Yes			Yes


			4			QR-AB			Paid Abortion Claims Summary			To track all paid abortion claims for the report quarter in order for OMPP to identify the appropriate source of funding for each claim.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes			No


			Member Services Reports


			5			QR-M1			Member Helpline Performance 			To monitor the MCE's availability to provide service to its members calling the Member Helpline.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			6			QR-M2			Member Grievances and Appeals			To monitor the volume and timely resolution of the MCE's member grievances and appeals			Last day of the month following the end of the reporting quarter 			Excel template			No			Yes			Yes			Yes


			7			QR-M3			Independent External Reviews and FSSA Hearings			To monitor the number and timely resolution of member requests for IERs and FSSA hearings during the reporting period.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes			Yes


			8			QR-M4			Marketing and Outreach Report			To monitor the methods of marketing and populations accessed by the MCEs to increase enrollment. 			Last day of the month following the end of the reporting quarter			Excel template			No			No			MCE			MCE


			9			AN-M1			Consumer Assessment of Healthcare Providers and Systems (CAHPS) Summary			To assess and document the experiences members report with their MCE as an indicator of quality of various aspects of care and customer service.			Last day of the month following the end of the second quarter. July 31st			NCQA-certified vendor survey format			No			Yes			Yes			Yes


			Provider Services Reports


			10			QR-P1			Provider Helpline Performance			To monitor the MCE's availability to provide service to its providers calling the Provider Helpline.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			11			QR-P2			Provider Claims Disputes			To monitor the volume of provider claims disputes received from all providers by the MCE.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			12			QR-P3			Provider Credentialing Timeframes			To monitor the MCE's ability to credential new providers in a timely manner.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes			Yes


			Network Development and Access Reports


			13			QR-PMP1			PMP Assignment Report			To monitor the method and volume of PMP selection and assignment linkages to an MCE's membership.			Quarterly report, due the last day of the month following the experience period			Excel template			No			No			Yes			Yes


			14			QR-NA1			PMP Enrollments and Disenrollments			To monitor the number of PMP enrollments and disenrollments.			Last day of the month following the end of the reporting quarter			MCE format			No			No			Yes			Yes


			15			QR-NA2			Network Geographic Access Assessment - Members in Open Network			To monitor the volume and proximity of members with an open network designation.			Last day of the month following the end of the reporting quarter			Geo access map			No			No			Yes			Yes


			16			AN-NA1			Network Geographic Access Assessment - PMP			To confirm that the MCE's members have access to needed PMP services within reasonable travel times.			January 31st  			Geo access map			No			Yes			Yes			Yes


			17			AN-NA2			Network Geographic Access Assessment - Specialist			To confirm that the MCE's members have access to needed specialist health care services within reasonable travel times.			January 31st  			Geo access map			No			Yes			Yes			Yes


			18			AN-NA3			Network Geographic Access Assessment - Behavioral Health			To confirm that the MCE's members have access to needed behavioral health care services within reasonable travel times.			January 31st  			Geo access map			No			Yes			Yes, for HHW & HIP			No


			19			AN-SC1			Subcontractor Compliance Summary			To identify the MCE's subcontractors and document the MCE's oversight of delegated activities.			January 31st  			Excel template			No			No			MCE			MCE


			20			AN-AA1			24-Hour Availability Audit			To monitor members' access to PMPs outside regular business hours.			January 31st  			Excel template			No			Yes			MCE			MCE


			Quality Management and Improvement Reports


			21			QR-Q1			Quality Management and Improvement Committee Meetings' Minutes			To review the issues the MCE is addressing during its internal quality management and improvement committee meetings and evaluate the correlation of internal committee activities to the MCE's quality management and improvement work plan goals.			For review during OMPP on-site visits			MCE format			No			No			MCE			MCE


			22			QR-Q2			Key Staff and Other Staffing			To confirm that the MCE is appropriately staffed when key staff vacancies occur.			Ad Hoc report due the last day of the month following the end of the reporting quarter if the MCE has any key staff and other staff vacancies			Excel template			No			No			MCE			MCE


			23			QR-VC1			Vendor Contact Sheet			To confirm the MCE staffing contact data to ensure OMPP may readily contact key staff.			Last day of the month following the end of the reporting quarter			Excel template			No			No			MCE			MCE


			24			QR-Q3			Quality Management and Improvement Work Plan - Annual Prospective Report, Evaluation Report and Quarterly Updates			To identify and monitor the high-level primary work plan goals the MCE has set to address as its strategy for improving the delivery of health care benefits and services to its  members.			Quarterly updates - Last day of the month following the end of the reporting quarter
Prospective and Annual Evaluation - March 31st			Excel template
Narrative			No			Yes			MCE			MCE


			25			QR-PI1			Program Integrity Plan Report			To identify and monitor the high-level primary work plan goals the MCE has set to address for compliance with program integrity regulations.			Quarterly updates - Last day of the month following the end of the reporting quarter
Prospective and Annual Evaluation - January 31st			Excel template
Narrative			No			Yes			MCE			MCE


			26			AN-Q1			Quality (Performance) Improvement Projects (QIPs)			To describe the detailed methods, strategies and tasks for carrying out the MCE goals for improving the delivery of health care benefits and services to its members.			March 31st and updated at OMPP's request			NCQA approved format			No			No			MCE			MCE


			27			AN-Q2			HEDIS® Data			To evaluate the MCE's data compiled for its annual Healthcare Effectiveness Data and Information Set (HEDIS®) audit survey.			NCQA due date or June 15, whichever is earlier			HEDIS			Yes			Yes			Yes			Yes


			28			AN-Q3			HEDIS® Compliance Auditor's Final Report			To assess the MCE's compliance with the HEDIS® reporting requirements when reporting annual HEDIS® rates.			Ten days after receipt of final report from Auditor			HEDIS			No			Yes			Yes			Yes


			29			AN-Q4			QIP and P4P Statistical Analysis			To monitor the effectiveness of programs and initiatives set forth in the QIP and P4P by calculating for statistical significance in the percent change from previous reporting period			Ten days after receipt of final report from Auditor			Excel Template			No			No			Yes			Yes


			Utilization Management Reports


			30			MO-ES1			Extended Services Report			To monitor services which facilitate the participation and delivery of health care services for vulnerable population groups.			Monthly report, due the last day of the month following 60-day lag period following the end of the experience period			Excel template			No			No			Yes			No


			33			MO-PREG1			Pregnancy Identification			To monitor the outcomes of members who become pregnant while on HIP to ensure successful transition to coverage under another IHCP program.			Monthly report, due the last day of the month following the experience period			Excel template			No			Yes			No			Yes


			34			QR-HS1			New Member Health Screening Report			To monitor the MCE's ability to conduct health screeners for new members in order to effectively manage identified medical conditions			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			35			QR-PA1			Prior Authorization Reports			To monitor the volume, type and effectiveness of prior authorization decision-making in various service areas by the MCE.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes			Yes


			36			QR-CMPH1			Complex Case Management Report - Physical Health			To monitor the effectiveness of MCE's complex case management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			37			QR-CMBH1			Complex Case Management Report - Behavioral Health			To monitor the effectiveness of MCE's complex case management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			38			QR-CRPH1			Care Management Report - Physical Health			To monitor the effectiveness of MCE's care management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			39			QR-CRBH1			Care Management Report - Behavioral Health			To monitor the effectiveness of MCE's care management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			40			QR-DMPH1			Disease Management Report - Physical Health			To monitor the effectiveness of MCE's disease management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			41			QR-DMBH1			Disease Management Report - Behavioral Health			To monitor the effectiveness of MCE's disease management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes			Yes


			42			QR-U1                                                                         			Service Utilization			To monitor members' access and utilization of services by various service categories.			Last day of the month following the end of the reporting quarter                                                                                                                  			Excel template			No			No			Yes			Yes


			Financial Reports


			43			MO-TPL1			Third Party Covered Members			To identify and refer any members that may no longer be program eligible due to other comprehensive health care coverage.			Monthly report, due the last day of the month following the experience period			Excel template			No			No			Yes			Yes


			44			MO-CPAY1			ER Co-Payment Report 			To monitor members’ co-payment expenditures by income levels.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			No			No			Yes


			45			MO-LCAP1			Lifetime Benefit Cap			To monitor the volume of members that are nearing and/or reached the lifetime benefit cap.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			Yes			No			Yes


			46			MO-ACAP2			Annual Benefit Cap 2			To monitor the volume of members nearing and/or reached the annual benefit cap.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			Yes			No			Yes


			47			QR-BL1			Benefit Limits 1			To monitor member referrals for services due to meeting benefit limits.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			48			QR-BL2			Benefit Limits 2			To monitor member referrals for services due to meeting benefit limits.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			49			QR-IDOI			Indiana Department of Insurance (IDOI) Filing			To monitor the MCE's financial solvency and confirm the MCE's financial ability to administer health care service delivery to its members.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			IDOI format			No			Yes			MCE			MCE


			50			QR-LOB1			Line of Business Report			To monitor the MCE's financial performance by program.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			MCE format			No			Yes			Yes			Yes


			51			QR-MLR1			Medical Loss Ratio			To monitor the MCE's medical expense ratio.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			NAIC format			No			No			Yes			Yes


			52			QR-TPL1			Third Party Payments and Recoveries 			To monitor the extent and effectiveness of the MCE to perform third party liability adjustments and recoveries 			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes			Yes


			53			QR-CRCS			Capitation Rate Calculation Sheet			To monitor the MCE's utilization rates and costs. Comparisons may be made to submitted encounter data, among the categories of service, across rate categories and regions.			Due quarterly 45 calendar days following a 90-day claims lag . A total of 135 days after the experience period.  May 15th, August 15th, November 15th.			Excel template			Yes			Yes			Yes			Yes


			54			QR-CR1			Capitation Reconciliation Report			To monitor the MCE's reconciliation of premiums received from the State via the 820 - Capitation file.			Last day of the month following the end of the reporting quarter			MCE format			No			No			Yes			Yes


			55			SA-F1			Stop Loss			To monitor MCO financial stability be reviewing the number of members with health care claims costs exceeding the stop loss amount and the total dollar amounts exceeding the stop loss.			Ad Hoc report due 135 calendar days after the end of the six-month experience period if any member has exceeded the $1.8 million stop loss threshold			MCE format			Yes			No			Yes			No


			56			AN-FQHC			Reimbursement for FQHC and RHC Services			To identify encounters, payments and performance incentives to Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) to identify any supplemental payments that may be required of the State to submit to the FQHC or RHC to ensure that the FQHC or RHC receives reimbursement for the services rendered to the MCE's members equal to the amount the provider is entitled under the Benefits Improvement and Protection Act of 2000 (BIPA).			Due February 15th. 45 calendar days after the end of the reporting period.  			Excel template						Yes			Yes			Yes


			57			AN-PIP			Physician Incentive Plan			To identify and describe the MCE's provider incentive agreements between various contractual relationships.			January 31st for OMPP's review during on-site visits			MCE format			No			No			MCE			MCE


			58			AN-F1			Insurance Premium Notice			To monitor insurance premium renewals annually.			For review during OMPP on-site visits			MCE format			No			No			MCE			MCE


			Power Account Reports


			59			MO-PR1			POWER Account Contribution - Employer Participation Summary			To monitor the participation of employers’ contributions towards the POWER account on behalf of HIP members.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			No			No			Yes


			60			QR-PRPAY1			Aggregate POWER Account Contribution Detail			To monitor the POWER account contribution activity.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			61			QR-PRREF1			Aggregate POWER Account Contribution Refund Detail			To monitor the number and amounts of POWER account contributions that result in a refund.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			62			QR-PRTERM1			Non-Payment of POWER Account Contributions - Initial Payment			To monitor initial POWER account payment cycles to ensure members are making initial payments and plans are accurately applying contributions.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			63			QR-PRTERM2			Non-Payment of POWER Account Contributions - Subsequent Payment			To monitor initial POWER account payment cycles to ensure members are making subsequent payments and plans are accurately applying contributions.			Last day of the month following the end of the reporting quarter			Excel template			No			No			No			Yes


			Mothers and Newborns Reports


			64			QR-MN1			Newborns			To assess newborn utilization data and birth outcomes data.			Last day of the month following a 90-day claims lag period following the close of the quarter			Excel template			Yes			No			Yes			No


			65			QR-MN2			Weeks of Pregnancy			To assess the weeks of pregnancy at the time of enrollment into the MCO for women who delivered a live birth.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			66			QR-MN3			Prenatal and Postpartum Care			To assess the timeliness of prenatal care and postpartum care among women who delivered a live birth during the reporting period.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			67			QR-MN4			Maternity Discharges			To summarize utilization of maternity inpatient services by age and delivery type.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			Children and Adolescents Reports


			68			QR-CA1			Well-Child Visits in the First 15 Months of Life			To assess the percentage of members who turned 15 months old during the reporting period and who had the expected number of well-child visits with a PCP during their first 15 months of life.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			69			QR-CA2			Well Child Visits in the 3rd through 6th Years of Life			To assess the percentage of members 3 - 6 years of age who received one or more well-child visits with a PCP.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			70			QR-CA3			Adolescent Well-Care Visits			To assess the percentage of enrolled members 12 - 21 years of age who had at least one comprehensive well-care visit with a PCP or an OB/GYN practitioner.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			Preventive Services and Chronic Care Reports


			71			QR-PCC1			Adults' Access to Preventive Ambulatory Services (HEDIS)			To identify members who had a preventive or ambulatory care visit.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			72			QR-PCC2			Preventive Exam (Rollover Related)			To identify members who received a preventive exam applicable to rollover.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			No			Yes


			73			QR-PCC3			Breast Cancer Screening			To assess the percentage of women who had a mammogram to screen for breast cancer.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			74			QR-PCC4			Cervical Cancer Screening			To assess the percentage of women who received one or more Pap tests to screen for cervical cancer.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			75			QR-PCC5			Chlamydia Screening in Women			To assess the percentage of women who were identified as sexually active and who had at least one test for Chlamydia.			Last day of the month following a 90-day claims lag period following the close of the quarter			Excel template			Yes			No			Yes			No


			76			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			To assess the use of appropriate medications for members identified as having persistent asthma.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			77			QR-PCC7			Monitoring for Patients on Persistent Medications (HEDIS)			To assess outpatient utilization of medication management for chronic conditions.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			78			QR-PCC8			Comprehensive Diabetes Care (HEDIS)			To assess the percentage of members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			79			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			To assess the utilization of imaging studies for low back pain.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			General Services Utilization Reports


			80			QR-GSU1			Ambulatory Care			To summarize utilization of ambulatory care services.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			81			QR-GSU2			Ambulatory Sensitive Conditions			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			No


			82			QR-GSU3			ER Bounce Back			To summarize the rate of members who return to the emergency room within 30 days of a prior ER visit.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			83			QR-GSU4			Inpatient Utilization General Hospital/ Acute Care Discharges			To summarize utilization of acute inpatient services.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			84			QR-GSU5			Inpatient Utilization General Hospital/ Acute Care ALOS			To summarize the average length of stay for acute care, general hospital stays.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			85			QR-GSU6			Inpatient Readmission Rate			To summarize the rate at which members are readmitted post discharge.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			86			QR-GSU7			Type of Emergency Room Utilization			To summarize the utilization of emergency room services			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			87			QR-GSU8			Frequency of Emergency Room Utilization			To summarize utilization of emergency room services and to identify opportunities for participation in case or care management			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes			Yes


			Behavioral Health Services Reports


			88			QR-BH1			Behavioral Health Medical Expenses			To monitor the health care costs for behavioral health services.			Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes			Yes


			89			QR-BH2			Follow-up After Hospitalization for Mental Illness			To assess the continuity of care in relation to the follow-up care received after a behavioral health inpatient treatment stay.			Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes			Yes


			90			QR-BH3			Atypical Antipsychotic Monitoring			To monitor the successful medical management of members receiving antipsychotic medication.			 Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes			Yes


			91			AN-BH1			Behavioral Health Utilization - Facilities with Inpatient Beds			To monitor available access to behavioral health inpatient facility beds to ensure the full spectrum of care is available.			January 31st			Excel template			No			No			Yes, for HHW & HIP			No





			NOTE: If Contractor fails to submit any Priority Report (other than the HEDIS and CAHPS reports), Contractor will pay liquidated damages of $4,654 for each Priority Report (other than the HEDIS and CAHPS reports) that is not submitted in a timely, complete and accurate manner.


			NOTE: If Contractor fails to submit a HEDIS or CAHPS report that was based on the NCQA methodology for sampling data, Contractor will pay liquidated damages of $4,931 for EACH BUSINESS day the report is not submitted in a timely, complete and accurate manner.


			NOTE: If Contractor fails to submit in a timely, complete and accurate manner any report, other than the Priority Reports identified above, which Contractor is required to provide under the Contract or Contracting Reporting Manual, Contractor will pay liquidated damages of $482 PER REPORT for EACH BUSINESS day for which such report has not been submitted correctly, complete, on time and in the correct reporting format.


			NOTE: If, during any quarter after the first year of the Contract, Contractor fails to submit Capitation Rate Calculation Sheet (CRCS) reports to the Office in a timely, complete and accurate manner, and does not meet the 98% completeness threshold, the Contractor will PAY liquidated damages of $49,192 PER QUARTER, PER PROGRAM.
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Section III. A. Systems and Claims Reports.docx

MCE Reporting Manual


Section III - A:  Systems and Claims Reports





			General Report Description





			QR-S1 Claims Processing Summary





			Purpose


			To assess the MCE’s claims processing productivity and timeliness in adjudicating clean provider claims. 





			Format


			Excel template 





			Qualifications/ Definitions


			This is a quarterly report.  No claims lag. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter. The HHW and HIP reports should also include the proper Behavioral Health (BH) claims; there is no longer a separate BH Claims Processing Summary report. Unless specifically indicated otherwise, the following definitions apply in all OMPP performance claims reports:





Claim:  A claim is a billing encounter notice submitted for reimbursement consideration or health care utilization documentation that itemizes health care service(s) (i.e., claim line items) that have been rendered to a member.


A behavioral health claim is identified utilizing the HEDIS codes specified by the measures Mental Health Utilization and Identification of Alcohol and Other Drug Services or as outlined by the contract with a sub-delegated MBHO as applicable.





UB-04 Claim:  The nationally recognized claim form approved for the submission for payment of institutional services. Under the Health Insurance Portability and Accountability Act (HIPAA), electronically submitted institutional claims are referred to as 837I claims.  Unless specifically indicated otherwise, the term UB-04 is used for either paper or electronically submitted institutional claims. 





CMS 1500 Claim:  The nationally recognized claim form for the submission for payment of professional services. Under HIPAA, electronically submitted professional claims are referred to as 837P claims.  Unless specifically indicated otherwise, the term CMS 1500 is used for either paper or electronically submitted professional claims. 





Clean Claim:  A claim in which all information required for processing the claim is on the claim form. 





Adjudicated Clean Claim:  An original claim that has been received by the MCE and processed through its claims system to a “paid” or “denied” decision status. 


Adjudicated clean claims should NOT include:


· rejected claims


· replacement or adjustment claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially responsible 


· unclean claims that require additional information


· pended or suspended claims





Clean Claim Paid On Time:  For electronically submitted claims, a clean claim is paid on time when it is paid within 21 calendar days of the MCE’s receipt.  For paper submitted claims, a clean claim is paid on time when it is paid within 30 calendar days of the MCE’s receipt. 





Clean Claim Paid Late:  For electronically submitted claims, a clean claim is paid late when it is paid more than 21 calendar days after the MCE’s receipt.  For paper submitted claims, a clean claim is paid late when it is paid more than 30 calendar days after the MCE’s receipt.





Paid Clean Claim:  A paid claim is a billing encounter notice submitted for reimbursement consideration or (health care) utilization documentation that itemizes (health care) service(s) (i.e., claim line items) rendered to a covered person eligible to receive the (health care) service(s) on the date rendered in which at least one of the (health care) services (i.e., a claim line item(s)) is either partially or fully reimbursable or deemed eligible for full or partial reimbursement if the submitting entity had not been pre-paid for the (health care) service(s).  Paid clean claims should not include:


· rejected claims


· replacement claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims





Denied Clean Claim:  A denied claim is a billing encounter notice submitted for reimbursement consideration or health care utilization documentation that itemizes health care service(s) (i.e., claim line items) rendered to a person in which ALL the health care service(s) (i.e., claim line item(s)) are deemed NOT eligible/appropriate for reimbursement or health care utilization documentation. Denied clean claims should NOT include:


· rejected claims


· replacement claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims





Unclean Claim: A claim in which all the information required for processing is not present per IC 12-15-13.0.6. 


For OMPP reporting purposes this includes claims that were:


· Claims received and denied by the MCE because the claim failed to pass HIPAA compliancy edits. These claims will not pass the fiscal agent’s pre-adjudication edits for encounter submissions.


· Claims that do not have the National Provider Identifier are considered to be unclean and treated as a rejected claim regardless of whether the MCE accepts the claim into its inventory system.


·  A final decision regarding the service cannot yet be made due to lack of information and therefore considered to be unclean. 





Rejected Claim:  A claim that the MCE cannot accept into its inventory for future adjudication, or accepts into its inventory but OMPP has specified that it should be treated as a rejected claim. Rejected claims should not be submitted to OMPP in the encounter data process. Rejected claims should include the following scenarios:  


· misdirected claims: a claim submitted to the wrong entity for processing (e.g., claim submitted to the wrong MCE)


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims (a claim in which all the information required for processing is not present – per IC 12-15-13.0.6)


For purposes of this report, rejected claims and unclean claims should be treated the same.





Misdirected Claim:  A claim submitted to the wrong entity for processing, e.g. a claim submitted to the wrong MCE.





Received Claim:  A claim that the MCE has accepted into its inventory management system for future adjudication.  For the purposes of this report, rejected claims and replacement claims are not considered received claims. 





Replacement Claim:  A claim that the MCE has previously adjudicated but has been resubmitted for reprocessing (i.e., adjustment).  This adjustment may be due to a provider correction regarding the original submission. If a replacement claim is received, it is not to be considered as an original clean claim for reporting purposes.





Remittance Advice (RA) Date:  The date the MCE generates the provider remittance advice for an adjudicated claim. This is the date the provider’s check or EFT is remitted to the provider and sometimes referred to as the paid date.





Julian Date:  Represents the calendar day’s number in the total days available in a calendar year (i.e., 365 days).  A Julian date calculator, which converts standard calendar dates to Julian dates, can be accessed at the following website:  http://www.nr.com/julian.html 








			QR-S1 Data Elements





			Item 1


			Total Submitted Dollars (not paid amount)





			Description


			Indicate the Total submitted dollars for all UB-04 (Institutional) and CMS 1500 (Professional) claims received during the reporting period. This is to be the total billed amount by the provider. This is not the amount paid by the MCE for services rendered.





			Item 2


			Clean Claims Received – Electronic





			Description


			Indicate the number of electronically submitted clean claims received into the MCE’s claims inventory management system during the reporting quarter.  This is to be broken out by claim type [UB-04 (institutional) and CMS 1500 (professional) claims] and provider type [in-network and out-of-network provider.]





The MCE should not count rejected claims nor replacement claims as received claims if the MCE can identify these coming into inventory.





			Item 3  


			Clean Claims Received – Paper





			Description


			Indicate the number of submitted clean paper claims received into the MCE’s claims inventory management system during the reporting quarter.  This is to be broken out by claim type [UB-04 (institutional) and CMS 1500 (professional) claims] and provider type [in-network and out-of-network provider.]





The MCE should not count rejected claims nor replacement claims as received claims if the MCE can identify these coming into inventory.





			Item 4  


			Clean Claims Adjudicated  and Paid On Time





			Description


			Indicate the number of clean claims adjudicated that the MCE paid on time during the quarter, by claim type [in-network and out-of-network, UB-04 (institutional) and CMS 1500 (professional)]. 





Clean claims adjudicated during the quarter can include claims that were received during the quarter as well as those claims received in prior quarters.  Claims paid on time are considered to be those that have a remittance date on or before the time standard indicated for the claim type. [21 days for electronic claims; 30 days for paper claims]





Clean claims adjudicated should not include rejected or replacement claims.





The Excel template auto-calculates a Paid On Time Rate. 





			Item 5  


			Clean Claims Adjudicated - Paid Late





			Description


			Indicate the number of clean claims adjudicated that the MCE paid late during the quarter, by claim type [in-network and out-of-network, UB-92 (institutional) and CMS 1500 (professional) claims].





Clean claims adjudicated during the quarter can include claims that were received during the quarter as well as those claims received in prior quarters.  Claims paid late are considered to be those that have a remittance date after the time standard indicated for the claim type. [21 days for electronic claims; 30 days for paper claims]





Clean claims adjudicated should not include rejected or replacement claims.





			Item 
6


			Clean Claims Adjudicated - Denied





			Description


			Indicate the number of clean claims adjudicated that the MCE denied for payment during the quarter, by claim type [in-network and out-of-network, UB-04 (institutional) and CMS 1500 (professional) claims].





Clean claims adjudicated during the quarter can include claims adjudicated that were received during the quarter as well as those claims received in prior quarter.  





The Excel template auto-calculates a Denial Rate. It is no longer necessary to separately report a denial rate in the comments.





			Item 7


			Total Number of Claims Paid with Interest





			Description


			Indicate the total number of claims that the MCE paid with interest for all providers by claim type [UB-04 (institutional) and CMS 1500 (professional) claims].  





Per IC 12-15-13 the MCE must pay interest on all clean claims paid late to providers for which the MCE is responsible.





The MCE should include replacement claims in this data.





			Item 8


			Total Dollar Amount of Interest Paid





			Description


			Indicate the total dollars in interest that the MCE paid to all providers by claim type [UB-04 (institutional) and CMS 1500 (professional) claims].  





Per IC 12-15-13 the MCE must pay interest on all clean claims paid late to providers for which the MCE is responsible.





The MCE should include replacement claims in this data. Enter whole dollar amounts in $000,000,000.00 format.





			Item 
9


			Claims Lag – Average number of days between the last date of service on claim and MCE's receipt of claim from provider





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional) and CMS 1500 (professional) claims], the average number of calendar days between the last date of service listed on the claim and the date the MCE received the provider’s claim into the MCE’s claims inventory management system.





			Formula





			Calculate the total number of calendar days between the last date of service listed on the claim and the date the MCE received the provider’s claim into the MCE’s claims inventory management by subtracting the Julian Date of the last date of service on the claim from the Julian date of the MCE’s receipt date of the claim.





Calculate the average number of days for each claim type by summing the total number of days between the date of service and receipt date of claims and dividing by the total number of claims received. 





			Item 10


			Claims Lag – Average number of days between receipt date of claim by the MCE to adjudication date





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional) and CMS 1500 (professional) claims], the average number of calendar days between the date the MCE received the claim in its claims inventory management system and date the MCE adjudicated the claim [finalized a claim determination/ decision] in its claims system. 





			Formula


			Calculate the total number of calendar days between the date the MCE received the provider’s claim into inventory and the date the MCE adjudicated [finalized a claim determination/ decision] in its claims system by subtracting the Julian Date of the date of receipt of the claim from the Julian date of the date the claim was adjudicated [finalized claim determination/ decision].





Calculate the average number of days between the MCE’s receipt of the provider claim and the date the MCE adjudication date [finalized a claim decision] for the claim by summing the number of calendar days for all claims adjudicated and dividing by the total number of claims adjudicated. 





			Item 11


			Claims Lag – Average number of days from adjudication date to payment (remittance advice) date





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional) and CMS 1500 (professional) claims], the average number of calendar days between the date the MCE adjudicated the claim  to the date the MCE generated a remittance advice to the provider [i.e., payment date].





			Formula


			[bookmark: _GoBack]Calculate the total number of calendar days between the date the MCE adjudicated the claim to the date the MCE generated a remittance advice to the provider [i.e., payment date by subtracting the Julian Date of the date of decision from the Julian date of the date the remittance advice was generated.]











 





			General Report Description





			QR-S2 – Adjudicated Claims Inventory Summary





			Purpose


			Assess the MCE’s efficiency in processing and remitting adjudicated clean claims within the State required timeframes.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  No claims lag. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter. The HHW and HIP reports should also include the proper Behavioral Health (BH) claims; there is no longer a separate BH Adjudicated Claims Inventory Summary report. 





OMPP defines specific claims terms in the Claims Processing Summary (QR-S1) report for all claims related reports. This report is broken out by processed data spans. This information should correspond to data reported on the QR-S1.





			Performance Measures


			Per SOW, the MCE must pay or deny clean electronically submitted claims within 21 calendar days of receipt and clean paper submitted claims within 30 calendar days of receipt.





			QR-S2 Data Elements





			Item 1  


			In-Network Clean Claims Adjudicated





			Description


			Indicate the number of claims from in-network providers that were adjudicated and paid if applicable, sorted by claim type [i.e., UB-04 (institutional) and CMS 1500 (professional)] in the reporting quarter in the identified date spans provided. A claim should be counted in only one processing date span.





The MCE should omit replacement (adjusted) claims from this data.  The information required for in-network clean claims adjudicated includes:


· Number of calendar days between the date the claim was received into the MCE’s inventory and the date the MCE sent a remittance advice to the provider after adjudicating the claim


· Clean claim submission type (i.e., paper or electronic)


A claim should be counted in only one processing date span.





The report is separated into the following processing date spans:


· 0-10 days


· 11-21 days


· 22-30 days


· 31-60 days


· 61-90 days


· > 90 days





			Formula


			Calculate the number of calendar days from date of receipt into inventory to date of remittance advice by subtracting the Julian Date of receipt of the claim from the Julian Date of the remittance advice. 





			Item 
2


			Out-of-Network Clean Claims Adjudicated





			Description


			Indicate the number of clean claims from out-of-network providers that were adjudicated and paid if applicable, sorted by claim type [i.e., UB-04 (institutional) and CMS 1500 (professional)] in the reporting quarter in the identified date spans provided. 





The MCE should omit replacement (adjusted) claims from this data.  The information required for out-of-network clean claims adjudicated includes:


· Number of calendar days between the date the claim was received into the MCE’s inventory and the date the MCE sent a remittance advice to the provider after adjudicating the claim


· Clean claim submission type (i.e., paper or electronic)


· The report is separated into the same date spans as listed for the in-network providers.





			Formula


			Calculate as the number of calendar days from date of receipt into inventory to date of the remittance advice by subtracting the Julian date of receipt of the claim into inventory from the Julian date of the remittance advice.












































			General Report Description





			QR-S3 Clean Claims Denial Reasons





			Purpose


			Assess the MCE’s adjudicated clean claims denial reasons and determine if common reasons for claims denials could indicate opportunities for improving claims submissions through additional provider education and outreach.





			Format


			MCE’s choice of format.





			Qualifications/ Definitions


			The MCE must submit denials reasons for CMS 1500 and/or UB-04 clean claims to OMPP if denial rates exceed 15 percent for either claim type during the reporting quarter. This is not to be an average of the two.  If denials exceed 15 percent, the MCE must submit a report that provides the percentage of denials by denial reason for that claim type and a narrative explanation for the high denial rate.  





OMPP defines specific claims terms in the Claims Processing Summary (QR-S1) report for all claims related reports. 















			General Report Description





			QR–AB   Paid Abortion Claims Summary





			Purpose


			To track all paid abortion claims for the report quarter in order for OMPP to identify the appropriate source of funding for each claim.





			Format


			Excel template 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP on the last day of the month following the end of the reporting quarter.  No claims lag.  List all abortion claims that were paid during the quarter based upon one of the four (4) listed categories of elective abortions.  All other abortion claims should be denied payment. The supporting medical documentation must also be submitted and posted to the SharePoint site used for all other report submissions.  Supporting medical documentation must be separately submitted in a .pdf file for each claim included in the report. 











			Data Elements





			Item 1


			Original Claim Number





			Description


			Indicate the original claim number; DO NOT indicate the claim attachment number.





			Item 2  


			HCPCS Procedure Code





			Description


			Indicate the HCPCS Procedure Code on the claim, if applicable.





			Item 3 


			Diagnosis Code





			Description


			Indicate the ICD-9 Diagnosis Code on the claim.





			Item 4  


			ICD-9 Procedure Code





			Description


			Indicate the ICD-9 Procedure Code on the claim, if applicable.





			Item 
5


			Provider Number





			Description


			Indicate the NPI number on the claim.





			Item 
6


			Claim Category





			Description


			Abortion claims should be reviewed by the MCE to determine which of the four (4) categories the claim falls into: 1) rape; 2) incest; 3) necessary to save the life of the mother; or, 4) necessary to avoid serious risk of substantial and irreversible impairment of a major bodily function of the pregnant woman. 





			Item 7


			Attachment Name 





			Description


			Indicate the file name of the .pdf file for the supporting medical documentation for each claim.
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Section III - C:  Provider Services Reports





			General Report Description





			QR-P1 Provider Helpline Performance





			Purpose


			To monitor the MCE’s availability to provide service to its providers calling the Provider Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  








			Performance Measures


			The MCE must maintain average quarterly telephone service for provider services helpline with service efficiency at 85 percent of calls received being answered by a live voice within 30 seconds (i.e., an 85 percent service efficiency rate) and less than five percent of the calls received in the Provider Helpline remaining unanswered (abandoned).





			QR-P1 Data Elements





			Item 1  


			Number of Provider Calls Received





			Description


			Identify the total number of provider calls received by the MCE in to the Provider Helpline ACD call queue during open hours of operation, including calls in which the provider calls directly into the Provider Helpline, transfers into the Provider Helpline or selects a provider services option placing the provider into the call queue.  


Enter a whole number.





			Item 2  


			Number of Provider Calls Answered





			Description


			Identify the number of provider calls answered on the Provider Helpline ACD call queue in the reporting quarter.  This number should not be greater than the number of calls received and should include the number of calls answered within 30 seconds by a live voice.


Enter a whole number.





			Item 3  


			Number of Provider Calls Answered Live Within 30 Seconds





			Description


			Identify the number of provider calls answered within 30 seconds by a live voice on the Provider Helpline in the reporting quarter.  This number should not be greater than the number of calls received.


Enter a whole number.





			Item 4  


			Percent of Calls Answered Live Within 30 Seconds





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Provider Calls Answered Live Within 30 Seconds divided by 


Number of Provider Calls Received





			Item 5  


			Number of Abandoned Calls





			Description


			Identify the number of calls received into the Provider Helpline during open hours of operation that were abandoned (disconnected) by the caller or the system before being answered.


Enter a whole number.





			Item 6  


			Percent of Calls Abandoned





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Abandoned Calls divided by Number of Member Calls Received


















			 General Report Description





			QR-P2 Provider Claims Disputes





			Purpose


			To monitor the volume of MCE provider claims disputes received from all providers.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit this report to OMPP by the last day of the month following the end of the reporting quarter.  


This report must be submitted by the MCE for those provider disputes received from all providers (i.e., in-network and out-of-network). A dispute may be informal or formal, verbal or written, to be captured in this report.





Informal Objection: A provider’s verbal or written objection to a determination (or failure to make a determination) by the MCE involving the provider’s claim. It is the provider’s inquiry at any time to resolve a claim matter.





Formal Appeal: A provider’s written request to appeal the MCE’s decision resulting from the informal provider claims dispute process. In the event an informal objection is not resolved to the provider’s satisfaction within 30 days of making an informal objection, the provider may appeal in writing to the MCE.





The OMPP expects that the MCE has the capacity to provide drilled down data descriptions from the plan’s internal tracking systems to report on the reason types for disputes and resolution outcomes.





			Performance Measures


			MCE must determine a resolution within 30 days of receiving the provider’s informal dispute. 


MCE must determine a resolution within 45 calendar days of receiving a provider’s written formal dispute.





			QR-P2 Data Elements





			Items 1 and 11


			 Updated data from a Previous Submission





			Description


			Mark an X on any row for which the informal dispute data reported for a previous quarter has been updated on this submission of the report.





			Items 2 and 12


			Experience Period





			Description


			Enter the experience period (e.g. 2012Q4).





			Item 3


			Total Number of Informal Disputes Received





			Description


			Identify the number of all verbal or written informal disputes received during the reporting quarter. 


Enter a whole number.











			Item 4


			Total Number of Disputes Pending from Prior Reporting Periods





			Description


			Indicate the total number of verbal or written informal disputes that were pending a resolution from prior reporting periods. 


Enter a whole number.





			
Item 5


			Number of Disputes Resolved in the Reporting Quarter





			Description


			Indicate the total number of informal disputes resolved as of the last day of the reporting quarter. 


OMPP considers a provider claims dispute to be resolved when the provider has been notified of the dispute decision.  Until notification, OMPP considers the resolution to be pending. 


Enter a whole number.





			Item 6


			Total Number of Informal Disputes Resolved in 30 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in 30 days or less after it was received by the MCE.


Enter a whole number.





			Item 7


			Total Number of Informal Disputes Resolved in More Than 30 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in more than 30 days after it was received by the MCE.


Enter a whole number.





			Items  8, 9,10


			Resolution Status





			Description


			Identify the number of disputes by resolution status. 


Enter a whole number for each of the following:


Item 8: The number of informal disputes resolved in favor of the provider


Item 9: The number of informal disputes resolved in favor of the MCE


Item 10: The number of informal disputes with a resolution still pending as of the last day of the  reporting period





			Item 13


			Total Number of Formal Disputes Received





			Description


			Identify the number of all verbal or written formal disputes received during the reporting quarter. 


Enter a whole number.





			Item 14


			Total Number of Disputes Pending from Prior Reporting Periods





			Description


			Indicate the total number of verbal or written formal disputes that were pending a resolution from prior reporting periods. 


Enter a whole number.





			
Item 15


			Number of Disputes Resolved in the Reporting Quarter





			Description


			Indicate the total number of formal disputes resolved as of the last day of the reporting quarter. 


OMPP considers a provider claims dispute to be resolved when the provider has been notified of the dispute decision.  Until notification, OMPP considers the resolution to be pending. 


Enter a whole number.





			Item 16


			Total Number of Formal Disputes Resolved in 45 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in 45 days or less after it was received by the MCE.


Enter a whole number.





			Item 17


			Total Number of Formal Disputes Resolved in More Than 45 Calendar Days





			Description


			Indicate the total number of formal disputes that were resolved in more than 45 days after it was received by the MCE.


Enter a whole number.





			Items 18,19,20


			Resolution Status





			Description


			Identify the number of disputes by resolution status. 


Enter a whole number for each of the following:


Item 18: The number of formal disputes resolved in favor of the provider


Item 19: The number of formal disputes resolved in favor of the MCE


Item 20: The number of formal disputes with a resolution still pending as of the last day of the reporting period








	






			General Report Description





			QR-P3 Provider Credentialing





			Purpose


			To monitor the volume and timeliness of the MCE’s credentialing system.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.





			[bookmark: _GoBack]QR-P3 Data Elements





			Item 1  


			Number of Enrolled Providers Subject to Credentialing





			Description


			Enter the total number of enrolled providers with the MCE as of the last day of the reporting period for which, per NCQA guidelines, credentialing (and recredentialing) is required.  Enter as a whole number. 





			Item 2


			Number of Providers for which Credentialing or Recredentialing was Initiated





			Description


			Enter the total number of providers for which, per NCQA guidelines, credentialing (and recredentialing) was initiated in the reporting quarter.  Enter as a whole number.





			Item 3


			Number of Providers for which Credentialing or Recredentialing was Completed





			Description


			Enter the total number of providers for which credentialing or recredentialing was completed in the reporting quarter.  For this measure, completed means a decision as a result of a Level 1 review, a Level 2 review, or a decision by the MCE credentialing committee.  Enter as a whole number.





			Item 4


			Number of Providers where Credentialing was Completed with a Level 1 Review





			Description


			Of the total reported in Item #3, report the number of providers for which only a Level 1 review was completed.  A Level 1 review is also referred to as a “clean” review, i.e. the provider was not presented to the MCE credentialing committee for review.












			Item 5


			Number of Providers where Credentialing was Completed with a Level 2 Review





			Description


			Of the total reported in Item #3, report the number of providers for which only a Level 2 review was completed.  A Level 2 review means that the provider was presented to the MCE credentialing committee for review.





			Item 6


			Number of Providers that were not Credentialed or Recredentialed





			Description


			Of the total reported in Item #3, report the number of providers for which the MCE decided not to credential or recredential the provider for any reason.  





			Item 7


			Average Time to Complete the Credentialing Process





			Description


			For those providers whose credentialing or recredentialing process was completed during the reporting quarter, identify the average number of business days to complete the credentialing process. 


Enter a whole number.





			Formula


			To report this measure, use the date when the provider submitted the application as the beginning date and the date when the credentialing or recredentialing application was fully processed as the end date. 


· Numerator = Total number of business days to process all credentialing applications 


· Denominator = Total number of credentialing applications processed
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			General Report Description





			QR-PMP1 Assignment Report





			Purpose


			To monitor the method and volume of PMP selection and assignment linkages to an MCE's membership.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12-month report, due quarterly on the last day of the month following the experience period.


“Smart” Logic: For the purposes of this report, is the pre-defined State hierarchy that is to be utilized to facilitate PMP to member linkages. Internal MCE assignment reason codes should be mapped to indicate when the following information is utilized to select a PMP on the behalf of a member:


· Right Choices Program PMP Assignment


· Member’s PMP assignment within the last 12 months


· Family member’s current PMP


· Family member’s previous PMP


· PMP in previous group


· PMP in family member’s current group or previous group


When any of this information is applied, the total of the mapped reason codes equals the total assignments made with “smart” logic as pre-defined by the State.





“Default” Logic: For the purposes of this report, any method excluding the “smart” logic that is utilized by the MCE to facilitate PMP to member linkages is defined as default logic. Default logic is not pre-defined by the State, but must receive State approval. 





A new member may be identified utilizing the 834 – Benefit Enrollment and Maintenance Transaction for those records with an “INS03 012” value. This is a member that is either new to the network or has had a break in eligibility and had regained eligibility.





			QR-PMP1 Data Elements





			Item 1


			Newly Assigned Plan Members 





			Description


			As of the last day of the reporting period, indicate the total number of members received on the enrollment roster during the reporting period.


Enter a whole number.












			Item 2


			Members who Self Selected a PMP





			Description


			As of the last day of the reporting period, indicate the total number of members who self selected a PMP during the reporting period.


Enter a whole number.


Also indicate the percentage of members who self-selected a PMP during the reporting period. Use the formula below.





			Formula


			· Numerator = Item 2


· Denominator = Item 5 





			Item 3


			Members Auto-Assigned with "smart" Logic





			Description


			Indicate the number of members who were auto-assigned using system logic that includes the following:


· Member’s PMP assignment within the last 12 months


· Family member’s current PMP


· Family member’s previous PMP


· PMP in previous group


· PMP in family member’s current group or previous group


Also indicate the percentage of members who were auto-assigned using the described system logic. Use the formula below.





			Formula


			· Numerator = Item 3


· Denominator = Item 5





			Item 4


			Members Auto-Assigned with "default" Logic





			Description


			Indicate the number of members who were auto-assigned using an approved default logic that does not include the described “smart” logic.


Enter a whole number.


Also indicate the percentage of members who were auto-assigned using an approved “default" logic. This excludes the “smart” logic described. Use the formula below.





			Formula


			· Numerator = Item 6


· Denominator = Item 8





			
Item 5


			Members Assigned a PMP





			Description


			As of the last day of the reporting period, indicate the total number of members assigned a PMP during the reporting period. This number will not be an exact total of the assignment method counts. A member may have multiple types of assignments occur during the reporting period.


Enter a whole number.





			Item 6


			Total Members Assigned a PMP





			Description


			As of the last day of the reporting period, indicate the total number of all members assigned a PMP regardless of when a PMP assignment was made.


Enter a whole number.





			Item 7


			Total Members with Open Network status





			Description


			Indicate the total number of members that have open network status either due to PMP assignment logic has not been applied, or due to lack of PMP availability within the required access targets.


















[bookmark: _GoBack]


			General Report Description





			QR-NA1    PMP Enrollments and Disenrollments





			Purpose


			To monitor the number of PMP enrollments and disenrollments.





			Format


			MCE Format


The MCE may submit the report in the MCE’s choice of format, as long as the report requirements defined below are met.





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit this report to OMPP by the last day of the month following the end of the reporting period.  








			QR-NA1 Data Elements





			Item 1  


			All Data Elements





			Description 


			Identify the number of PMP enrollments, disenrollments and reasons for PMP disenrollments during the reporting period, as well as the resulting PMP overall counts. PMP enrollments should only include new PMPs added to the MCE’s network; it should not include renewals or other administrative changes to current PMPs. Likewise, disenrollment counts should only include PMPs who are no longer providing services in the MCE’s network.





Describe the MCE’s plans for addressing PMP disenrollments and ensuring continued access for members.


















			
General Report Description





			QR-NA2   Network Geographic Access Assessment – Members in Open Network





			Purpose


			To monitor the volume and proximity of members with an open network designation.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter.  





			Data Elements





			Item 1


			All Data Elements





			Description


			Provide a statewide geo-access map that plots members who have not been assigned a PMP and therefore have open network status. Include on a table the count of members by region.


















			General Report Description





			AN-NA1    Network Geographic Access Assessment - PMP





			Purpose


			To confirm that the MCE’s members have access to needed primary medical provider services within reasonable travel times based on the proximity of the members’ residential zip code to the providers’ office location zip code.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP by January 31st of each year, or more frequently at OMPP’s discretion.





			Performance Measures


			Primary Medical Providers (PMP)


1. Members must have access to a PMP within 30 miles of their residence





			AN-NA1 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access to PMP provider locations relative to the MCE’s members’ county of residence. Identify either on one map or through separate maps, the applicable regions. Include a table that indicates the member count by region, provider count by region and member to provider ratio.











			
General Report Description





			AN-NA2    Network Geographic Access Assessment - Specialist





			Purpose


			To confirm that the MCE’s members have access to needed specialist services within reasonable travel times based on the proximity of the members’ residential zip code to the providers’ office location zip code.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP by January 31st of each year, or more frequently at OMPP’s discretion.





			Performance Measures


			Members must have access to a specialty care within at least 60 miles of their residence.





			AN-NA2 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access to specialist locations relative to the MCE’s members’ county of residence. Include a table that indicates the member count by region, specialist count by region and member to specialist ratio.





			General Report Description





			AN-NA3   Network Geographic Access Assessment – Behavioral Health





			Purpose


			To confirm that the MCE’s members have access to needed behavioral health services within reasonable travel times based on the proximity of the members’ residential zip code to the behavioral health providers’ office location zip code.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP by January 31st of each year, or more frequently at OMPP’s discretion.





			AN-NA3 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access relative to the MCE’s members’ county of residence. Include a table that indicates the member count by region, behavioral health provider count by region and member to behavioral health provider ratio for serving Hoosier Healthwise and HIP members.















			General Report Description





			AN-SC1    Subcontractor Compliance Summary





			Purpose


			To identify the MCE’s subcontractors and document the MCE’s oversight of delegated activities.





			Format


			Excel template





			Qualifications/ Definitions


			This is an annual report.  In addition, the MCE must provide the requested information throughout the year to OMPP during on-site monitoring visits.  





For the purposes of this report, a subcontractor may be an entity that manages and administers health care service delivery functions, such as claims processing, or may be an entity that provides for direct patient care, such as an MBHO.  PMPs’ and specialty physicians’ contracts are not included in this report.





			Performance Measures


			The MCE must notify OMPP and request OMPP’s approval 60 calendar days prior to the use or change of any subcontractor or subcontractor’s agreement. 





			AN-SC1 Data Elements





			Item 1  


			Item No.





			Description


			Consecutively number subcontractors listed on the report.


Enter a whole number.





			Item 2 


			MBE





			Description


			Identify the subcontractors listed that meet the minority business enterprise definitions. (MBE/WBE)


Enter “X” in the field if applicable.





			Item 3


			WBE





			Description


			Identify the subcontractors listed that meet the women business enterprise definitions. (MBE/WBE)


Enter “X” in the field if applicable.





			Item 4


			Subcontractor Name





			Description


			Identify the MCE’s subcontractors that deliver the contracted services.  OMPP requires all subcontractors to be identified in annual reports until after the MCE reports a termination date for the subcontractor’s services. 


Insert the name of the MCE’s subcontractor as listed on its contract with the MCE.















			Item 5  


			Delegated Activities





			Description


			Identify the type of activities the subcontractor performs or the services it offers supporting the MCE’s contract with the State using the descriptions below:





Delegated Activities


			Accounts Receivable/Accounts Payable





			Behavioral Health





			Claims Processing/Data Systems





			Disease Management





			Network Development





			Non-emergent Transportation





			Member Services





			Other, identify





			Pharmacy Benefit Management





			Prior Authorization/Medical Management





			Provider Credentialing





			Provider Services





			Website Development/Management





			Direct Patient Care














			Item 6


			If Other, Identify





			Description


			Clarify the activity performed that is outside the scope of services described from the above list. 





			Item 7


			Contract Effective Date





			Description


			Identify the effective date of the subcontractor’s contract with the MCE (i.e., the date the subcontractor will begin delivering the contracted services).  


Enter date in MM/DD/YY format.





			Item 8  


			Contract End Date





			Description


			Identify the end date of the subcontractor’s current contracted term.  End dates cannot extend beyond the termination date of the MCE’s contract with the State. 


Enter date in MM/DD/YY format.












			Item 9


			Contract Type (Risk/ Non-risk)





			Description


			Identify the type of financial arrangement, either risk or non-risk based, under which the subcontractor will deliver services by using the following descriptions:





Non-risk contract: meaning the subcontractor has no risk or the risk is less than five percent of the MCE’s revenue from the Hoosier Healthwise contract.


Risk contract: meaning the subcontractor has risk equaling five percent or more of the MCE’s revenue from the Hoosier Healthwise contract.





			Item 10.  


			Financial Information Obtained (Yes/ No/ NA)





			Description


			Confirm that the MCE has collected the required quarterly financial information when the subcontractor’s financial arrangement is “Risk” by indicating the following options:





Yes:    meaning the MCE has collected the required financial information each quarter of the prior calendar year. 


No:    meaning the MCE has not collected required financial information each quarter of the prior calendar year. 


NA:    meaning the sub-contract does not carry a risk of five percent or more.





Required performance data includes a statement of revenue and expenses, a balance sheet, cash flows and change in equity/fund balances as well as incurred but not received (IBNR) estimates.





			Item 11


			Stop Loss Coverage





			Description


			Identify the subcontractor’s stop loss insurance coverage arrangement using the following indicators:


			Yes:    this subcontractor has its own stop loss coverage





			No:    this subcontractor does not have its own stop loss coverage





			NA:    Stop loss is not applicable to this subcontractor





















			Item 12


			Committee Participation (>50%/ <50%/ None)





			Description


			Identify the subcontractor’s participation in the MCE’s internal committee structure using the following descriptions:


			>50%:    Participates 50 percent or more in any one or more committee(s)





			<50%:    Participates less than 50 percent in any one or more committee(s)





			None:    Does not participate in any internal MCE committee(s)


Enter one of the above options.














			Item 13


			Committee Name(s)





			Description


			If the sub-contractor is participating in an MCE committee(s), indicate the name(s) of committee(s) in which subcontractor(s) participates.





			Item 14


			Monitoring Activities





			Description


			Identify the monitoring activities the MCE employs to oversee the subcontractor’s compliance with the terms of the MCE’s contract with the State. Include routine, annual and ad-hoc monitoring activities that provide the MCE assurances that the sub-contractor performance is adequate.





			Item 15


			Date Corrective Action Plan Implemented





			Description


			Indicate the date any formal or informal corrective actions were implemented as a result of the MCE monitoring activities.  If there were no corrective actions as a result of monitoring activities, leave this field blank.


Enter date(s) for each corrective action taken during the reporting period in MM/DD/YY format.





			Item 16


			CAP End Date





			Description


			Indicate the date that the MCE confirmed the subcontractor’s activities were again in compliance.  If there were no corrective actions as a result of monitoring activities, leave this field blank. 


Enter date(s) for each corrective action taken during the reporting period in MM/DD/YY format.





			Item 17


			CAP Outcome





			Description


			Briefly describe the outcomes of any corrective actions that the MCE and subcontractor instituted subsequent to the MCE’s monitoring process. 





			Item 18


			OMPP Approval Date





			Description


			Identify the date OMPP approved the subcontractor agreement. 


Enter date in MM/DD/YY format.
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			General Report Description





			AN-AA1    24-Hour Availability Audit 





			Purpose 


			To monitor members’ access to PMPs outside regular business hours.  





			Format


			MCE Format





The MCE may submit the report in the MCE’s choice of format, but must include the report requirements defined below.





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to the OMPP by January 31st of each year.  


 


Members should be able to access PMPs 24-hours-a-day, seven-days-a-week, for urgent and emergent health care needs, regardless of a holiday.  Therefore, PMPs must have a mechanism in place to ensure that members are able to make direct contact with their PMP, or the PMP’s clinical staff person, through a toll-free member services telephone number 24-hours-a-day, seven-days-a-week.





To monitor that members have appropriate 24-hours-a-day, seven-days-a-week access to PMPs, the MCE must randomly select PMPs to receive test calls each year.  The sample size must include 100 percent of high volume providers and 5% of enrolled providers within each county (a minimum of 1 PMP per county). High volume providers are defined as providers that include the top 10 percent of the enrolled membership.





PMPs are deemed available to provide services if they: 


(1) answer the phone themselves, (2) designate an employee, (3) hire an answering service, or (4) use a pager system to facilitate members’ contact with an on-call medical professional 24-hours-a-day, seven-days-a-week. 





 





			


			To be considered compliant, PMPs must also provide instruction for life threatening situations in all four of the above situations. The PMP must provide appropriate direction to the member to contact 911 or the nearest emergency department.





MCEs must notify PMPs who are found non-compliant with the 24-hour availability requirement and must put corrective actions in place within 30 days of notification and re-survey within three months. The MCE must monitor non-compliant providers in the following year to determine availability and indicate these re-surveys separately on the survey tool.  The MCE must complete these calls in addition to the annual monitoring sample.





The MCE must identify the steps taken to communicate audit results to PMPs and the steps the MCE has taken to achieve future compliance.  





			Performance Measures


			The MCE should have 100 percent compliance.  





			
AN-AA1 Data Elements





			Item 1


			Audit Survey Period





			Description


			Indicate the time period for which the availability audit was conducted. Include the start and end dates for the survey period.





			Item 2


			Selection and Survey Methodology 





			Description 


			Describe the methodology used to identify and select the PMPs included in the audit. Include the methodology utilized to test the 24-hour availability standards.





			Item 3


			Total Number of PMPs Called





			Description


			Indicate the number of audit calls initiated.  This number should include all PMPs who were newly selected for calling in this reporting period as well as those PMPs who were found non-compliant in the previous reporting period.





			Item 4


			PMPs Compliant with Availability Standards





			Description


			Identify the number and percentage of PMPs who were found to meet the 24-hour availability service requirements.  





			Formula


			· Numerator = Total number of PMPs who met the availability standards


· Denominator = Total number of PMPs included in survey





			Item 5


			PMPs Non-Compliant with Availability Standards





			Description


			Identify the number and percentage of PMPs who did not meet the 24-hour availability services requirements.





			Formula


			· Numerator = Total number of PMPs who  failed to meet the availability standards


· Denominator = Total number of PMPs included in survey





			Item 6


			Notice, Corrective Action and Monitoring Activities





			Description


			Indicate the methods for which the non-compliant PMPs were notified of the survey results, the time period of notice, corrective actions required by the MCE and monitoring activities performed by the MCE.
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MCE Reporting Manual


Section III - F: Utilization Management Reports





			General Report Description





			MO-ES1   Extended Services Report





			Purpose


			To monitor services which facilitate the participation and delivery of health care services for vulnerable population groups. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report.  It is due on the last day of the month following a 60-day lag period following the end of the reporting period.


Fulfillment – Fulfillment of a service means the service was held, and attended by all parties; the provider, interpreter and member.





			MO- ES1 Data Elements





			Item 1


			Total Contacts





			Description


			Indicate the total number of tracked contacts to the language line during the reporting period. Indicate monthly and year to date totals.


Enter a whole number.





			Item 2


			Total Requested





			Description


			Indicate the total number of requests for interpreter services made to the MCE during the reporting period. Indicate monthly and year to date totals. 


Enter a whole number.





			Item 3


			Total Completed (Fulfillment)





			Description


			Indicate the number of interpretation services requested and fulfilled on the behalf of a member during the reporting period. 


Fulfillment of a service means the service was held, and attended by all parties; the provider, interpreter and member.


Enter a whole number





			Item 4


			% Completed





			Description


			Indicate the percentage of interpretation services completed during the reporting period.


Enter a percentage.





			Formula


			· Numerator = Item 3


· Denominator = Item 2














			Item 5


			Total Count





			Description


			Indicate the total number of the MCE’s memberships that are identified as a refugee.


Enter a whole number.





			Item 6


			Total Count – Ft. Wayne





			Description


			Indicate the total number of the MCE’s refugee population that has a Ft. Wayne residence county code.


Enter a whole number.





			Item 7


			# of Ft. Wayne Refugees who had a PMP Visit





			Description


			Indicate the total number of refugees who have a Ft. Wayne residency county code who has at least one PMP visit during the reporting period indicated.


Please use most recent HEDIS Specifications Definition regarding what qualifies as a PMP visit.


Enter a whole number.





			Item 8


			% of Total who had a PMP Visit





			Description


			Indicate the percentage of PMP visits by refugees who have a Ft. Wayne residence county code during the reporting period.


Enter a percentage





			Formula


			· Numerator = Item 7


· Denominator = Item 6





			Item 8


			Total Identified





			Description


			Indicate the number of refugee members who have been identified by the MCE as meeting the criteria to receive case management or care coordination. Enter a whole number.





			Item 9


			Total Enrolled





			Description


			Indicate the total number of refugee members who have been enrolled and engaged by the MCE in order to receive either case management or care coordination.


Enter a whole number.











			Item 10


			% Enrolled





			Description


			Indicate the percentage of refugee members who have been enrolled out of those identified during the reporting period.


Enter a percentage.





			Formula


			· Numerator = Item 9


· Denominator = Item 8





			Item 11


			Average Contact Count per Member





			Description


			Indicate the average number of instances that the MCE is in contact with a refugee member in order to provide either case management or care coordination.


Enter a whole number.


















			General Report Description





			MO-PREG1     Pregnancy Identification 





			Purpose


			To monitor the outcomes of members who become pregnant while on HIP to ensure successful transition to coverage under another IHCP program.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report.  The MCE must submit the report the last day of the month following the end of the reporting period.





			MO-PREG1 Data Elements





			Item 1  


			Member RID #





			Description 


			Enter the pregnant member’s RID number. Include all members identified as pregnant until the Enrollment Roster indicates that they have been successfully disenrolled from HIP.





			Item 2


			Date Plan Becomes Aware of Pregnancy





			Description


			Insert the date the plan is put on notice of the member’s pregnancy.


Enter in MM/DD/YYYY format.





			Item 3


			Method of Notification





			Description


			Identify the method by which the plan became aware of the member’s pregnancy. 


			Common Methods of Identification





			· ICES notification of disenrollment


· Rejected pregnancy claim


· Member communication


· Provider communication, identify provider type


· Pregnancy test claim follow-up


· Outreach, identify method


· Other, identify











Enter a method from the list.















			
Item 4


			Plan Follow-up





			Description


			Identify in summary form, the steps taken to ensure the member successfully transitions to other IHCP coverage. 





			
Item 5


			Stage of Pregnancy





			Description


			If available, identify the number of weeks of the member’s pregnancy at the time of plan notice.





			Item 6


			Date HHW Coverage Begins





			Description


			Identify the date the Enrollment Roster indicates the member’s disenrollment from HIP. If the member has not been disenrolled as of the last day of the reporting period, enter “pending.” 


Enter MM/DD/YYYY.








			Item 7


			Has the member’s pregnancy been reported in previous reporting periods?





			Description


			Indicate Yes or No  if the pregnant member was included in previous reporting periods.















			General Report Description





			QR-HS1     New Member Health Screening Report





			Purpose


			To monitor the duration to screen new members for health  by the MCE





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and year to date report to be submitted to OMPP by the last day of the month following a 90 day lag from the end of the reporting quarter.





A new member is any member who has been away from the plan for 12 months and hasn’t had a screener completed even if retro-added. The screener must be completed within 90 days of health plan notification or member eligibility whichever is later.








			QR-HS1 Data Elements





			Item 1


			New Member Totals





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that require a screening to be completed.


Enter a whole number.





			Item 2


			Terminated Members





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that have since terminated within their first 90 days of enrollment.


Enter a whole number.





			Item 3


			New Members Net of Terminated





			Description


			Calculation of total members identified in Item #1 minus total members identified in Item #2.





			Item 4


			Unreachable Members





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that are determined to be unreachable.  “Unreachable” is defined as a minimum of three outreach calls using the information provided to the MCE by OMPP but for which there is no response from the member.


Enter a whole number.





			Item 5


			New Members Net of Terminated and Unreachable





			Description


			Calculation of total members identified in Item #3 minus total members identified in Item #4.





			Item 6


			Total Screened 





			Description


			Indicate the number of new members identified in Item #1 that were screened within their first 90 days of enrollment.


Enter a whole number.





			Item 7


			% Screened (all except Terminated)





			Description


			Calculation of the percentage of newly enrolled MCE members, net of terminated members, that have had a health screening assessment completed within 90 days.  Calculation is number in Item #6 divided by number in Item #3.








			Item 8


			% Screened (excluding Terminated and Unreachable)





			Description


			Calculation of the percentage of newly enrolled MCE members, net of terminated and unreachable members, that have had a health screening assessment completed within 90 days.  Calculation is number in Item #6 divided by number in Item #5.















			General Report Description





			QR-PA1 Prior Authorization Report





			Purpose


			To monitor the volume, type and effectiveness of authorization decision-making by the MCE.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





For purposes of this report, an authorization review includes any pre-service request (including ER admission), continued/concurrent stay, or those that are retroactive in nature. These counts should include all requests submitted regardless of the reviewer’s clinical or non-clinical credentials.





An authorization may be for one unit of service or multiple units of service. An initial authorization request with applicable MCE decision is counted only once. Any additional decision(s) by the MCE to increase the duration or scope of service is counted for each decision.





			QR-PA1 Data Elements





			Item 1


			Total Number of Auths Submitted in Reporting Period





			Description


			Identify the total number of submitted authorization requests in the reporting period. 


Enter a whole number.





			Item 2


			Total Number of Auths Adjudicated in Reporting Period





			Description


			Identify the total number of adjudicated authorization requests in the reporting period.  





			Item 3


			Total Number Approved





			Description


			Identify the total number of requests that resulted in an approved service. Enter a whole number. 





			Item 4


			Total Number Fully Denied





			Description


			Identify the total number of requests that resulted in a full denial. Enter a whole number. 





			Item 5


			Total Number Modified





			Description


			Identify the total number of requests that resulted in a partial denial or an approval that was made that was adjusted from the original request. Enter a whole number. 





			Items 6, 7, 8


			% Approved, % Fully Denied, % Modified





			Description


			These percentages are calculated for you based on the entries made in Items 2 – 5.











			Item 9


			Average # of Days to Process





			Description


			For authorization decisions made during the reporting period, provide the average length of time between the date the request was received (even if the request was made in a prior reporting period) and that of an authorization decision. 


Enter a whole number.





			Formula


			Calculate the total number of calendar days between the receipt date for the authorization request and the MCE decision date by first translating the calendar dates to its Julian date, then subtracting the decision date from receipt date.  


· Numerator = Total Number of Authorization Requests


· Denominator = Total Number of Calendar Days to Process All Authorization Requests





			Item 10


			% Processed Timely





			Description


			For authorization decisions made during the reporting period, indicate the percent of decisions that were made within the required timeframes.  The required timeframes are:


· For non-urgent pre-service requests: 7 business days


· For urgent pre-service requests: 3 business days


· For concurrent reviews: 1 business day after receiving all necessary information to make a decision


· For retrospective reviews: 30 calendar days


Enter a percentage.





			Formula


			· Numerator = Total Number of Decisions Made within the Time Standard


· Denominator = Total Number of Decisions Made





			Item 11


			Total Number of Appeals Filed due to a Denied /Modified Authorization





			Description


			Indicate the number of appeals filed with the MCE by a member, or a provider on the member’s behalf, during the reporting period that were due to a service request denial or modification. 


Enter a whole number.















			General Report Description





			QR- CMPH1    Complex Case Management Report – Physical Health Conditions of Interest


QR-CMBH1    Complex Case Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's case management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CMPH1 focuses on physical health conditions while QR-CMBH1 focuses on behavioral health conditions.





For both reports, case management refers to the definition of Complex Case Management established by NCQA.


Complex Case Management –


Complex case management is the coordination of care and services provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate appropriate delivery of care and services. Since complex case management is considered an opt-out program, all eligible members have the right to participate or decline participation.





The goal of complex case management is to help members regain optimum health or improved functional capability, in the right setting and in a cost-effective manner. It involves comprehensive assessment of the member’s condition; determination of available benefits and resources; and development and implementation of a case management plan with performance goals, monitoring and follow-up.





Distinguishing factors of complex case management::


· Degree and complexity of illness or condition is typically severe


· Level of management necessary is typically intensive


· Amount of resources required for member to regain optimal health or improved functionality is typically extensive








At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in complex case management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest. For example, if a Member is identified for complex case management for both asthma and diabetes, he should be counted in the identified totals in the asthma row AND the diabetes row. However in the unique members count at the top of the report he should be counted only once.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CMPH1 or QR-CMBH1 report.





OMPP requires that the Right Choices Program be among the programs reported on the QR-CMCM1 every quarter.





			QR-CMPH1 and QR-CMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in case management over multiple reporting periods should be recorded in each reporting period where they are participating.








			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. Count each member only once.


Enter a whole number.





			Item 5


			Total Identified through the HRS or NOP





			Description


			Of the total members entered in Item #3, enter the total number of members that were identified as potential candidates for the program specifically through either the Health Risk Screening (HRS) tool of the Notification of Pregnancy (NOP) report.   Count each member only once.


Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Active Ever Enrolled





			Description


			Enter the total number of members that were enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


“Active Enrollment” means that the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  The one exception to this is the Report CMCM-2 Condition of Interest for Inpatient Discharges from a Psychiatric Hospital.  Since OMPP requires that all members discharged from a psychiatric hospital be enrolled in case management for 180 days post-discharge, all members in this Condition of Interest are classified as Active.


Enter a whole number.











			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members identified in Item #6, report the number of days that each member was participating during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Live Verbal Contacts with Active Ever Enrolled 





			Description


			Among the members identified in Item #6, report the number of live verbal contacts directly with the member and the MCE case manager.  The total contacts do not include non-verbal contacts, messages left for members, IVRs, or communications with the member’s providers.  Sum all of the phone contacts among all active ever enrolled participants.


 Enter a whole number.





			Item 10


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including successful completion of the member’s treatment plan, transition to a higher functioning program, or due to unsuccessful contact attempts which warrant transition of staffing resources. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #6 who were enrolled in case management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Case Managers





			Description


			[bookmark: _GoBack]Enter the total number of complex case managers reflected as a full time equivalent figure.  If case managers at the MCE also perform care management or other UM functions, assign their time to performing case management based either on total hours per week spent on case management or based on the portion of their caseload that has case management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).








			Item 13


			Full Period Equivalent Participant Caseload per Case Manager





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Case Managers 


divided by 90 days. 








			
Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Live Verbal Contacts Per Member Per Month in the Reporting Period





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- CRPH1   Care Management Report – Physical Health Conditions of Interest


QR-CRBH1    Care Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's care management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CRPH1 focuses on physical health conditions while QR-CRBH1 focuses on behavioral health conditions.





There are only two differences between the format of QR-CRPH1 / QR-CRBH1 and QR-CMPH1 / QR-CMBH1:





· The main difference is the distinction between the complex case management enrolled population and the care management enrolled population.


· The other difference is that the Care Management reports include contacts beyond live verbal contacts with the member.





For both reports, care management refers to the definition established by NCQA.


Care Management –


Care management services include direct consumer contacts in order to assist members with the access to care for needed health or social services. This includes assistance with location specialty services, scheduling appointments, transportation needs and addressing social service needs.





Note that members in Care Management are not required to have a plan of care developed. 





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in care management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CRPH1 or QR-CRBH1 report.








			QR-CRPH1 and QR-CRBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in care management over multiple reporting periods should be recorded in each reporting period where they are participating.





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.




















			Item 5


			Total Identified through the HRS or NOP





			Description


			Of the total members entered in Item #3, enter the total number of members that were identified as potential candidates for the program specifically through either the Health Risk Screening (HRS) tool of the Notification of Pregnancy (NOP) report.   


Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Active Ever Enrolled





			Description


			Enter the total number of members that were enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


“Active Enrollment” means that the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  


Enter a whole number.





			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members identified in Item #6, report the number of days that each member was participating during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Contacts with Active Ever Enrolled 





			Description


			Among the members identified in Item #6, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.

















			Item 10


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period for any reason.  The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #6 who were enrolled in care management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Care Managers





			Description


			Enter the total number of care managers reflected as a full time equivalent figure.  If care managers at the MCE also perform case management or other UM functions, assign their time to performing care management based either on total hours per week spent on care management or based on the portion of their caseload that has care management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).





			Item 13


			Full Period Equivalent Participant Caseload per Care Manager





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Care Managers 


divided by 90 days. 















			Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Contacts Per Member Per Month in the Reporting Period





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- DMPH1    Disease Management Report – Physical Health Conditions of Interest


QR-DMBH1    Disease Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-DMPH1 focuses on physical health conditions while QR-DMBH1 focuses on behavioral health conditions.





For both reports, disease management refers to the definition established by NCQA.


Disease Management –


Disease management is a multidisciplinary, continuum-based approach to health care delivery that proactively identifies populations with, or at risk for, chronic medical conditions. Disease management supports the practitioner-patient relationship and plan of care, emphasizes the prevention of exacerbation and complications using cost-effective, evidence-based practice guidelines and patient empowerment strategies such as self-management. It continuously evaluates clinical, humanistic and economic outcomes with the goal of improving overall health.





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in disease management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-DM1 or QR-DM2 report.





			QR-DMPH1 and QR-DMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.





			Item 4


			Total Ever Enrolled





			Description


			Enter the total number of members that were enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


Enter a whole number.





			Item 6


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #4 who were enrolled in disease management on the last day of the reporting period. 


Enter a whole number.























			Item 7


			Total Contacts with Ever Enrolled 





			Description


			Among the members identified in Item #4, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.





			
Item 8


			Average Contacts in the Reporting Period





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Ever Enrolled in the Reporting Period 












			General Report Description





			QR-U1    Service Utilization





			Purpose


			To monitor members’ access and utilization of services by various service categories.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report due to OMPP by the end of the month following the reporting period. 





A list of the codes to be used for this report is located in Appendix V .A.1 of the reporting manual








			QR-U1 Data Elements





			Item 1


			No. of Members





			Description


			For each category of service, list the total number of members who obtained one or more services in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 2


			No. of Paid Claims





			Description


			For each category of service, list the total number of claims paid in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 3


			Total Expenditures





			Description


			For each category of service, list the total dollar amount of claims paid as of the last day of the reporting period.


Enter a dollar value.





			Item 4


			Avg. Monthly Expenditures Per Member





			Description


			For each category of service, provide the average monthly expenditure per member spent during the reporting period.





			Item 5


			Avg. Expenditures Per Service 





			Description


			Indicate the average expenditure per service. 











			Item 6


			Top 20 Reasons for Emergency Room Visit





			Description


			Indicate the most common, top 20 presenting diagnosis at the ER during the reporting period.


Enter ICD-9 code with description.





			Item 7


			Total Number of Inpatient Days





			Description


			Indicate the total number of inpatient days for which a claim was submitted during the reporting period.


Enter a whole number.





			Item 8


			Average Length of Stay (ALOS)





			Description


			For the reporting period, indicate the average length of inpatient stays.


Enter a whole number.
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			General Report Description





			MO-TPL1     Third Party Covered Members





			Purpose


			To identify and refer any members  who may no longer be program eligible due to other comprehensive health care coverage





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report to be submitted to OMPP by the last day of the month following the experience period. 








			MO-TPL1 Data Elements





			Item 1


			Member RID #





			Description


			Provide the IHCP recipient identification number that is assigned to the member.





			Item 2


			Program





			Description


			Identify if the program the member belongs is to either the HIP or SCHIP program.





			Item 3


			Date TPL Identified





			Description


			Indicate the date that the other comprehensive health coverage was identified.





			Item 4


			Name of Insurance Company





			Description


			Identify the carrier of the other comprehensive health coverage.





			Item 5


			Type of Coverage





			Description


			Indicate the type of coverage that is indicated for this member.















			General Report Description





			MO-CPAY1     ER Co-Payment Report





			Purpose


			To monitor members’ co-payment expenditures by income levels.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly and calendar year-to-date report to be submitted to OMPP by the 6th day of the month following the end of the experience period to ensure timely delivery to CMS. 








			MO-CPAY1 Data Elements





			Item 1


			All Data Elements





			Description


			Indicate the number of members who had an ER visit during the reporting period, and the resulting ER co-payment applied to that encounter.





The data collected for this report is separated into the following population and FPL distribution:





			Caretakers 


			$0 per visit1





			Non-Caretakers 


			$0 per visit1





			Caretakers With Incomes Above AFDC Income Limit through 100% FPL


			$3 per visit





			Caretakers Above 100 % through 150% FPL


			$6 per visit





			Caretakers Above 150 % through 200% FPL


			Lower of 20% of services cost  provided during visit, or $25 





			Non-Caretakers 


			$25 per visit











1 Note: For the populations listed with Zero co-pay, this indicates that the visit was considered to meet the prudent lay person definition of emergency and the co-pay was waived, or reimbursed. 


Enter whole numbers.























			General Report Description





			MO-LCAP1 Lifetime Benefit Cap





			Purpose


			To monitor the volume of members that is nearing and/or reached the lifetime benefit cap.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report due the 6th day of the month following the end of the experience period.





This report monitors the lifetime benefit cap by the 2 primary categories of HIP membership:


· HIP Parents and Caretaker Relatives


· HIP Childless Adults





			MO-LCAP1 Data Elements





			Item 1


			Number of Members Within $100,000 of Reaching Lifetime Benefits Cap





			Description


			Indicate the total number of members that have claims payment totals at or within $100,000 of reaching the lifetime benefit cap payment limit.


Enter a whole number.





			Item 2


			Number of Members that Reached Lifetime Benefits Cap





			Description


			Indicate the total number of members that have claims payment totals meeting the lifetime benefit cap payment limit.


Enter a whole number.





			Item 3


			Member RID#





			Description


			Indicate the RID number for a member that is either nearing, or reached the lifetime benefit cap payment limit.





			Item 4


			Date Member Comes Within $100,000 of Reaching Lifetime Cap





			Description


			Indicate the date the member had claims payment totals within $100,000 of reaching the lifetime benefit cap payment limit.


Enter MM/DD/YYYY.





			Item 5


			Date Member Reached Lifetime Benefits Cap





			Description


			Indicate the date the member reached the lifetime benefit cap payment limit.


Enter MM/DD/YYYY.





			Item 6


			Primary Diagnosis





			Description


			Indicate the primary diagnosis for this member.





			Item 7


			Secondary Diagnosis





			Description


			Indicate the secondary diagnosis for this member.





			Item 8


			Has this member been identified in prior reporting periods?





			Description


			Indicate whether this member has been identified in prior reporting periods.


Enter Yes or No, as applicable.


















			General Report Description





			MO-ACAP2 Annual Benefit Cap 2





			Purpose


			To monitor the volume of members nearing and/or reached the annual benefit cap.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report due the 6th day of the month following the end of the experience period.





This report monitors the lifetime benefit cap by the 2 primary categories of HIP membership:


· HIP Parents and Caretaker Relatives


· HIP Childless Adults





			MO-ACAP2 Data Elements





			Item 1


			Number of Members Within $100,000 of Reaching Annual Benefits Cap





			Description


			Indicate the total number of members that have claims payment totals at or within $100,000 of reaching the annual benefit cap payment limit.


Enter a whole number.





			Item 2


			Number of Members that Reached Annual Benefits Cap





			Description


			Indicate the total number of members that have claims payment totals meeting the annual benefit cap payment limit.


Enter a whole number.





			Item 3


			Member RID#





			Description


			Indicate the RID number for a member that is either nearing, or reached the annual benefit cap payment limit.





			Item 4


			Date Member Comes Within $100,000 of Reaching Annual Cap





			Description


			Indicate the date the member had claims payment totals within $100,000 of reaching the annual benefit cap payment limit.


Enter MM/DD/YYYY.





			Item 5


			Scheduled End Date of Member’s 12-Month Coverage Term





			Description


			Indicate the date the member will reach the end of their 12-month coverage period.


Enter MM/DD/YYYY





			Item 6


			Date Member Reached Annual Benefits Cap





			Description


			Indicate the date the member reached the annual benefit cap payment limit.


Enter MM/DD/YYYY.





			Item 7


			Primary Diagnosis





			Description


			Indicate the primary diagnosis for this member.





			Item 8


			Secondary Diagnosis





			Description


			Indicate the secondary diagnosis for this member.





			Item 9


			Has this member been identified in prior reporting periods?





			Description


			Indicate whether this member has been identified in prior reporting periods.


Enter Yes or No, as applicable.















			General Report Description





			QR-BL1 Benefit Limits 1





			Purpose


			To monitor member referrals for services due to meeting benefit limits.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report due the last day of the month following the end of the reporting quarter.





This report monitors the referral of HIP membership:


· Number of HIP Enrolled-Reached $200,000/Annual in Benefits


· Number of HIP Enrolled-$900,000/Lifetime in Benefits





			QR-BL1 Data Elements





			Item 1


			Referred to Medicaid





			Description


			Indicate the total number of members that were referred to regular Medicaid during the reporting period due to meeting benefit limits.





			
Item 2


			Referred to M.E.D. Works





			Description


			Indicate the total number of members that were referred to the M.E.D. Works program during the reporting period due to meeting benefit limits.





			Item 3


			Other





			Description


			Indicate the total number of members that were referred to Other coverage offerings during the reporting period due to meeting benefit limits.





			Item 4


			Total





			Description


			Indicate the total number of members that were referred to the various coverage offerings listed during the reporting period due to meeting benefit limits.
























			General Report Description





			QR-BL2 Benefit Limits 2





			Purpose


			To monitor member referrals for services due to meeting benefit limits.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report due the last day of the month following the end of the reporting quarter.





This report monitors the referral of HIP membership:


· Number of HIP Enrolled-Reached $300,000/Annual in Benefits


· Number of HIP Enrolled-$1,000,000/Lifetime in Benefits





			QR-BL2 Data Elements





			Item 1


			Referred to Medicaid





			Description


			Indicate the total number of members that were referred to regular Medicaid during the reporting period due to meeting benefit limits.





			Item 2


			Referred to M.E.D. Works





			Description


			Indicate the total number of members that were referred to the M.E.D. Works program during the reporting period due to meeting benefit limits.





			Item 3


			Other





			Description


			Indicate the total number of members that were referred to Other coverage offerings during the reporting period due to meeting benefit limits.





			Item 4


			Total





			Description


			Indicate the total number of members that were referred to the various coverage offerings listed during the reporting period due to meeting benefit limits.















			General Report Description





			QR-IDOI   Indiana Department of Insurance (IDOI) Filing





			Purpose


			To monitor the MCE’s financial solvency and confirm the MCE’s financial ability to administer health care service delivery to its members.





			Format


			Electronic submission per the IDOI required format





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit copies of its quarterly and annual IDOI filings to OMPP no later than 45 calendar days after the end of the calendar quarter except for the fourth quarter (i.e., annual) report, which is due by March 1st each year. 





			Performance Measures


			The MCE must meet and maintain the solvency standards established by the State.





			QR-IDOI Data Elements





			Item 1  


			All Data Elements





			Description 


			Insert required data per the IDOI filings using the National Association of Insurance Commissioners (NAIC) format.


















			General Report Description





			QR-LOB1     Line of Business Report





			Purpose


			To monitor the MCE’s financial performance by program.





			Format


			MCE format





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit copies on the same timeline as IDOI filings which are due to OMPP no later than 45 calendar days after the end of the calendar quarter except for the fourth quarter which is due by March 1st of each year.





			QR-LOB1 Data Elements





			Item 1


			All Data Elements





			Description


			Provide similar financial detail line items as that required for the IDOI submission separated by HHW and HIP program expenses and revenue in order to allow financial metrics to be calculated by program.
























			General Report Description





			QR-MLR1     Medical Loss Ratio





			Purpose


			To monitor the MCE’s medical expense ratio





			Format


			Electronic submission per the NAIC required format





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit copies on the same timeline as IDOI filings which are due to OMPP no later than 45 calendar days after the end of the calendar quarter.





			Data Elements





			Item 1


			All Data Elements





			Description


			Insert required data per the filings prescribed by the National Association of Insurance Commissioners (NAIC) format.


http://www.naic.org/documents/committees_ex_mlr_reg_asadopted.pdf


Please note that because NAIC allows IBNR and OMPP does not, several lines in the standard report format are not applicable.





1.        HIP and HHW will be calculated separately 
2.        Any reconciliation will be based on calendar year (for example, January 1, 2012- December 31, 2012.   


3.        The medical loss ratio calculation will include all capitation plus kick payments for members.  The MLR calculation will therefore include the maternity kick payments as income in the denominator and the maternity related expenditures in the numerator.  The calculation will be based on the incurred date of the delivery, which triggers the kick payment.  Therefore, if the kick payment is paid in January 2013 but the actual delivery occurred in December 2012, then the kick payment and the delivery expenditures are included in the 2012 calculation.


4.       The medical loss ratio also includes bonus and incentive payments, and payments for members later transferred to ESP.  It should exclude both POWER account contributions and benefit payments made with POWER account funds. 
5.        Taxes that are allowable within the NAIC guidelines will be deducted according to the formula.


6.        Credibility factors from the model regulation Appendix B may be used, where applicable (HIP).
7.        The calculation will include all claims with a DOS within the reconciliation period (for example, January 1, 2012- December 31, 2012 - numerator) 






			Description


			8.        The first reconciliation will occur 8-2013 to allow for 6 months claims run-out.  The final reconciliation will allow for 18 months of run-out.  IBNR will not be included in either calculation. 





The other issue which is different from OMPP and the NAIC is that OMPP is looking at individual contract years.  The NAIC loss ratio calculation will roll forward for a three-year period.  OMPP will be using individual years for the calculation.















			
General Report Description





			QR-TPL1   Third Party Liability Payments and Recoveries





			Purpose


			To monitor the impact of third party liability adjustments and recoveries for members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





Third party coverage can include auto insurance, worker’s compensation or newly obtained health insurance, either comprehensive or limited in scope. To be found eligible for the HIP program, HIP members should not have had six months of comprehensive insurance coverage.








			QR-TPL1 Data Elements





			Item 1


			Number of Members reporting new TPL – Quarter





			Description


			The number of members who reported new TPL during the experience period. 





			
Item 2


			Number of Recipients Reporting New TPL - YTD





			Description


			The number of members who reported new TPL for the calendar year as of the end of the reporting period





			Item 3


			Number of Claims with TPL





			Description


			The number of claims processed that include TPL.





			Item 4


			TPL Amount Applied – Current Quarter





			Description


			Identify and report the amount of TPL reported during the quarter. This number is also considered the amount that was cost avoided.





Enter a dollar amount.








			Item 5


			TPL Amount Applied - YTD





			Description


			Identify and report the amount of TPL reported during the calendar year as of the end of the reporting period. 





Enter a dollar amount.





			Item 6


			Amount Recovered - Quarter





			Description


			Report the amount of money recovered as a result of seeking reimbursement from third parties during the course of the experience period.





Enter a dollar amount.





			Item 7


			Amount Collected to Date





			Description


			Indicate the amount of “pay-and-chase” recovery that has been recovered from the third party as of the last day of the reporting period. Report the amount of money recovered as a result of seeking reimbursement from third parties during the calendar year as of the end of the experience period.





Enter a dollar amount.















			

General Report Description





			QR-CRCS Capitation Rate Calculation Sheet





			Purpose


			To monitor the MCE’s utilization rates and costs.  Comparisons may be made to submitted encounter data among the categories of service, across rate categories and regions.  





			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report.  The MCE should submit cumulative year-to-date data each reporting period.  The Capitation Rate Calculation Sheet (CRCS) report is based on those services with dates of service during the reporting period (i.e., the experience period) and for which the claims were paid, no later than 90 calendar days after the end of the reporting period (i.e., the claims lag period).  The MCE must submit this report to OMPP no later than 45 calendar days after the lag period (i.e., approximately 135 calendar days after the end of the experience period).  








Example 1, Reporting period #1 - Experience period (dates of service) – January 1st through March 31st; Lag period (claims paid for services incurred during experience period) – January 1st through June 30th; Report due date – August 15th.





Example 2, Reporting period #2 - Experience period (dates of service) – January 1st through June 30th; Lag period (claims paid for services incurred during experience period) – January 1st (reporting year) through September 30th; Report due date – November 15th.





The MCE must submit one file that includes the data elements specified in this report description and with consideration of the information included within the applicable CRCS Appendices.  The MCE must submit data summarized by category of service (COS), member package, rate category and region as defined for the separate programs.





			Performance Measures


			In this year of the contract period, each MCE will be required to pay liquidated damages of $49,192 per program for each quarter that the CRCS report fails to meet the following requirements: 


a. is submitted in a timely, complete and accurate manner; and





b. can be verified to a degree of at least 98% completeness for all claims (i.e., an incompleteness rate of no more than 2%).





OMPP will use the MCE’s encounter data, or other method of data completion verification deemed reasonable, to verify the completeness of the CRCS report in comparison to the MCE’s encounter claims.





			QR-CRCS Data Elements





			Item 1  


			Category of Service (COS)





			Description


			The MCE must report data summarized by the following categories of service (COS).  Refer to the CRCS Appendices included within this manual for additional information regarding procedure code, DRG and revenue ranges for the applicable service category.





Please note that the service categories have changed from 2012 in order to reflect integration of maternity services.





Category of Services:


			1. Inpatient Hospital (Service Split for HHW only)





			Medical/Surgical/Non-Delivery Maternity


Well Newborn


Maternity





			Behavioral Health





			Other Inpatient





			2. Outpatient Hospital





			Emergency Room





			Other Outpatient





			3. Pharmacy





			Prescription Drugs/OTC Drugs





			4. Ancillaries





			Transportation





			DME, Home Health, Other Ancillary





			5. Physician





			Inpatient and Outpatient Surgery


Maternity (Delivery and Non-Delivery)





			Office Visits/Consults





			Hospital Inpatient Visits





			Emergency Room Visits





			Radiology/Pathology





			Outpatient Behavioral Health 


Self Referral





			Other Professional





			





			


Refer to the CRCS Appendices included with this manual which provide additional information regarding effective CRCS calculation.

















			

Item 2


			Benefit Package, Region and Rate Categories





			Description


			The rate cell category is assigned using the age and gender for the member. The age of each member, for the purpose of rate cell assignment, is calculated based on the age of the recipient at the beginning of the enrollment month. 


			HIP


			Rate Category





			Population Categories


			Male


			Female





			Childless Adults


			19-24


			19-24





			Parents


			25-34


			25-34





			


			35-44


			35-44





			


			45-54


			45-54





			


			55-64


			55-64





			


			65+


			65+











Hoosier Healthwise:


			Rate Cell:





			Age Range


			Costband/ Age_Band





			Newborns


			0 – 11 Months


			‘1’





			Preschoolers


			1 – 5 Years


			‘5’





			Children


			6 – 12 Years


			‘6’





			Adolescents


			13 – 18 Years


			‘7’





			Adolescents


			19 – 20 Years


			‘8’





			Adult Males


			21 and Over


			‘9’





			Adult Females


			21 and Over


			‘10’




















			Item 3


			Benefit Package





			Description


						HHW: Benefit Package Categories:





			AB = Packages A and B (B is the same as A)





			C = Package C














			Item 4


			Region Category (HHW only)





			Description


			Enter the abbreviation for the region.


The following lists the regions associated to rate cell regions as applicable by program:





			Abbrev


			Region





			NW


			Northwest





			NC


			Northcentral





			NE


			Northeast





			WC


			Westcentral





			C


			Central





			EC


			Eastcentral





			SW


			Southwest





			SE


			Southeast





			I


			Indiana Statewide (MA U population Only)














			Item 3


			Service Quarter





			Description


			Indicate the quarter based on the date of service.  The date format should include year and quarter.


Example: 


Second quarter of 2013 =  201302   





			Item 4


			Payment Quarter





			Description


			Indicate the payment quarter based on the date of payment.  The date format should include year and quarter.


Example:


Third quarter of 2013 = 201303












			
Item 5


			Number of Units





			Description


			Identify the number of units of service countable for each service category specific to the benefit package, rate category and region selected. 


For each category of service, the unit represented is dependent upon the type of encounter. 


Refer to the CRCS Appendices included with this manual which provides additional information which clarifies how each unit is to be considered per COS.











			
Item 6 


			Plan Amount Paid





			Description


			Identify the total net dollar amount paid for each service category specific to the population category and rate category as applicable by program. 


Enter a total dollar amount paid by the plan (net of POWER account payments).





			Item 7


			POWER Account Amount Paid





			


			Identify the total dollar amount of Power account funds used to pay claims.





			Item 8


			Total Amount Paid





			


			Sum of Item 6 and Item 7.





			
Item 9  


			Member Months





			Description


			On a separate excel worksheet, identify the total member months for each service quarter specific to the population category and rate category as applicable by program.





















			

General Report Description





			QR-CR1 Capitation Reconciliation Report





			Purpose


			To monitor the MCE's reconciliation of premiums received from the State via the 820 - Capitation file.





			Format


			MCE format





			Qualifications/ Definitions


			This is a quarterly report due the last day of the month following the reporting quarter.


The MCE is expected to confirm payment totals, returning any identified overpayments made to the plan.





			QR-CR1 Data Elements





			Item 1  


			All Data Elements





			Description


			The MCE must submit two reconciliation reports separated by Hoosier Healthwise and HIP membership capitation, as well as a report for POWER accounts. 


Each membership reconciliation report should be summarized by population, rate category and region (if applicable). The report should indicate summary totals of membership and capitation separated by full, half and maternity premium totals. The report should indicate summary totals of adjustments for prior quarter capitation payments applied during the reporting quarter. The report should indicate any identified discrepancies in expected premiums in comparison to membership rosters. This may be either identified over or underpayments, but should be indicated as such. The plan is expected to notify and return any overpayments to the State within forty-five (45) calendar days of discovering the discrepancy. In each reporting period, the plan may indicate prior period discrepancies that have not yet been resolved either as recoupment to the State or as additional premiums to the MCE.





The POWER account reconciling report should indicate summary analysis applied by the health plan that validates receipt and application of POWER account payments during the reporting quarter. The report should separately indicate any identified adjustments applied during the reporting period. The report should indicate any identified discrepancies and overpayments that should be returned to the State.











			General Report Description





			SA-F1   Stop Loss





			Purpose


			To monitor the MCE’s financial stability by reviewing the number of members with health care claims costs paid by a commercial reinsurer due to meeting the reinsurance attachment point. To also monitor members eligible for MCE disenrollment due to meeting the calendar year maximum.





			Format


			Excel 





			Qualifications/ Definitions


			This is an ad-hoc report required to be submitted if the applicable conditions are met.  The MCE must submit this report if any member has exceeded the approved reinsurance attachment point and $1.8 million stop loss threshold.  The MCE must submit the report to OMPP 135 calendar days after the end of the six-month experience period.





Once the MCE has reported a member on the stop loss report, the MCE must submit the report monthly until the member reaches the $2 million disenrollment threshold.  The member must be listed in subsequent stop loss reports for the remainder of the reporting calendar year.





			SA-F1 Data Elements





			Item 1


			Reporting Period





			Description


			Indicate the semi-annual reporting period for which the MCO is submitting stop loss data.





			Item 2


			Member Count





			Description


			Provide consecutive numbers for all members listed on the report.





			Item 3


			Tracking Number





			Description


			Provide a unique number for tracking each member who has met the reinsurance attachment point and exceeded the $1.8 million stop loss threshold during the reporting calendar year.  This tracking number may be the member’s RID number.  Use the same unique tracking number every time that specific member is listed on subsequent stop loss reports.





The member-specific tracking number can be any alpha/numeric code that the MCO assigns to the member for the purposes of reporting stop loss.  












			Item 4


			Member Enrollment Status





			Description


			Indicate the enrollment status of the member as of the last day of the reporting period from the following options:





Member Enrollment Status


			Enrolled, claims incurred this quarter





			Enrolled, no claims incurred this quarter





			Not enrolled as of the last day of the quarter





			Other, identify














			Item 5


			Total Dollar Amount Year-to-Date





			Description


			For each member listed who has accumulated claims costs over $1.8 million during the calendar year, enter the total claims costs accumulated year-to-date in the reporting period. 


Enter the total year-to-date dollar amount over $1.8 million in $000,000,000 format.  















			General Report Description





			AN-FQHC   Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services





			Purpose


			Identify encounters, performance incentives and payments made to Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) by the MCEs in order to identify any supplemental payments that may be required of the State to remit to the FQHC or RHC.  





			Format


			Excel template


This template is separately provided from the routine reporting workbook due to its annual submission. There are separate templates for HHW and HIP due to the differences in packages and claims lag period.





			Qualifications/ Definitions


			This is an annual report due 45 days after the end of the reporting period. 


· For Hoosier Healthwise, the reporting period includes a full calendar year and a twelve month claims lag period as data is submitted on an incurred basis.


· For the Healthy Indiana Plan, the reporting period includes a full calendar year and does not include a claims lag period as data is submitted on a paid basis.





FQHCs and RHCs receive reimbursement for the services rendered equal to the amount the provider is entitled under the Benefits Improvement and Protection Act of 2000 (BIPA) utilizing a prospective payment system (PPS) methodology. Therefore, payments must be reviewed by the rate-setting vendor per BIPA allowances.





Submitted reports should collate data related to administrative, capitation, and/ or fee for service payments made by the MCE to the FQHC or RHC. This is to include delegated activities, such as applicable MBHO encounters and payments. 





Any claim for which payment is made should be captured. For claims with multiple claim detail lines, claim detail line information is to be reported on separate lines of the report.


· For Hoosier Healthwise, all claims that are dispositioned to a paid status are to be included.  This should consist of the final paid/adjudicated claim lines only.


· For the Healthy Indiana Plan, all claims that are dispositioned to a paid status are to be included.  Additionally, for any claims that are adjusted, the claims data reported should consist of the entire claim line history (i.e. the original claim, the voided claim, and the replacement claim, if applicable).





If a claim is dispositioned to a “denied” status due to a third party liability (TPL) payment on the claim is greater than the MCE allowable amount, include these services. If an MCE includes denied claims due to TPL, the MCE must provide a list of applicable TPL explanation of benefit codes with a description as an attachment to the AN-FQHC submission.





The excel template provided includes:


(1) a summary worksheet tab with total expenditures by expenditure type


· Total dollars paid for fee-for-service claims


· Total dollars paid for performance incentives  


· Total dollars paid as capitation payments


· Total dollars paid as administration fees





(2) a detailed claims worksheet tab to report all claim details regardless if it was paid fee-for-service or received as shadow data for which the provider was paid a capitation. HHW and HIP templates contain different tabs due to the inclusion of various applicable coverage packages.





The MCE should submit separate Excel workbooks for each FQHC/RHC provider. 


 


On an on-going basis, the rate-setting contractor will provide to the Compliance Officer for each MCE an updated FQHC and RHC provider file list for which data must be submitted. In addition, the rate-setting contractor will provide a summary of the received “supplemental wrap payment requests” from these providers to date. This data is expected to be shared June of each year. An example of this data is included in the Appendix. FQHC/RHC providers may be identified utilizing the Provider table provided to the MCE monthly by the fiscal agent in conjunction with the data provided by the rate setting contractor.





OMPP reserves the right to audit the data submitted in this report.





			AN-FQHC Data Elements





			Item 1  


			FQHC/RHC Provider Name





			Description 


			Indicate the name of the FQHC or RHC on which the MCE is reporting.  





			Item 
2  


			FQHC/RHC Provider Number





			Description 


			Insert the FQHC/RHC Indiana Health Coverage Program’s (IHCP) provider identification number for the FQHC or RHC provider identified in Item 1, “FQHC/RHC Provider Name.”  





			Item 3  


			Contracted or Non-Contracted Provider





			Description 


			Indicate if the MCE maintained a contract with the provider identified in Item 1 at any time during the reporting period.


Enter the applicable response.





			
Item 4


			Capitated or Non-capitated Provider





			Description


			Indicate if the MCE maintained a contract that was based on a capitated payment arrangement at any time during the reporting time period. 


If the MCE maintained both a capitated and fee-for-service arrangement at any time during the reporting period, ALL claims are to be reported according to the excel template and report specifications.


Enter the applicable response.





			Item 5


			Beginning Incurred Date of Reporting Period





			Description 


			Indicate the beginning date of the reporting period for which the MCE is submitting the report.  Base the reporting period on the applicable reporting “incurred” dates of services period.





Enter in MM/DD/YYYY format.





			Item 6 


			Ending Incurred Date of Reporting Period





			Description 


			Indicate the ending date of the reporting period for which the MCE is submitting the report.  Base the reporting period on the requested “incurred” dates of service period. 


Enter in MM/DD/YYYY format.





			Item 7 


			Paid Date Period





			Description


			Indicate the paid date period for the beginning and ending reporting period or claims lag period, as appropriate. 


Enter in MM/DD/YYYY format.





			Item 8


			Total Dollars Paid For Fee-For-Service Claims





			Description 


			On the Summary Tab, identify the total dollar amount “paid” to the provider as fee-for-service claims during each month separately for the reporting period. 


Enter dollar amount in $XXX,XXX.xx format. 
If there were no fee-for-service claims paid during the month, leave this field blank.





			Item 9 


			Total Dollars Paid For Performance Incentives





			Description 


			On the Summary tab, identify the total dollar amount paid for performance incentives during each month of the reporting period.  This amount should not include administrative fees or dollars reimbursed for fee-for-service or capitated services.


Enter dollar amount in $XXX,XXX.xx format.  


If there were no performance incentives paid during the month, leave this field blank.





			
Item 10 


			Total Dollars Paid As Capitation Payments





			Description


			On the Summary tab, indicate the monthly capitation payments from the MCE to the FQHC/RHC during the reporting period.  This number should not include any performance incentives paid during each month of the reporting period or any amount paid as fee-for-service. 


Enter dollar amount in $XXX,XXX.xx format.  


If there were no capitation payments made or if the MCE’s reimbursement arrangement to the FQHC/RHC does not include capitation, leave this field blank.





			Item 11  


			Total Dollars Paid As Administrative Fees





			Description


			On the Summary tab, indicate the monthly administrative fees paid from the MCE to the FQHC/ RHC during the reporting period.  


Enter dollar amount in $XXX,XXX.xx format. 


If there were no administrative fees paid or if the MCE’s reimbursement arrangement to the FQHC/RHC does not include administrative fees, leave this field blank.





			Item 12  


			Member Count





			Description


			On the Detail tab, consecutively number each row for the report that has claim information. Enter a consecutive number beginning with number 1 with the first claim’s detail line.





			Item 
13


			Member First Name





			Description


			Indicate the member’s first name as listed on the referenced claim item.





			Item 14  


			Member Last Name





			Description


			Indicate the member’s last name as listed on the referenced claim item.





			Item 15  


			Recipient Identification Number





			Description 


			Insert the member’s Medicaid recipient identification number (RID) that is associated with the reported claim.





			

Item 16  


			MCE Claim Number





			Description 


			Identify the MCE claim number being submitted for the report.


This should be the MCE internal claim number as listed within the MCE system and indicated on the shadow claim in the patient account number field.





			Item 17  


			Claim Number Detail Line





			Description 


			Insert the numeric detail line number of the claim.





			Item 18  


			Date of Service





			Description 


			Indicate the date the identified member received the service that is being reported on the claim. 


Enter in MM/DD/YYYY format.












			Item 
19  


			Date Paid





			Description 


			Indicate the date the submitted claim was adjudicated as “paid” by the MCE to the FQHC or RHC.


If the claim was adjudicated to a denied disposition solely due to the fact that the applicable third party liability was greater than the MCE allowed amount, enter the date the adjudication occurred.


Enter in MM/DD/YYYY format.





			Item 20


			Explanation of Benefits (EX1, EX2, EX3)





			Description 


			Explain any benefits (i.e., Explanation of Benefits) using the additional columns as necessary to identify more than one benefit. Limit explanation to 200 alpha/numeric characters.





			Item 21  


			Billed Amount





			Description


			Indicate the billed amount of the detail line number of the claim. 


Enter in $XXX,XXX.xx format.





			Item 22


			Paid Amount





			Description


			Indicate the paid amount of the detail line number of the claim. This should not include any incentive payment, only the fee schedule claim payment.


If the amount paid was zero due to a third party liability payment, enter $00.00.


Enter in $XXX,XXX.xx format.





			Item 23


			Third Party Liability Payments





			Description


			Indicate the paid amount of the detail line number of the claim.


Enter in $XXX,XXX.xx format.












			Item 24


			Place of Service Code





			Description


			Insert the place of service numeric code as appropriate. If “Other, identify” provide a description, limited to 25 alpha/numeric characters.


Place of Service Codes:





			Ambulance


			41





			Ambulatory Surgical Center


			24





			Birthing Center


			25





			Emergency Room - Hospital


			23





			Federally Qualified Health Center


			50





			Home


			12





			Inpatient Hospital


			21





			Laboratory


			81





			Nursing Facility


			32





			Office


			11





			Other, identify


			99





			Outpatient Hospital


			22





			Rehabilitation Facility - Inpatient


			61





			Rehabilitation Facility – Outpatient


			62





			Rural Health Clinic


			72





			Skilled Nursing Facility


			31





			Urgent Care Facility


			20
























			Item 
25  


			Procedure Code





			Description 


			Insert the procedure code as listed for the detail line number on the claim.  





			Item 26  


			Modifier Codes





			Description


			Insert the HCPCS modifiers for the detail line number of the claim using additional columns as necessary for additional modifiers as listed on the claim.  





			Item 27


			Diagnosis Codes





			Description 


			Insert the primary diagnosis code for the detail line number of the claim using additional columns as necessary for secondary diagnosis codes as listed on the claim.  





			Item 28  


			Rendering Provider First Name





			Description 


			Identify the first name of the rendering provider as listed on the claim.





			Item 29  


			Rendering Provider Last Name





			Description 


			Identify the last name of the rendering provider as listed on the claims. 





			Item 30  


			Rendering Provider Number





			Description 


			Enter the National Provider Identifier (NPI) number for the rendering provider.





			Item 31


  


			Claim Level Performance Incentive Payments





			Description 


			Enter any performance incentive payments that are paid on a claim level.  These amounts should be excluded from Item 8 above.  Do not include performance incentive payments that are not paid on a claim level.















			General Report Description





			AN-PIP Physician Incentive Plan (PIP)





			Purpose


			To identify and describe the MCE’s provider incentive agreements between various contractual relationships. 





			Format


			MCE format





			Qualifications/ Definitions


			This is an annual and ad-hoc report.  On an ad-hoc basis, the report must be supplied for any new contract at the start of the contracted arrangement regardless of the start date. The report must be submitted annually at the start of each reporting calendar year (i.e., January 1st). 


The MCE must submit a listing of physician incentive plans (PIP) in place. Arrangements may include payment structures that promote quality of care outcomes, pays for enhanced services, or limits the amount or duration of services made available to a member. If, however, there is a financial arrangement that meets the strict definition of a physician incentive plan described within, at a minimum the AN-PIP report must contain the attributes described below. 





According to the definitions outlined by 42 CFR § 422.208:


Physician incentive plan is described as, “…any compensation arrangement to pay a physician or physician group that may directly or indirectly have the effect of reducing or limiting the services provided to any plan enrollee.” 


Risk threshold is defined as, “The maximum risk, if the risk is based on referral services (i.e. those services not provided directly by the party being paid under the contract), to which a physician or physician group may be exposed under a physician incentive plan without being at substantial financial risk. This is set at 25 percent risk.”


Stop-Loss Protection is defined as, “Stop-loss protection is coverage designed to limit the amount of financial loss experienced by a health care provider. PIP regulations require that physicians and physician groups be protected from risk beyond the stop-loss threshold.”





An MCE is permitted to operate a physician incentive plan only if:


1) no specific payment is made directly or indirectly to a physician or physician group as an inducement to reduce or limit medical necessary services furnished to an enrollee; and 


2) the disclosure, computation of substantial risk, stop-loss protection, and enrollee survey requirements are met. 


CMS considers the MCE as the first party in the relationship and considers the “Provider” as the second party of the contractual relationship.  


If there are contractual arrangements in place that cause substantial financial risk, the following information must be disclosed.





			AN-PIP Data Elements





			Item 1


			Physician Incentive Plan Attestation





			Description


			The MCE should confirm whether a PIP is in place for the current and future contracting period. 





			Item 2


			Contractual Arrangement





			Description


			Describe the relationship of the contracted provider, and the type of provider. This should describe whether this is a new or modified arrangement. 





The MCE must correctly represent the arrangement of contracting and subcontracting relationships.  For example, if the MCE maintains a PIP between the MCE and a physician group, it should aggregate all physician groups it contracts with that have substantially the same incentive agreements and stop-loss requirements.  





Separately, the MCE should describe any plan between a physician group to physician, to enter the physician group-physician arrangements only for the physicians associated with those provider groups.








			Item 3


			Type of Incentive Arrangement





			Description


			An explanation is to be provided as to the incentive arrangement. This should describe whether the arrangement is based upon a withhold, bonus, or capitation. 





			Item 4


			Percent of Payment based on the Use of Referrals





			Description


			Describe the percentage and calculation method utilized to determine that the substantial risk threshold has been met.





			Item 5


			Panel Size





			Description


			Describe the panel size, whether patients are pooled, the pooling methodology utilized to determine if substantial financial risk exists.












			Item 6


			Stop-loss Requirements





			Description


			Describe the stop-loss protections in place, including the type of coverage (e.g., per member per year, aggregate), the threshold amounts, and any coinsurance required for amounts above the threshold.





			Item 7


			Member Information





			Description


			Detail what information will be supplied to a member or potential enrollee that requests information regarding the provision of a PIP and the method to request and supply that information. 



























			
General Report Description





			AN-F1   Insurance Premium Notice





			Purpose


			To monitor insurance premium renewals annually. 





			Format


			MCE format





			Qualifications/ Definitions


			This is an on-going annual report.  The MCE must obtain insurance and submit new policies or premium renewal notices to OMPP.


The MCE must provide the requested information throughout the year to OMPP during on-site monitoring visits upon request.





			AN F1 Data Elements





			Item 1


			All Data Elements





			Description


			The MCE must submit for OMPP’s review and approval no fewer than 30 calendar days before a replacement policy becomes effective or the previously approved policy’s renewal is due:


· The policy for re-insurance


· The certificate of insurance coverage for other required insurance 
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Section III-H Power Account Reports


			General Report Description





			MO-PR1  POWER Account Contribution - Employer Participation Summary





			Purpose


			To monitor the participation of employers’ contributions towards the POWER account on behalf of HIP members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly and year to date report.  The MCE must submit the report by the date designated on the reporting catalogue.





			Performance Measures


			An employer’s contribution must not exceed 50% of the member’s annual contribution amount.





			QR-PR1 Data Elements





			Item 1  


			Number of Employers Participating





			Description 


			Indicate the total number of employers that made member contributions on behalf of a member during the reporting period.


Enter a whole number.





			Item 2


			Number of Members on Whose Behalf an Employer Made a Contribution





			Description


			Indicate the total number of members on whose behalf an employer has made one or more member contribution payments during the reporting period.


Enter a whole number.





			Item 3


			Total Amount of Employer Contributions





			Description


			Indicate the total amount of employer contributions made on behalf of a member during the reporting period.


Enter a dollar value.





			Item 4


			Average Amount of Employer Contributions





			Description


			Indicate the average amount of employer contributions made on behalf of a member during the reporting period.


Enter a dollar value.





			Formula


			· Numerator = Item 3


· Denominator = Item 2















			General Report Description





			QR-PRPAY1  Aggregate POWER Account Contribution Detail





			Purpose


			To monitor the POWER account contribution activity.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.


This report is broken into categories including the source of the contribution:


· Member


· State


· Employer


It is also separated by the payment methods:


			Electronic Transfer





			Payroll Deduction





			Paper Check





			Money Order





			Credit Card





			Other (Cash)














			Performance Measures


			The plan must deposit checks no later than 10 calendar days after receipt.





			QR-PRPAY1 Data Elements





			Item 1


			Number of Initial Member POWER Account Contributions Received





			Description


			Indicate the number of initial member contributions received by the plan during the reporting period. The initial member contribution is the first contribution due after an individual is determined to be conditionally eligible for HIP, and is required before coverage under the plan begins.


Enter a whole number.





			Item 2


			Number of Initial Member POWER Account Contributions Pending From Previous Reporting Period





			Description


			Enter the total number of initial member contributions received in previous reporting periods that were pending as of the last day of the previous reporting period. 


Enter a whole number.





			
Item 3


			Number of Member POWER Account Contributions Processed





			Description


			Enter the total number of initial member contributions processed during the reporting period. 


Enter a whole number.





			Item 4


			Average Number of Days to Process Initial Member Contribution





			Description


			Indicate the average length of time in calendar days to process initial member contributions in the reporting period.





			Formula


			To accurately calculate the processing time period, the plan must identify the Julian date of the lockbox deposit of the initial member contribution then subtract (-) the Julian date the plan notified HP that the member’s payment has been processed. 


· Numerator = Total number of days 


· Denominator = Total number of payments processed





			Item 5


			Number of Initial Member Contributions Pending Deposit





			Description


			Indicate the total number of initial contributions that are pending deposit as of the last day of the reporting period. 


Enter a whole number.





			Item 6


			Number of Lockbox Deposits





			Description


			Indicate the total number of Lockbox deposits made as of the last day of the reporting period.


Enter a whole number.





			Item 7


			Total Amount of Lockbox Deposits





			


			Enter the total amount of all lockbox deposits during the reporting period, sorted by source (i.e. / member and employer) and method of deposit (i.e., electronic transfer, payroll deduction, paper check, money order, other).


Enter a dollar value.





			
Item 8


			Average Amount of Lockbox Deposits





			Description


			To calculate the average amount of lockbox deposits, sum the amounts of all lockbox deposits during the reporting period and divide by the total number of lockbox deposits made during the reporting period. Sort by source (i.e./ member and employer) and method of deposit (i.e., electronic transfer, payroll deduction, paper check, money order, other).


Enter a dollar value.















			General Report Description





			QR-PRREF1  Aggregate POWER Account Contribution Refund Detail





			Purpose


			To monitor the number and amounts of power account contributions that result in a refund.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.


This report is broken into addressee:


· Member


· State


It is also separated by the payment methods:


			Electronic Transfer





			Paper Check





			Credit Card





			Other (Cash)


























			QR-PRPREF1 Data Elements





			Item 1


			Number of Refunds





			Description


			Indicate the number of contribution payment refunds that were returned during the reporting period.


Enter a whole number.





			Item 2


			Total Amount of Refunds





			Description


			Indicate the total dollar value for all refunds returned during the reporting period.


Enter a dollar value.





			Item 3


			Average Amount of Refunds





			Description


			Indicate the average amount of the refund returned.


Enter a dollar value.





			Formula


			· Numerator = Item 2


· Denominator = Item 1












			Item 4


			Average Number of Days to Process Refund





			Description


			Indicate the average length of time to process a power account contribution refund.





			Formula


			To accurately calculate the processing time period, the plan must identify the Julian date for which a refund was required then subtract (-) the Julian date the plan mailed/ returned the payment contribution as a refund.





			Item 5


			Returned Member Refunds





			Description


			Itemize all member refunds distributed that subsequently were returned to the plan. Include the following elements:


			Item No.





			Member RID#





			Amount of Refund





			Date of Refund





			Date of Returned Refund





			Reason for Return





			Insurer Follow-up





			





			
























			General Report Description





			QR-PRTERM1  Non-Payment of POWER Account Contributions – Initial Payment





			Purpose


			To monitor initial POWER account payment cycles to ensure members are making payments and plans are accurately applying contributions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.





			Performance Measures


			Conditionally eligible and HIP enrollees who are 60 days delinquent in making a full member contribution payment must be terminated from HIP coverage.





			QR-PRTERM1 Data Elements





			Item 1  


			Termed Due to No Payment





			Description 


			Enter the number of individuals reported to the plan as conditionally eligible who were terminated during the reporting period for being 60 days late in making their first member contribution. Indicate the total number of individuals failing to make any payment.


Enter a whole number.





			Item 2


			Termed Due to NSF Payment





			Description


			Enter the number of individuals reported to the plan as conditionally eligible who were terminated during the reporting period for being 60 days late in making their first member contribution. Indicate the total number of individuals terminated due to an NSF (non-sufficient funds) payment of the initial payment.


Enter a whole number.





			Item 3


			Total Termed





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Total those terminated for making either no payment or an NSF payment.


Enter a whole number.





			Item 4


			Amount Owed in Aggregate – First Payments





			Description


			Enter the total value of member contributions owed by individuals who were terminated during the reporting period for being 60 days late in making their first member contribution.


Enter a dollar value.





			Item 5


			Average Amount Owed Per Delinquent Eligible





			Description


			Indicate the average amount of contribution that was owed by those individuals terminated for being 60 days late in making their first member contribution.


Enter a dollar value.





			Formula


			· Numerator = Item 3


· Denominator = # of Conditionally HIP Eligible Persons Terminated (Item 1 + Item 2)





			Item 6


			Member RID # 





			Description


			For each conditionally HIP eligible person that was terminated from HIP during the month due to failure to make the initial member contribution, indicate the person’s RID number. (OMPP utilizes this information to determine which aid category the person was in.)





















			General Report Description





			QR-PRTERM2  Non-Payment of POWER Account Contributions – Subsequent Payment





			Purpose


			To monitor subsequent POWER account payment cycles to ensure members are making payments and plans are accurately applying contributions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter. 


This report indicates members that were termed due to non-payment of a subsequent POWER account contribution. The terminations are also monitored and divided into the following population and income level groups:


1. Parents and Caretaker Relatives


2. Childless Adults


3. Total (group 1 and 2)





			  0-100% FPL





			100-150% FPL





			150-200% FPL























			Performance Measures


			Conditionally eligible and HIP enrollees who are 60 days delinquent in making a full member contribution payment must be terminated from HIP coverage.





			QR-PRTERM2 Data Elements





			Item 1


			Termed due to No Payment





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a subsequent member contribution payment. 


Enter a whole number.





			Item 2


			Termed Due to NSF Payment





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Indicate those terminated for making an NSF payment. 


Enter a whole number.





			Item 3


			Total Termed





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Total those terminated for making either no payment or an NSF payment.


Enter a whole number.





			Item 4


			Amount Owed in Aggregate – Subsequent Payments





			Description


			Indicate the total value of member contributions owed by individuals who were terminated during the reporting period for being 60 days late in making a subsequent member contribution.


Enter a dollar value.





			Item 5


			Average Amount Owed Per Delinquent Eligible





			Description


			Indicate the average amount of subsequent contributions owed by individuals who were terminated due to non-payment or insufficient payment.


Enter a dollar value.





			Formula


			· Numerator = Item 4


· Denominator = Item 3





			Item 6


			Average Number of Months on HIP before Termination





			Description


			Indicate the average number of coverage months a member received prior to program termination due to non-payment or insufficient payment.


Enter a whole number.





			Formula


			· Numerator = Total number of coverage months for HIP Enrollees terminated during the reporting period due to delinquent or insufficient payment of subsequent member contributions





· Denominator = Total number of HIP enrollees terminated during the reporting period due to delinquent or insufficient payment of subsequent member contributions
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Section IV-A: Mothers and Newborns Reports


			General Report Description





			QR-MN1 Newborns 





			Purpose


			


To assess newborn utilization data and birth outcomes data.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting quarter. Newborn discharges are defined as the count of newborn claims with a discharge. It does not include the mother’s claim. 


Newborns are identified and reported separately from maternity members.  Newborn care is provided from birth to discharge to home.  If a newborn is transferred from one hospital to another and has never gone home, the care is still newborn care.  Newborn care that is rendered after the baby has been discharged should be reported under the measure titled “Inpatient Utilization – General Hospital/Acute Care.  Complex Newborns:  


· LOS is 5 days or longer, or


· The newborn is transferred to another facility and the MCE is unable to track LOS between the two facilities.


Well Newborns:


· Not defined as complex (above). 


Expired Newborns: 


· Patient status code equal to 20-29.


No Newborn should be counted in more than one group (complex, well, or expired.) 





			QR-MN1 Data Elements





			Item 1  


			Total Newborn discharges per 1,000 member months





			Description 


			Indicate the total rate of newborn discharges per 1,000 member months. 


Enter a whole number.





			Formula


			· Numerator = Total Newborn Discharges


· Denominator = Member Months for Males and Female Members ages 0-85 years





			Item 2  


			Average Length of Stay for Newborns





			Description 


			Indicate the average length of stay for all newborns. 


Enter a whole number.





			Formula


			· Numerator =  All Newborn Discharges


· Denominator = All Newborn Days





			Item 3  


			Well Newborn Discharges per 1,000 Member Months





			Description 


			Indicate the rate of well newborn discharges per 1,000 member months. 


Enter a whole number.





			Formula


			· Numerator = Well Newborn Discharges 


· Denominator = Member Months for Males and Female Members ages 0-85 years





			Item 4  


			Average Length of Stay for Well Newborns





			Description 


			To identify average length of stay for well newborns. 





			Formula


			· Numerator = Well Newborn Discharges


· Denominator = Well Newborn Days





			Item 5


			Complex Newborns Discharges per 1,000 Member Months





			Description 


			Indicate the rate of complex newborns discharges per 1,000 member months.





			Formula


			· Numerator = Complex Newborn Discharges


· Denominator = Member Months for Males and Female Members ages 0-85 years





			Item 6  


			Average Length of Stay for Complex Newborns





			Description 


			To identify average length of stay for complex newborns. 





			Formula


			· Numerator = Complex Newborn Discharges


· Denominator = Complex Newborn Days





			Item 7  


			Percent of Infants with Low Birth Weight





			Description


			Indicate the percentage of all newborns with low birth weight.





			Formula


			Definitions


Use the AHRQ numerator and denominator definitions as described in the section of the Appendix for Mothers and Newborns Reports  to calculate the percentage of newborns with low birth weight:


· Numerator: Number of low birth weigh infants


Number of births with ICD-9-CM diagnosis codes for birth weight less than 2500 grams in any field among cases meeting the inclusion and exclusion rules for the denominator.


· Denominator:  Number of live births


All live births (newborns).  Determine live births using the following definition for a newborn.  A newborn is a neonate with either:


1) an ICD-9-CM diagnosis code for an in-hospital live birth or 


2) an admission type of newborn, age in days at admission equal to zero, and not an ICD-9-CM diagnosis for an out-of-hospital birth.  








			


			A neonate is defined as any discharge with age in days at admission between 0 and 28 days (inclusive).  If age in days is missing, then a neonate is defined as any DRG in MDC 15, an admission type of newborn (ATYPE=4), an ICD-9-CM diagnosis code for an in-hospital live birth.


Formula


(Number of low birth weight infants ÷ Number of live births)*100


ICD-9-CM Codes


For relevant ICD-9-CM diagnosis codes see AHRQ Quality Indicators. Prevention Quality Indicators: Technical Specifications 2007, p. 7-8, also provided as an appendix to this measure.


http://www.qualityindicators.ahrq.gov/downloads/pqi/pqi_technical_specs_v31.pdf












			Item 8  


			Percent of Live-Born Neonates who Expire before 28 Days





			Description 


			Indicate the percent of live-born neonates who expire before 28 days of age.





			Formula


			Definitions


Use the AHRQ numerator and denominator definitions as described in the Appendix for the Mothers and Newborns Reports to calculate the percent of live-born neonates who expire before the neonate becomes age 28 days.


· Numerator:  All neonates who expire before the neonate becomes age 28 days.


· Denominator:  Total number of newborns.  A newborn is a neonate with either:


 1) an ICD-9-CM diagnosis code for an in-hospital live birth or 


2) an admission type of newborn, age in days at admission equal to zero, and not an ICD-9-CM diagnosis for an out-of-hospital birth.  


A neonate is defined as any discharge with age in days at admission between 0 and 28 days (inclusive).  If age in days is missing, then a neonate is defined as any DRG in MDC 15, an admission type of newborn (ATYPE=4), an ICD-9-CM diagnosis code for an in-hospital live birth.


Formula


Neonates who expire before 28 days ÷ Number of live births


ICD-9-CM Codes


Use the same ICD-9-CM Codes as MN1.7 to determine the denominator.


















			General Report Description





			QR-MN2 Weeks of Pregnancy 





			Purpose


			To assess the weeks of pregnancy at the time of their enrollment into the MCE for women who delivered a live birth during the previous 12 months. 





			Format


			Excel template





			Qualifications/ Description


			This is a rolling 12 month report to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.  





			QR-MN2 Data Elements





			Item 1  


			All Data Elements: Weeks of Pregnancy at the Time of Enrollments





			Description 


			For those women who delivered a live birth during the reporting period, indicate the weeks of pregnancy at the time of their enrollment and assignment to the MCE. 


Indicate the weeks of pregnancy in the following age ranges:


· Prior to 0 weeks


· 1-12 weeks


· 13-27 weeks


· 28 or more weeks


· Unknown


To report this measure, follow the latest HEDIS Technical Specifications for the measure “Weeks of Pregnancy at Time of Enrollment.”  


Enter a whole number.















			General Report Description





			QR-MN3 Prenatal and Postpartum Care





			Purpose


			[bookmark: 1106]To assess the timeliness of prenatal care and postpartum care among women who delivered a live birth during the previous 12 months.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


For relevant diagnosis and procedure codes use Codes to Identify Live Births, Codes to Identify Deliveries and Verify Live Births and Markers for Early Prenatal Care Obtainable from Administrative Data specified by the HEDIS 2014 Technical Specifications for the measure “Prenatal and Postpartum Care.”





			QR-MN3 Data Elements





			Item 1  


			Percentage of Deliveries that Reviewed a Prenatal Care Visit as a member of the MCE in the First Trimester OR within 42 Days of Enrollment





			Description 


			For live births in the reporting period, indicate the percentage of deliveries that received a prenatal care visit while as a member of the MCE during the first trimester OR within 42 days of enrollment in the MCE.


Enter a whole number.





			Formula


			· Numerator = Total number of deliveries that received a prenatal care visit as a member of the MCE during the first trimester OR within 42 days of enrollment in the MCE


· Denominator = Total number of live births





			Item 2  


			Percentage of Deliveries that Received a Postpartum Care Visit on or between 21 and 56 Days after Delivery





			Description 


			For live births in the reporting period, indicate the percentage of deliveries that received a postpartum care visit on or between 21 and 56 days after delivery.


Enter a whole number.





			Formula


			· Numerator = Total number of those deliveries that received a postpartum care visit on or between 21 and 56 days after delivery


· Denominator = Total number of live births





			Item 3


			Percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits





			Description


			For live births in the reporting period, indicate the percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits.


Enter a percentage.















			General Report Description





			QR-MN4 Maternity Discharges





			Purpose


			To summarize utilization of maternity inpatient services delivery type.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.


The template provides for filling in each quarter’s data on the same table. The report should maintain the previous quarters’ data or provide updated data for previous quarters if necessary, all on the same table. For the Quarter 1 submission each year, only the “Qtr 1” columns should be filled in. For the Quarter 2 submission each year, the columns for “Qtr 1” and “Qtr 2” should be filled in, etc. If any retroactive changes are made to any previous period’s submission shown on the table, the column should be marked as indicated on the template and the date of those changes reported as indicated.





			QR-MN4 Data Elements





			Item 1


			Total Maternity Discharges





			Description


			Indicate the total number of all maternity discharges.


To report this measure, follow the latest HEDIS  Technical Specifications for the measure “Inpatient Utilization-General Hospital/Acute Care.” Enter a whole number.





			Item 2


			Non-Complex Vaginal Delivery Discharges





			Description


			Indicate the number of deliveries that are vaginal deliveries and that are NOT considered a complex delivery.


Complex deliveries are identified with the following DRG codes:


			DRG


			CODE DESCRIPTION





			370


			CESAREAN SECTION W CC





			372


			VAGINAL DELIVERY W COMPLIC DIAGNOSES    





			375


			VAGIN DELIV W O.R PROC EX STERIL &OR D&C





			650


			HIGH RISK CESAREAN SECTION WITH CC      





			651


			HIGH RISK CESAREAN SECTION W/O CC       





			652


			HIGH RISK VAGNAL DELIV W STERIL &/OR D&C








Non-complex deliveries would be any delivery not in one of these DRGs.


Enter a whole number.








			Item 3


			Complex Vaginal Delivery Discharges





			Description


			Indicate the number of vaginal deliveries that are identified as complex using the criteria listed above.


Enter a whole number.





			Formula


			Length of stay: Julian discharge date – Julian admit date +1


Average length of stay: Average of all lengths of stay in the reporting period for this cohort.





			Item 4


			Non-Complex Cesarean Delivery Discharges





			Description


			Indicate the number of deliveries that are Cesarean deliveries and that are NOT considered a complex delivery.


Complex deliveries are identified above.


Enter a whole number.





			Item 5


			Complex Cesarean Delivery Discharges





			Description


			Indicate the number of deliveries that are Cesarean deliveries and that are considered a complex delivery under the criteria listed above.


Enter a whole number.





			Item 6


			Total Maternity Inpatient Days





			Description


			Enter the total number of inpatient days for all maternity discharges counted in Item 1.


Enter a whole number.





			Item 7


			Total Non-Complex Vaginal Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all non-complex vaginal delivery discharges counted in Item 2.


Enter a whole number.





			Item 8


			Total Complex Vaginal Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all complex vaginal delivery discharges counted in Item 3.


Enter a whole number.





			Item 9


			Total Non-Complex Cesarean Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all non-complex Cesarean delivery discharges counted in Item 4.


Enter a whole number.





			Item 10


			Total Complex Cesarean Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all complex Cesarean delivery discharges counted in Item 5.


Enter a whole number.





			Items 11-15


			[bookmark: _GoBack]The average length of stay for each category of delivery listed above wil be auto-calculated by the spreadsheet. Verify your data by checking that these ALOS figures appear accurate.











Version 5.1		IV-A-1 









Section IV. B. Children and Adolescents Reports.docx

			General Report Description





			QR-CA1 Well-Child Visits in the First 15 Months of Life





			Purpose


			To assess the percentage of members who turned 15 months old during the reporting period and who had the expected number of well-child visits with a PCP during their first 15 months of life.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-CA1 Data Elements





			Item 1  


			Percentage of Members 0-15 Months with 6 or More Well-Child Visits in past 15 Months





			Description 


			Indicate the percentage of children 15 months who had six or more visits with a PCP. 


To identify well-child visits use Codes to Identify Well Child Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Well-Child Visits in the First 15 Months of Life.”  For this cohort, include members that turned 15 months old during the reporting period.


Enter a percentage.











MCE Reporting Manual


	Section IV - B:  Children and Adolescent Reports











Version 5.1		IV-B-3





			General Report Description





			QR-CA2 Well-Child Visits in the 3rd through the 6th Years of Life





			Purpose


			To assess the percentage of members 3-6 years of age who received one or more well-child visits with a PCP.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-CA2 Data Elements





			Item 1  


			Percentage of Members 3-6 Years with 1 or more Well-Child Visits in past 12 Months





			Description 


			Indicate the percentage of members 3-6 years of age who had a visit with a PCP. 


To report this measure, follow the 2014 Technical Specifications for the measure “Well-Child Visits in the 3rd through 6th year of life.”  For this measure, include members aged 3-6 years as of the last day of the reporting period.


Enter a percentage.








MCE Reporting Manual


	Section III - B:  Children and Adolescent Reports








			General Report Description





			QR-CA3 Adolescents Well-Care Visits





			Purpose


			To assess the percentage of enrolled members 12-21 years of age who had at least one comprehensive well-care visit with a PCP or an OB/GYN practitioner.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-CA3 Data Elements





			Item 1  


			Percentage of Members 12 – 21 years with 1 or More Well-Child Visits in past 12 Months





			Description 


			Indicate the percentage of enrolled members 12-21 years of age who had at least one comprehensive well-care visit with a PCP or an OB/GYN practitioner.


To identify well-child visits use Codes to Identify Adolescent Well-Care Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Adolescent Well-Care Visits.”  For this measure, include members aged 12-21 years as of the last day of the reporting period.








[bookmark: _GoBack]






Section IV. C. Preventive Services and Chronic Care Reports.docx

MCE Reporting Manual


Section IV - C:  Preventive Services and Chronic Care Reports





			General Report Description





			QR-PCC1 Adults’ Access to Preventive Ambulatory Services (HEDIS)





			Purpose


			To identify members who had a preventive or ambulatory care visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC1 Data Elements





			Item 1


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of members who had a preventive or ambulatory visit in the following age categories by program:


· 20 – 44 years (HHW)


· 45 – 64 years (HHW)


· ≥ 65 years (HHW)


· Total rate, 20 years and older (HHW)


· 19 – 44 years (HIP)


· 45 – 64 years (HIP)


 To identify members with a preventive or ambulatory care visit use Codes to Identify Preventive/ Ambulatory Health Services specified by the HEDIS 2012 Technical Specifications for the measure “Adults’ Access to Preventive/ Ambulatory Care Measure.”


Enter a percentage.





			Formula


			Numerator: Members with a preventive/ambulatory care visit


Denominator: Member enrolled in age cohort as of the last day of the reporting period























			General Report Description





			QR-PCC2     Preventive Exam (Rollover Related)





			Purpose


			To identify members who received a preventive exam applicable to rollover





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report applies to the HIP program.





			QR-PCC2 Data Elements





			Item 1


			Percentage of members who received a Preventive Exam during the reporting period (As described in HIP Preventive Service Policy; Preventive Exam or Alternative Exam Codes apply)





			Description


			Indicate the percent of members in the reporting period that received a preventive care counseling office visit, or the alternative preventive care counseling visit as described by the CPT Codes included for the “Coverage for Preventive Services” appendix.


Enter a percentage.





			Item 2


			Percentage of members who received a preventive service (other than a preventive exam) during the reporting period.  (Other preventive services are described in HIP Preventive Services Policy)





			Description


			Indicate the percent of members in the reporting period that received a preventive care service excluding the counseling visits counted in Item 2. See the CPT Codes listed in the “Coverage for Preventive Services” appendix for reference.


Enter a percentage.























			General Report Description





			QR-PCC3     Breast Cancer Screening





			Purpose


			To assess the percentage of women who had a mammogram to screen for breast cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC3 Data Elements





			Item 1


			Women who had a Mammogram





			Description


			Indicate number of women ages 40 to 69 who had a mammogram to screen for breast cancer To identify women 40 – 69 years of age who had a mammogram, use the Codes to Identify Breast Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Breast Cancer Screening.”  For this measure, include women aged 40-69 years as of the last day of the reporting period.  Enter a whole number.





			Item 2


			Women Enrolled with the MCE





			Description


			Indicate the number of women ages 40-69 enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number





			Item 3


			Percentage of Women who had a Mammogram





			Description


			Indicate the percent of women who had a mammogram during the reporting timeframe.  Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2























			General Report Description





			QR-PCC4     Cervical Cancer Screening 





			Purpose


			To assess the percentage of women who received one or more Pap tests to screen for cervical cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC4 Data Elements





			Item 1


			Women who had One or More PAP tests





			Description


			Indicate the number of women ages 21-64 who received one or more Pap tests to screen for cervical cancer during the reporting period.


To identify women 21 - 64 years of age who received one or more Pap tests, use the Codes to Identify Cervical Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Cervical Cancer Screening.”  Enter a whole number.





			Item 2


			Women Enrolled with the MCE





			Description


			Indicate the number of women ages 21 - 64 years of age enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women who had One or More PAP tests





			Description


			Indicate the percentage of women ages 21 – 64 years who received one or more PAP tests to screen for cervical cancer. Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2














			General Report Description





			QR-PCC5 Chlamydia Screening in Women





			Purpose


			To assess the percentage of women who were identified as sexually active and who had at least one test for chlamydia.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC5 Data Elements





			Item 1  


			Sexually Active Women who had at least One Test for Chlamydia





			Description 


			Indicate the number of sexually active women, who had at least one test for chlamydia in the following age categories: 


· 16 - 20 years 


· 21 – 25 years


· Total, 16 – 25 years 


To identify women sexually active 16 - 25 years of age use both Codes to Identify Sexually Active Women and Prescriptions to Identify Contraceptives specified by the HEDIS 2012 Technical Specifications for the measure “Chlamydia Screening in Women.”  A member only needs to be identified by one method to be eligible. Age is as of the last day of the reporting period. Enter a whole number.





			Item 2


			Women Enrolled with the MCO





			Description


			Indicate the number of women enrolled with the MCO in the following age categories:


· 16 - 20 years 


· 21 – 25 years


· Total, 16 – 25 years 


Age is as of the last day of the reporting period. Enter a whole number.












			Item 3


			Percentage of Women who had a Chlamydia Screening





			Description


			Indicate the percentage of women who had at least one test for chlamydia in the reporting timeframe in the following age categories:


· 16 - 20 years 


· 21 – 25 years


· Total, 16 – 25 years 


Enter a percent.





			Formula


			· Numerator = Women who had at least One Test for Chlamydia in age cohort


· Denominator = Total Number of Women in age cohort


















			General Report Description





			QR-PCC6    Use of Appropriate Medications for Members with Asthma (HEDIS)





			Purpose


			To assess use of appropriate medications for members who were identified as having persistent asthma. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC6 Data Elements





			Item 1


			Number of members with Asthma (per measure specifications)





			Description


			Indicate the number of members with asthma during the reporting period in the following age categories:


· 5 – 9 years (HHW)


· 10 – 17 years (HHW)


· 18 – 56 years (HHW)


· 19 – 56 (HIP)


To identify those members as having persistent asthma use Codes to Identify Asthma specified by the HEDIS 2012 Technical Specifications for the measure “Use of Appropriate Medications for People with Asthma.”


Enter a whole number.





			Item 2  


			Percent of Members Dispensed at least One Prescription for a Preferred Therapy During the Prior 12 months





			Description


			Indicate the percent of members counted in Item 1 who were dispensed at least one prescription for a preferred therapy during the prior 12 months in the age categories mentioned in Item 1.


Preferred therapies are identified by NCQA in November of the year prior to the measurement year (www.ncqa.org)





			Formula


			· Numerator =  Number of Members who were Dispensed a Preferred Therapy 


· Denominator = Number of Members with Persistent Asthma















			General Report Description





			QR-PCC7     Monitoring for Patients on Persistent Medications (HEDIS)





			Purpose


			To assess outpatient utilization of medication management for chronic conditions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC7 Data Elements





			Item 1


			Number of members that received at least 180-day supply ACE inhibitor or ARB





			Description


			Indicate the total number of members that received at least 180-day supply ACE inhibitor or ARB during the measurement period.


To identify members who received an ACE inhibitor or ARB use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a whole number.





			Item 2


			Percentage of members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)





			Description


			Indicate the percentage of members during the measurement period who received appropriate follow-up for ACE inhibitors or ARB.


To identify members who received appropriate follow-up for an ACE inhibitor or ARB, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of members counted in Item 1 who received appropriate follow-up for ACE inhibitors or ARB


· Denominator = Item 1


· 





			Item 3


			Number of members that received at least 180-day supply of Diuretics





			Description


			Indicate the number of members during the measurement period who received at least 180-day supply of diuretics.


To identify members who received an diuretic use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a number.





			Item 4


			Percentage of members with appropriate follow-up for Diuretics (per HEDIS specifications)





			Description


			Indicate the percentage of members who received appropriate follow-up for diuretics during the measurement period.


To identify members who received appropriate follow-up for a diuretic, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of members counted in Item 3 who received appropriate follow-up for diuretics


· Denominator = Item 3












			General Report Description





			QR-PCC8     Comprehensive Diabetes Care (HEDIS)





			Purpose


			To assess the percentage of members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC8 Data Elements





			Item 1


			Number of members with diabetes (per measure specifications)





			Description


			Indicate the number of members with Type 1 or Type 2 diabetes per measure specifications.


· 18 – 75 years of age (HHW)


· 19 - 64 years of age (HIP)


To identify members with diabetes use both Prescriptions to Identify Members with Diabetes and Codes to Identify Diabetes specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  A member only needs to be identified by one method to be eligible.


Enter a whole number.





			Item 2  


			Percentage of Members with Diabetes who had a Hemoglobin A1c (HbA1c) Testing





			Description


			Indicate the percentage of members with diabetes (type 1 and type 2) who had a hemoglobin A1c (HbA1c) testing during the measurement period.  





To identify members who had a hemoglobin A1c (HbA1c) testing use Codes to Identify HbA1c Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = Members counted in Item 1 who had a HbA1c test


· Denominator = Item  1





			Item 3 


			Percentage of Members with Diabetes who had a LDL-C Screening





			Description


			Indicate the percentage of members with diabetes (type 1 and type 2) who had a LDL-C screening during the measurement period.





To identify members who had a LDL-C screening use Codes to Identify LDL-C Screening specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = Members counted in Item 1 who had a LDL-C Screening


· Denominator = Item 1 





			Item 4


			Percentage of Members with Diabetes who received an Annual Eye Exam





			Description


			Indicate the percentage of members with diabetes (type 1 and type 2) who received an eye exam during the measurement period.


To identify members who had a LDL-C screening use Codes to Identify Eye Exams specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = Members counted in Item 1 who had an Eye Exam


· Denominator = Item 1












			Item 5


			Percentage of Members with Diabetes who received Medical Attention for Nephropathy





			Description


			Indicate the percentage of members with diabetes (type 1 and type 2) who received medical attention for nephropathy during the measurement period.





To identify members who received medical services for nephropathy use Codes to Identify Nephropathy Screening Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = Members counted in Item 1 who received medical attention for nephropathy


· Denominator = Item 1















			General Report Description





			QR-PCC9     Utilization of Imaging Studies for Low Back Pain 





			Purpose


			To assess the utilization of imaging studies for low back pain.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			[bookmark: _GoBack]QR-PCC9 Data Elements





			Item 1  


			Percentage of members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis





			Description


			Indicate the percentage of members newly diagnosed with low back pain in the measurement period who did not have an imaging study within 28 days of diagnosis. Use the HEDIS 2012 specifications for “Use of Imaging Studies for Low Back Pain.”


Enter a percentage. 





			Formula


			· Numerator = Members who received an imaging study within 28-days of diagnosis


· Denominator = Members with a new primary diagnosis of low back pain


Measure should be reported as an inverted rate [1-(numerator/denominator). 
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Section IV. D. General Services Utilization Reports.docx

			General Report Description





			QR-GSU1    Ambulatory Care





			Purpose


			To summarize utilization of ambulatory care services.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-GSU1 Data Elements





			Item 1  


			Outpatient visits per 1,000 member months





			Description 


			Identify the occurrence of outpatient visits per 1,000 member months for those members in the following age categories:


· Ages 20 years and older (HHW)


· ages 19 years and older (HIP)


To identify outpatient visits use Codes to Identify Outpatient Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”


Member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Item 2


			Emergency Visits per 1,000 member months





			Description


			Identify the occurrence of emergency department visits per 1,000 member members for those members in the following age categories:


· Ages 20 years and older (HHW)


· ages 19 years and older (HIP)


To identify emergency visits use Codes to Identify ED Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”Enter a whole number.


















			
General Report Description





			QR-GSU2    Ambulatory Sensitive Conditions





			Purpose


			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report applies to the Hoosier Healthwise program.





			QR-GSU2 Data Elements





			Item 3  


			Discharges for Members with Diabetic Short-term Complications per 10,000 Member Months, Ages 18 years and Older





			Description 


			Indicate the number of discharges for diabetic short-term complications per 10,000 member months for members’ ages 18 years and older.


To identify the number of discharges for diabetic short-term complications use all non-maternal/non-neonatal discharges for ages 18 and older with


ICD-9-CM principal diagnosis code for short-term complications (ketoacidosis, hypersmolarity, coma) specified by the AHRQ Quality Indicators report for the measure “Diabetes Short-Term Complications Admission Rate.”


Member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2001%20Diabetes%20Short-term%20Complications%20Admissions%20Rate.pdf












			Item 4


			Discharges for Members with Chronic Obstructive Pulmonary Disease per 10,000 Member Months, Ages 18 years and Older





			Description


			Indicate the number of discharges for members 18 years and older with chronic obstructive pulmonary disease per 10,000 member months.


To identify the discharges for members 18 years and older with chronic obstructive pulmonary disease use all non-maternal discharges with 


ICD-9-CM principal diagnosis codes for Chronic Obstructive Pulmonary Disease specified by the AHRQ Quality Indicators report, for the measure “Chronic Obstructive Pulmonary Disease or Asthma in Older Adults Admission Rate.”


Member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf





			Item 5


			Discharges for Members with Congestive Heart Failure (CHF) per 10,000 Member Months, Ages 18 years and Older





			Description


			Indicate the number of discharges for members 18 years and older with congestive heart failure per 10,000 member months.


To identify discharges for members 18 years and older with congestive heart failure use all non-maternal discharges with ICD-9-CM principal diagnosis codes for heart failure specified by the AHRQ Quality Indicators report for the measure “Heart Failure Admission Rate.”


Member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2008%20Heart%20Failure%20Admission%20Rate.pdf












			Item 6


			Discharges for Members with Bacterial Pneumonia per 10,000 Member Months, Ages 18 years and Older





			Description


			Indicate the number of discharges for members 18 years and older for bacterial pneumonia per 10,000 member months.


To identify discharges for members 18 years and older with bacterial pneumonia use all non-maternal discharges with ICD-9-CM principal diagnosis codes for bacterial pneumonia specified by the AHRQ Quality Indicators report for the measure “Bacterial Pneumonia Admission Rate.”


Member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2011%20Bacterial%20Pneumonia%20Admission%20Rate.pdf
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			General Report Description





			QR-GSU3      ER Bounce Back





			Purpose


			To summarize the rate of members who return to the emergency room within 30 days of a prior ER visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting quarter. 


To assist in calculating what a bounce back is, please use the following guide.  All initial ER visits have been coded in gray:


			Member1


			ER Visit


			ER Visit


			ER Visit


			ER Visit





			Date


			1-Jan


			23-Jan


			6-Apr


			5-May





			Julian Date


			1


			23


			96


			125





			Difference


			 


			22 days


			73 days


			29 days





			Countable as ER Bounce Back?


			No


			Yes


			No


			Yes





			Countable as 1 Follow-up?


			No


			Yes


			No


			Yes





			Countable as 2 or more?


			No


			No


			No


			No





			


			


			


			


			





			Member2


			ER Visit


			ER Visit


			


			





			Date


			1-Jan


			23-Feb


			


			





			Julian Date


			1


			54


			


			





			Difference


			 


			53 days


			


			





			Countable as ER Bounce Back?


			No


			No


			


			





			Countable as 1 Follow-up?


			No


			No


			


			





			Countable as 2 or more?


			No


			No


			


			





			


			


			


			


			





			Member3


			ER Visit


			ER Visit


			ER Visit


			





			Date


			1-Jan


			23-Jan


			24-Jan


			





			Julian Date


			1


			23


			24


			





			Difference


			0


			22 days


			1 day


			





			Countable as ER Bounce Back?


			No


			Yes


			Yes


			





			Countable as 1 Follow-up?


			No


			No


			No


			





			Countable as 2 or more?


			No


			No


			Yes


			














			


						Qualify ED Visits


			5


			


			





			No Follow Up Visits


			2


			


			





			One Follow Up Visits


			2


			


			





			Two or more Follow Up Visits


			1


			


			





			Numerator


			3


			


			





			Denominator


			5


			(60% ERBB rate)





			


			


			


			





			


			


			














			QR-GSU3 Data Elements





			Item 7


			Total number of members that were seen subsequently one time in the ER within 30 days of a prior ER visit





			Description 


			Indicate the number of members that returned to the ER one time within 30 days of a prior ER visit.


Enter a whole number.





			Item 8


			Total number of members that were seen subsequently two or more times in the ER within 30 days of a prior ER visit





			Description


			Indicate the number of members that returned to the ER two or more times within 30 days of a prior ER visit.


Enter a whole number.





			Item 9


			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after the visit





			Description


			Indicate the total number of persons that were seen in the ER during the reporting period that also maintained continuous enrollment for at least 30 days after the visit.


Enter a whole number.





			Item 10


			Percentage of members who visit the ER and subsequently return to the ER within 30 days of discharge.





			Description


			Indicate the percentage of members who that were seen subsequently in the ER within 30 days of a prior discharge.





			Formula


			Numerator = [Item 1] + [Item 2]


Denominator = Item 3














			General Report Description





			QR-GSU4     Inpatient Utilization General Hospital/ Acute Care Discharges





			Purpose


			To summarize utilization of acute inpatient services. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-GSU4 Data Elements





			Item 11  


			Maternity Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


To identify maternity discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all members in the same age cohort as the numerator.


Enter a number.





			Item 12


			Surgery Discharges per 1,000 member months





			Description


			Indicate the number of surgery discharges per 1,000 member months for members in the following age categories:


·  20 years and older (HHW)


· 19 years and older (HIP)


To identify surgery discharges use Calculations s as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges.  


Enter a number.












			Item 13  


			Medicine Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


To identify medicine discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all members in the same age cohort as the numerator.


Enter a number.





			Item 14


			Total Discharges per 1,000 member months





			Description


			Indicate the total number of acute inpatient service discharges per 1,000 member months for members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


To identify inpatient discharges use Codes to Identify Total Inpatient Discharges as specified by the latest HEDIS 2014 Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” 


Member months should include all members in the same age cohort as the numerator.


Enter a number.


















			
General Report Description





			QR-GSU5     Inpatient Utilization General Hospital/ Acute Care ALOS





			Purpose


			To summarize the average length of stay for acute care, general hospital stays.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Each of the items in this report should use the same discharges as the corresponding items in report QR-GSU4. 





			QR-GSU5 Data Elements





			Item 15  


			Average Length of Stay for Medicine Discharges





			Description 


			Indicate the average length of stay for identified medicine discharges for those members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


Numerator: Totals inpatient days for all medicine discharges (as defined in the instructions for QR-GSU4)


Denominator: Total medicine discharges (same number as the numerator in Item 1 of QR-GSU4).


Enter a whole number.












			Item 16


			Average Length of Stay for Surgery Discharges





			Description 


			Indicate the average length of stay for identified surgery discharges for those members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


Numerator: Totals inpatient days for all surgery discharges (as defined in the instructions for QR-GSU4)


Denominator: Total surgery discharges (same number as the numerator in Item 2 of QR-GSU4).


Enter a whole number.





			Item 17


			Average Length of Stay for Total Inpatient Discharges





			Description


			Indicate the average length of stay for all acute inpatient discharges for those members in the following age categories:


· 20 years and older (HHW)


· 19 years and older (HIP)


Numerator: Totals inpatient days for all inpatient discharges (as defined in the instructions for QR-GSU4)


Denominator: Total inpatient discharges (same number as the numerator in Item 3 of QR-GSU4).


Enter a whole number.















			
General Report Description





			QR-GSU6     Inpatient Readmission Rate





			Purpose


			To summarize the rate at which members are readmitted post discharge, these do not include behavioral health readmissions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report measures the percentage of members who are discharged from an inpatient facility and subsequently readmitted within 30 days. The member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.





			QR-GSU6 All Data Elements





			Item 18  


			Total Inpatient Discharges in Period





			Description 


			Report the total number of inpatient discharges in the experience period. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 19


			Readmissions Within 30 Days of Discharge





			Description 


			Report the number of readmissions in the experience period, using the definitions above.


Report a whole number.












			Item 20


			Percentage of members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


[bookmark: _GoBack]Denominator: Item 1


Enter a percent.


















			General Report Description





			QR-GSU7    Type of Emergency Room Utilization





			Purpose


			To summarize utilization of emergency room services.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. Information is to be reported for Hoosier Healthwise by four age cohorts:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 years and older





Information is to be reported for HIP by two age cohorts:


·  19 years


· Age 20 years and older





The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU7 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).





			Item 3 


			Member Months by Age Cohort





			Description 


			Report the total member months in the reporting period for each age cohort.





			Item 4


			Number of ER Visits Adjudicated for the Experience Period





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent or non-emergent status for making the appropriate payment to the hospital.





			Item 5  


			Number of ER Visits Adjudicated that the MCE Deemed Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent status for making the appropriate payment to the hospital.





			Item 6  


			Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of non-emergent status for making the appropriate payment to the hospital.





			Item 7  


			ER Adjudicated Claims Per 1,000 Members





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated for the Experience Period) divided by


(Total Member Months for Age Cohort in the Reporting Period) * 1,000





			Item 8  


			Percent of Adjudicated ER Claims Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)





			Item 9  


			Percent of Adjudicated ER Claims Non-Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)












			Item 10


			


Check that Column 8+9 equals 100%








			Description


			Verify that columns 8 and 9 add up to 100%.
























			General Report Description





			QR-GSU8    Frequency of Emergency Room Utilization





			Purpose


			To summarize utilization of emergency room services and to identify opportunities for participation in case or care management.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





Information is to be reported by four age cohorts:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 years and older


The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU8 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).












			Item 3  


			Total Unique Members Enrolled with 180 Days of Continuous Enrollment





			Description 


			Report the total unique number of members within each age cohort that had at least 180 days of continuous enrollment using the ending anchor date as the last day of the reporting period.


For example, if the last day of the reporting period is March 31, 2013, then only count members who have had continuous enrollment for at least the period October 1, 2012 through March 31, 2013.





			Item 4 


			Members with Zero or One ER Visit in the 180 Day Period





			Description 


			Report the total number of unique members identified in Item #2 that had zero or one hospital ER visits in the 180 day period up to the end of the reporting period.  For example, if the last day of the reporting period is March 31, 2013, then count any ER visits that occurred between October 1, 2012 and March 31, 2013.





			Item 5  


			Members with Two ER Visits in the 180 Day Period





			Description 


			Report the total number of unique members identified in Item #2 that had two hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 6  


			Members with Three to Nine ER Visits in the 180 Day Period





			Description 


			Report the total number of unique members identified in Item #2 that had three to nine hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 7  


			Members with 10 or More ER Visits in the 180 Day Period





			Description 


			Report the total number of unique members identified in Item #2 that had ten or more hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 8  


			Percent of Members with Zero or One ER Visit





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Members with Zero or One ER Visit in 180 Day Period divided by


Total Unique Members Enrolled that had 180 Days Continuous Enrollment












			Item 9  


			Percent of Members with Two ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Members with Two ER Visits in 180 Day Period divided by


Total Unique Members Enrolled that had 180 Days Continuous Enrollment





			Item 10  


			Percent of Members with Three to Nine ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Members with Three to Nine ER Visits in 180 Day Period divided by


Total Unique Members Enrolled that had 180 Days Continuous Enrollment





			Item 11  


			Percent of Members with Ten or More ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Members with Ten or More ER Visits in 180 Day Period divided by


Total Unique Members Enrolled that had 180 Days Continuous Enrollment





			Item 12


			Check that Columns 8-11 equal 100%





			Description


			Auto calculations to assure all members are accounted for in the experience period.





















Section IV. E. Behavioral Health Reports.docx

MCE Reporting Manual


Section IV - E:  Behavioral Health Reports


			General Report Description





			QR-BH1    Behavioral Health Medical Expenses 





			Purpose


			To monitor the health care costs for behavioral health services.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and rolling 12-month report based on claims data and is to be submitted quarterly. The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Behavioral health services include both mental health services and alcohol and other drug services.  For reports where behavioral health services are identified based on claims data using diagnosis codes, use the latest HEDIS diagnosis codes specified by the measures Mental Health Utilization and Identification of Alcohol and Other Drug Services.


This report is completed separately for Hoosier Healthwise members and HIP members.








			QR-BH1 Data Elements





			Item 1 


			Total of ALL behavioral health service costs (pharmacy and all other costs) per 1,000 Member Months





			Description


			Identify the total of all behavioral health medical costs (pharmacy and all other costs) per 1,000 member months per quarter.  For the 12-month rolling report, identify the behavioral health costs per 1,000 member months during that timeframe.  Pharmacy costs include all behavioral pharmacy costs for members with a behavioral health diagnosis.  


Enter a dollar value.


Item 1 should be the sum of Items 2, 3, and 4.





			Formula


			· Numerator = Paid claims costs, for behavioral health pharmacy and non-pharmacy claims 


· Denominator  = Total member months for the applicable reporting timeframe / 1,000





			Item 2  


			Cost of Pharmacy-only Behavioral Health Services per 1,000 Member Months





			Description


			Identify the behavioral health pharmacy costs only per 1,000 member months per quarter. Pharmacy costs include all pharmacy costs for members with a behavioral health diagnoses.  For the 12-month rolling report, identify the behavioral health pharmacy costs per member during that timeframe.  


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health pharmacy claims


· Denominator = Total member months for the applicable reporting timeframe / 1,000





			Item 3  


			Cost of Behavioral Health Services (non-pharmacy) provided by Behavioral Health Providers per 1,000 Member Months





			Description


			Identify the behavioral health medical only (non-pharmacy) costs provided by Behavioral Health providers per 1,000 member months.  To identify costs for behavioral health services (non-pharmacy), use all paid claims, regardless of diagnosis codes.  Behavioral health provider types and taxonomies should indicate the appropriate providers.


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health medical-only costs (non-pharmacy) 


· Denominator = Total member months for the applicable reporting timeframe / 1,000












			
Item 4


			Cost of Behavioral Health Services (non-pharmacy) provided by Non-behavioral Health Providers per 1,000 Member Months





			Description


			Identify the total amount of behavioral health medical- only (non-pharmacy) costs per 1,000 member months provided by non-behavioral health providers. 


To identify costs for behavioral health services (non-pharmacy) performed by non-behavioral health providers, use all paid claims for behavioral health services provided by NON-behavioral health providers.  


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health (non-pharmacy) medical claims provided by non-behavioral health provider types


· Denominator = Total member months for the applicable reporting timeframe / 1,000





			Item 5


			Cost per Member Receiving Services





			Description


			Indicate the total cost for behavioral health services for members who accessed any behavioral health service during the period (quarter or rolling 12 months).  





			Formula


			· Numerator = Total behavioral health costs (pharmacy and all other costs) incurred during the period


· Denominator = Total unduplicated number of members accessing services during the period















			General Report Description





			QR-BH2    Follow-Up After Hospitalization for Mental Illness 





			Purpose


			To assess the continuity of care in relation to the follow-up care received after behavioral health inpatient treatment. 





			Format


			Excel template





			Qualifications/ Definitions


			To report this measure, follow the HEDIS 2014 Technical Specifications for the measure “Follow-up After Hospitalization for Mental Illness (FUH).”  Use the definitions specified in this measure to calculate this rate.


This is a rolling 12 month report based on claims data and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the experience period. 





			QR-BH2 Data Elements





			Item 1  


			Number of Members Discharged from a BH Hospitalization





			Description 


			Enter the total number of members who had a BH hospitalization discharge during the experience period.


Enter a whole number.





			Item 2


			Number of Members Readmitted within 30 Days of Discharge from a BH Hospitalization





			Description 


			Enter the total number of members who had a BH hospitalization discharge during the experience period that was a readmission from a prior hospitalization within the previous 30 days.


Enter a whole number.





			Item 3


			Number of Follow-Ups Within 30 Days of Discharge





			Description 


			Identify the number of discharges for members 6 years of age and older who were hospitalized for treatment of selected mental health disorders and who had an outpatient visit, an intensive outpatient encounter or partial hospitalization with a mental health practitioner within 30 days of discharge.  Do not include readmission to another inpatient care setting.


Enter a whole number.





			Item 4


			This is an auto-calculated field that shows the percentage of BH discharges that had a 30-day follow-up.





			Item 5


			Number of members readmitted within 30 days who had a follow-up within 30 days of initial discharge





			Description


			This measure identifies the number of members who received a follow-up appointment within 30 days of initial discharge and who were also subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a follow-up appointment within 30 days of initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 6


			Percent of Members Readmitted within 30 Days who had a Follow-Up within 30 Days of Initial Discharge (Auto-calculated)





			Item 7


			Number of Follow-Ups Within 7 Days of Discharge





			Description 


			Identify the number of discharges for members 6 years of age and older who were hospitalized for treatment of selected mental health disorders and who had an outpatient visit, an intensive outpatient encounter or partial hospitalization with a mental health practitioner within 7 days of discharge. Do not include readmission to another inpatient care facility.


Enter a whole number.





			Item 8


			Percent of Follow-Ups within 7 Days of Discharge (Auto-calculated)





			Item 9


			Number of Members Readmitted within 30 Days who had a Follow-Up within 7 Days of Initial Discharge





			Description


			This measure identifies the number of members who received a follow-up appointment within 7 days of initial discharge and who were also subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a follow-up appointment within 7 days of initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 10


			Percent of Members Readmitted within 30 Days who had a Follow-Up within 7 Days of Initial Discharge (Auto-calculated)





			Item 11


			Bridge appointment following initial discharge





			Description


			Identify the number of discharges for members 6 years of age and older who were hospitalized for treatment of selected mental health disorders and who had a bridge appointment with a mental health practitioner following that discharge. 


Enter a whole number.





			Item 12


			Percent of Members with Bridge Appointments Following Discharge (Auto-calculated)





			Item 13


			Number of members readmitted within 30 days who had a bridge appointment following initial discharge





			Description


			This measure identifies the number of members who had a bridge appointment following initial discharge and who were also subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a bridge appointment following initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 14


			Percent of members readmitted within 30 days who had a bridge appointment following initial discharge (Auto-calculated)





			Item 15


			Total readmission rate (Auto-calculated)






























			

General Report Description





			QR-BH3    Atypical Antipsychotic Use and Metabolic Change Monitoring – Hoosier Healthwise





			Purpose


			To assess the successful implementation of recommendations for metabolic monitoring of members receiving atypical antipsychotic agents.





			Format


			Excel template





			
Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


[bookmark: _GoBack]FDA, ADA, and APA recommendations for atypical antipsychotic metabolic monitoring are testing of FPG levels (at baseline, 12 weeks, then annually) and a fasting lipid profile (at baseline, 12 weeks, then every 5 years if normal). HbA1c is considered an acceptable surrogate for FPG for the purposes of this report.


Include:


1. Only those members who are a new start within the reporting period:  new start are those members who have not been on an antipsychotic medication 120 days prior to the prescription


1. Only those members who have had a second fill of the prescription.





Exclude:


1. Any member identified as having Type 1 or Type II diabetes


1. Any member who has not filled a prescription two times.








			QR-BH3 Data Elements





			Item 1


			Number of members dispensed an atypical antipsychotic medication, ages 17 and under





			Description


			Indicate the number of members ages 17 and under that have been dispensed an antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. Enter a whole number.












			Item 2


			Number of members dispensed an atypical antipsychotic medication, ages 18 and over





			Description


			Indicate the number of members ages 18 and over that have been dispensed an antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. 


Enter a whole number.





			Drug Listing


			


			Brand Name


			Generic Name





			Abilify


			Aripiprazole





			Clozaril / Fazaclo


			Clozapine





			Fanapt


			Iloperidone





			Geodon


			Ziprasidone





			Invega / Invega Sustenna


			Paliperidone





			Latuda


			Lurasidone





			Risperdal / Risperdal Consta


			Risperidone





			Saphris


			Asenapine





			Seroquel


			Quetiapine





			Symbyax


			Olanzepine plus fluoxetine





			Zyprexa


			Olanzepine





















			Item 3


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 17 and under





			Description


			Indicate the percent of members ages 17 and under who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. 



To report this measure, use any of the following codes to identify HbA1c Tests:


			CPT


			CPT Category II


			LOINC





			83036, 83037


			3044F, 3045F, 3046F, 3047F


			4548-4, 4549-2, 17856-6











To identify glucose tests:


· 82947: Glucose, quantitative, blood (except reagent strip)


· 82948: Glucose, quantitative, blood, reagent strip


· 82950: Glucose, post glucose does (includes glucose)


· 82951: Glucose, tolerance test (GTT), three specimens (includes glucose)


· 82952: Glucose, tolerance test, each additional beyond three specimens


82962: Glucose, blood by glucose home test








			Item 4


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 18 and over





			Description


			Indicate the percent of members ages 18 and over who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. Use the same codes for hemoglobin and glucose tests listed in Item 3.
























			

General Report Description





			QR-BH3    Atypical Antipsychotic Use and Metabolic Change Monitoring – Healthy Indiana


                    Plan





			Purpose


			To assess the successful implementation of recommendations for metabolic monitoring of members receiving atypical antipsychotic agents.





			Format


			Excel template





			
Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


FDA, ADA, and APA recommendations for atypical antipsychotic metabolic monitoring are testing of FPG levels (at baseline, 12 weeks, then annually) and a fasting lipid profile (at baseline, 12 weeks, then every 5 years if normal). HbA1c is considered an acceptable surrogate for FPG for the purposes of this report.


Include:


1. Only those members who are a new start within the reporting period:  new start are those members who have not been on an antipsychotic medication 120 days prior to the prescription


1. Only those members who have had a second fill of the prescription.





Exclude:


1. Any member identified as having Type 1 or Type II diabetes


1. Any member who has not filled a prescription two times.








			QR-BH3 Data Elements





			Item 1


			Number of members dispensed an atypical antipsychotic medication, age 19





			Description


			Indicate the number of HHW members age 19 that have been dispensed an antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. 








			Item 2


			Number of members dispensed an atypical antipsychotic medication, ages 20 and over





			Description


			Indicate the number of members ages 20 and over that have been dispensed an antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. 


Enter a whole number.





			Drug Listing


			


			Brand Name


			Generic Name





			Abilify


			Aripiprazole





			Clozaril / Fazaclo


			Clozapine





			Fanapt


			Iloperidone





			Geodon


			Ziprasidone





			Invega / Invega Sustenna


			Paliperidone





			Latuda


			Lurasidone





			Risperdal / Risperdal Consta


			Risperidone





			Saphris


			Asenapine





			Seroquel


			Quetiapine





			Symbyax


			Olanzepine plus fluoxetine





			Zyprexa


			Olanzepine





















			Item 3


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, age 19





			Description


			Indicate the percent of members age 19 who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. 



To report this measure, use any of the following codes to identify HbA1c Tests:


			CPT


			CPT Category II


			LOINC





			83036, 83037


			3044F, 3045F, 3046F, 3047F


			4548-4, 4549-2, 17856-6











To identify glucose tests:


· 82947: Glucose, quantitative, blood (except reagent strip)


· 82948: Glucose, quantitative, blood, reagent strip


· 82950: Glucose, post glucose does (includes glucose)


· 82951: Glucose, tolerance test (GTT), three specimens (includes glucose)


· 82952: Glucose, tolerance test, each additional beyond three specimens


82962: Glucose, blood by glucose home test


This number is not reported for HIP.





			Item 4


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 20 and over





			Description


			Indicate the percent of members ages 20 and over who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. Use the same codes for hemoglobin and glucose tests listed in Item 3.


















			

General Report Description





			AN-BH1    Behavioral Health – Facilities with Inpatient Beds – 





			Purpose


			To monitor available access to behavioral health inpatient facility beds to ensure the full spectrum of care is available.





			Format


			Excel template





			
Qualifications/ Definitions


			This is an annual report. The MCE must submit this report by January 31st.


At OMPP’s discretion, this report may be requested on an ad hoc basis.





			AN-BH1 Data Elements





			
Item 1


			All Data Elements





			Description


			Report the facilities with inpatient behavioral health beds with which the MCE has a contract for services to serve their Hoosier Healthwise and HIP members.    The list should reflect the most up-to-date set of contracts in place.

















.		
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Section V. A. MCE Attestation Template.xlsx

Attestation Document


			Date: ________________________________


			MCE Name: _____________________________________________


			Reporting Period: _________________________________________


			MCE Executive Name: ______________________________________________________________________________________________


			MCE Executive Signature: ___________________________________________________________________________________________





			In accordance with 42 CFR 438, subpart H, the MCO must submit all data under the signature of either its Financial Officer or Executive leadership (e.g., President, Chief Executive Officer, Executive Director) certifying the accuracy, truthfulness and completeness of the MCO's data.  The MCO should indicate which reports and for what reporting period(s) the MCO is submitting its data , have its Executive sign the attestation document and submit the signed attestation document in protected document format (pdf) electronically or via FAX to OMPP and the monitoring contractor with any data submission.  


			Item No.			Report 
No.			Name of Report			Reports
 Submitted


			Systems and Claims Reports


			1			QR-S1			Claims Processing Summary


			2			QR-S2			Adjudicated Claims Inventory Summary


			3			QR-S3			Claims Denial Reasons


			4			QR-AB			Paid Abortion Claims Summary


			Member Services Reports


			5			QR-M1			Member Helpline Performance 


			6			QR-M2			Member Grievances and Appeals


			7			QR-M3			FSSA Hearings and Appeals


			8			QR-M4			Marketing and Outreach


			9			AN-M1			Consumer Assessment of Healthcare Providers and Systems (CAHPS) Summary


			Provider Services Reports


			10			QR-P1			Provider Helpline Performance


			11			QR-P2			Provider Claims Disputes


			12			QR-P3			Provider Credentialing Timeframes


			Network Development and Access Reports


			13			QR-PMP1			PMP Assignment Report


			14			QR-NA1			PMP Enrollments and Disenrollments


			15			QR-NA2			Network Geographic Access Assessment - Members in Open Network


			16			AN-N1			Network Geographic Access Assessment - PMP


			17			AN-N2			Network Geographic Access Assessment - Specialist


			18			AN-N3			Network  Geographic Access Assessment - Behavioral Health


			19			AN-SC1			Subcontractor Compliance Summary


			20			AN-AA1			24-Hour Availability Audit


			Quality Management and Improvement Reports


			21			QR-Q1			Quality Management and Improvement Committee Meetings' Minutes


			22			QR-Q2			Key Staff and Other Staffing


			23			QR-VC1			Vendor Contact Sheet


			24			QR-Q3			Quality Management and Improvement Work Plan Annual Prospective Report, Evaluation Report and Quarterly Updates


			25			QR-PI1			Program Integrity Report


			26			AN-Q1			Quality (Performance) Improvement Projects (QIPs)


			27			AN-Q2			HEDIS® Data 


			28			AN-Q3			HEDIS® Compliance Auditor's Final Report


			29			AN-Q4			QIP and P4P Statistical Analysis


			Utilization Management Reports


			30			MO-ES1			Extended Services Report


			31			MO-HRA1			High Risk Assessment Report


			32			MO-PREG1			Pregnancy Identification


			33			QR-HS1			New Member Health Sreening Report


			34			QR-PA1			Prior Authorization Report


			35			QR-CMPH1 			Complex Case Management Reports


			36			QR-CMBH1


			37			QR-CRPH1			Care Management Reports


			38			QR-CRBH1


			39			QR-DMPH1			Disease Management Reports


			40			QR-DMBH1


			41			QR-U1			Service Utilization


			Financial Reports


			42			MO-TPL1			Third Party Covered Members


			43			MO-CPAY1			ER Co-Payment Report


			44			MO-LCAP1			Lifetime Benefit Cap


			45			MO-ACAP1			Annual Benefit Cap 2


			46			QR-BL1			Benefit Limits 1


			47			QR-BL2			Benefit Limits 2


			48			QR-IDOI			Indiana Department of Insurance (IDOI) Filing


			49			QR-LOB1			Line of Business Financial Reports


			50			QR-MLR1			Medical Loss Ratio


			51			QR-TPL1			Third Party Payments and Recoveries


			52			QR-CRCS			Capitation Rate Calculation Sheet


			53			QR-CR1			Capitation Reconcilation Report


			54			SA-F1			Stop Loss


			55			AN-FQHC			Reimbursement for FQHC and RHC Services


			56			AN-PIP			Physician Incentive Plan


			57			AN-F1			Insurance Premium Notice


			Power Account Reports


			58			MO-PR1			POWER Account Contribution - Employer Participation Summary


			59			QR-PRPAY1			Aggregate POWER Account Contribution Detail


			60			QR-PRREF1			Aggregate POWER Account Contribution Refund Detail


			61			QR-PRTERM1			Non-Payment of POWER Account Contributions - Initial Payment


			62			QR-PRTERM2			Non-Payment of POWER Account Contributions - Subsequent Payment


			Mothers and Newborns Reports


			63			QR-MN1			Newborns


			64			QR-MN2			Weeks of Pregnancy


			65			QR-MN3			Prenatal and Postpartum Care


			66			QR-MN4			Maternity Discharges


			Children and Adolescents Reports


			68			QR-CA1			Well-Child Visits in the First 15 Months of Life


			69			QR-CA2			Well-Child Visits in the 3rd through the 6th Years of Life


			70			QR-CA3			Adolescent Well-Care Visits


			Preventive Services and Chronic Care Reports


			71			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS)


			72			QR-PCC2			Preventive Exam (Rollover related)


			73			QR-PCC3			Breast Cancer Screening (HEDIS)


			74			QR-PCC4			Cervical Cancer Screening (HEDIS)


			75			QR-PCC5			Chlamydia Screening in Women


			76			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)


			77			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)


			78			QR-PCC8			Comprehensive Diabetes Care (HEDIS)


			79			QR-PCC9			Utilization of Imaging Studies for Low Back Pain (HEDIS)


			General Services Utilization Reports


			80			QR-GSU1			Ambulatory Care


			81			QR-GSU2			Ambulatory Sensitive Conditions


			82			QR-GSU3			ER Bounce Back


			83			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges


			84			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS


			85			QR-GSU6			Inpatient Readmission Rate


			86			QR-GSU7			Type of Emergency Room Utilization


			87			QR-GSU8			Frequency of Emergency Room Utilization


			Behavioral Health Services Reports


			88			QR-BH1			Behavioral Health Medical Expenses


			89			QR-BH2			Follow-Up After Hospitalization for Mental Illness


			90			QR-BH3			Atypical Antipsychotic Monitoring


			91			AN-BH1			Behavioral Health - Facilities with Inpatient Beds





&"Times New Roman,Bold"Office of Medicaid Policy and Planning
Hoosier Healthwise and HIP
 MCE Reports
Report Attestation Document
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Section V. E. HHW AN-FQHC- Template.xlsx

AN-FQHC-PkgsABCP-Summary


			MCE Name:


			Reporting Period:


			Version:						5.1


			Year:						2012


			Report Name:						Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services


			Report Code:						AN-FQHC


			Item No			Data Description									Data


			1			FQHC/RHC Provider Name:


			2			FQHC/RHC Provider Number:


			3			Contracted OR Non-Contracted Provider:


			4			Capitated OR Non-Capitated Provider:


			5			Beginning Incurred Date for Reporting Period:


			6			Ending Incurred Date for Reporting Period:


			7			Paid Date Period:








						Package A/B/P 												January			February			March			April 			May			June			July			August			September			October			November			December


			8			Total Dollars Paid For Fee-For-Service Claims


			9			Total Dollars Paid For Performance Incentives


			10			Total Dollars Paid As Capitation Payments


			11			Total Dollars Paid As Administrative Fees








						Package C 												January			February			March			April 			May			June			July			August			September			October			November			December


			8			Total Dollars Paid For Fee-For-Service Claims


			9			Total Dollars Paid For Performance Incentives


			10			Total Dollars Paid As Capitation Payments


			11			Total Dollars Paid As Administrative Fees
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AN-FQHC-PkgABP


			MCE Name:


			Reporting Period:


			Version:						5.1


			Year:						2012


			Report Name:						Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services


			Report Code:						AN-FQHC


			Package:						ABP








			12			13			14			15			16			17			18			19			20									21			22			23			24			25			26												27									28			29			30			31


			Item 
No.			Member
First Name			Member
Last Name			Recipient Identification Number			MCE Claim Number			Claim Number Detail Line			Date of Service			Date Paid			EX1			EX2			EX3			Billed Amount			Paid Amount			Third Party Liability			Place of Service Code			Procedure Code			Modifier 1			Modifier 2			Modifier 3			Modifier 4			Diagnosis Code 1			Diagnosis Code 2			Diagnosis Code 3			Rendering Provider First Name			Rendering Provider Last Name			Rendering Provider Number (NPI)			Performance Incentive Payments Reported at Claim Level
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AN-FQHC-PkgC


			MCE Name:


			Reporting Period:


			Version:						5.1


			Year						2012


			Report Name:						Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services


			Report Code:						AN-FQHC


			Package:						C








			12			13			14			15			16			17			18			19			20									21			22			23			24			25			26												27									28			29			30			31


			Item 
No.			Member
First Name			Member
Last Name			Recipient Identification Number			MCE Claim Number			Claim Number Detail Line			Date of Service			Date Paid			EX1			EX2			EX3			Billed Amount			Paid Amount			Third Party Liability			Place of Service Code			Procedure Code			Modifier 1			Modifier 2			Modifier 3			Modifier 4			Diagnosis Code 1			Diagnosis Code 2			Diagnosis Code 3			Rendering Provider First Name			Rendering Provider Last Name			Rendering Provider Number (NPI)			Performance Incentive Payments Reported at Claim Level
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Section V. F. HIP AN-FQHC- Template.xlsx

AN-FQHC-Summary


						MCE Name:


						Reporting Period:


						Program:			HIP


						Version:			5.1


						Year:			2013


						Report Name:			Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services


						Report Code:			AN-FQHC


			Item No			Data Description									Data


			1			FQHC/RHC Provider Name:


			2			FQHC/RHC Provider Number:


			3			Contracted OR Non-Contracted Provider:


			4			Capitated OR Non-Capitated Provider:


			5			Beginning Incurred Date for Reporting Period:


			6			Ending Incurred Date for Reporting Period:


			7			Paid Date Period:








						HIP												January			February			March			April 			May			June			July			August			September			October			November			December


			8			Total Dollars Paid For Fee-For-Service Claims


			9			Total Dollars Paid For Performance Incentives


			10			Total Dollars Paid As Capitation Payments


			11			Total Dollars Paid As Administrative Fees
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AN-FQHC-HIP


			MCE Name:


			Reporting Period:


			Program:						HIP


			Version:						5.1


			Report Name:						Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services


			Report Code:						AN-FQHC








			12			13			14			15			16			17			18			19			20									21			22			23			24			25			26												27									28			29			30			31


			Item 
No.			Member
First Name			Member
Last Name			Recipient Identification Number			MCE Claim Number			Claim Number Detail Line			Date of Service			Date Paid			EX1			EX2			EX3			Billed Amount			Paid Amount			Third Party Liability			Place of Service Code			Procedure Code			Modifier1			Modifier2			Modifier3			Modifier4			Diagnosis Code 1			Diagnosis Code 2			Diagnosis Code 3			Rendering Provider First Name			Rendering Provider Last Name			Rendering Provider Number (NPI)			Performance Incentive Payments Reported at Claim Level
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Section VI. Glossary of Terms.xlsx

Glossary


			Term			Description


			Accuracy			Does it represent data for actual services delivered?


			Adjudicated Clean Claim			A claim that has been received by the health plan and processed through its claims system as paid or denied. Adjudicated clean claims should not include:       
● rejected claims
● replacement claims
● misdirected claims
● claims for which the MBHO is not financially responsible 
● claims for members not currently enrolled
● unclean claims


			Administrative Cost Ratio			The administrative cost ratio indicates how much of each health plan dollar expense is spent on plan administration, including salaries, office expenses, rent and claims processing.


			Admission			An admission to a facility setting where the AHRQ ICD-9 definitions to define specific admissions being reported should be used. (Classify admissions into clinical categories.)


			Anchor Date			The anchor date is the last day of the reporting period for which a service should be considered as included.


			Annual Report			Any report that is to be submitted once per year.


			Behavioral Health Capitation Rate			A per-member, monthly payment to the MBHO from the MCO that covers contracted behavioral health services, and is paid in advance of delivery of services.


			Behavioral Health Inpatient treatment			Behavioral health treatment provided in a hospital-setting 24 hours a day.


			Behavioral Health Medical Cost Ratio			The ratio between the cost to deliver behavioral health care and the capitation rate paid to the MBHO by the MCO.


			Behavioral Health Services			Behavioral health services include both mental health services AND alcohol and other drug services.
HEDIS diagnosis codes specified by the most recent measures titled Mental Health Utilization and Identification of Alcohol and Other Drug Services.


			Binding Arbitration			A process conducted in accordance with the rules and regulations of the American Health Lawyers Association pursuant to the Uniform Arbitration Act as adopted in the State of Indiana at IC 34-57-2, unless the provider and the MCO mutually agree to some other binding resolution procedure or other statutorily imposed procedures apply.

Binding arbitration may be requested by a non-contracted provider of service to an MCO-eligible member if the provider has followed all other recourse and continues to be dissatisfied with the MCO panel's reimbursement decision.


			Case Management			A process whereby covered persons with specific healthcare needs are identified, and a plan is formulated and implemented to achieve optimum outcomes that efficiently uses healthcare resources.


			Case Manager			An experienced professional (i.e.: nurse, doctor, social worker) who works with clients, providers and health plans to coordinate all necessary services; developing a treatment plan which includes identified treatment goals/ objectives that assists the clients in obtaining optimum outcomes.


			Category of Service (COS)			A designation indicating the nature of the service rendered (i.e.: inpatient hospital, pharmacy, physician)


			Children with Special Health Care Needs			Children with special health care needs are those who have or are at increased risk for a chronic physical, developmental, behavioral or emotional condition and who also require health and related services of a type or amount beyond that required by children generally.


			Claim			A claim is a billing encounter notice submitted for reimbursement consideration or health care utilization documentation that itemizes health care service(s) (i.e., claim line items) that have been rendered to a member.


			Claims lag period			The claims lag is a duration of time, typically 90 days, which is allowed to transpire prior to reporting an activity or service to provide some reasonable assurance that the data represents all incurred claims. 


			Claims Payable per Member			Claims Payable per Member indicates the average medical cost per member per month. It reflects claims liability adjusted by the number of members for comparability with plans of different size.


			Clean Claim			A claim in which all information required for processing the claim is on the claim form (see IC 12-15-13-0.5 through IC 12-15-13-0.7).


			Clean Claim Paid Late  			For electronically submitted claims, a clean claim is paid late when it is paid more than 21 calendar days of the MCO’s receipt.  For paper submitted claims, a clean claim is paid late when it is paid more than 30 calendar days after the MCO’s receipt.


			Clean Claim Paid On Time 			For electronically submitted claims, a clean claim is paid on time when it is paid within 21 calendar days of the MCO’s receipt.  For paper submitted claims, a clean claim is paid on time when it is paid within 30 calendar days of the MCO’s receipt.


			CMS 1500 Claim  			Claim form for professional services mandated; under HIPAA, electronically submitted claims are referred to as 837P claims.  Unless specifically indicated otherwise, the term CMS 1500 is used for either paper or electronically submitted professional claims.


			Cohort			A group of members sharing a common factor where reporting is to be broken out by a specified attribute, often by age.


			Complete			Does it represent all data?


			Continuous Enrollment Period			Specifies the minimum amount of time a member must be enrolled in the health plan before becoming eligible for consideration within the cohort for the measure.


			Credentialing Process			The process required to assure that a provider has obtained all required applicable licensure, certification or registry per State law. Obtaining independent evidence of a board certification, qualifications and allowances to participate as a Medicaid provider without exclusions or limitation.


			Current Ratio			The Current ratio is an indication of how likely a health plan will be able to meet short-term debt obligations. Total assets over total liabilities.


			Days in Claims Receivables			Days in Claims Receivables estimates the amount of time in days it takes the health plan to collect payment for claims that are owed to them by other parties.


			Days in Unpaid Claims			Days in Unpaid Claims estimates the amount of time in days it would take the health plan to pay off outstanding claims obligations.


			Denied Clean Claim  			A denied claim is a billing encounter notice submitted for reimbursement consideration or health care utilization documentation that itemizes health care service(s) (i.e., claim line items) rendered to a person in which all the health care service(s) (i.e., claim line item(s)) are deemed NOT eligible/appropriate for full or partial reimbursement or health care utilization documentation. Denied clean claims should not include:
● rejected claims
● replacement claims


			Denominator			The value which indicates the whole of the measurement that is being calculated. The number below the line in a fraction.


			Description			Within the reporting manual the "Description" field provides specificity regarding a particular item's attributes.


			Diagnosis-related group (DRG)			Used as the basis for reimbursement of inpatient hospital services.


			Disaster Recovery Plan			The documented process designed to restore technical and business services essential to the short-term viability of required services following a disaster. The plan denotes services which are intended to provide minimal levels of functionality while further efforts are in progress to fully restore all functionality to normal business operation levels.


			Discharge			A discharge is the formal termination of service, generally when treatment has been completed or through administrative authority as captured on the claim form.
The HEDIS definition for acute inpatient discharges should be utilized (count admission using discharge date).


			Emergent condition			A medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in placing the health of the individual (or with respect to a pregnancy woman, the health of the woman or her unborn child) in serious jeopardy, serious impairment to bodily functions, or serious dysfunction of any bodily organ or part.


			Encounter claim			Claims which are not submitted for direct reimbursement due to a capitated reimbursement payment model, but report detailed service level information including procedure, diagnosis, place of service, billed amount, provider and member information. Also known as shadow claims.


			Equity per Member			The equity per member measures the capitalization of the health plan on a per member basis. 


			Experience Period			This is the actual period of time, or dates of service incurred, for which the reporting activity took place.


			Fiscal agent contractor			The entity with whom the State contracts to perform one or more business functions associated with claims processing and provider payment activities.


			Formula			Within the reporting manual the "Formula" field provides specificity regarding the calculation required for the measurement.


			Grievance			A grievance is any dissatisfaction expressed by the member, or a provider on behalf of a member, regarding the availability, delivery, appropriateness of quality of health care services, or matters pertaining to the contractual relationship between an enrollee and a MCO or group individual contract holder. A grievance may be verbal or in writing.

(Possible subjects for grievances include, but are not limited to, the quality of care of services provided, and aspects of interpersonal relationships such as rudeness of a provider or employee, or failure to respect the enrollee's rights.)


			HEDIS®			Health Plan Employer Data and Information Set. A core set of national performance measures developed to assess health care data and outcomes.


			HEDIS®-like			HEDIS® reporting is modified to allow for more routine and population specific measurement within state determined guidelines. HEDIS-like measurements primarily utilize the same definitions and criteria, however may not utilize the same continuous enrollment requirements for example in order to obtain similar information.


			Incurred But Not Received (IBNR)			These are claims that have not yet been received by the health plan but where services have been provided.


			Informal Claim Dispute			A process that allows providers to make verbal inquiries or written objections regarding claim payment decisions without (or prior to) filing a formal appeal. 


			In-network Service			Any service that was obtained by an MCO-eligible member by the MCO's contracted provider.


			Inquiry			An inquiry is a concern or issue that is expressed verbally by a member that is expected to be resolved by close of the next business day.


			Intake Episode Start Date (IESD)			The earliest encounter during the Intake Period that is considered as a qualifying encounter.


			Julian Date			Represents the calendar day's number in the total days available in a calendar year (i.e.365 days) A Julian date calculator, which converts standard calendar dates to Julian dates is available, and is included in the IHCP manual.


			Lag Period			The time period identified to allow for claims to be paid for prior dates of services. Also known as the claims run out. Allowing for a lag period increases the likelihood that all incurred claims data has been received and processed through all systems.


			Legacy Provider Identifier (LPI)			A provider's existing provider number or identification number assigned internally by the fiscal agent to identify a provider. The term is not exclusively used to refer to the IHCP number, but is done so within this reporting context.


			Location			Within the claims processing system indicates the location of the claim in the processing cycle such as paid, suspended, or denied. 


			Managed Care Organization			An organization that delivers and manages health services under a pre-paid healthcare delivery model . A risk-based MCO is paid under a monthly premium or capitated payment for each person enrolled at a rate which is based on the projection of the typical patient cost. The MCO is obligated to arrange, administer and pay for the covered healthcare services to eligible members.


			Mean			The value that is intermediate between other values, e.g. an average or expected value.


			Median			The middle value in a set of values that arranged in ascending or descending order. 


			Medicaid Management Information System (MMIS)			The payment and information system utilized for the Medicaid program, otherwise known as IndianaAIM.


			Medical Cost Ratio			The medical cost ratio indicates how much of each health plan dollar expense is spent on medical care.


			Medically necessary			Medically necessary services covered by the IHCP as specified in 405-IAC-5.


			Misdirected Claim  			A claim submitted to the wrong entity for processing (e.g. a claim submitted to the wrong MCO, or submitted to an MBHO when it should have been sent to an MCO).


			Monthly Report			Any report that is to be submitted routinely on a monthly basis.


			National Provider Identifier (NPI) 			A nationally assigned, unique identifier for a provider of healthcare services, supplies and equipment. 


			Non-IBNR Claims Payable			There are claims that have been billed by the provider but have not yet been paid.


			Non-risk contract			A type of contract where the MCO's subcontractor has no risk or the risk is less than five percent of the MCO’s revenue from the Hoosier Healthwise contract


			Numerator			The value representing the number of parts of the whole that are being considered in the calculation. The number above the line in a fraction.


			Out-of-Network Service			Any service that was obtained by an MCO-eligible member by a provider not contracted with the MCO.


			Paid Clean Claim 			A paid claim is a billing encounter notice submitted for reimbursement consideration or (health care) utilization documentation that itemizes (health care) service(s) (i.e., claim line items) rendered to a covered person eligible to receive the (health care) service(s) on the date rendered in which at least one of the (health care) services (i.e., claim line item(s)) is partially or fully reimbursable or deemed eligible for full or partial reimbursement if the submitting entity had not been pre-paid for the (health care) service(s).  Paid clean claims should not include:
● rejected claims
● replacement claims
● misdirected claims
● claims for members not currently enrolled
● claims for which the MBHO is not financially  responsible 
● unclean claims


			Per Member Per Month (PMPM)			Unit of measurement related to each member for each month the member was enrolled in a managed care plan. 
The calculation is as follows: # of units ÷ member months.


			Physician incentive plan 			Any compensation arrangement to pay a physician or physician group that may directly or indirectly have the effect of reducing or limiting the services provided to any plan enrollee.


			Preventive Services Not Obtained 			Indicates that a member has not obtained the OMPP recommended preventive services before the end of their coverage term. 


			Preventive Services Obtained 			This term indicates that a member has obtained the OMPP recommended preventive services before the end of their coverage term. Each year, OMPP will determine which recommended preventive care services apply, based on age and gender, as well as the member’s pre-existing conditions.


			Prior Authorization			A prior authorization is the review of requested medical services to determine medical reasonableness and necessity for covered medical services and supplies in order for utilization management. In the reporting of such reviews, decisions should include any pre-service request including ER admission, continued/concurrent stay, or those that are retroactive in nature. These counts should include all requests submitted regardless of the reviewer’s clinical or non-clinical credentials.


			Quality improvement			A continuous process that identifies problems in healthcare delivery, tests solutions to those problems and constantly monitors the solutions for improvement.


			Quality Management and Improvement Work Plan			The Quality Management and Improvement Work Plan (QI Work Plan) is the primary mechanism to identify for the State the health plan's strategic, high-level, primary goals which have been set to address improving the delivery of health care benefits and services to its Hoosier Healthwise members.  The QI Work Plan is submitted prospectively for each year. It is then updated throughout the year identifying progress, barriers and outcomes via quarterly updates, along with a final evaluation of the prior year's initiatives.  


			Quarterly Report			Any report that must be submitted to OMPP by the last day of the month following the end of the reporting quarter.  


			Rate			The amount, frequency, or speed of something expressed as a proportion of a larger figure or in relation to a whole.


			Readmission			An inpatient admission for any mental health or alcohol and drug diagnosis within 30 calendar days of the discharge from an inpatient facility for the same member.


			Received Claim			A claim that the MCO has accepted into its inventory management system for future adjudication.  For the purposes of this report, rejected claims and replacement claims are not considered received claims.


			Region			Region refers to regional sections of Indiana for managed care purposes. There are eight regions as of 2007, specifically Northwest, North Central, Northeast, West Central, Central, East Central, Southwest and Southeast.


			Reinsurance			Insurance purchased by the health plan from another insurance company to protect itself against all, or part of the losses that may be incurred in the process of honoring the claims of applicable members.


			Rejected Claim  			A claim that the MCO cannot accept into its inventory for future adjudication.  Rejected claims should include:
● misdirected claims
● claims for members not currently enrolled
● claims for which the MBHO is not financially responsible 
For purposes of this report, rejected claims should also include UNCLEAN claims.



			Reliable			Does it measure according to the specifications provided?


			Remittance Advice			A comprehensive statement of claims processed by the fiscal agent on the behalf of the State explaining the provider reimbursement summarizing adjudicated claims results. The remittance advice (RA) equates to the explanation of payment (EOP).


			Replacement Claim  			A claim that the MCO has previously adjudicated but has been resubmitted for reprocessing for modification (i.e., adjustment).  


			Report development period			This is the period of time that OMPP allows a plan to create a report and apply quality validation testing to ensure the accuracy of the report.


			Reporting period			The reporting period is defined as the submission timeframe and may not be the same as the experience period.


			Risk contract			A type of contract where the MCO's subcontractor has risk equaling five percent or more of the MCO’s revenue from the Hoosier Healthwise contract.


			Risk threshold 			The maximum risk, if the risk is based on referral services (i.e. those services not provided directly by the party being paid under the contract), to which a physician or physician group may be exposed under a physician incentive plan without being at substantial financial risk. This is set at 25 percent risk.


			Rural Health Clinic (RHC)			A cost-based reimbursement system of clinics created under the Rural Health Clinic Services Act of 1977 to provide better access to services for people in rural, medically underserved areas through the use of mid-level practitioners.


			Semi-Annual Report			Any report that is to be submitted twice per year.


			Shadow claim			Claims which are not submitted for direct reimbursement due to a capitated reimbursement payment model, but report detailed service level information including procedure, diagnosis, place of service, billed amount, provider and member information. Also known as encounter claims.


			Specialty			Describes the specialized practice area of a provider type.


			Stop-Loss Coverage Protection 			Insurance coverage taken out by a health plan or self-funded employer to provide protection from losses resulting from claims greater than a specific dollar amount per covered per  year (calendar year or illness-to-illness). Types of stop loss insurance includes (1)specific or individual-reimbursement - given for claims on any covered individual that exceed a predetermined deductible, or (2) aggregate-reimbursement - given for total claims that exceed a predetermined level, such as 125 percent of the amount expected in an average year.

Stop-loss protection is coverage designed to limit the amount of financial loss experienced by a health care provider. PIP regulations require that physicians and physician groups be protected from risk beyond the stop-loss threshold


			Subcontractor			Any person or firm undertaking a part of the work defined under the terms of a contract, by virtue of an agreement with the prime contractor. Before the subcontractor begins, OMPP approval is required.


			Third Party Liability (TPL)			Funds credited to Medicaid covered services for which the program would otherwise be liable except for a primary insurer payment.


			Type of Bill (TOB)			The type of bill provides specific information about the bill for Medicaid (or other payers) billing purposes on institutional claims.


			UB-04 Claim  			Claim form for institutional services; under the Health Insurance Portability and Accountability Act (HIPAA), electronically submitted institutional claims are referred to as 837I claims.  Unless specifically indicated otherwise, the term UB-92 is used for either paper or electronically submitted institutional claims.


			Unduplicated Member			The consideration of counting a member only once during the specified reporting timeframe. The unduplicated count should be submitted on the QR-M2.


			Unit of Service			A unit is the measurement division for a particular service. This will be different by service type or within service ranges, such as one hour, one-quarter hour, an assessment, a day, a single procedure, a single transportation service to a medical service, etc.


			Universe			The full scope of a data group.


			Unlisted procedure			Services or procedures performed by physicians that are not identified in the CPT code book with a specific procedure code. Unlisted procedure codes often end in a '99' and may require additional information about the procedure to determine pricing and medical necessity.


			Unspent Member Contribution 			The situation that occurs when a member’s total paid claims during their coverage term do not exceed the total amount of their member contributions made during the coverage term. 


			Urgent condition			Defined as a condition not likely to cause death or lasting harm and therefore does not equate to an emergent condition, but would require treatment within a 24 hour period.


			Utilization			The extent to which the members of a covered group use a program or obtain a particular service, or category of procedures, over a given period of time. Usually expressed as the number of services used per year or per numbers of persons eligible for the services.


			Windows SharePoint Services			SharePoint Services is collaboration software that enables individuals working on a project team or in a functional group to share information and communicate in one central location.
OMPP utilizes a SharePoint site as the primary data storage and transfer mechanism for required health plan reporting.
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MCE Reporting Manual


Additional Capitation Rate Calculation Sheet (CRCS) Documentation Logic





OMPP’s contracted actuary utilizes the information supplied through the CRCS reporting along with data collected via the encounter data submission process through the contracted fiscal agent to conduct the managed care utilization and cost analysis. Certain standard logic is applied by the actuary to effectively capture the data into categories of service as discussed below.





File Transfer:


[bookmark: _GoBack]Data files are submitted from the fiscal agent to the actuary on a monthly basis with incremental claims submissions, voids, replacements, adjustments and denials of previously submitted claims, and a full enrollment replacement. The “Paid Date” field indicates whether or not a claim will be submitted during the month. If a shadow claim is processed through the MMIS prior to the last day of the month and the paid date is in the following month, the claim will not be submitted to the actuary until the following month.





For HHW, the fiscal agent paid date is Tuesday of each week. A claim must have a paid date as of the last Tuesday of the month to be included in the month’s file transfer.





For HIP, the paid date that is used for encounter claims is based on the date that the fiscal agent processes the file.  Therefore, a HIP claim paid date can be up to the end of the month to be included in the month’s file transfer.





CRCS  Logic:


Member Month Count:


For HHW, a member who is enrolled for 17 days or fewer in a month will be counted as 0.5 member months.   A member who is enrolled for 18 days or more in a month will be counted as 1.0 member months.  The number of days need not be consecutive to count towards being a full month.


For HIP, all members are assigned a full month regardless of the number of days enrolled in the month.





Duplication:


There is some logic applied to the data received from the fiscal agent due to duplication of claims that results in the removal, or exclusion of data. In instances of duplicated claims data, the actuary developed SQL duplication logic to retain only appropriate claim lines for the CRCS analysis. Duplication of claims occurs when the same claim is submitted to the fiscal agent by a health plan multiple times. 





The actuary applies a “Unique Key” to each claim line in order to effectively identify all data lines.











The logic is as follows:


			Claim Type


			Claim Type


			Unique Key





			UB-04


			Inpatient


			Recipient ID + Date of Service + Claim Line Number + DRG 





			UB-04


			Outpatient


			Recipient ID + Date of Service + Claim Line Number + Revenue Code + Procedure Code





			Rx


			


			Recipient ID + Date of Service + Claim Line Number + NDC Code 





			CMS 1500


			*Radiology  Pathology


			Recipient ID + Date of Service + Claim Line Number + Procedure Code  + Procedure Modifier





			CMS 1500


			All Other


			Recipient ID + Date of Service + Claim Line Number + Procedure Code 








* Only if Procedure Modifier is TC or 26





When there is not a clear choice on which of the multiple claim lines with the same “Unique Key” to include in the CRCS analysis, the actuary will retain the paid claim line and remove any denied claim lines. If no paid claim line exists (i.e. claim lines are denied), the denied claim line with the highest claim number will be retained. According to the fiscal agent’s assignment logic for an ICN, the retained denied claim line with the highest claim number should represent the most recent claim line. Therefore, the voided equivalents will be removed or excluded from the CRCS analysis.





Denied/Voided Claim Count:





Fully denied claims by the health plan are not considered in the CRCS analysis.





Claims that have been voided, as indicated by the claim’s Region Code, will be excluded. Therefore, ICN’s that have a region code “53” are excluded.





HHW:


For each claim line that has utilization, whether the line is paid or denied during the re-processing of the claim by the fiscal agent, the utilization is countable in the CRCS analysis. For UB-04 claims and certain CMS 1500 categories of service, CRCS Units don’t correspond to units allowed. Please refer to the guidelines outlined in the service category tables starting on page Appendix III.G.1 - 5 below:





HIP:


Only units from paid claim lines are countable in the CRCS analysis.





Zero Paid Repricing Logic:


For all paid claim lines that have a zero ($00.00) paid amount in the paid amount field, the actuary places an indicator flag on the claim line. These claims are repriced to an average cost per unit within the specified category of service.





Category of Service Assignment Logic:


The category of service assignment logic depends on either the DRG, Revenue Code, CPT-4, or HCPCS codes applicable. The category of service tables included in this document lists all the DRGs, Revenue Codes, and CPT-4/ HCPCS procedure codes that are used to map claim lines into specific categories of service. In addition, the SQL reference table that is used to map the encounter claims into categories of service is included. 





Further, logic is included regarding the mapping of unassigned claims to a default category of service. For example, if an inpatient claim is not assigned by a DRG code, it would automatically be mapped into the Inpatient Hospital – Other Inpatient COS. In the same manner, if an outpatient claim is not assigned using a Revenue code, it will be automatically mapped into Outpatient Hospital – Other Outpatient COS. All Drug claims are automatically assigned into Pharmacy – Prescription Drugs COS. Although pharmacy services billed utilizing the NCPDP pharmacy claim form have been carved out of the managed care environment, the line of service has been maintained for any instance where the plan paid the service. The CMS 1500 claim lines that are not assigned by the CPT-4/ HCPCS procedure codes into a specific category of service will flow through the provider specialty SQL logic. Included is the provider specialty code mapping to the specific categories of services.





Of particular note, Anesthesiologist services are removed from the Physician – Inpatient and Outpatient Surgery COS. These claim lines of service are identified using ‘AA’, ‘AD’, and ‘AE’ procedure code modifiers, or alternatively if a CPT-4 Code on the claim line is less than ‘10000.’ These claim lines are mapped into the Physician – Other Professional COS. 





Assistant Surgeon services are mapped into the Physician – Inpatient and Outpatient Surgery COS. These claim lines of service are identified using ‘AS’, ‘80’, ‘81’ and ‘82’ procedure code modifiers.





HIP CRCS - POWER account application:


In the development of the capitation rates, the actuary must consider the amounts paid by the plan, net of the power account payments. Therefore, the HIP CRCS has additional categories of service designated as power account payments. It should be kept in mind that power account payments, similar to third party liability payments, are not deducted by detail line but only reduced at the header payment level. Accordingly, the power account payment lines of service are grouped by claim type indicated by the UB 04 or CMS 1500 designation and applicable COS are reduced in aggregate. 





CRCS Analysis Results:





Once the COS logic is complete, various cost and utilization results are computed.





Average Cost per Unit:


In the resulting CRCS analysis, a cost per unit is calculated for each COS line item. The equation is the Total Encounter Dollars over the Total Countable Units that have positive (non-zero) paid amounts.





Service Cost per member per month:


To determine the average cost spread across the population on a PMPM basis, the equation is the Annual Utilization per 1,000 multiplied by the Avg Cost per Unit divided by 12,000.





Encounter PMPM:


To determine the cost of the submitted claims based off the re-processing of claims by the fiscal agent on a PMPM basis, the equation is the Total Paid Amount for all Encounter data over the Total Member Months.





Annual Utilization per 1,000:


To determine the average utilization on a comparable per 1,000 basis, the equation is the Total Encounter Units over the Total Member Months, multiplied by 12,000.






HOOSIER HEALTHWISE





Category of Service:    Inpatient Hospital





			IP Medical/Surgical/Non-Delivery Maternity


			Units are considered to be the number of days associated with the inpatient stay.





			AP-DRGs


			





			0001 - 0369


			





			0376 - 0384


			





			0392 - 0423


			





			0439 - 0468


			





			0471 - 0494


			





			0530 - 0589


			





			0602 - 0619


			





			0622 - 0628


			





			0631 - 0641


			





			0700 - 0716


			





			0730 - 0740


			





			0752


			





			0754 - 0901


			





			IP Well Newborn


			Units are considered to be the number of days associated with the inpatient stay. To calculate the days of hospitalization, units are calculated by using the difference between the last date of service and admission date. If the last date of service and admission are equal, this will be considered to equal one day (1 unit).





			AP-DRGs


			





			0620 - 0621


			





			0629 - 0630


			 





			

Inpatient Maternity -Delivery


			Units are considered to be the number of days associated with the inpatient stay. To calculate the days of hospitalization, units are calculated by using the difference between the last date of service and admission date. If the last date of service and admission are equal, this will be considered to equal one day (1 unit).





			AP-DRGs


			





			0370 - 0375


			





			0650 - 0652


			





			IP Behavioral Health


			Units are considered to be the number of days associated with the inpatient stay.





			AP-DRGs


			





			0424 - 0432


			





			0743 – 0751


			





			0753


			





			

Other Inpatient


			Units are considered to be the number of days associated with the inpatient stay.





			AP-DRGs


			





			


			





			0469 - 0470


			 





			


			 












Category of Service:   Outpatient Hospital





			Emergency Room


			Reassign one unit per each claim line item assigned per revenue code





			Revenue Code





			450 - 459





			981





			Other Outpatient


			Reassign one unit per each claim line item assigned





			Revenue Code





			All other revenue codes excluding –those itemized under emergency room, transportation, or DME, home health, and other ancillary services











Category of Service:    Pharmacy





			Prescription Drugs


			Reassign one unit per each claim line will be considered one script





			All Prescription Drugs Dispensed















Category of Service:    Ancillary





			Transportation


			Units will equal submitted units available on all claim lines except claim lines with procedure codes that represent mileage and wait components. (HCPCS codes A0160, A0420, A0425, A0436, A0888, P9603,T2007). Since units represent “trips”, CRCS units for mileage and wait components are set to zero.





			CPT – 4 / HCPCS Code


			Revenue Code


			Provider Type





			A0001 -A0999


			540 - 549


			Or any services provided by a Transportation Provider and not assigned by CPT-4/ HCPCS methodology or not Provider Type Specific





			P9603 – P9604


			


			





			S0207 - S0215


			


			





			T2001 - T2007 


			 


			





			T2049


			 


			





			DME, Home Health, Other Ancillary


			Reassign one unit per each claim line item assigned





			CPT – 4 / HCPCS Code  


			Revenue Code


			Provider Type





			92393                                  


			270 - 279


			Or any services provided by DME, Home Health, and Other Ancillary Providers and not assigned by CPT‑4/ HCPCS methodology or not Provider Type Specific





			99500 -99602


			290 - 299


			





			A4206 - A8999


			–527


			





			A9000 - A9300


			570 - 609


			





			A9500 - A9700


			621 - 624


			





			A9900 -A9999


			640 - 649


			





			B4000 - B9999


			651 - 654


			





			E0100 - E9999


			660 - 669


			





			G0000 - G9999


			


			





			K0001 - K9999


			


			





			L0000 – L9999


			


			





			Q0000 – Q9940


			


			





			S5035 – S5523


			


			





			S8095 - S8490


			


			





			S8999 - S9034


			


			





			


			


			





			S9208 - S9381


			


			





			S9490 - S9810


			


			





			T1021


			


			





			T2101 - T5999


			


			





			V2620 - V2632


			


			





			


			


			





			V5335 - V5336


			


			












Category of Service:    Physician





			Inpatient and Outpatient Surgery


CRCS reported units correspond to allowed units on each line item. 





			CPT – 4 / HCPCS Code





			10000 – 36414





			36416 – 58999





			59525





			60000 - 69999





			92973 - 92974





			92980 – 92998





			93451 - 93462





			93501 – 93536





			93580 - 93581





			99143 – 99150





			M0301





			S2053 – S2250





			S2270 – S2900





			Maternity – Delivery





			CPT – 4 / HCPCS Code 


Excludes anesthesiologist and assistant surgeon services





			59400





			59409 – 59410





			59510 – 59515





			59610





			59612





			59614





			59618





			59620





			59622





			Maternity – Non-Delivery


Excludes anesthesiologist and assistant surgeon services





			59000 - 59399





			59412 - 59414





			59425 - 59430





			59812 - 59899





			
Office Visits/Consults


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			98966 - 98969





			99201 - 99215





			99241 - 99275





			99321 -99355





			99358 - 99359





			99361 - 99362





			99366 - 99380





			99441 - 99444





			99499





			T1015





			Well Baby Exams/Physical Exams


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			99381 -99404





			99411 - 99429





			99432





			99461












			
Hospital Inpatient Visits


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			90816 - 90829





			99217 – 99239





			99289 - 99318





			99356 - 99357





			99431





			99433





			99435 - 99436





			99440





			99460





			99462 – 99469





			99471 - 99472





			99475 - 99480





			Emergency Room Visits


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			99281 – 99288





			
Radiology/ Pathology


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code


			Provider Type





			70000 – 89999


			Or any services provided by Radiology and Pathology providers  and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			P0001 – P9009


			





			R0009 – R0999


			





			S3600 – S3890


			





			Outpatient Behavioral Health


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			90801 – 90815





			90845 – 90899





			99408 - 99409





			H0001 – H0050





			H1011 – H2037





			M0064












			Self Referral


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code


				Provider Type	





			92002 – 92392


			Or any services provided by Chiropractic, Podiatric and Eye Care Providers and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			92395 – 92396


			





			92499


			





			98940 – 98943


			





			99172 - 99174


			





			V2020 – V2615


			





			V2700 – V2999


			





			Other Professional


Reassign one unit per each claim line assigned. This will eliminate the adverse impact of claim line items with large units on overall utilization for this category of service.





			CPT – 4 / HCPCS Code


				Provider Type	





			00000 - 09999


			Or any services provided by Other Professional Providers and not assigned by CPT-4/ HCPCS methodology or not Provider Type Specific. This includes services performed by an Anesthesiologist.





			36415


			





			D0000 – D9999


			





			H5160


			





			H5200 – H5300


			





			J0110 – J9999


			





			V5000 – V5334


			





			V5337 – V5999


			






























HEALTHY INDIANA PLAN





Category of Service assignment logic for the Health Indiana Plan is the same as for Hoosier Healthwise, except that Inpatient Hospital data is not subdivided by DRG.
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The following data represents the detailed claims file layout that is used by the OMPP actuary when reviewing HHW claims information received by the fiscal agent.





			[bookmark: RANGE!A1:E87]FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			AGE


			SMALLINT


			2


			YES


			AGE OF PATIENT AT TIME OF SERVICE.





			AID_CATEGORY


			VARCHAR


			20


			YES


			OMPP AID CATEGORY  EXAMPLES: A-AGED, B-BLIND, FS-FIRST STEPS





			AID_GROUP


			VARCHAR


			12


			YES


			OMPP AID GROUP.  EXAMPLES: DABD, 590, ADLT





			DUALSTAT


			VARCHAR


			1


			NO


			WHETHER PATIENT IS QUALIFIED MEDICARE BENEFICIARY, SPECIAL LOW-INCOME MEDICARE BENEFICIARY, FULL DUAL, OR NOT DUAL ELIGIBLE.





			AMOUNT_ALLOWED


			DECIMAL


			9


			YES


			THE AMOUNT ALLOWED FOR THE SERVICE PROVIDED ON THE CLAIM DETAIL.





			AMOUNT_BILLED


			DECIMAL


			9


			YES


			THE BILLED AMOUNTS FOR THE CLAIM DETAIL.





			AMOUNT_BILLED_RAW


			DECIMAL


			9


			YES


			BILLED AMOUNT AS CALCULATED BY HP





			AMOUNT_COINSURANCE


			DECIMAL


			9


			YES


			AMOUNT DUE FROM MEDICAID FOR A COINSURANCE CHARGED BY MEDICARE NORMALLY PAID BY RECIPIENT.





			AMOUNT_COPAY


			DECIMAL


			9


			YES


			AMOUNT OF CO-PAY APPLICABLE TO THE SERVICE PROVIDED.





			AMOUNT_PAYMENT


			NUMERIC


			9


			YES


			PRO-RATED AMOUNT PROVIDER WAS REIMBURSED FOR CLAIM DETAIL





			AMOUNT_PAYMENT_RAW


			DECIMAL


			9


			YES


			AMOUNT PAYMENT BEFORE CUTBACKS ARE APPLIED.





			BILL_TYPE


			VARCHAR


			10


			YES


			CODE WHICH INDICATES THE SPECIFIC TYPE OF FACILITY THAT IS BILLING FOR SERVICES





			CLAIM_NUMBER


			VARCHAR


			20


			YES


			HP ICN - UNIQUE NUMBER ASSIGNED TO EACH CLAIM.





			CLAIM_STATUS


			VARCHAR


			1


			NO


			INDICATES WHETHER THE CLAIM IS AN ORIGINAL CLAIM (O), A VOIDED CLAIM (V), OR A REPLACEMENT CLAIM (R).





			COS


			CHAR


			6


			YES


			CATEGORY OF SERVICE








			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			DATA_SOURCE


			VARCHAR


			30


			YES


			CODE THAT INDICATES THE SOURCE FILE FOR CLAIM INFORMATION.





			DATE_ADMISSION


			DATETIME


			8


			YES


			DATE THAT THE RECIPIENT WAS ADMITTED BY THE PROVIDER FOR IN-FACILITY CARE.





			DATE_BILLED


			DATETIME


			8


			YES


			DATE CLAIM BILLED





			DATE_DISCHARGE


			DATETIME


			8


			YES


			UB92 CLAIMS-DATE PATIENT DISCHARGED





			DATE_FIRST_SERVICE


			DATETIME


			8


			YES


			DATE ON WHICH SERVICE WAS FIRST PROVIDED (OLDEST DATE OF ALL DETAILS)





			DATE_LAST_SERVICE


			DATETIME


			8


			YES


			DATE ON WHICH SERVICE WAS LAST PROVIDED (LATEST DATE OF ALL DETAILS)





			DATE_PAID


			DATETIME


			8


			YES


			CYCLE DATE THE CHECK OR EFT WAS CREATED





			DEDUCTIBLE


			DECIMAL


			9


			YES


			AMOUNT DUE FROM MEDICAID FOR A DEDUCTIBLE CHARGED BY MEDICARE NORMALLY PAID BY RECIPIENT.





			DIAGNOSIS_PRINCIPLE


			VARCHAR


			6


			YES


			FIRST (PRINCIPAL) DIAGNOSIS CODE.





			DIAGNOSIS_2


			VARCHAR


			6


			YES


			SECONDARY DIAGNOSIS CODE





			DIAGNOSIS_3


			VARCHAR


			6


			YES


			TERTIARY DIAGNOSIS CODE.





			DIAGNOSIS_4


			VARCHAR


			6


			YES


			FOURTH DIAGNOSIS CODE.





			DISCHARGE_STATUS


			VARCHAR


			4


			YES


			CODE THAT INDICATES THE STATUS OF THE RECIPIENT AS OF THE ENDING SERVICE DATE.





			


DRG


			VARCHAR


			4


			YES


			DIAGNOSIS-RELATED GROUP





			DUAL_AID_CATEGORY


			VARCHAR


			3


			YES


			WHETHER PATIENT IS QUALIFIED MEDICARE BENEFICIARY, SPECIAL LOW-INCOME MEDICARE BENEFICIARY, FULL DUAL, OR NOT DUAL ELIGIBLE.





			FACILITY_FLAG


			VARCHAR


			12


			YES


			Y/N FIELD INDICATES WHETHER SERVICE OCCURRED IN FACILITY (HOSPITAL, NURSING HOME).


















			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			LINE_NUMBER


			VARCHAR


			6


			YES


			DETAIL NUMBER OF CLAIM.





			MCO_ID


			VARCHAR


			20


			YES


			MCO ID ASSIGNED BY HP





			NDC_CODE


			VARCHAR


			11


			YES


			NATIONAL DRUG CODE (NDC).





			CLAIM_TYPE


			VARCHAR


			5


			YES


			INDICATES THE TYPE OF CLAIM FORM, (UB92, OR CMS 1500), AND WHETHER THE CLAIM IS A CROSSOVER OR NOT.





			PAYMENT_STATUS


			VARCHAR


			10


			YES


			WHETHER THE CLAIM DETAIL IS PAID OR DENIED





			PLACE_OF_SERVICE


			VARCHAR


			2


			YES


			CODE INDICATING THE SITE AT WHICH THE SERVICES WERE PROVIDED.





			PRESCRIPTION_NUMBER


			VARCHAR


			20


			YES


			PRESCRIPTION NUMBER FOR THE CLAIM





			PROCEDURE_CODE


			VARCHAR


			5


			YES


			CPT OR HCPCS PROCEDURE CODE





			





PROCEDURE_MODIFIER


			CHAR


			2


			YES


			FIRST PROCEDURE CODE MODIFIER.





			PROCEDURE_MODIFIER2


			CHAR


			2


			YES


			SECOND PROCEDURE CODE MODIFIER.





			PROCEDURE_MODIFIER3


			CHAR


			2


			YES


			THIRD PROCEDURE CODE MODIFIER.





			PROCEDURE_MODIFIER4


			CHAR


			2


			YES


			FIRST PROCEDURE CODE MODIFIER.





			PROVIDER_ATTENDING


			VARCHAR


			20


			YES


			PROVIDER WHO RENDERED SERVICES.





			PROVIDER_BILLING


			VARCHAR


			20


			YES


			PROVIDER NUMBER FOR ENTITY THAT BILLED THE CLAIM





			RECORD_ID


			BIGINT


			8


			NO


			UNIQUELY IDENTIFIES RECORD IN DATABASE





			REVENUE_CODE


			VARCHAR


			5


			YES


			IDENTIFIES TYPE OF SERVICE PROVIDED.





			RID


			VARCHAR


			20


			YES


			ID THAT UNIQUELY IDENTIFIES A RECIPIENT





			SERVICE_YEAR_AND_MONTH


			VARCHAR


			6


			YES


			THE YEAR AND MONTH (YYYYMM) IN WHICH THE SERVICE WAS RENDERED.





















			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			TPL


			NUMERIC


			9


			YES


			AMOUNT OF CLAIM DETAIL COVERED BY THIRD PARTY LIABILITY





			TPL_COVERAGE


			VARCHAR


			10


			YES


			THIRD-PARTY LIABILITY (OTHER THAN MEDICARE) FLAG





			UNITS_ALLOWED


			DECIMAL


			9


			YES


			NUMBER OF UNITS OF THE PROCEDURE BILLED THAT WERE ALLOWED.





			UNITS_BILLED


			DECIMAL


			9


			YES


			NUMBER OF UNITS OF THE PROCEDURE PERFORMED THAT THE PROVIDER BILLED THE IHCP.





			CRCS_FORM_TYPE


			CHAR


			10


			YES


			INDICATES TYPE OF CLAIM (C-CAPITATION PAYMENTS, U-UB92, H-CMS 1500, D-DENTAL)





			CRCS_CATEGORY_OF_SERVICE


			CHAR


			40


			NO


			CRCS CATEGORY OF SERVICE





			CRCS_UTIL


			NUMERIC


			4


			NO 


			NUMBER OF UNITS COUNTED FOR CRCS





			CRCS_DOLLARS


			NUMERIC


			9


			NO


			DOLLARS COUNTED FOR CRCS





			INCLUDED_FLAG


			CHAR


			8


			NO 


			FLAG INDICATING WHETHER CLAIM WAS INCLUDED





			RATE_CELL


			CHAR


			15


			NO


			CRCS RATE CELL





			PACKAGE


			CHAR


			10


			NO


			CRCS PACKAGE





			PLAN CLAIM NUMBER


			VARCHAR


			20


			NO


			MCO’S INTERNAL CLAIM NUMBER
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The following data represents the detailed claims file layout that is used by the OMPP actuary when reviewing HIP claims information received by the fiscal agent.








			[bookmark: RANGE!A1:E87]FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			AGE


			SMALLINT


			2


			YES


			AGE OF PATIENT AT TIME OF SERVICE.





			AID_CATEGORY


			VARCHAR


			20


			YES


			OMPP AID CATEGORY  EXAMPLES: A-AGED, B-BLIND, FS-FIRST STEPS





			AID_GROUP


			VARCHAR


			12


			YES


			OMPP AID GROUP.  EXAMPLES: DABD, 590, ADLT





			AMOUNT_BILLED


			DECIMAL


			9


			YES


			THE BILLED AMOUNTS FOR THE CLAIM DETAIL.





			AMOUNT_COPAY


			DECIMAL


			9


			YES


			AMOUNT OF CO-PAY APPLICABLE TO THE SERVICE PROVIDED. ONLY POPULATED ON PHARMACY CLAIMS FOR HIP





			AMOUNT_PAYMENT


			NUMERIC


			9


			YES


			MCO DETAIL AMOUNT PAID INCLUDES AMOUNT FROM MEMBER/STATE POWER ACCOUNT





			BILL_TYPE


			VARCHAR


			10


			YES


			CODE WHICH INDICATES THE SPECIFIC TYPE OF FACILITY THAT IS BILLING FOR SERVICES





			CLAIM_NUMBER


			VARCHAR


			20


			YES


			ICN - UNIQUE NUMBER ASSIGNED TO EACH CLAIM BY HP.





			CLAIM_STATUS


			VARCHAR


			1


			NO


			INDICATES WHETHER THE CLAIM IS AN ORIGINAL CLAIM (O), A VOIDED CLAIM (V), OR A REPLACEMENT CLAIM (R).





			CLAIM_TYPE


			VARCHAR


			5


			YES


			INDICATES THE TYPE OF CLAIM FORM, (UB92, OR CMS 1500), AND WHETHER THE CLAIM IS A CROSSOVER OR NOT.





			DATA_SOURCE


			VARCHAR


			30


			YES


			CODE THAT INDICATES THE SOURCE FILE FOR CLAIM INFORMATION.





			DATE_ADMISSION


			DATETIME


			8


			YES


			DATE THAT THE RECIPIENT WAS ADMITTED BY THE PROVIDER FOR IN-FACILITY CARE.





			DATE_BILLED


			DATETIME


			8


			YES


			DATE CLAIM RECEIVED BY HP





			DATE_FIRST_SERVICE


			DATETIME


			8


			YES


			DATE ON WHICH SERVICE WAS FIRST PROVIDED (OLDEST DATE OF ALL DETAILS)





			DATE_LAST_SERVICE


			DATETIME


			8


			YES


			DATE ON WHICH SERVICE WAS LAST PROVIDED (LATEST DATE OF ALL DETAILS)















			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			DATE_PAID


			DATETIME


			8


			YES


			MCO PAID DATE FROM COB DETAIL





			DIAGNOSIS_PRINCIPLE


			VARCHAR


			6


			YES


			ONLY ON UB92 CLAIM TYPES





			DIAGNOSIS_1


			VARCHAR


			6


			YES


			1ST DIAGNOSIS AS REPORTED ON CLAIM FROM MCO





			DIAGNOSIS_2


			VARCHAR


			6


			YES


			2ND DIAGNOSIS AS REPORTED ON CLAIM FROM MCO





			DIAGNOSIS_3


			VARCHAR


			6


			YES


			3RD DIAGNOSIS AS REPORTED ON CLAIM FROM MCO.





			DIAGNOSIS_4


			VARCHAR


			6


			YES


			4TH DIAGNOSIS AS REPORTED ON CLAIM BY MCO





			DISCHARGE_STATUS


			VARCHAR


			4


			YES


			CODE THAT INDICATES THE STATUS OF THE RECIPIENT AS OF THE ENDING SERVICE DATE.





			





DRG


			VARCHAR


			4


			YES


			DIAGNOSIS-RELATED GROUP – CURRENTLY NOT POPULATED ON HIP CLAIMS





			FACILITY_FLAG


			VARCHAR


			12


			YES


			Y/N FIELD INDICATES WHETHER SERVICE OCCURRED IN FACILITY (HOSPITAL, NURSING HOME).





			LINE_NUMBER


			VARCHAR


			6


			YES


			DETAIL NUMBER OF CLAIM.





			MCO_ID


			VARCHAR


			20


			YES


			MCO ID ASSIGNED BY HP 





			NDC_CODE


			VARCHAR


			11


			YES


			NATIONAL DRUG CODE (NDC).





			PAYMENT_STATUS


			VARCHAR


			10


			YES


			WHETHER THE CLAIM DETAIL IS PAID OR DENIED





			PLACE_OF_SERVICE


			VARCHAR


			2


			YES


			CODE INDICATING THE SITE AT WHICH THE SERVICES WERE PROVIDED.





			PLAN_CLAIM_NUMBER


			VARCHAR


			30


			NO


			MCO’S INTERNAL CLAIM NUMBER





			PLAIN_VOID_REPL_CLAIM_NUMBER


			VARCHAR


			30


			YES


			MCOS ORIGINAL CLAIM NUMBER ON A VOID OR REPLACEMENT CLAIM





			PROCEDURE_CODE


			VARCHAR


			5


			YES


			CPT OR HCPCS PROCEDURE CODE





			PROCEDURE_MODIFIER


			CHAR


			2


			YES


			FIRST PROCEDURE CODE MODIFIER





			PROCEDURE_MODIFIER2


			CHAR


			2


			YES


			SECOND PROCEDURE CODE MODIFIER.





			PROCEDURE_MODIFIER3


			CHAR


			2


			YES


			THIRD PROCEDURE CODE MODIFIER.





			PROCEDURE_MODIFIER4 


			CHAR


			2


			YES


			FOURTH PROCEDURE CODE MODIFIER.














			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			PROVIDER_ATTENDING


			VARCHAR


			20


			YES


			PROVIDER WHO RENDERED SERVICES.





			PROVIDER_ATTENDING_NPI


			VARCHAR


			10


			YES


			NPI FOR RENDERING PROVIDER





			PROVIDER_BILLING


			VARCHAR


			20


			YES


			PROVIDER NUMBER FOR ENTITY THAT BILLED THE CLAIM





			PROVIDER_BILLING_NPI


			NVARCHAR


			10


			YES


			NPI FOR BILLING PROVIDER





			RECORD_ID


			BIGINT


			8


			NO


			UNIQUELY IDENTIFIES RECORD IN DATABASE





			REVENUE_CODE


			VARCHAR


			5


			YES


			IDENTIFIES TYPE OF SERVICE PROVIDED.





			RID


			VARCHAR


			20


			YES


			ID THAT UNIQUELY IDENTIFIES A RECIPIENT





			SERVICE_YEAR_AND_MONTH


			VARCHAR


			6


			YES


			THE YEAR AND MONTH (YYYYMM) IN WHICH THE SERVICE WAS RENDERED.





			UNITS_ALLOWED


			DECIMAL


			9


			YES


			NUMBER OF UNITS OF THE PROCEDURE BILLED THAT WERE ALLOWED.





			UNITS_BILLED


			DECIMAL


			9


			YES


			NUMBER OF UNITS OF THE PROCEDURE PERFORMED THAT THE PROVIDER BILLED THE IHCP.





			CRCS_FORM_TYPE


			CHAR


			10


			YES


			INDICATES TYPE OF CLAIM (U-UB92, H-CMS 1500, D-DENTAL)





			CATEGORY_SORTKEY


			CHAR


			40


			NO


			CRCS CATEGORY OF SERVICE





			CRCS_UNITS


			NUMERIC


			4


			NO 


			NUMBER OF UNITS COUNTED FOR CRCS





			CRCS_AMOUNT_PAYMENT


			NUMERIC


			9


			NO


			DOLLARS COUNTED FOR CRCS





			CRCS_AGE_RANGE


			CHAR


			10


			NO


			AGE RANGE





			CRCS_CARETAKER_TYPE


			CHAR


			20


			NO


			CARETAKER OR NON CARETAKER





			CRCS_INCLUDE


			CHAR


			8


			NO 


			FLAG INDICATING WHETHER CLAIM WAS INCLUDED - ALWAYS ‘Y’ IN HIP
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The following table represents the enrollment detail file layout used by the OMPP actuary when reviewing HHW enrollment information received by the fiscal agent.





			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			[bookmark: _GoBack]YEAR_AND_MONTH


			CHAR


			6


			NO


			YEAR AND MONTH OF ENROLLMENT





			RID


			CHAR


			12


			NO


			RECIPIENT ID





			MCO_ID


			CHAR


			9


			NO


			MCO ID ASSIGNED BY HP





			MIN_DAY


			NUMERIC


			2


			NO


			FIRST DAY OF ENROLLMENT





			MAX_DAY


			NUMERIC


			2


			NO


			LAST DAY OF ENROLLMENT





			AID_CATEGORY


			CHAR


			2


			NO


			AID CATEGORY





			GENDER


			CHAR


			1


			NO


			GENDER





			AGE


			NUMERIC


			2


			NO


			AGE





			AGE_BAND


			CHAR


			2


			NO


			RATE CELL CATEGORY





			PACKAGE


			CHAR


			10


			NO


			PACKAGE A/B OR C





			MEMBER_MONTHS


			NUMERIC


			3


			NO


			MEMBER MONTHS





			COUNTY


			VARCHAR


			20


			YES


			COUNTY IN WHICH RECIPIENT LIVES.





			MEMB_HEALTH_PROG


			VARCHAR


			12


			YES


			HEALTH PROGRAM IN WHICH MEMBER IS ENROLLED.  E.G., MA-TRADITIONAL MEDICAID, 59-590 PROGRAM, K2-CHIP.





			REGION


			CHAR


			1


			YES


			REGION CODE BASED ON RECIPIENT'S COUNTY OF RESIDENCE (1-9)





			SUB_PROG


			CHAR


			2


			YES


			HEALTH SUB-PROGRAM (E.G TM=TRADITIONA MEDICAID, X=MEDICARE SELECT, R=RBMC).
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The following table represents the enrollment detail file layout used by the OMPP actuary when reviewing HIP enrollment information received by the fiscal agent.








			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			YEAR_AND_MONTH


			CHAR


			6


			NO


			YEAR AND MONTH OF ENROLLMENT





			RID


			CHAR


			12


			NO


			RECIPIENT ID





			MCO_ID


			CHAR


			9


			NO


			MCO ID ASSIGNED BY HP





			MIN_DAY


			NUMERIC


			2


			NO


			FIRST DAY OF ENROLLMENT. CURRENTLY BLANK





			MAX_DAY


			NUMERIC


			2


			NO


			LAST DAY OF ENROLLMENT. CURRENTLY BLANK





			AID_CATEGORY


			CHAR


			2


			NO


			AID CATEGORY





			CARETAKER_TYPE


			CHAR


			20


			NO


			[bookmark: _GoBack]CARETAKER OR NON-CARETAKER





			GENDER


			CHAR


			1


			NO


			GENDER





			AGE


			NUMERIC


			2


			NO


			AGE





			AGE_BAND


			CHAR


			2


			NO


			AGE RANGE





			MEMBER_MONTHS


			NUMERIC


			3


			NO


			


MEMBER MONTHS





			COUNTY


			VARCHAR


			20


			YES


			COUNTY IN WHICH RECIPIENT LIVES.





			MEMB_HEALTH_PROG


			VARCHAR


			12


			YES


			HEALTH PROGRAM IN WHICH MEMBER IS ENROLLED.  E.G., MA-TRADITIONAL MEDICAID, 59-590 PROGRAM, K2-CHIP.





			REGION


			CHAR


			1


			YES


			REGION CODE BASED ON RECIPIENT'S COUNTY OF RESIDENCE (1-9)





			SUB_PROG


			CHAR


			2


			YES


			HEALTH SUB-PROGRAM 
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[bookmark: _GoBack]The following table provides a cross-reference of “Ftype Sortkey” and “Category Sortkey” to the standard CRCS category of service.  





CRCS Category Cross-Reference Table:





			Service


			Category Sortkey


			Category Description





			Inpatient Hospital


			101


			Medical/Surgical/Non-Delivery Maternity





			Inpatient Hospital


			102


			Well Newborn





			Inpatient Hospital


			103


			Maternity Delivery





			Inpatient Hospital


			104


			Behavioral Health





			Inpatient Hospital


			105


			Other Inpatient





			Outpatient Hospital


			201


			Emergency Room





			Outpatient Hospital


			202


			Other Outpatient





			Pharmacy


			301


			Prescription Drugs/OTC Drugs





			Ancillaries


			401


			Transportation





			Ancillaries


			402


			DME, Home Health, Other Ancillary





			Physician


			501


			Inpatient and Outpatient Surgery





			Physician


			502


			Maternity Delivery





			Physician


			503


			Maternity Non-delivery





			Physician


			504


			Office Visits/Consults





			Physician


			505


			Well Baby Exams/Physical Exams





			Physician


			506


			Hospital Inpatient Visits





			Physician


			507


			Emergency Room Visits





			Physician


			508


			Radiology/Pathology





			Physician


			509


			Outpatient Behavioral Health





			Physician


			510


			Self-Referral





			Physician


			511


			Other Professional











The following table represents the SQL logic used by the OMPP actuary to map the HCFA claim lines not assigned using CPT-4/HCPCS Procedure Code SQL logic into a specific CRCS category of service.  





Provider Specialty Cross-Reference Table:





			Claim Type


			Specialty 


			Provider Specialty Description


			Category Sortkey


			Category Sortkey Description





			CMS1500


			050


			Home Health Agency                                


			402


			DME, Home Health, Other Ancillary





			CMS1500


			140


			Podiatrist                                        


			510


			Self-Referral





			CMS1500


			150


			Chiropractor                                      


			510


			Self-Referral





			CMS1500


			180


			Optometrist                                       


			510


			Self-Referral





			CMS1500


			190


			Optician                                          


			510


			Self-Referral





			CMS1500


			200


			Audiologist                                       


			511


			Other Professional





			CMS1500


			220


			Hearing Aid Dealer                                


			402


			DME, Home Health, Other Ancillary





			CMS1500


			250


			DME/Medical Supply Dealer                         


			402


			DME, Home Health, Other Ancillary





			CMS1500


			260


			Ambulance                                         


			401


			Transportation





			CMS1500


			332


			Otologist                                         


			511


			Other Professional





			CMS1500


			333


			Pathologist                                       


			508


			Radiology/Pathology





			CMS1500


			341


			Radiologist                                       


			508


			Radiology/Pathology





			CMS1500


			Other 


			All Other Providers


			511


			Other Professional











The following data represents the SQL default logic used by the OMPP actuary to map various claim lines not assigned using DRG/Revenue Code/CPT-4 or HCPCS Procedure Code SQL logic into a specific CRCS category of service.  


Inpatient HOSPITAL Default Values:





CASE


	WHEN drg.category_sortkey IS NOT NULL THEN drg.category_sortkey


	ELSE '105'--'Other Inpatient'


END as 'category_sortkey',





Outpatient HOSPITAL Default Values:





CASE


	WHEN rev.category_sortkey IS NOT NULL THEN rev.category_sortkey


	ELSE '202'--"other outpatient"


END as 'category_sortkey',





CMS-1500 Default Values:





CASE


WHEN  b.category_sortkey IS NOT NULL THEN b.category_sortkey


	WHEN	c.category_sortkey IS NOT NULL THEN c.category_sortkey


	ELSE '511'--Other Professional


END AS 'category_sortkey'


...


	LEFT JOIN--procedure codes match


		IND_MFR.DBO.CRCS_UB_CMS1500_CAT_SORTKEY_XREF b





...


	LEFT JOIN--provider_specialty matches


		IND_MFR.DBO.CRCS_UB_CMS1500_PROV_SPEC_SORTKEY_XREF c






The following data represents the SQL logic used by the OMPP actuary to remap anesthesiologist and assistant surgeon CMS-1500 claim lines into appropriate CRCS categories of service.  


CMS-1500 Re-Categorization:





category_sortkey = CASE WHEN category_sortkey in ('501','503')


	and (procedure_modifier in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER2 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER3 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER4 in ('AS','80','81','82')) THEN  '501'





WHEN category_sortkey in ('501','503') 


	and (procedure_modifier in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER2 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER3 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER4 in ('AA','AD','AE')or


		Procedure_code < '10000') THEN  '511'





WHEN  category_sortkey = '502' and(PROCEDURE_CODE IN('59320','59325','59400','59409','59410','59412','59899')OR


		PROCEDURE_CODE BETWEEN '59425' AND '59430' OR


		PROCEDURE_CODE BETWEEN '59510' AND  '59515'  OR


		PROCEDURE_CODE BETWEEN '59610' AND '59622') AND 


		(procedure_modifier in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER2 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER3 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER4 in ('AS','80','81','82')) then  '501'





WHEN  category_sortkey = '502' and(PROCEDURE_CODE IN('59320','59325','59400','59409','59410','59412','59899')OR


		PROCEDURE_CODE BETWEEN '59425' AND '59430' OR


		PROCEDURE_CODE BETWEEN '59510' AND  '59515'  OR


		PROCEDURE_CODE BETWEEN '59610' AND '59622') AND 


		(procedure_modifier in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER2 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER3 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER4 in ('AA','AD','AE')or


		 Procedure_code < '10000')  THEN '511'





ELSE category_sortkey


END
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Section VII. viii  Appendix III G 7 CRCS Code List.xlsx

Formatted


			The following data represents the SQL logic used by the OMPP actuary to map various claim types to a specified CRCS category of service using the DRG, Revenue Code, or Procedure Code.


			Claim Type			SERVICE_CODE_BEGIN			SERVICE_CODE_END			category_sortkey


			DRG			0001			0369			101


			DRG			0370			0375			103


			DRG			0376			0384			101


			DRG			0392			0423			101


			DRG			0424			0432			104


			DRG			0439			0468			101


			DRG			0471			0494			101


			DRG			0530			0589			101


			DRG			0602			0619			101


			DRG			0620			0621			102


			DRG			0622			0628			101


			DRG			0629			0630			102


			DRG			0631			0641			101


			DRG			0650			0652			103


			DRG			0700			0716			101


			DRG			0730			0740			101


			DRG			0743			0751			104


			DRG			0752			0752			101


			DRG			0753			0753			104


			DRG			0754			0901			101


			REVENUE			270			279			402


			REVENUE			290			299			402


			REVENUE			450			459			201


			REVENUE			527			527			402


			REVENUE			540			549			401


			REVENUE			570			609			402


			REVENUE			621			624			402


			REVENUE			640			649			402


			REVENUE			651			654			402


			REVENUE			660			669			402


			REVENUE			981			981			201


			PROCEDURE			00000			09999			511


			PROCEDURE			10000			36414			501


			PROCEDURE			36415			36415			511


			PROCEDURE			36416			58999			501


			PROCEDURE			59000			59399			503


			PROCEDURE			59400			59400			502


			PROCEDURE			59409			59410			502


			PROCEDURE			59412			59414			503


			PROCEDURE			59425			59430			503


			PROCEDURE			59510			59515			502


			PROCEDURE			59525			59525			501


			PROCEDURE			59610			59610			502


			PROCEDURE			59612			59612			502


			PROCEDURE			59614			59614			502


			PROCEDURE			59618			59618			502


			PROCEDURE			59620			59620			502


			PROCEDURE			59622			59622			502


			PROCEDURE			59812			59899			503


			PROCEDURE			60000			69999			501


			PROCEDURE			70000			79999			508


			PROCEDURE			80000			89999			508


			PROCEDURE			90801			90815			509


			PROCEDURE			90816			90829			506


			PROCEDURE			90845			90899			509


			PROCEDURE			92002			92392			510


			PROCEDURE			92393			92393			402


			PROCEDURE			92395			92396			510


			PROCEDURE			92499			92499			510


			PROCEDURE			92973			92974			501


			PROCEDURE			92980			92998			501


			PROCEDURE			93451			93462			501


			PROCEDURE			93501			93536			501


			PROCEDURE			93580			93581			501


			PROCEDURE			98940			98943			510


			PROCEDURE			98966			98969			504


			PROCEDURE			99143			99150			501


			PROCEDURE			99172			99174			510


			PROCEDURE			99201			99215			504


			PROCEDURE			99217			99239			506


			PROCEDURE			99241			99275			504


			PROCEDURE			99281			99288			507


			PROCEDURE			99289			99318			506


			PROCEDURE			99321			99355			504


			PROCEDURE			99356			99357			506


			PROCEDURE			99358			99359			504


			PROCEDURE			99361			99362			504


			PROCEDURE			99366			99380			504


			PROCEDURE			99381			99404			505


			PROCEDURE			99408			99409			509


			PROCEDURE			99411			99429			505


			PROCEDURE			99431			99431			506


			PROCEDURE			99432			99432			505


			PROCEDURE			99433			99433			506


			PROCEDURE			99435			99436			506


			PROCEDURE			99440			99440			506


			PROCEDURE			99441			99444			504


			PROCEDURE			99460			99460			506


			PROCEDURE			99461			99461			505


			PROCEDURE			99462			99469			506


			PROCEDURE			99471			99472			506


			PROCEDURE			99475			99480			506


			PROCEDURE			99499			99499			504


			PROCEDURE			99500			99602			402


			PROCEDURE			A0001			A0999			401


			PROCEDURE			A4206			A8999			402


			PROCEDURE			A9000			A9300			402


			PROCEDURE			A9500			A9700			402


			PROCEDURE			A9900			A9999			402


			PROCEDURE			B4000			B9999			402


			PROCEDURE			D0000			D9999			511


			PROCEDURE			E0100			E9999			402


			PROCEDURE			G0000			G9999			402


			PROCEDURE			H0001			H0050			509


			PROCEDURE			H1011			H2037			509


			PROCEDURE			H5160			H5160			511


			PROCEDURE			H5200			H5300			511


			PROCEDURE			J0110			J9999			511


			PROCEDURE			K0001			K9999			402


			PROCEDURE			L0000			L9999			402


			PROCEDURE			M0064			M0064			509


			PROCEDURE			M0301			M0301			501


			PROCEDURE			P0001			P9009			508


			PROCEDURE			P9603			P9604			401


			PROCEDURE			Q0000			Q9940			402


			PROCEDURE			R0009			R0999			508


			PROCEDURE			S0207			S0215			401


			PROCEDURE			S2053			S2250			501


			PROCEDURE			S2270			S2900			501


			PROCEDURE			S3600			S3890			508


			PROCEDURE			S5035			S5523			402


			PROCEDURE			S8095			S8490			402


			PROCEDURE			S8999			S9034			402


			PROCEDURE			S9208			S9381			402


			PROCEDURE			S9490			S9810			402


			PROCEDURE			T1015			T1015			504


			PROCEDURE			T1021			T1021			402


			PROCEDURE			T2001			T2007			401


			PROCEDURE			T2049			T2049			401


			PROCEDURE			T2101			T5999			402


			PROCEDURE			V2020			V2615			510


			PROCEDURE			V2620			V2632			402


			PROCEDURE			V2700			V2999			510


			PROCEDURE			V5000			V5334			511


			PROCEDURE			V5335			V5336			402


			PROCEDURE			V5337			V5999			511
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Section VII.ix. Appendix III.G.8 FQHC RHC HHW Provider Table.xlsx

HHW Provider Table





			Medicaid Provider #			Service Location			NPI Number			Type			Provider Name			Address1- Service Location			Address2- Suite/PO Box			City			State			Zip			County


			100196020			A			1689653982			FQHC			Citizens Health Center			1650 North College Avenue						Indianapolis			IN			46202			Marion


			100196020			B			1689653982			FQHC			Citizens Health Center			501 N. East Street						Indianapolis			IN			46204			Marion


			200197530			A			1952332298			FQHC			Community Healthnet, Inc. (Gary Community Health Center, Inc )			1021 West 5th Avenue 						Gary			IN			46402			Lake


			200118670			A			1154381739			FQHC			East Chicago Community Health Center, Inc.			100 W. Chicago Avenue						East Chicago			IN			46312			Lake


			200118670			B			1609912492			FQHC			East Chicago Community Health Center, Inc.			1313 W. Chicago Avenue						East Chicago			IN			46312			Lake


			200079040			B			1912906850			FQHC			ECHO Community Health Care, Inc.			315 Mulberry Street						Evansville			IN			47713			Vanderburgh


			200079040			C			1700816683			FQHC			ECHO Community Health Care, Inc.			501 John Street			Suite 12			Evansville			IN			47713			Vanderburgh


			200079040			D			1467483255			FQHC			ECHO Community Health Care, Inc.			25 W. Division Street						Evansville			IN			47710			Vanderburgh


			200079040			E			1770875973			FQHC			ECHO Community Health Care, Inc.			801 St. Mary's Drive			Suite 309			Evansville			IN			47714			Vanderburgh


			200079040			F			1295040160			FQHC			ECHO Community Health Care, Inc.			410 Mulberry Street						Evansville			IN			47713			Vanderburgh


			200127470			A			1568404226			FQHC			Trafalgar Family Health Center, Inc. (Windrose Health Network, Inc.)			14 Trafalgar Square						Trafalgar			IN			46181			Johnson


			200127470			B			1568404226			FQHC			Edinburgh Family Health Center, Inc. (Windrose Health Network, Inc.)			911 E. Main Cross Street						Edinburgh			IN			46124			Johnson


			200127470			C			1568404226			FQHC			Hope Family Health Centers, Inc. (Windrose Health Network, Inc.)			543 E. Washington Street						Hope			IN			47246			Bartholomew


			200127470			D			1568404226			FQHC			County Line Family Health Centers, Inc. (Windrose Health Network, Inc.)			8404 Siear Terrace			Suite 208			Indianapolis			IN			46227			Marion


			200127470			E			1154699346			FQHC			Heartfelt Health Alliance (Windrose Health Network, Inc.)			8320 Madison Avenue			Suite H			Indianapolis			IN			46227			Marion


			200286820			A			1528125341			FQHC			Family Health Center of Clark County			1319 Duncan Avenue						Jeffersonville			IN 			47130			Clark


			200286820			B			1528125341			FQHC			Family Health Center of Clark County			240 Harrison Street						Charlestown			IN			47111			Clark


			100117700			A			1780634964			FQHC			HealthNet, Inc.			3401 E. Raymond Street						Indianapolis			IN			46203			Marion


			100117700			B			1780634964			FQHC			HealthNet, Inc.			901 Shelby Street						Indianapolis			IN			46203			Marion


			100117700			C			1780634964			FQHC			HealthNet, Inc.			2202 W. Morris Street						Indianapolis			IN			46221			Marion


			100117700			D			1780634964			FQHC			HealthNet, Inc.- Martindale			2855 N. Keystone Avenue			Suite 100			Indianapolis			IN			46218			Marion


			100117700			E			1780634964			FQHC			HealthNet, Inc. -People's Health			2340 E. 10th Street						Indianapolis			IN			46201			Marion


			100117700			F			1780634964			FQHC			HealthNet, Inc.-OB/GYN Care Center			1633 N. Capital Avenue			Suite 500			Indianapolis			IN			46202			Marion


			100117700			G			1780634964			FQHC			HealthNet Pediatrics & Adolescent Care			1633 N. Capital Avenue			Suite 236			Indianapolis			IN			46202			Marion


			100117700			H			1780634964			FQHC			HealthNet Maternal Fetal Medicine			1633 N. Capital Avenue			Suite 468			Indianapolis			IN			46202			Marion


			100117700			I			1780634964			FQHC			Eastside Health Center			8902 E. 38th Street			#500			Indianapolis			IN			46226			Marion


			100097610			A			1720033418			FQHC			Heart City Health Center, Inc.			236 Simpson Avenue						Elkhart			IN			46516			Elkhart


			200317310			A			1528262581			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			454 S. College Avenue						Valparaiso			IN			46383			Porter


			200317310			B			1013105568			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			710 Franklin Street						Michigan City			IN			46360			LaPorte


			200317310			C			1023288032			FQHC			Porter Starke Services, Inc. (Hilltop Community Health Center, Inc.)			2301 Cumberland Drive						Valparaiso			IN			46383			Porter


			200317310			D			1801063268			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			104 E. Culver Road			Suite 101			Knox			IN			46534			Starke


			200317310			E			1417244989			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			420 W. 4th Street						Mishawaka			IN			46544			St. Joseph


			100071250			A			1811007800			FQHC			Indiana Health Center			3118 S. LaFountain						Kokomo			IN			46902			Howard


			100071250			B			1619087624			FQHC			Indiana Health Center			925 S. Nebraska Street						Marion			IN			46953			Grant


			100071250			C			1174626014			FQHC			Indiana Health Center			1901 Western Avenue			Suite B			South Bend 			IN			46619			St. Joseph


			100071250			E			1306957311			FQHC			Indiana Health Center			701 S. Michigan Street						South Bend			IN			46601			St. Joseph


			100071250			H			1669582664			FQHC			Indiana Health Center			1700 Dividend Street						Logansport			IN			46947			Cass


			100071250			I			1134227689			FQHC			Community Health Center of Jackson County (Indiana Health Center)			113 N. Chestnut Street						Seymour			IN			47274			Jackson


			100071250			J			1336373190			FQHC			Community Health Center of Miami County (Indiana Health Center)			1694 Logansport Road						Peru			IN			46970			Miami


			201026910			A			1730488818			FQHC			Jane Pauley Community Health Center			8931 E. 30th Street			Suite 100			Indianapolis			IN			46219			Marion


			201026910			B			1730488818			FQHC			Jane Pauley Community Health Center			2040 N. Shadeland Avenue			Suite 300			Indianapolis			IN			46219			Marion


			201026910			C			1730488818			FQHC			Jane Pauley Community Health Center			5259 David Street						Indianapolis			IN			46226			Marion


			201026910			D			1730488818			FQHC			Jane Pauley Community Health Center			4900 Julian Avenue						Indianapolis			IN			46201			Marion


			201026910			E			1730488818			FQHC			Jane Pauley Community Health Center			1200 W. Mckay Road						Shelbyville			IN			46176			Shelby


			201026910			F			1730488818			FQHC			Jane Pauley Community Health Center			8301 Rawles Avenue						Indianapolis			IN			46219			Marion


			200897290			A			1629248919			FQHC			Knox Winamac Community Health Centers			1002 Edgewood Drive						Knox 			IN			46534			Starke


			200897290			B			1184922833			FQHC			Knox Winamac Community Health Centers			105 N. Broadway						San Pierre			IN			46374			Pulaski


			200897290			C			1629248919			FQHC			Knox Winamac Community Health Centers			121 E. Pearl Street						Winamac			IN			46996			Pulaski


			200271310			A			1770668030			FQHC			Madison County Community Health Care, Inc.			1547 Ohio Avenue						Anderson			IN			46016			Madison


			200271310			B			1770668030			FQHC			Madison County Community Health Care, Inc.			1817 1/2 S. A Street						Elwood			IN			46036			Madison


			100102730			A			1033166095			FQHC			Maple City Health Care Center			213 Middlebury Street						Goshen			IN			46528			Elkhart


			200978580			A			1770808362			FQHC			Meridian Services Corp (Meridian Health Services)			110 N. Tillotson Avenue						Muncie			IN			47304			Delaware


			200978580			B			1770808362			FQHC			Meridian Services Corp (Meridian Health Services)			3620 W. White River Blvd.			Suite 2			Muncie			IN			47304


			100050750			A			1548291222			FQHC			Neighborhood Health Clinics, Inc.			1717 South Calhoun Street						Ft. Wayne			IN			46802			Allen


			200331170			A			1467490300			FQHC			NorthShore Health Centers			6450 US Highway 6						Portage			IN			46368			Porter


			200331170			B			1467490300			FQHC			NorthShore Health Centers			3564 Scottsdale Street						Portage			IN			46368			Porter


			200331170			D			1861636664			FQHC			NorthShore Health Centers			2490 Central Ave						Lake Station			IN			46405			Lake


			200331170			E			1114257300			FQHC			NorthShore Health Centers			8555 Taft Street						Merrillville			IN			46410			Lake


			200331170			F			1972895647			FQHC			NorthShore Edison Senior High School			3304 Parkside Avenue						Lake Station			IN			46405			Lake


			200331170			G			1477810315			FQHC			Merrillville Health Center			6091 Broadway						Merrillville			IN			46410			Lake


			200167970			A			1902851082			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			905 South Walnut Street						Muncie			IN			47302			Delaware


			200167970			B			1336279967			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			2525 E. 10th Street						Anderson			IN			46012			Madison


			200167970			D			1912080060			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			806 W. Jackson Street						Muncie			IN			47305			Delaware


			200167970			E			1508811910			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			3715 Madison						Muncie			IN			47302			Delaware


			200167970			F			1770510240			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			3807 S. Madison						Muncie			IN			47302			Delaware


			200077460			A			1487764759			FQHC			Raphael Health Center, Inc.			401 E. 34th Street						Indianapolis			IN			46205			Marion


			200392480			A			1992924633			FQHC			Shalom Health Care Center			4326 Patricia Street						Indianapolis			IN			46222			Marion


			200392480			B			1992924633			FQHC			Shalom Health Care Center			3725 N. Kiel Avenue			Room 105			Indianapolis			IN			46224			Marion


			200392480			C			1992924633			FQHC			Shalom Health Care Center			5525 W. 34th Street			Room 179			Indianapolis			IN			46224			Marion


			200392480			D			1992924633			FQHC			Shalom Health Care Center			3400 Lafayette Road			Suite 200			Indianapolis			IN			46222			Marion


			100232630			A			1386660900			FQHC			Riggs Community Health Clinic, Inc. (Tippecanoe Community Health Clinic)			1716 Hartford Street						Lafayette			IN			47904			Tippecanoe


			100232630			B			1386660900			FQHC			Riggs CHC Annex (Tippecanoe Community Health Clinic)			1324 Tippecanoe Street						Lafayette			IN			47904			Tippecanoe


			100232630			C			1386660900			FQHC			Riggs Community Health Center - South Street			2316 South Street						Lafayette			IN			47904			Tippecanoe


			200884580			A			1104006253			FQHC			Vermillion-Parke Community Health Center			777 S. Main Street			Suite 100			Clinton			IN			47842			Vermillion


			200884580			B			1417284043			FQHC			Vermillion-Parke Community Health Center			114 N. Division Street						Cayuga			IN			47928			Vermillion





			100256970			A			1154324630			RHC			Bertschland Family Practice Clinic, P.C.			1 East Church Street						Cambridge City			IN			47327			Wayne


			200853600			A			1013087048			RHC			Brazil Family Medicine, LLC			1214 East National Avenue			Suite 100			Brazil			IN			47834			Clay


			100187080			A			1114982253			RHC			Brook Health Centre			420 E Main Street			 			Brook			IN			47922			Newton


			100124400			A			1942335740			RHC			Capabilities 			2707 S. Western Avenue						Marion			IN			46953			Grant


			201013310			A			1275827206			RHC			Carlisle Medical Clinic			8685 Old Highway 41 South						Carlisle			IN			47838			Sullivan


			100079350			A			1235120882			RHC			Clay City Center For Family Medicine			315 Lankford Street						Clay City			IN			47841			Clay


			200261130			B			1538201421			RHC			Community Rural Health Clinic			1207 East National Avenue						Brazil			IN			47834			Clay


			200937580			A			1174772651			RHC			Comprehensive Health Care			420 W Longest Street						Paoli			IN			47454			Orange


			200122740			A			1700909348			RHC			Crawford County Family Healthcare			170 S. Second Street			 			Marengo			IN			47140			Crawford


			201030280			A			1598058414			RHC			Cullen Medical Professional			2005 State Street			Suite A			Washington			IN			47501			Daviess


			200282080			A			1174603153			RHC			Dale Family Practice			4 W. Vine Street			 			Dale			IN			47523			Spencer


			200108370			A			1790896611			RHC			Daryl L Hershberger/Redi-Care, Inc., P.C.			2120 North Detroit Street						LaGrange			IN			46761			LaGrange


			100270240			B			1831287203			RHC			Daviess Community Hospital Medical Clinic			1400 E. Grand Avenue						Washington			IN			47501			Daviess


			200837490			A			1417015884			RHC			Daviess Martin Medical Center			12546 E. US Hwy 50						Loogootee			IN			47553			Martin


			200837490			B			1023340965			RHC			DCH Health Pavilion Quick Care Clinic			1805 S. State Road 57						Washington			IN			47501			Daviess


			200910700			B			1831345792			RHC			Deaconess Clinic			106 W. Pike Avenue						Petersburg			IN			47567			Pike


			200817010			B			1093812547			RHC			St. Vincent Physician Network (Family Health Center of Union City)			900 N. Columbia						Union City			IN			47390			Randolph


			200817010			D			1902903453			RHC			St. Vincent Physician Network (Family Health Center of Winchester)			409 Greenville Ave.			 			Winchester			IN			47394			Randolph


			200855010			A			1538299342			RHC			Family & Occupational Medical Center-Ridgeville			105 E. 2nd Street			 			Ridgeville			IN			47380			Randolph


			200855010			B			1346370392			RHC			Family & Occupational Medical Center-Lynn			428 S. Main Street						Lynn			IN			47355			Randolph


			200490500			A			1720097322			RHC			Foundations Family Medicine			825A Hwy 31 N.						Austin			IN 			47102			Scott


			200048850			V			1881843522			RHC			French Lick Family Medicine			522 South Maple Street						French Lick			IN			47432			Orange


			200874400			A			1003074972			RHC			Indiana University Health Southern Indiana Physicians, Inc. (Gosport Family Practice)			7 E. Main Street						Gosport			IN			47433			Owen


			100270240			C			1356468631			RHC			Grand Avenue Pediatrics (Family Health Clinic)			1402 Grand Avenue						Washington			IN			47501			Daviess


			201046650			A			1720360019			RHC			Greene County Health - Linton			1210 N. 1000 W.						Linton			IN			47441			Greene


			200825250			A			1992892145			RHC			Heartland OB/GYN			1401 Memorial Avenue			 			Washington			IN			47501			Daviess


			200133950			A			1366600231			RHC			Indiana University Health Southern Physicians, Inc. (Hometown Healthcare)			9 Crane Avenue						Spencer			IN			47460			Owen


			200140320			A			1114028842			RHC			James D. Kozarek, M.D.			201 W. Main Cross						Edinburgh			IN			46124			Johnson


			200109760			A			1467650655			RHC			Joanne Guttman, M.D.			11137 US 52, Suite B						Brookville			IN			47012			Franklin


			200356420			A			1841374618			RHC			John Egli, M.D.			315 Lehman Avenue						Topeka			IN			46571			LaGrange


			100210910			B			1740305200			RHC			Johnson Nichols Health Clinic, Inc.			911 W. Hillside Avenue						Spencer			IN			47460			Owen


			200399280			A			1972704013			RHC			Kenneth D. Watkins, M.D.			108 E. Hospital Drive						Winchester			IN			47394			Randolph


			200133940			A			1467470906			RHC			Kentland Clinic			303 North 7th Street						Kentland			IN			47951			Newton


			200156500			A			1942233598			RHC			Knightstown Family Health Care			437 N McCullum						Knightstown			IN			46148			Henry


			200255890			A			1760593776			RHC			Knox Family Medical Center			402 West Culver Road						Knox			IN			46534			Starke


			200020860			A			1619921558			RHC			Knox Family Practice, Inc.			1520 South Heaton Street						Knox			IN			46534			Starke


			200048850			E			1740360700			RHC			Loogootee Family Medicine			105 Cooper Street						Loogootee			IN			47553			Martin


			200298610			A			1558443077			RHC			Shoals Health Center (Martin County Health Center)			229 High Street						Shoals			IN			47581			Martin


			201042860			A			1477504181			RHC			Meridian Services Corp.			509 Conrad Harcourt Way						Rushville			IN			46173			Rush


			200864610			A			1023205754			RHC			Montgomery Medical Associates			542 North Third Street						Montgomery			IN			47558			Daviess


			201054950			A			1508153206			RHC			Monticello Medical Center			826 North 6th Street						Monticello			IN			47960			White


			200139770			A			1710099106			RHC			Nashville Family Medicine			103 Willow Street			Suite B			Nashville			IN			47448			Brown


			100134640			A			1942373154			RHC			New Castle Pediatrics			1000 North 16th Street 			Suite G10			New Castle			IN			47362			Henry


			200152680			A			1942368469			RHC			North Daviess Medical Clinic			202 North West Street						Odon			IN			47562			Daviess


			200164670			A			1457474009			RHC			Patoka Family Healthcare Center			307 South Indiana Avenue			 			English			IN			47118			Crawford


			200048850			K			1689770083			RHC			Petersburg Family Medicine			1003 E. Illinois Street			 			Petersburg			IN			47567			Pike


			200987480			S			1548580764			RHC			Premier Healthcare, LLC			1043 N. 1000 W.						Linton			IN			47441			Greene


			200062690			A			1952342107			RHC			Ridge Medical Center			RR #1 Box 1002						Linton			IN			47441			Greene


			200171050			A			1649444522			RHC			Robert E. Judge, M.D.			1521 West Main Street						Berne			IN			46711			Adams


			200841280			A			1912923285			RHC			St. Luke's Medical Ministry			1441 N. Gardner						Scottsburg			IN 			47170			Scott


			201060860			M			1003180548			RHC			St. Vincent Medical Group, Inc.			301 Henry Street			Building B			North Vernon			IN			47265			Jennings


			201060860			N			1225301740			RHC			St. Vincent Medical Group, Inc.			409 E. Greenville Avenue						Winchester			IN			47394			Randolph


			201060860			O			1871866384			RHC			St. Vincent Medical Group, Inc.			900 N. Columbia Street						Union City			IN			47390			Randolph


			201060860			P			1376816975			RHC			St. Vincent Medical Group, Inc.			301 Henry Street						North Vernon			IN			47265			Jennings


			200307100			A			1841233061			RHC			St. Vincent North Clinic			1731 Ringer Lane						Williamsport			IN			47993			Warren


			200817010			U			1679758601			RHC			St. Vincent Physician Network (Jennings Family Care)			301 Henry Street						North Vernon			IN			47265			Jennings


			200817010			Z			1124253901			RHC			St. Vincent Physician Network (Jennings Building B)			301 Henry Street			Building B			North Vernon			IN			47265			Jennings


			200307100			B			1730136458			RHC			St. Vincent South Clinic			440 W. Songer Lane						Veedersburg			IN			47987			Fountain


			200015680			A			1770502981			RHC			Sullivan Family Practice, LLC			2229 Mary Sherman Drive						Sullivan			IN			47882			Sullivan


			200254390			A			1699778902			RHC			Switzerland County Nurse Managed Clinic			727 Highway 56, Suite 300			 			Vevay			IN			47043			Switzerland


			200185720			A			1730357245			RHC			Thomas L. Miller, M.D., LLC			1500 W.  Maumee Street						Angola			IN			46703			Steuben


			200241560			A			1497863120			RHC			Thoroughcare PC			4808 North Viking Trail						New Castle			IN			47362			Henry


			200971700			A			1366518102			RHC			Wayne Co. Health Department Nursing Division			203 E. Main Street						Richmond			IN			47374			Wayne


			200301560			G			1457317786			RHC			Wheatfield Health Centre			492 S. Bierma Street						Wheatfield			IN			46392			Jasper


			200153250			A			1629083019			RHC			Worthington Family Medicine			102 E. Main Street						Worthington			IN			47471			Greene
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HIP Provider Table





			Medicaid Provider #			Service Location			NPI Number			Type			Provider Name			Address1- Service Location			Address2- Suite/PO Box			City			State			Zip			County


			100196020			A			1689653982			FQHC			Citizens Health Center			1650 North College Avenue						Indianapolis			IN			46202			Marion


			100196020			B			1689653982			FQHC			Citizens Health Center			501 N. East Street						Indianapolis			IN			46204			Marion


			200197530			A			1952332298			FQHC			Community Healthnet, Inc. (Gary Community Health Center, Inc )			1021 West 5th Avenue 						Gary			IN			46402			Lake


			200118670			A			1154381739			FQHC			East Chicago Community Health Center, Inc.			100 W. Chicago Avenue						East Chicago			IN			46312			Lake


			200118670			B			1609912492			FQHC			East Chicago Community Health Center, Inc.			1313 W. Chicago Avenue						East Chicago			IN			46312			Lake


			200118670			C						FQHC			East Chicago Community Health Center, Inc.			5927 Columbia Avenue						Hammond			IN			46320			Lake


			200079040			B			1912906850			FQHC			ECHO Community Health Care, Inc.			315 Mulberry Street						Evansville			IN			47713			Vanderburgh


			200079040			C			1700816683			FQHC			ECHO Community Health Care, Inc.			501 John Street			Suite 12			Evansville			IN			47713			Vanderburgh


			200079040			D			1467483255			FQHC			ECHO Community Health Care, Inc.			25 W. Division Street						Evansville			IN			47710			Vanderburgh


			200079040			E			1770875973			FQHC			ECHO Community Health Care, Inc.			801 St. Mary's Drive			Suite 309			Evansville			IN			47714			Vanderburgh


			200079040			F			1295040160			FQHC			ECHO Community Health Care, Inc.			410 Mulberry Street						Evansville			IN			47713			Vanderburgh


			200127470			A			1568404226			FQHC			Trafalgar Family Health Center, Inc. (Windrose Health Network, Inc.)			14 Trafalgar Square						Trafalgar			IN			46181			Johnson


			200127470			B			1568404226			FQHC			Edinburgh Family Health Center, Inc. (Windrose Health Network, Inc.)			911 E. Main Cross Street						Edinburgh			IN			46124			Johnson


			200127470			C			1568404226			FQHC			Hope Family Health Centers, Inc. (Windrose Health Network, Inc.)			543 E. Washington Street						Hope			IN			47246			Bartholomew


			200127470			D			1568404226			FQHC			County Line Family Health Centers, Inc. (Windrose Health Network, Inc.)			8404 Siear Terrace			Suite 208			Indianapolis			IN			46227			Marion


			200127470			E			1154699346			FQHC			Heartfelt Health Alliance (Windrose Health Network, Inc.)			8320 Madison Avenue			Suite H			Indianapolis			IN			46227			Marion


			200286820			A			1528125341			FQHC			Family Health Center of Clark County			1319 Duncan Avenue						Jeffersonville			IN 			47130			Clark


			200286820			B			1528125341			FQHC			Family Health Center of Clark County			240 Harrison Street						Charlestown			IN			47111			Clark


			100117700			A			1780634964			FQHC			HealthNet, Inc.			3401 E. Raymond Street						Indianapolis			IN			46203			Marion


			100117700			B			1780634964			FQHC			HealthNet, Inc.			901 Shelby Street						Indianapolis			IN			46203			Marion


			100117700			C			1780634964			FQHC			HealthNet, Inc.			2202 W. Morris Street						Indianapolis			IN			46221			Marion


			100117700			D			1780634964			FQHC			HealthNet, Inc.- Martindale			2855 N. Keystone Avenue			Suite 100			Indianapolis			IN			46218			Marion


			100117700			E			1780634964			FQHC			HealthNet, Inc. -People's Health			2340 E. 10th Street						Indianapolis			IN			46201			Marion


			100117700			F			1780634964			FQHC			HealthNet, Inc.-OB/GYN Care Center			1633 N. Capital Avenue			Suite 500			Indianapolis			IN			46202			Marion


			100117700			G			1780634964			FQHC			HealthNet Pediatrics & Adolescent Care			1633 N. Capital Avenue			Suite 236			Indianapolis			IN			46202			Marion


			100117700			H			1780634964			FQHC			HealthNet Maternal Fetal Medicine			1633 N. Capital Avenue			Suite 468			Indianapolis			IN			46202			Marion


			100117700			I			1780634964			FQHC			Eastside Health Center			8902 E. 38th Street			#500			Indianapolis			IN			46226			Marion


			100097610			A			1720033418			FQHC			Heart City Health Center, Inc.			236 Simpson Avenue						Elkhart			IN			46516			Elkhart


			200317310			A			1528262581			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			454 S. College Avenue						Valparaiso			IN			46383			Porter


			200317310			B			1013105568			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			710 Franklin Street						Michigan City			IN			46360			LaPorte


			200317310			C			1023288032			FQHC			Porter Starke Services, Inc. (Hilltop Community Health Center, Inc.)			2301 Cumberland Drive						Valparaiso			IN			46383			Porter


			200317310			D			1801063268			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			104 E. Culver Road			Suite 101			Knox			IN			46534			Starke


			200317310			E			1417244989			FQHC			HealthLinc, Inc. (Hilltop Community Health Center, Inc.)			420 W. 4th Street						Mishawaka			IN			46544			St. Joseph


			200317310			F			1184069569			FQHC			HealthLinc, Inc.			100 W. Chicago Avenue						East Chicago			IN			46312			Lake


			100071250			A			1811007800			FQHC			Indiana Health Center			3118 S. LaFountain						Kokomo			IN			46902			Howard


			100071250			B			1619087624			FQHC			Indiana Health Center			925 S. Nebraska Street						Marion			IN			46953			Grant


			100071250			C			1174626014			FQHC			Indiana Health Center			1901 Western Avenue			Suite B			South Bend 			IN			46619			St. Joseph


			100071250			E			1306957311			FQHC			Indiana Health Center			701 S. Michigan Street						South Bend			IN			46601			St. Joseph


			100071250			H			1669582664			FQHC			Indiana Health Center			1700 Dividend Street						Logansport			IN			46947			Cass


			100071250			I			1134227689			FQHC			Community Health Center of Jackson County (Indiana Health Center)			113 N. Chestnut Street						Seymour			IN			47274			Jackson


			100071250			J			1336373190			FQHC			Community Health Center of Miami County (Indiana Health Center)			1694 Logansport Road						Peru			IN			46970			Miami


			201026910			A			1730488818			FQHC			Jane Pauley Community Health Center			8931 E. 30th Street			Suite 100			Indianapolis			IN			46219			Marion


			201026910			B			1730488818			FQHC			Jane Pauley Community Health Center			2040 N. Shadeland Avenue			Suite 300			Indianapolis			IN			46219			Marion


			201026910			C			1730488818			FQHC			Jane Pauley Community Health Center			5259 David Street						Indianapolis			IN			46226			Marion


			201026910			D			1730488818			FQHC			Jane Pauley Community Health Center			4900 Julian Avenue						Indianapolis			IN			46201			Marion


			201026910			E			1730488818			FQHC			Jane Pauley Community Health Center			1200 W. Mckay Road						Shelbyville			IN			46176			Shelby


			201026910			F			1730488818			FQHC			Jane Pauley Community Health Center			8301 Rawles Avenue						Indianapolis			IN			46219			Marion


			200897290			A			1629248919			FQHC			Knox Winamac Community Health Centers			1002 Edgewood Drive						Knox 			IN			46534			Starke


			200897290			B			1184922833			FQHC			Knox Winamac Community Health Centers			105 N. Broadway						San Pierre			IN			46374			Pulaski


			200897290			C			1629248919			FQHC			Knox Winamac Community Health Centers			121 E. Pearl Street						Winamac			IN			46996			Pulaski


			200271310			A			1770668030			FQHC			Madison County Community Health Care, Inc.			1547 Ohio Avenue						Anderson			IN			46016			Madison


			200271310			B			1770668030			FQHC			Madison County Community Health Care, Inc.			1817 1/2 S. A Street						Elwood			IN			46036			Madison


			100102730			A			1033166095			FQHC			Maple City Health Care Center			213 Middlebury Street						Goshen			IN			46528			Elkhart


			200978580			A			1770808362			FQHC			Meridian Services Corp (Meridian Health Services)			110 N. Tillotson Avenue						Muncie			IN			47304			Delaware


			200978580			B			1770808362			FQHC			Meridian Services Corp (Meridian Health Services)			3620 W. White River Blvd.			Suite 2			Muncie			IN			47304


			100050750			A			1548291222			FQHC			Neighborhood Health Clinics, Inc.			1717 South Calhoun Street						Ft. Wayne			IN			46802			Allen


			200331170			A			1467490300			FQHC			NorthShore Health Centers			6450 US Highway 6						Portage			IN			46368			Porter


			200331170			B			1467490300			FQHC			NorthShore Health Centers			3564 Scottsdale Street						Portage			IN			46368			Porter


			200331170			C			1467490300			FQHC			NorthShore Health Centers			2580 Central Ave						Lake Station			IN			46405			Lake


			200331170			D			1861636664			FQHC			NorthShore Health Centers			2490 Central Ave						Lake Station			IN			46405			Lake


			200331170			E			1114257300			FQHC			NorthShore Health Centers			8555 Taft Street						Merrillville			IN			46410			Lake


			200331170			F			1972895647			FQHC			NorthShore Edison Senior High School			3304 Parkside Avenue						Lake Station			IN			46405			Lake


			200331170			G			1477810315			FQHC			Merrillville Health Center			6091 Broadway						Merrillville			IN			46410			Lake


			200167970			A			1902851082			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			905 South Walnut Street						Muncie			IN			47302			Delaware


			200167970			B			1336279967			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			2525 E. 10th Street						Anderson			IN			46012			Madison


			200167970			C						FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			920 W. Main Street						Muncie			IN			47305			Delaware


			200167970			D			1912080060			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			806 W. Jackson Street						Muncie			IN			47305			Delaware


			200167970			E			1508811910			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			3715 Madison						Muncie			IN			47302			Delaware


			200167970			F			1770510240			FQHC			Open Door Health Services, Inc. (Open Door/BMH Health Center)			3807 S. Madison						Muncie			IN			47302			Delaware


			200077460			A			1487764759			FQHC			Raphael Health Center, Inc.			401 E. 34th Street						Indianapolis			IN			46205			Marion


			200392480			A			1992924633			FQHC			Shalom Health Care Center			4326 Patricia Street						Indianapolis			IN			46222			Marion


			200392480			B			1992924633			FQHC			Shalom Health Care Center			3725 N. Kiel Avenue			Room 105			Indianapolis			IN			46224			Marion


			200392480			C			1992924633			FQHC			Shalom Health Care Center			5525 W. 34th Street			Room 179			Indianapolis			IN			46224			Marion


			200392480			D			1992924633			FQHC			Shalom Health Care Center			3400 Lafayette Road			Suite 200			Indianapolis			IN			46222			Marion


			100232630			A			1386660900			FQHC			Riggs Community Health Clinic, Inc. (Tippecanoe Community Health Clinic)			1716 Hartford Street						Lafayette			IN			47904			Tippecanoe


			100232630			B			1386660900			FQHC			Riggs CHC Annex (Tippecanoe Community Health Clinic)			1324 Tippecanoe Street						Lafayette			IN			47904			Tippecanoe


			100232630			C			1386660900			FQHC			Riggs Community Health Center - South Street			2316 South Street						Lafayette			IN			47904			Tippecanoe


			200884580			A			1104006253			FQHC			Vermillion-Parke Community Health Center			777 S. Main Street			Suite 100			Clinton			IN			47842			Vermillion


			200884580			B			1417284043			FQHC			Vermillion-Parke Community Health Center			114 N. Division Street						Cayuga			IN			47928			Vermillion





			200171580			A			1467622746			RHC			A N Damodaran, M.D., Inc.			1002 Edgewood Drive						Knox			IN			46534			Starke


			200127640			A			1780610089			RHC			American Health Network Family Practice			2323 Ferry Street			Suite 101			Lafayette			IN			47904			Tippecanoe


			200256220			A			1033220017			RHC			American Health Network Family-Mulberry			510 W. Jackson						Mulberry			IN			46058			Tippecanoe


			100256970			A			1154324630			RHC			Bertschland Family Practice Clinic, P.C.			1 East Church Street						Cambridge City			IN			47327			Wayne


			200853600			A			1013087048			RHC			Brazil Family Medicine, LLC			1214 East National Avenue			Suite 100			Brazil			IN			47834			Clay


			100187080			A			1114982253			RHC			Brook Health Centre			420 E Main Street			 			Brook			IN			47922			Newton


			100124400			A			1942335740			RHC			Capabilities 			2707 S. Western Avenue						Marion			IN			46953			Grant


			201013310			A			1275827206			RHC			Carlisle Medical Clinic			8685 Old Highway 41 South						Carlisle			IN			47838			Sullivan


			200099180			B			1871645531			RHC			Cass County Medical Center			12 Chase Park						Logansport			IN			46947			Cass


			200132640			A			1962433763			RHC			CHS Health and Diagnostic Center of Upland			1809 S. Main Street						Upland			IN			46989			Grant


			100079350			A			1235120882			RHC			Clay City Center For Family Medicine			315 Lankford Street						Clay City			IN			47841			Clay


			200261130			B			1538201421			RHC			Community Rural Health Clinic			1207 East National Avenue						Brazil			IN			47834			Clay


			200937580			A			1174772651			RHC			Comprehensive Health Care			420 W Longest Street						Paoli			IN			47454			Orange


			200122740			A			1700909348			RHC			Crawford County Family Healthcare			170 S. Second Street			 			Marengo			IN			47140			Crawford


			200492170			A			1811913403			RHC			Cullen Medical Professional			2005 State Street			Suite A			Washington			IN			47501			Daviess


			201030280			A			1598058414			RHC			Cullen Medical Professional			2005 State Street			Suite A			Washington			IN			47501			Daviess


			200282080			A			1174603153			RHC			Dale Family Practice			4 W. Vine Street			 			Dale			IN			47523			Spencer


			200108370			A			1790896611			RHC			Daryl L Hershberger/Redi-Care, Inc., P.C.			2120 North Detroit Street						LaGrange			IN			46761			LaGrange


			100270240			B			1831287203			RHC			Daviess Community Hospital Medical Clinic			1400 E. Grand Avenue						Washington			IN			47501			Daviess


			200837490			A			1417015884			RHC			Daviess Martin Medical Center			12546 E. US Hwy 50						Loogootee			IN			47553			Martin


			200837490			B			1023340965			RHC			DCH Health Pavilion Quick Care Clinic			1805 S. State Road 57						Washington			IN			47501			Daviess


			200910700			B			1831345792			RHC			Deaconess Clinic			106 W. Pike Avenue						Petersburg			IN			47567			Pike


			200817010			B			1093812547			RHC			St. Vincent Physician Network (Family Health Center of Union City)			900 N. Columbia						Union City			IN			47390			Randolph


			200817010			D			1902903453			RHC			St. Vincent Physician Network (Family Health Center of Winchester)			409 Greenville Ave.			 			Winchester			IN			47394			Randolph


			200233610			A			1477549731			RHC			Family Health Clinic of Carroll County			901 Prince William Road						Delphi			IN			46923			Carroll


			100216100			A			1477504181			RHC			Family Health Services			509 Conrad Harcourt Way			 			Rushville			IN			46173			Rush


			200817010			C			1285731737			RHC			Family & Occupational Medicine of Ridgeville			105 E. 2nd Street			 			Ridgeville			IN			47380			Randolph


			200855010			A			1538299342			RHC			Family & Occupational Medical Center-Ridgeville			105 E. 2nd Street			 			Ridgeville			IN			47380			Randolph


			200855010			B			1346370392			RHC			Family & Occupational Medical Center-Lynn			428 S. Main Street						Lynn			IN			47355			Randolph


			200490500			A			1720097322			RHC			Foundations Family Medicine			825A Hwy 31 N.						Austin			IN 			47102			Scott


			200048850			V			1881843522			RHC			French Lick Family Medicine			522 South Maple Street						French Lick			IN			47432			Orange


			200874400			A			1003074972			RHC			Indiana University Health Southern Indiana Physicians, Inc. (Gosport Family Practice)			7 E. Main Street						Gosport			IN			47433			Owen


			100270240			C			1356468631			RHC			Grand Avenue Pediatrics (Family Health Clinic)			1402 Grand Avenue						Washington			IN			47501			Daviess


			200502620			A			1699753285			RHC			Greene County Health Clinic, LLC			12 West Main Street			 			Bloomfield			IN			47424			Greene


			201046650			A			1720360019			RHC			Greene County Health - Linton			1210 N. 1000 W.						Linton			IN			47441			Greene


			200825250			A			1992892145			RHC			Heartland OB/GYN			1401 Memorial Avenue			 			Washington			IN			47501			Daviess


			200133950			A			1366600231			RHC			Indiana University Health Southern Physicians, Inc. (Hometown Healthcare)			9 Crane Avenue						Spencer			IN			47460			Owen


			200140320			A			1114028842			RHC			James D. Kozarek, M.D.			201 W. Main Cross						Edinburgh			IN			46124			Johnson


			200109760			A			1467650655			RHC			Joanne Guttman, M.D.			11137 US 52, Suite B						Brookville			IN			47012			Franklin


			200356420			A			1841374618			RHC			John Egli, M.D.			315 Lehman Avenue						Topeka			IN			46571			LaGrange


			100210910			B			1740305200			RHC			Johnson Nichols Health Clinic, Inc.			911 W. Hillside Avenue						Spencer			IN			47460			Owen


			200399280			A			1972704013			RHC			Kenneth D. Watkins, M.D.			108 E. Hospital Drive						Winchester			IN			47394			Randolph


			200133940			A			1467470906			RHC			Kentland Clinic			303 North 7th Street						Kentland			IN			47951			Newton


			200156500			A			1942233598			RHC			Knightstown Family Health Care			437 N McCullum						Knightstown			IN			46148			Henry


			200255890			A			1760593776			RHC			Knox Family Medical Center			402 West Culver Road						Knox			IN			46534			Starke


			200020860			A			1619921558			RHC			Knox Family Practice, Inc.			1520 South Heaton Street						Knox			IN			46534			Starke


			200897290			A			1629248919			RHC			Knox/Winamac Community Health Centers			1002 Edgewood Drive						Knox			IN			46534			Starke


			200048850			E			1740360700			RHC			Loogootee Family Medicine			105 Cooper Street						Loogootee			IN			47553			Martin


			200298610			A			1558443077			RHC			Shoals Health Center (Martin County Health Center)			229 High Street						Shoals			IN			47581			Martin


			201042860			A			1477504181			RHC			Meridian Services Corp.			509 Conrad Harcourt Way						Rushville			IN			46173			Rush


			100270240			D			1467511790			RHC			Montgomery Medical Clinic			427 North 1st Street						Montgomery			IN			47558			Daviess


			200864610			A			1023205754			RHC			Montgomery Medical Associates			542 North Third Street						Montgomery			IN			47558			Daviess


			200099180			A			1871645531			RHC			Monticello Medical Center			826 North 6th Street						Monticello			IN			47960			White


			201054950			A			1508153206			RHC			Monticello Medical Center			826 North 6th Street						Monticello			IN			47960			White


			200139770			A			1710099106			RHC			Nashville Family Medicine			103 Willow Street			Suite B			Nashville			IN			47448			Brown


			100134640			A			1942373154			RHC			New Castle Pediatrics			1000 North 16th Street 			Suite G10			New Castle			IN			47362			Henry


			200152680			A			1942368469			RHC			North Daviess Medical Clinic			202 North West Street						Odon			IN			47562			Daviess


			200176150			A			1598841652			RHC			Oakland City Family Practice			P.O. Box 266			Hwy 64 West			Oakland City			IN			47660			Gibson


			200164670			A			1457474009			RHC			Patoka Family Healthcare Center			307 South Indiana Avenue			 			English			IN			47118			Crawford


			200048850			K			1689770083			RHC			Petersburg Family Medicine			1003 E. Illinois Street			 			Petersburg			IN			47567			Pike


			200042020			A			1144388505			RHC			Petersburg Medical Clinic			611 E. Main Street						Petersburg			IN			47567			Pike


			200987480			S			1548580764			RHC			Premier Healthcare, LLC			1043 N. 1000 W.						Linton			IN			47441			Greene


			200062690			A			1952342107			RHC			Ridge Medical Center			RR #1 Box 1002						Linton			IN			47441			Greene


			200171050			A			1649444522			RHC			Robert E. Judge, M.D.			1521 West Main Street						Berne			IN			46711			Adams


			200889400			A			1710968367			RHC			Southern Indiana Family Practice & OB			RR #1 Box 995			 			Linton			IN			47441			Greene


			200841280			A			1912923285			RHC			St. Luke's Medical Ministry			1441 N. Gardner						Scottsburg			IN 			47170			Scott


			201060860			M			1003180548			RHC			St. Vincent Medical Group, Inc.			301 Henry Street			Building B			North Vernon			IN			47265			Jennings


			201060860			N			1225301740			RHC			St. Vincent Medical Group, Inc.			409 E. Greenville Avenue						Winchester			IN			47394			Randolph


			201060860			O			1871866384			RHC			St. Vincent Medical Group, Inc.			900 N. Columbia Street						Union City			IN			47390			Randolph


			201060860			P			1376816975			RHC			St. Vincent Medical Group, Inc.			301 Henry Street						North Vernon			IN			47265			Jennings


			200307100			A			1841233061			RHC			St. Vincent North Clinic			1731 Ringer Lane						Williamsport			IN			47993			Warren


			200817010			U			1679758601			RHC			St. Vincent Physician Network (Jennings Family Care)			301 Henry Street						North Vernon			IN			47265			Jennings


			200817010			Z			1124253901			RHC			St. Vincent Physician Network (Jennings Building B)			301 Henry Street			Building B			North Vernon			IN			47265			Jennings


			200307100			B			1730136458			RHC			St. Vincent South Clinic			440 W. Songer Lane						Veedersburg			IN			47987			Fountain


			200015680			A			1770502981			RHC			Sullivan Family Practice, LLC			2229 Mary Sherman Drive						Sullivan			IN			47882			Sullivan


			200254390			A			1699778902			RHC			Switzerland County Nurse Managed Clinic			727 Highway 56, Suite 300			 			Vevay			IN			47043			Switzerland


			200185720			A			1730357245			RHC			Thomas L. Miller, M.D., LLC			1500 W.  Maumee Street						Angola			IN			46703			Steuben


			200241560			A			1497863120			RHC			Thoroughcare PC			4808 North Viking Trail						New Castle			IN			47362			Henry


			200971700			A			1366518102			RHC			Wayne Co. Health Department Nursing Division			203 E. Main Street						Richmond			IN			47374			Wayne


			200074840			G			1104871664			RHC			West Central Family Medical Clinic (Cayuga Family Medical Center)			114 N. Division Street						Cayuga			IN			47928			Vermillion


			100268180			B			1104871664			RHC			West Central Family Medical Clinic (Cayuga Family Medical Center)			114 N. Division Street						Cayuga			IN			47928			Vermillion


			200301560			G			1457317786			RHC			Wheatfield Health Centre			492 S. Bierma Street						Wheatfield			IN			46392			Jasper


			200153250			A			1629083019			RHC			Worthington Family Medicine			102 E. Main Street						Worthington			IN			47471			Greene
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Section VII.xi. Appendix III.G.10 FQHC RHC Encounter Totals per Provider.xlsx

Encounter Total Example


			Office of Medicaid Policy and Planning


			2011 FQHC/RHC Encounter Totals Per Provider Records


			MCE:


			Provider Number			Type			Provider Name			Encounters


			200171580A			RHC			A.N. Damodaran


			100187080A			RHC			Brooke Health Centre


			100196020A			FQHC			Citizens Health Corporation


			200122740A			RHC			Crawford Co. Fam. Health Care 


			200492170A			RHC			Cullen Medical Professional Corp


			200282080A			RHC			Dale Family Practice


			100270240B			RHC			Daviess Comm Hosp Medical Clinic


			200079040			FQHC			ECHO Community Health Center


			200127470B			FQHC			Edinburgh Family Health Center


			200127470A			FQHC			Trafalgar Family Health Center


			200127470C			FQHC			Hope Family Health Center


			200356420A			RHC			John A Egli, MD


			200817010A			RHC			Fam & Occ Health of Lynn


			200817010C			RHC			Fam & Occ Health of Ridgeville


			200817010B			RHC			Family Health Center of Union City  


			200817010D			RHC			Family Health Center of Winchester


			100270240C			RHC			Family Health Clinic


			100216100A			RHC			Family Health Services


			200197530A			FQHC			Gary Community Health Center


			200502620A			RHC			Greene County Health Clinic


			200109760A			RHC			Joanne Guttman, M.D.


			100117700			FQHC			HealthNet, Inc.


			100097610A			FQHC			Heart City Health Center


			200825250A			RHC			Heartland OB/GYN


			200317310A			FQHC			Hilltop Community Health Center


			100071250			FQHC			Indiana Health Centers


			100195140A			RHC			Jennings Family Care


			200133940A			RHC			Kentland Clinic


			200255890A			RHC			Knox Family Medical Center


			200020860A			RHC			Knox Family Practice


			200140320A			RHC			James D. Kozarek


			200271310A			FQHC			Madison County Community Health


			200298610A			RHC			Martin County Health Center/Shoals


			200185720A			RHC			Thomas L. Miller, M.D.


			100270240D			RHC			Montgomery Medical Clinic


			200099180A			RHC			Monticello Medical Center


			200139770A			RHC			Nashville Family Medicine


			100050750			FQHC			Neighborhood Health Clinics


			100134640A			RHC			New Castle Pediatrics 


			200152680A			RHC			North Daviess Medical Clinic


			200331170A			FQHC			NorthShore Health Center


			200167970			FQHC			Open Door/BMH Health Center


			200164670A			RHC			Patoka Family Healthcare Center


			200048850K			RHC			Petersburg Family Medicine


			200042020A			RHC			Petersburg Medical Clinic


			200077460A			FQHC			Raphael Health Center


			200108370A			RHC			Redi Care Inc (Hershberger)


			200392480			FQHC			Shalom Health Care Center


			200307100A			RHC			St. Vincent North Clinic


			200307100B			RHC			St. Vincent South Clinic


			100232630			FQHC			Tippecanoe Community Health Clinic


			200301560G			RHC			Wheatfield Health Centre


									TOTAL			0
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Section VII.xii. Appendix IV.A.1 HEDIS Measures.docx

State of Indiana Office of Medicaid Policy and Planning


HEDIS Required Measures, Targets and Cohorts


Note: Measures subject to change by NCQA.  Targets are delineated in the MCE contract.  Targets may be revised to include most current available NCQA benchmarks at the beginning of the contract period.  


			No.


			Measure and Cohort


			HEDIS Code


			Continuous Enrollment Period[footnoteRef:1] [1:  Refer to HEDIS 2012 Technical Specifications, Volume Two, for additional specifications.] 



			 Data Collection Methodology


			Programs





			Effectiveness of Care


			


			


			


			





			1.0


			Adult BMI Assessment 


			ABA


			The measurement year and the year prior to the measurement year.


			Hybrid


			HHW & HIP





			1.1


			Adult BMI


			


			


			


			





			2.0


			Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents


			WCC


			The measurement year.





			Hybrid


			HHW





			2.1


			3-11 years


			


			


			


			





			2.2


			12-17 years


			


			


			


			





			2.3


			Total


			


			


			


			





			3.0


			Childhood Immunization Status


			CIS


			12 months prior to the child’s second birthday.


			Hybrid


			HHW





			3.1


			DTaP


			


			


			


			





			3.2


			IPV


			


			


			


			





			3.3


			MMR


			


			


			


			





			3.4


			HiB


			


			


			


			





			3.5


			Hepatitis B


			


			


			


			





			3.6


			VZV


			


			


			


			





			3.7


			Pneumococcal Conjugate


			


			


			


			





			3.8


			Hepatitis A


			


			


			


			





			3.9


			Rotavirus


			


			


			


			





			3.10


			Influenza


			


			


			


			





			3.11


			Combination Two


			


			


			


			





			3.12


			Combination Three


			


			


			


			





			3.13


			Combination Four


			


			


			


			





			3.14


			Combination Five


			


			


			


			





			3.15


			Combination Six


			


			


			


			





			3.16


			Combination Seven


			


			


			


			





			3.17


			Combination Eight


			


			


			


			





			3.18


			Combination Nine


			


			


			


			





			3.19


			Combination Ten


			


			


			


			





			4.0


			Immunizations for Adolescents


			IMA


			12 months prior to the member’s 13th birthday.


			Hybrid


			HHW





			4.1


			Meningococcal


			


			


			


			





			4.2


			Tdap/Td


			


			


			


			





			4.3


			Combination 1


			


			


			


			





			5.0


			Lead Screening in Children


			LSC


			12 months prior to the child’s second birthday.


			Hybrid


			HHW





			5.1


			Lead Screening


			


			


			


			





			6.0


			Breast Cancer Screening


			BCS


			The measurement year and the year prior to the measurement year.


			Admin


			HHW & HIP





			6.1


			Breast Cancer Screening, ages 40-69


			


			


			


			





			7.0


			Cervical Cancer Screening


			CCS


			The measurement year.


			Hybrid


			HHW & HIP





			7.1


			Cervical Cancer Screening, ages 21-64


			


			


			


			





			8.0


			Chlamydia Screening in Women


			CHL


			The measurement year.


			Admin


			HHW & HIP





			8.1


			16-20 years


			


			


			


			





			8.2


			21-24 years


			


			


			


			





			8.3


			Total


			


			


			


			





			9.0


			Appropriate Testing for Children with Pharyngitis


			CWP


			30 days prior to the Episode Date through 3 days after the Episode date (inclusive).  Intake period begins on July 1st of year prior to measurement year through June 30th of measurement year.


			Admin


			HHW





			9.1


			Children with Pharyngitis


			


			


			


			





			10.0


			Appropriate Treatment for Children with Upper Respiratory Infection


			URI


			30 days prior to the Episode Date through 3 days after the Episode date (inclusive).  Intake period begins on July 1st of year prior to measurement year through June 30th of measurement year.


			Admin


			HHW





			10.1


			Children with Upper Respiratory Infection


			


			


			


			





			11.0


			Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis


			AAB


			One year prior to the Episode Date through seven days after the Episode Date (inclusive).  


			Admin


			HHW & HIP





			11.1


			Adults with Acute Bronchitis


			


			


			


			





			12.0


			Use of Spirometry Testing in the Assessment and Diagnosis of COPD for adults 40 and older


			SPR


			Two years prior to the Index Episode Start Date through 180 days after the IESD.  Intake period begins on July 1st of year prior to measurement year through June 30th of measurement year.


			Admin


			HHW & HIP





			12.1


			Spirometry Testing for COPD


			


			


			


			





			13.0


			Pharmacotherapy Management of COPD Exacerbation


			PCE


			Episode Date through 30 days after the Episode Date


			Admin


			HHW & HIP





			13.1


			Dispensed a system corticosteriod within 14 days


			


			


			


			





			13.2


			Dispensed a bronchodilator within 30 days


			


			


			


			





			14.0


			Use of Appropriate medications for People with Asthma


			ASM


			The measurement year and the year prior to the measurement year.  During the first year of the contract, plans must submit data using continuous enrollment during the single measurement year. 


			Admin


			HHW & HIP





			14.1


			5-11 years


			


			


			


			





			14.2


			12-50 years


			


			


			


			





			14.3


			Total


			


			


			


			





			15.0


			Cholesterol Management for Patients with Cardiovascular Conditions


			CMC


			The measurement year and the year prior to the measurement year. During the first year of the contract, plans must submit data using continuous enrollment during the single measurement year.


			Hybrid


			HHW & HIP





			15.1


			LDL-C screening


			


			


			


			





			15.2


			LDL-C control


			


			


			


			





			16.0


			Controlling High Blood Pressure


			CBP


			The measurement year.


			Hybrid


			HHW & HIP





			16.1


			Controlling High Blood Pressure


			


			


			


			





			17.0


			Persistence of Beta-Blocker Treatment after a Heart Attack


			PBH


			Discharge date through 180 days after discharge.


			Admin


			HHW & HIP





			17.1


			Persistence of Beta-Blocker Treatment after a Heart Attack


			


			


			


			





			18.0


			Comprehensive Diabetes Care


			CDC


			The measurement year.  


			Hybrid


			HHW & HIP





			18.1


			HbA1c Tested


			


			


			


			





			18.2


			Poor HbA1c Control (>9.0%)


			


			


			


			





			18.3


			HbA1c Control (<8.0%)


			


			


			


			





			18.4


			HbA1c Control (<7.0%)


			


			


			


			





			18.5


			Eye Exam


			


			


			


			





			18.6


			LDL-C Screening


			


			


			


			





			18.7


			LDL-C Control (<100mg/dL)


			


			


			


			





			18.8


			Medical Attention for Nephropathy 


			


			


			


			





			18.9


			Blood pressure control (<130/80mm/Hg)


			


			


			


			





			18.10


			Blood pressure control


(<140/90mm/Hg)


			


			


			


			





			19.0


			Use of Imaging Studies for Low Back Pain


			LBP


			180 days prior to Index Episode Start Date through 28 days after IESD.


			Admin


			HHW & HIP





			19.1


			Use of Imaging Studies for Low Back Pain


			


			


			


			





			20.0


			Antidepressant Medication Management


			AMM


			120 days prior to Index Episode Start Date through 245 days after the IESD. Intake period begins May 1st of the year prior to the measurement year and ends April 30th of the measurement year.  


			Admin


			HHW & HIP





			20.1


			Effective Acute Phase Treatment


			


			


			


			





			20.2


			Effective Continuation Phase Treatment


			


			


			


			





			21.0


			Follow-up Care for Children Prescribed ADHD Medication


			ADD


			120 days prior to the Index Prescription Start Date through 30 days after the IPSD. Intake period begins March 1st of the year prior to the measurement year and ends February 28th of the measurement year.  


			Admin


			HHW





			21.1


			Initiation Phase


			


			


			


			





			21.2


			Continuation and Maintenance Phase


			


			


			


			





			22.0


			Follow-up after Hospitalization for Mental Illness


			FUH


			Date of discharge through 30 days after discharge.


			Admin


			HHW & HIP





			22.1


			Within 30 days of discharge


			


			


			


			





			22.2


			Within 7 days of discharge


			


			


			


			





			23.0


			Annual Monitoring for Patients on Persistent Medications


			MPM


			The measurement year.


			Admin


			HHW & HIP





			23.1


			ACE or ARB


			


			


			


			





			23.2


			Digoxin


			


			


			


			





			23.3


			Diuretics


			


			


			


			





			23.4


			Anticonvulsants


			


			


			


			





			23.5


			Total


			


			


			


			





			24.0


			Medical Assistance with Smoking and Tobacco Use Cessation


			MSC


			N/A


			Survey


			HHW & HIP





			24.1


			Advising Smokers and Tobacco Users to Quit


			


			


			


			





			24.2


			Discussing Cessation Medications


			


			


			


			





			24.3


			Discussing Cessation Strategies


			


			


			


			





			Access/Availability of Care


			


			


			


			





			25.0


			Adults Access to Preventive/ Ambulatory Health Services


			AAP


			The measurement year.


			Admin


			HHW & HIP





			25.1


			20-44 years


			


			


			


			





			25.2


			45-64 years


			


			


			


			





			25.3


			Over 65 years


			


			


			


			





			25.4


			Total


			


			


			


			





			26.0


			Children and Adolescent’s Access to Primary Care Practitioners


			CAP


			


			Admin


			HHW





			26.1


			12-24 months


			


			The measurement year.


			


			





			26.2


			25 months – 6 years


			


			The measurement year.


			


			





			26.3


			7 – 11 years


			


			The measurement year and the year prior to the measurement year.


			


			





			26.4


			12-19 years


			


			The measurement year and the year prior to the measurement year.  


			


			





			27.0


			Prenatal and Postpartum Care


			PPC


			43 days prior to delivery through 56 days after delivery.


			Hybrid


			HHW





			27.1


			Timeliness of Prenatal Care


			


			


			


			





			27.2


			Postpartum Care


			


			


			


			





			28.0


			Call Abandonment


			CAB


			N/A


			Admin


			HHW & HIP





			28.1


			Call Abandonment


			


			


			


			





			29.0


			Call Answer Timeliness


			CAT


			N/A


			Admin


			HHW & HIP





			29.1


			Call Answer Timeliness


			


			


			


			





			Satisfaction with Experience of Care


			


			


			


			





			30.0


			CAHPS Adult


			CPA


			N/A


			Survey


			HHW & HIP





			30.1


			CAHPS Adult 


			


			


			


			





			31.0


			CAHPS Child 


			CPC


			N/A


			Survey


			HHW





			31.1


			CAHPS Child 


			


			


			


			





			Use of Services


			


			


			


			





			32.0


			Frequency of Ongoing Prenatal Care


			FPC


			43 days prior to delivery through 56 days after delivery.


			Hybrid


			HHW





			32.1


			<21 percent of expected visits


			


			


			


			





			32.2


			21-40 percent of expected visits


			


			


			


			





			32.3


			41-60 percent of expected visits


			


			


			


			





			32.4


			61-80 percent of expected visits


			


			


			


			





			32.5


			>= 81 percent of expected visits


			


			


			


			





			33.0


			Well Child Visit in the First 15 Months of Life


			W15


			31 days – 15 months of age.


			Hybrid


			HHW





			33.1


			No well-child visits


			


			


			


			





			33.2


			One well-child visit


			


			


			


			





			33.3


			Two well-child visits


			


			


			


			





			33.4


			Three well-child visits


			


			


			


			





			33.5


			Four well-child visits


			


			


			


			





			33.6


			Five well-child visits


			


			


			


			





			33.7


			Six or More well-child visits


			


			


			


			





			34.0


			Well Child Visit in the Third, Fourth, Fifth and Sixth Years of Life


			W34


			The measurement year.


			Hybrid


			HHW





			34.1


			One or more visits


			


			


			


			





			35.0


			Adolescent Well-Care Visits


			AWC


			The measurement year.


			Hybrid


			HHW





			35.1


			One or more visits


			


			


			


			





			36.0


			Frequency of Selected Procedures


			FSP


			N/A


			Admin


			HHW & HIP





			36.1


			Bariatric weight loss surgery, ages 0-19


			


			


			


			





			36.2


			Bariatric weight loss surgery, ages 20-44


			


			


			


			





			36.3


			Bariatric weight loss surgery, ages 45-64


			


			


			


			





			36.4


			Tonsillectomy, ages 0-9


			


			


			


			





			36.5


			Tonsillectomy, ages 10-19


			


			


			


			





			36.6


			Hysterectomy, abdominal, ages 15-44


			


			


			


			





			36.7


			Hysterectomy, abdominal , ages 45-64


			


			


			


			





			36.8


			Hysterectomy, vaginal, ages 15-44


			


			


			


			





			36.9


			Hysterectomy, vaginal, ages 45-64


			


			


			


			





			36.10


			Cholecystectomy, open 30-64, male


			


			


			


			





			36.11


			Cholecystectomy, open 15-44, female


			


			


			


			





			36.12


			Cholecystectomy, open 45-64, female


			


			


			


			





			36.13


			Cholecystectomy, closed 30-64, male


			


			


			


			





			36.14


			Cholecystectomy, closed 15-44, female


			


			


			


			





			36.15


			Cholecystectomy, closed 45-64, female


			


			


			


			





			36.16


			Back surgery, ages 20-44, male


			


			


			


			





			36.17


			Back surgery, ages 20-44, female


			


			


			


			





			36.18


			Back surgery, ages 45-64, male


			


			


			


			





			36.19


			Back surgery, ages 45-64, female


			


			


			


			





			36.20


			Mastectomy, ages 15-44, female


			


			


			


			





			36.21


			Mastectomy, ages 45-64, female


			


			


			


			





			36.22


			Lumpectomy, ages 15-44, female


			


			


			


			





			36.23


			Lumpectomy, ages 45-64, female


			


			


			


			





			37.0


			Ambulatory Care


			AMB


			N/A


			Admin


			HHW & HIP





			37.1


			Outpatient Visits


			


			


			


			





			37.2


			ED Visits


			


			


			


			





			38.0


			Inpatient Utilization – General Hospital / Acute Care


			IPU


			N/A


			Admin


			HHW & HIP





			38.1


			Total Inpatient


			


			


			


			





			38.2


			Medicine


			


			


			


			





			38.3


			Surgery


			


			


			


			





			38.4


			Maternity


			


			


			


			





			39.0


			Identification of Alcohol and Other Drug Services


			IAD


			N/A


			Admin


			HHW & HIP





			39.1


			Any Service


			


			


			


			





			39.2


			Inpatient


			


			


			


			





			39.3


			Intensive Outpatient or Partial Hospitalization


			


			


			


			





			39.4


			Outpatient or ED


			


			


			


			





			40.0


			Mental Health Utilization


			MPT


			N/A


			Admin


			HHW & HIP





			40.1


			Any Service


			


			


			


			





			40.2


			Inpatient


			


			


			


			





			40.3


			Intensive Outpatient or Partial Hospitalization


			


			


			


			





			40.4


			Outpatient or ED


			


			


			


			





			41.0


			Antibiotic Utilization


			ABX


			N/A


			Admin


			HHW & HIP





			41.1


			Total antibiotic prescription


			


			


			


			





			41.2


			Average antibiotic prescription per member per year


			


			


			


			





			41.3


			Total days supplied for all antibiotic prescriptions


			


			


			


			





			41.4


			Average days supplied per all antibiotic prescriptions


			


			


			


			





			41.5


			Total number of prescriptions for antibiotics of concern


			


			


			


			





			41.6


			Average number of prescriptions PMPY for antibiotics of concern


			


			


			


			





			41.7


			Percentage of antibiotics of concern for all antibiotic prescriptions


			


			


			


			





			41.8


			Average number of prescriptions PMPY reported by drug class for selected antibiotics of concern and for all other antibiotics


			


			


			


			





			42.0


			Weeks of Pregnancy at time of Enrollment


			WOP


			N/A


			Admin or Hybrid


			HHW





			42.1


			Prior to pregnancy


			


			


			


			





			42.2


			First 12 weeks of pregnancy 


			


			


			


			





			42.3


			Beginning the 13th week of pregnancy through the end of the 27th week of pregnancy


			


			


			


			





			42.4


			The beginning of the 28th week or after


			


			


			


			





			42.5


			Unknown
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Appendix V.A.1


HIP and RCP Service Utilization Codes Logic


Below is the logic to determine what services are to be placed into what categories of service for the HIP service utilization report (QR-U1).  The code logic is also for the  QR-U1 for RCP.  That report is included in the MCE Reporting Manual Version 5.1.


General Guidelines:


1. [bookmark: _GoBack]Each claim should only be listed once; the dollars, claim volume and members involved are summed at the bottom of the page. 


2. The ER Claims, both emergent and non-emergent, should be counted only once on the report, either in the Emergency Room category of service or the category of service which best fits.  Consideration should be given to the primary procedure code and/or diagnosis code for inclusion with ER Claims.  


3. The J Code claims should only be counted once each; J Codes may be reporting under Family Planning and in Physician, Other Professional Services.  





Categories of Service:


· Emergency Room 


· Total ER Claims - To identify all ER claims, start with UB-04 claims (facility, aka institutional) that use revenue codes 450-459 and 981 and are for Outpatient services.  Note that the other CMS-1500 claims associated with these ER visits will be captured in other categories such as Physician Services in the ER and Lab Services.


· Emergency  - PROCEDURE Codes = [99281 – 99285] These are the Emergency Department visit E&M codes (Given that these are E&M codes they will include both physical and behavioral health diagnoses).  


· Non-emergency 


· Type of Bill code = 131


· Remove PROCEDURE Codes = [99281-99285] Emergency (accounted for above)


· Remove PROCEDURE Codes = [10021 – 69999] All surgery codes (accounted for in Other Outpatient and in Inpatient Hospital).


· Remove any PROCEDURE Code starting with “J” All injectables (accounted for in Family Planning and Physician – Other Professional Services)


· Remove PROCEDURE Codes = [99217-99220; 99224-99226] Initial Observation Care and Subsequent Observation Care. (Accounted for in the Total of Outpatient Hospital Claims, below). 


· Remove PROCEDURE Codes = [99201-99215] Office visits (Accounted for in Physician)


· Remove PROCEDURE Codes = [90801-90899] Behavioral Health (Accounted for in Outpatient Hospital – Behavioral Health, below). 





· Top 20 Reasons for Emergency Room Visit (pull DX1 code and DX1 code description)


· Emergency  - PROCEDURE Codes = [99281 – 99285]


· For each claim found in this group take primary DX and sort descending by the number of members (rather than number of claims) having a similar DX





· Inpatient Hospital – 


· Total Inpatient Claims = [DRG=001-999]


· Medical / Surgical Services  = [ DRG=001-893; 898-987]; 


· Behavioral Health Services =  [DRG=894-897]; 


· Skilled Nursing – REVENUE Code = [110, 120, 130]


· Other inpatient = Total Inpatient Claims then


· Remove  Medical / Surgical Services  = [ DRG=001-893; 898-987]; 


· Remove  Behavioral Health Services =  [DRG=894-897]; 


· Remove  Skilled Nursing – REVENUE Code = [110, 120, 130]


· Total Number of Inpatient Days – Capture Admit Date thru Discharge date for PAID claims only  [Discharge Date – Admit Date +1]; 


· Average length of Stay (LOS) – Total Number of Inpatient Days (see formula above) / number of inpatient discharges





· Outpatient Hospital – 


· Total Number of Outpatient Claims - The MCEs agreed to include in the Total Outpatient Hospital claims all Outpatient Hospital that are not accounted for under Emergency Room, even though they may not fit the three categories below.  This means the Outpatient Total may be higher than the sum of Surgery, Urgent Care and BH Outpatient.  


· Surgery – PROCEDURE Code = [10021-69990]


· Urgent Care –Bill Type= 131 and PROCEDURE Code = [99201-99215]


· Behavioral Health  - Bill Type = 131 and PROCEDURE Code = [90791-90792, 90832-90899]





· Pharmacy – 


· Prescription Drugs - PROCEDURE Code = [J0120- J9999]


· These instructions make clear that the State does not want the MCEs to list pharmacy claims and costs that are not the MCE’s responsibility.


· All 3 MCEs are going to count PROCEDURE Codes = [J0120–J9999] under Physician, Other Professional Service, 


· Except all 3 MCEs are going to count PROCEDURE Codes = [J7300–J7307] under Other, Family Planning Services.


· This means that the Prescription Drugs category will also be all zeros.


· OTC Drugs – this category will be all zeros.





· Ancillaries – 


· DME / Supplies / Prosthetics - PROCEDURE Code = [A4216- A8004; E0100-E2625; K0001-K0864; L0112-L8695]; T4521-T4528; T4535-T4537; T4540-T4543; L0001-K0899


· Home Health / Home IV Therapy – PROCEDURE Code = G0151-G0153, S9349, , 92521 – 92524,99600-99602; T1000 – T1004, T1021-T1022; T1030-T1031, T1502-T1999 OR REVENUE Codes=420-599; [IV Infusion = PROCEDURE Code = 96374, 96375, 96376, 96379]


· Other Ancillary – PROCEDURE Code = [70010-79999; 80047-89398]





· Physician – 


· Inpatient and Other Surgery – POS 21; PROCEDURE Code = [11021-69990]; POS 22; PROCEDURE Code = [11021-69990];


· Office Visits / Consults - POS 11; PROCEDURE Code = [99201-99215] – consults not applicable


· Physical Exams - PROCEDURE Code = [(99381-99397); (99201-99215 with DX1:  V70.0)]


· Hospital Inpatient visits  - POS 21; PROCEDURE Code = [99221-99233]


· Emergency Room visits - POS 23; PROCEDURE Code = [99281-99285]


· Radiology / Pathology  – PROCEDURE Code = [70000-89999]


· Self Referral – PROCEDURE Code = [92002-92392; 92395-92396; 98940-98943]


· BH – PROCEDURE Code = [90791-90792, 90832-90899]


· Other Professional Service  – PROCEDURE Code = [00100-01999; G0008-G9142; H5200-H5300; J0120-J9999; 36415]





· Other – 


· Diagnostic – this category will be all zeros.  The MCEs understand that this will be zeros because diagnostics are broken out into other categories such as Radiology/Pathology, Preventive and Other Preventive Services. 


· Physical Therapy - PROCEDURE Code = [97001-97002; 97005-97006; 97010-97039; 97110-97150; 97597-97606]


· Occupational Therapy - PROCEDURE Code = [97003-97004; 97530-97546]


· Speech Therapy - PROCEDURE Code = [92507-92508]


· Comprehensive Disease Management - this category will be all zeros


· Family Planning Services - PROCEDURE Code = [36415, 49329, 57170, 58300-58301; 58340; 72192-72194; 74150; 74160; 74170; 74740; 76376-76377; 76830; 76856; 86632; 86689; 87040; 87070; 87075; 87076; 87081; 87110; 87205-87210; 87252; 87390; 87391; 87490-87492; 87590-87592; 88142; 88150; 88160; 96372; 99000; 99070; 99201-99205; 99211-99215; A4261; A4266; A4267; A4268; A4269; J1051-J1056; J7300-J7307; 11975-11977; 11981-11983; 00851; 00921; 00952; 55200; 55250; 55450; 58565; 58600; 58605; 58611; 58615; 58661; 58670; 58671; 58700; 58720; 58940; 58950; 88302; 58579; A9900; WITH DX1=996.32, V15.7, V25-V25.9; V26.5-V26.52; V45.5-V45.59; 054.1-054.19; 078.11; 078.19; 091-091.9; 092-092.9; 095.8-095.9; 096; 097-097.9; 098-098.89; 099-099.9; V73.88; V73.98; V74.5]


· Hospice – PROCEDURE Code = T2042, T2043, T2044, T2046 OR [Revenue Codes=651, 652, 653, 654, 655, 657]


· Substance Abuse - PROCEDURE Code = [99408; 99409; H0002]





· Preventive Service  – 


· Immunization – PROCEDURE Code = [90476-90748]


· Flu Shot – PROCEDURE Code = [90655-90664; 90666-90668]


· Annual Physical – PROCEDURE Code = [99381-99387; 99391-99397]


· Pap Smear – PROCEDURE Code = [88141-88155; 88164-88167; 88174-88175]


· Mammogram – PROCEDURE Code = [77055-77057]


· Routine Prostate Antigen Test- PROCEDURE Code = [84152-84154]


· Colorectal Cancer Exam / Lab Test – PROCEDURE Code = [45380; G0101 - G0106; 82270-82272]


· Nicotine Replacement Therapy – N/A


· Smoking Cessation – Counselling – PROCEDURE Code = [99406-99407]





· Other Preventive Services


· Preventive Visit New - PROCEDURE Code = [99381-99387]


· Diabetes – PROCEDURE Code = [80422-80424; 82946]


· Lipid Disorder Screening – PROCEDURE Code = [82705-82710; 85597-85598]
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Statement of Intent



The Practice Guidelines and the Quick Reference Guides are not intended to be
construed or to serve as a standard of medical care. Standards of medical care are
determined on the basis of all clinical data available for an individual patient and
are subject to change as scientific knowledge and technology advance and practice
patterns evolve. These parameters of practice should be considered guidelines only.
Adherence to them will not ensure a successful outcome for every individual, nor
should they be interpreted as including all proper methods of care or excluding
other acceptable methods of care aimed at the same results. The ultimate judg-
ment regarding a particular clinical procedure or treatment plan must be made by
the psychiatrist in light of the clinical data presented by the patient and the diag-
nostic and treatment options available.



The development of the APA Practice Guidelines and Quick Reference Guides
has not been financially supported by any commercial organization. For more
detail, see APA’s “Practice Guideline Development Process,” available as an appen-
dix to the compendium of APA practice guidelines, published by APPI, and online
at http://www.psych.org/psych_pract/treatg/pg/prac_guide.cfm.
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A. Psychiatric Management



1. Perform a diagnostic evaluation.



Assess for the presence of an alcohol or substance use disorder or
other factors that may contribute to the disease process or complicate
its treatment.
• Neurological conditions commonly associated with secondary



mania are multiple sclerosis and lesions involving right-sided
subcortical structures or cortical areas closely linked to the limbic
system.



• L-Dopa and corticosteroids are the most common medications
associated with secondary mania.



• Substance use may precipitate mood episodes. Patients may also
use substances to ameliorate the symptoms of such episodes.



Inquire about a history of time periods with mood dysregulation or
lability accompanied by associated manic symptoms (e.g., decreased
sleep).
• Bipolar disorder commonly presents with depressive symptoms.
• Patients rarely volunteer information about manic or hypomanic



symptoms.



Goals of Psychiatric Management
• Establish and maintain a therapeutic alliance.
• Monitor the patient’s psychiatric status.
• Provide education regarding bipolar disorder.
• Enhance treatment adherence.
• Promote regular patterns of activity and sleep.
• Anticipate stressors.
• Identify new episodes early.
• Minimize functional impairments.
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2. Ensure the safety of the patient and others 
and determine a treatment setting.



Evaluate safety.
• Careful assessment of the patient’s risk for suicide is critical; lifetime



rates of completed suicide for people with bipolar disorder are as
high as 10% to 15%.



• The overwhelming majority of suicide attempts are associated with
depressive episodes or depressive features during mixed episodes.



• Ask every patient about suicidal ideation, intention to act on these
ideas, and extent of plans or preparation for suicide.



• Collect collateral information from family members or others.
• Assess for access to means of committing suicide (e.g.,



medications, firearms) and the lethality of these means.
• Assess for factors associated with increased risk, such as agitation,



pervasive insomnia, impulsiveness, or other psychiatric comorbidity
such as substance abuse, psychosis (especially with command
hallucinations), or personality disorder.



• Assess for family history of suicide and history of recent exposure
to suicide.



• Consider the nature and potential lethality of any prior suicide
attempts.



• Closely monitor patients who exhibit suicidal or violent ideas or
intent.



• Carefully document the decision-making process.



Consider hospitalization for patients who
• pose a serious threat of harm to themselves or others,
• are severely ill and lack adequate social support outside a hospital



setting or demonstrate significantly impaired judgment,
• have complicating psychiatric or general medical conditions, or
• have not responded adequately to outpatient treatment.
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Reevaluate the treatment setting on an ongoing basis to determine
whether it is optimal or whether the patient would benefit more from
a different level of care.



Provide a calm and highly structured environment.



Consider limiting access to cars, credit cards, bank accounts, or
telephones and cellular phones during the manic phase because of
the risk of reckless behavior.



3. Establish and maintain a therapeutic alliance.



• A therapeutic alliance is critical for understanding and managing
the individual patient.



• Over time, knowledge gained about the patient and the illness
course allows early identification of usual prodromal symptoms and
early recognition of new episodes.



4. Monitor the patient’s psychiatric status.



• Monitoring is especially important during manic episodes, when
patient insight is often limited or absent.



• Be aware that small changes in mood or behavior may herald the
onset of an episode.
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• Be aware that, over time, patients will vary in their ability to
understand and retain information and accept and adapt to the
need for long-term treatment.



• Education should be an ongoing process in which the psychiatrist
gradually but persistently introduces facts about the illness and its
treatment.



• Printed and Internet material (e.g., from www.psych.org) can be
helpful.



• Use similar educational approaches for family members and
significant others.



5. Educate the patient and his or her family.



• Ambivalence about treatment is often expressed as poor adherence
to medication or other treatments.



• Causes of ambivalence include
- lack of insight about having a serious illness and
- reluctance to give up the experience of hypomania or mania.



• Medication side effects, cost, and other demands of long-term
treatment may be burdensome and need to be discussed.



• Many side effects can be corrected with careful attention to dosing,
scheduling, and medication formulation (e.g., sustained release,
liquid).



6. Enhance treatment adherence.
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• Stressors commonly precede episodes in all phases of the illness.
• Social rhythm disruption with disrupted sleep-wake cycles may



specifically trigger manic episodes.
• Patients and their families should be informed about the potential



effects of sleep disruption in triggering manic episodes.
• Regular patterns for daily activities should be promoted, including



sleeping, eating, physical activity, and social and emotional
stimulation.



7. Promote awareness of stressors and regular 
patterns of activity and sleep.



• The psychiatrist should help the patient, family members, and
significant others recognize early signs and symptoms of manic or
depressive episodes.



• Early markers of episode onset are often predictable across
episodes for an individual patient.



• Early identification of a prodrome is facilitated by the psychiatrist’s
consistent relationship with the patient as well as with the patient’s
family.



8.  Work with the patient to anticipate and address 
early signs of relapse.



9.  Evaluate and manage functional impairments.



Identify and address impairments in functioning.
• Assist the patient in scheduling absences from work or other



responsibilities.
• Encourage the patient to avoid major life changes while in a



depressive or manic state.
• Assess and address the needs of children of patients with bipolar



disorder.
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B. Treatment Options



Goals of Treatment
• Control symptoms to allow a return to usual levels of psychosocial



functioning.
• Rapidly control agitation, aggression, and impulsivity.



1. Acute Manic or Mixed Episodes



Choose an initial treatment modality.



For patients not yet in treatment for bipolar disorder:



For severe mania or mixed episodes, initiate lithium in
combination with an antipsychotic or valproate in combination
with an antipsychotic.



For less ill patients, monotherapy with lithium, valproate, or an
antipsychotic such as olanzapine may be sufficient.



• Short-term adjunctive treatment with a benzodiazepine may
also be helpful.



• For mixed episodes, valproate may be preferred over lithium.
• Second-generation (atypical) antipsychotics are preferred over



first-generation (typical) antipsychotics because of their
generally more tolerable side effect profile.



• Alternatives include 1) carbamazepine or oxcarbazepine in
lieu of lithium or valproate and 2) ziprasidone or quetiapine in
lieu of another antipsychotic.



• Treatment selection depends on illness severity, associated
features such as rapid cycling or psychosis, and, where
possible, patient preference. 



• Antidepressants should be tapered and discontinued if
possible.



• Psychosocial therapies and pharmacotherapies should be
combined.
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If symptoms are inadequately controlled within 10 to 14 days of
treatment with optimized doses of the first-line medication regimen,
add another first-line medication.
• Alternative treatment options include adding carbamazepine or



oxcarbazepine in lieu of an additional first-line medication (lithium,
valproate, antipsychotic), adding an antipsychotic if not already
prescribed, or changing from one antipsychotic to another.



• Clozapine may be particularly effective in refractory illness.
• Electroconvulsive therapy (ECT) may also be considered for



- manic patients who are severely ill or whose mania is treatment
resistant;



- patients who, after consultation with the psychiatrist, prefer ECT;
- patients with mixed episodes; and
- patients with severe mania during pregnancy.



For psychosis during a manic or mixed episode, treat with an
antipsychotic medication.
• Second-generation antipsychotics are favored because of their



generally more tolerable side effect profile.
• ECT may also be considered.



For patients who suffer a “breakthrough” manic or mixed
episode while on maintenance treatment, optimize the medication
dose.
• Ensure that serum levels are within the therapeutic range; in



some instances, achieve a higher serum level (but still within
the therapeutic range).



• Introduction or resumption of an antipsychotic is often
necessary.



• Severely ill or agitated patients may also require short-term
adjunctive treatment with a benzodiazepine.
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Goals of Treatment
• Achieve remission of the symptoms of major depression and return



the patient to usual levels of psychosocial functioning.
• Avoid precipitating a manic or hypomanic episode.



2. Acute Depression



Choose an initial treatment modality.



For patients not yet in treatment for bipolar disorder, initiate
either lithium or lamotrigine.
• As an alternative, especially for more severely ill patients,



consider initiating treatment with both lithium and an
antidepressant simultaneously (although supporting data are
limited).



• Antidepressant monotherapy is not recommended.
• Consider ECT for



- patients with life-threatening inanition, suicidality, or
psychosis or



- severe depression during pregnancy.
• Treatment selection should be guided by illness severity,



associated features such as rapid cycling or psychosis, and,
where possible, patient preference.



• Interpersonal therapy and cognitive behavior therapy may 
be useful when added to pharmacotherapy.



• Although psychodynamic psychotherapy for bipolar depression
has not been empirically studied, it is widely used in
combination with medication.



For patients who suffer a breakthrough depressive episode while
on maintenance treatment, optimize the medication dosage.
Ensure that serum levels are within the therapeutic range; in
some instances, achieve a higher serum level (but still within the
therapeutic range).
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If the patient fails to respond to optimized maintenance treatment,
consider adding lamotrigine, bupropion, or paroxetine.
• Alternative next steps include adding another newer



antidepressant (e.g., another selective serotonin reuptake
inhibitor [SSRI] or venlafaxine) or a monoamine oxidase
inhibitor (MAOI).



• Tricyclic antidepressants may carry a greater risk of
precipitating a switch and are not recommended.



• MAOIs may be difficult to use because of the risk of severe
drug and dietary interactions.



• Psychotic features during depression usually require adjunctive
treatment with an antipsychotic medication. Some evidence
suggests efficacy for antipsychotic medication (e.g.,
olanzapine, quetiapine) in treating nonpsychotic bipolar
depression.



• Consider ECT for
- severe or treatment-resistant depression,
- psychotic features, or
- catatonic features.



• Clinicians may elect to use antidepressants earlier for bipolar II
depression than for bipolar I depression because patients with
bipolar II disorder probably have lower rates of antidepressant-
induced switching into hypomania or mania.



3. Rapid Cycling



Identify and treat medical conditions such as hypothyroidism or drug
or alcohol use that may contribute to cycling.



If possible, taper medications (particularly antidepressants) that may
contribute to cycling.



For initial treatment, include lithium or valproate.
• An alternative treatment is lamotrigine.
• For many patients, combinations of medications are required (i.e.,



combining two of the agents above or one of them plus an
antipsychotic).
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Goals of Treatment
• Prevent relapse and recurrence.
• Reduce subthreshold symptoms.
• Reduce suicide risk.
• Reduce cycling frequency or milder degrees of mood instability.
• Improve overall function.



4. Maintenance



Determine whether maintenance treatment is indicated.
• Maintenance medication is recommended following a manic or 



a depressive episode.
• Although few maintenance studies of bipolar II disorder have been



conducted, maintenance treatment warrants strong consideration
for this form of the illness.



Recommended options
• Treatment options with the best empirical support include



lithium or valproate. Possible alternatives include lamotrigine,
carbamazepine, or oxcarbazepine.



• If one of the above medications led to remission from the most
recent depressive or manic episode, it generally should be
continued.



• Maintenance ECT may also be considered for patients who
respond to ECT during an acute episode.



• Treatment selection should be guided by illness severity,
associated features such as rapid cycling or psychosis, and,
where possible, patient preference.



Choose an initial treatment modality.
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Role of psychosocial interventions
• Concomitant psychosocial interventions addressing illness



management (i.e., adherence, lifestyle changes, and early
detection of prodromal symptoms) and interpersonal difficulties
are likely to be of benefit.



• Supportive and psychodynamic psychotherapies are widely
used in combination with medication.



• Group psychotherapy and family therapy may also help
patients address issues such as adherence to a treatment plan,
adaptation to a chronic illness, regulation of self-esteem, and
management of marital and other psychosocial issues.



• Support groups provide useful information about bipolar
disorder and its treatment.



If the patient fails to respond (i.e., continues to experience
subthreshold symptoms or breakthrough mood episodes), add
another maintenance medication, a second-generation antipsychotic,
or an antidepressant.
• There are insufficient data to support one combination over



another.
• Maintenance ECT may also be considered for patients who



respond to ECT during an acute episode.



Role of antipsychotics
• Antipsychotic medications should be discontinued unless they



are needed for control of persistent psychosis or prevention of
recurrence of mood episodes.



• Maintenance therapy with second-generation antipsychotics
may be considered, but there is less evidence that their
efficacy in maintenance treatment is comparable to that of the
other agents discussed above.
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C. Additional Information About
Pharmacotherapeutic Agents



1. Lithium



Implementation



Initial workup
The following are generally recommended before beginning
lithium therapy:
• General medical history and physical examination
• Blood urea nitrogen (BUN) and creatinine levels
• Tests of thyroid function
• Electrocardiogram (ECG) with rhythm strip for patients over



age 40
• Pregnancy test (in women of childbearing age)



Side effects
• Up to 75% of patients experience some side effects, but most side



effects either are minor or can be reduced or eliminated by
lowering the lithium dose or changing the dosage schedule.



• Side effects related to peak serum levels (e.g., tremor within 1 to 2
hours of a dose) may be reduced or eliminated by using a slow-
release preparation or changing to a single bedtime dose.



• Side effects include polyuria, polydypsia, weight gain, cognitive
problems, tremor, sedation or lethargy, impaired coordination,
gastrointestinal distress, hair loss, benign leukocytosis, acne, and
edema.



• With long-term lithium treatment (>10 years), 10% to 20% of
patients display morphological kidney changes. These changes are
not generally associated with renal failure, although there are some
case reports of renal insufficiency probably induced by lithium.



• Most patients experience some toxic effects with levels above 1.5
meq/L; levels above 2.0 meq/L are commonly associated with life-
threatening side effects. At higher serum levels, hemodialysis may
be needed to minimize toxicity.
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Dosing
• Start in low divided dosages to minimize side effects (e.g., 



300 mg t.i.d. or less, depending on the patient’s weight and
age).



• Titrate dosage upward (generally to serum concentrations of 
0.5 to 1.2 meq/L) according to response and side effects.



• Check lithium level after each dosage increase (steady-state
levels are likely to be reached approximately 5 days after a
dosage adjustment).



• Check at shorter intervals after dosage increase as levels
approach upper limits of the therapeutic range (i.e., greater
than 1.0 meq/L).



• The “optimal” maintenance level may vary from patient to
patient. Some patients require the level used to treat acute
mania; others can be satisfactorily maintained at lower levels.



Long-term monitoring of laboratory values
• Serum lithium levels



- At minimum, check every 6 months in stable patients and
whenever the clinical status changes.



- The optimal frequency of monitoring depends on the stability
of lithium levels over time for that patient and the degree to
which the patient can be relied on to notice and report
symptoms.



• Renal function
- In general, during the first 6 months of treatment, test every 
2 to 3 months. 



- Subsequently, check every 6 to 12 months in stable patients
as well as whenever the clinical status changes.



• Thyroid function
- In general, during the first 6 months of treatment, test once or
twice.



- Subsequently, check every 6 to 12 months in stable patients
and whenever the clinical status changes.











•   TREATING BIPOLAR DISORDER184



2. Divalproex/Valproate/Valproic Acid



Side effects
• Common dose-related side effects of valproate include



gastrointestinal distress, benign hepatic transaminase elevations,
osteoporosis, tremor, and sedation.



• Patients with past or current hepatic disease may be at increased
risk for hepatotoxicity.



• Mild, asymptomatic leukopenia and thrombocytopenia occur less
frequently and are reversible on drug discontinuation.



• Other side effects include hair loss, increased appetite, and weight
gain.



• Although risks are unclear, female patients should be monitored for
possible development of polycystic ovarian syndrome.



• Rare, idiosyncratic, but potentially fatal adverse events include
irreversible hepatic failure, hemorrhagic pancreatitis, and
agranulocytosis; patients should be educated about the signs and
symptoms of hepatic and hematological dysfunction and warned to
contact their physician immediately if symptoms develop.



Implementation



Initial workup
The following are generally recommended before beginning
valproate therapy:
• Before treatment, take a general medical history with special



attention to hepatic, hematological, and bleeding
abnormalities.



• Obtain liver function tests and hematological measures.
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Dosing
• For hospitalized patients with acute mania, valproate can be



administered at an initial dosage of 20 to 30 mg/kg per day
in inpatients. After obtaining a valproate level, adjust the dose
to achieve a serum level between 50 and 125 µg/mL.  



• For outpatients, elderly patients, or patients with hypomania or
euthymia, start at 250 mg t.i.d. Titrate the dose upward by
250 to 500 mg/day every few days, depending on clinical
response and side effects, generally to a serum concentration
of 50 to 125 µg/mL, with a maximum adult daily dosage of
60 mg/kg per day. Once the patient is stable, simplify to
once- or twice-daily dosing.



• Bioavailability of the extended-release preparation, divalproex
ER, is about 15% less than that of the immediate-release
preparation; doses of divalproex ER will need to be increased
proportionately.



Drug interactions
• Valproate displaces highly protein-bound drugs from their



protein binding sites. Dosage adjustments will be needed.
• Because valproate inhibits lamotrigine metabolism, lamotrigine



must be initiated at less than half the usual dose.



Long-term monitoring of laboratory values
• Patients should be educated about the signs and symptoms of



hepatic and hematological dysfunction and instructed to report
these symptoms if they occur.



• Most psychiatrists perform clinical assessments, including tests
of hematological and hepatic function, at a minimum of every
6 months for stable patients who are taking valproate.



• Serum levels of valproic acid should be checked when
clinically indicated (e.g., when another medication may
change the metabolism of valproic acid).
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3. Lamotrigine



Side effects
• The most common side effects are headache, nausea, infection,



and xerostomia.
• In early clinical trials with patients with epilepsy, rapid titration of



lamotrigine dosage was associated with a risk of serious rash,
including Stevens-Johnson syndrome and toxic epidermal
necrolysis. Risk was approximately 0.3% in adults and
approximately 1% in children.



• Patients should be informed of the risk of rash and of the need to
contact the psychiatrist or primary care physician immediately if
any rash occurs.



• Rash can occur at any time during treatment but is more likely early
in treatment.



• At rash onset, it is difficult to distinguish between a serious and a
more benign rash.



• Particularly worrisome, however, are rashes accompanied by fever
or sore throat, those that are diffuse and widespread, and those
with prominent facial or mucosal involvement. In such
circumstances, lamotrigine (and valproate, if administered
concurrently) should be discontinued.



• In clinical trials, use of a slow dosage titration schedule (see below)
reduced the risk of serious rash in adults to 0.01% (comparable to
other anticonvulsants).



• Rash may be more likely if lamotrigine and valproate are
administered concomitantly.



Implementation
• Lamotrigine should be administered at 25 mg/day for the first 



2 weeks, then at 50 mg for weeks 3 and 4.
• After that, 50 mg/week can be added as clinically indicated.
• To minimize the risk of potentially serious rash in patients who are



receiving valproate, the dose or the dosage schedule should be
halved (i.e., 12.5 mg/day or 25 mg every other day for 2 weeks,
then 25 mg daily for weeks 3 and 4).



• Concurrent carbamazepine treatment will lead to increased
metabolism of lamotrigine and will require that dosing be doubled.
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4. Carbamazepine



Side effects
• Up to 50% of patients receiving carbamazepine experience side



effects.
• The most common side effects include fatigue, nausea, and



neurological symptoms such as diplopia, blurred vision, and
ataxia.



• Less frequent side effects include skin rashes, mild leukopenia, mild
liver enzyme elevations, mild thrombocytopenia, hyponatremia,
and (less commonly) hypo-osmolality.



• Rare, idiosyncratic, but serious and potentially fatal side effects
include agranulocytosis, aplastic anemia, thrombocytopenia,
hepatic failure, exfoliative dermatitis (e.g., Stevens-Johnson
syndrome), and pancreatitis.



• In addition to careful monitoring of clinical status, it is essential to
educate patients about the signs and symptoms of hepatic,
hematological, or dermatological reactions and instruct them to
report symptoms if they occur.



• Other rare side effects include systemic hypersensitivity reactions;
cardiac conduction disturbances; psychiatric symptoms, including
sporadic cases of psychosis; and, very rarely, renal effects,
including renal failure, oliguria, hematuria, and proteinuria.



• The carbamazepine analogue oxcarbazepine may be a useful
alternative to carbamazepine based on its superior side effect
profile.
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4. Carbamazepine (continued)



Implementation



Initial workup
The following are generally recommended before beginning
carbamazepine therapy:
• Minimum baseline evaluation should include a complete blood



count (CBC) with differential and platelet count, a liver profile
(LDH, SGOT, SGPT, bilirubin, alkaline phosphatase), and renal
function tests. Serum electrolytes may also be obtained,
especially in the elderly, who may be at higher risk for
hyponatremia.



• Before treatment, a general medical history and a physical
examination should be done, with special emphasis on prior
history of blood dyscrasias or liver disease.



Dosing
• Carbamazepine is usually begun at a total daily dose of 200



to 600 mg, in three to four divided doses.
• In hospitalized patients with acute mania, the dosage may be



increased in increments of 200 mg/day up to 800 to 1000
mg/day (unless side effects develop), with slower increases
thereafter as indicated.



• In less acutely ill outpatients, dose adjustments should be
slower to minimize side effects.



• Maintenance dosages average about 1000 mg/day but may
range from 200 to 1600 mg/day in routine clinical practice.



• Levels established for treatment of seizure disorders (serum
concentration between 4 and 12 µg/mL) are generally applied
to patients with bipolar disorder.



• Use trough levels (drawn prior to the first morning dose) 
5 days after a dose change.
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Long-term monitoring of laboratory values
• CBC, platelet, and liver function tests should be performed



every 2 weeks during the first 2 months of carbamazepine
treatment.



• Thereafter, if laboratory tests remain normal and no symptoms
of bone marrow suppression or hepatitis appear, blood counts
and liver function tests should be obtained at least every 
3 months; more frequent monitoring is necessary if there are
hematological or hepatic abnormalities.



5. Antipsychotic Medications



Implementation and relative side effects of second-generation
antipsychotic medications with FDA indications for treatment of acute
manic or mixed episodes are described in Table 1 (p. 190).



Implementation (continued)
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Section III. B. Member Services  Reports.docx

			General Report Description





			QR-M1 Member Helpline Performance





			Purpose


			To monitor the MCE’s availability to provide service to its members calling the Member Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  





			Performance Measures


			The MCE must maintain average quarterly telephone service for the member services helplines with service efficiency of at least 85 percent of calls received answered by a live voice within 30 seconds (i.e., a 85 percent service efficiency rate) and less than five percent of the calls received in the Member Helpline remaining unanswered (abandonment rate).





			QR-M1 Data Elements





			Item 1  


			Number of Member Calls Received





			Description 


			Identify the total number of member calls received by the Member Helpline during hours of operation, including calls in which the member calls directly into the Member Helpline, transfers into the Member Helpline, or selects a member services option placing the member into the automatic call distribution (ACD) call queue.  This does not apply to other external call centers (e.g., pharmacy).


Enter a whole number.





			Item 2 


			Number of Member Calls Answered





			Description


			Identify the total number of member calls answered on the Member Helpline in the reporting quarter.  This number should not be greater than the number of calls received and should include the number of calls answered within 30 seconds by a live voice.


Enter a whole number.





			Item 3  


			Number of Calls Answered Live Within 30 Seconds





			Description


			Identify the number of member calls answered within 30 seconds by a live voice on the Member Helpline in the reporting quarter.  This number should not be greater than the number of calls received.


Enter a whole number.





			Item 4  


			Percent of Calls Answered Live Within 30 Seconds





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Member Calls Answered Live Within 30 Seconds divided by 


Number of Member Calls Received





			
Item 5  


			Number of Abandoned Calls





			Description


			Identify the number of calls received into the Member Helpline during hours of operation that were abandoned (disconnected) by the caller or the system before being answered.


Enter a whole number.





			Item 6  


			Percent of Calls Abandoned





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Abandoned Calls divided by Number of Member Calls Received





			Item 5  


			Number of Calls Received After Hours





			Description


			Indicate the number of member calls received after business hours on the after-hours voice messaging system for the Member Helpline. 


Enter a whole number.
























			General Report Description





			QR-M2 Member Grievances and Appeals





			Purpose


			To monitor the volume and timely resolution of the MCE’s member grievances and appeals.  





			Format


			Excel template	





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  





Grievances


 A grievance is defined as an expression of dissatisfaction about any matter other than an “action.” Therefore a grievance does not include any of the following matters:


· The denial or limited authorization of a requested service, including the type or level of service


· The reduction, suspension or termination of a previously authorized service


· The denial, in whole or in part, of payment for a service


· The failure to provide services in a timely manner


· The failure to act within the required timeframe


· The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network





Any others matters that pertain to the delivery of health care, such as dissatisfaction with the quality of care or services received, provider or provider staff conduct (such as rudeness) or the failure to respect an enrollee’s rights should be counted as a grievance regardless of the timeframe for resolution. If the matter requires that the MCE review the situation and supply a decision, the grievance should include appeal rights if the subsequent decision is an adverse determination.





Example Scenario:


Member Doe calls to report that her home health aide is inattentive and providing poor service. Member believes that the plan should intervene to correct this behavior.


Possible Outcome: 


The plan documents the contact. The customer service representative reports the contact to the Network department in order to review other customer survey results and member or plan staff concerns related to this provider. This plan decides to complete a site survey. A letter is mailed to the member documenting the action taken by the plan. An adverse decision is not made, therefore appeal language is not included. This grievance is counted on the QR-M2.





A member may file a grievance orally, or in writing and should be included in the reporting count regardless of how the grievance was initiated. A member may request an expedited grievance in any instance in which the matter may seriously jeopardize the life or health of the member or the member’s ability to reach and maintain maximum function. Expedited grievances should be included in this count.





Appeals


The Member Appeal report includes any appeal that is a result of any of the following “actions” as bulleted below:


· The denial or limited authorization of a requested service, including the type or level of service


· The reduction, suspension or termination of a previously authorized service


· The denial, in whole or in part, of payment for a service 


· The failure to provide services in a timely manner


· The failure to act within the required timeframe


· The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network


It further includes any appeal resulting from an adverse decision of a grievance. These appeals may be filed by the member, or the provider on the behalf of a member.





Example Scenario:


Member Smith calls to inquire why she received a discontinuance/denial notice for further home health services.


Expected Outcome: Upon pulling up the concurrent review decision, the customer service representative reiterates the denial rationale as described on the denial letter. The CSR reiterates the appeal language that is included on the denial notice and asks Member Smith if she would like to file an appeal orally. The plan documents the contact and takes all applicable information. The CSR informs the member that the appeal is filed, but will also mail her the appeal for her signature to confirm her wish to pursue the appeal for continued services.


This appeal is counted in the QR-M2. 





The Member Appeal report does not include claim payment disputes.  This report only includes appeals reconsidered by the MCE or its sub-delegated entity and not those appealed to an IER or State fair hearing as those are separately reported.





			Performance Measures


			The MCE should resolve all member grievances within 20 business days of receipt.  The MCE should resolve standard member appeals within 20 business days of receipt. The MCE should resolve expedited appeals within 48 hours.





			
QR-M2 Data Elements





			Item 1  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the grievance data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			
Item 3  


			Member Months





			Description 


			Identify the number of member months (i.e., number of members enrolled) for the MCE during the reporting quarter. 


Enter a whole number. 





			Item 4


			Total Number of Grievances Received





			Description


			Indicate the total number of new member grievances received during the reporting quarter as of the last day of the reporting period.  


Enter a whole number.  





			Item 5


			Total Number of Grievances Pending from Prior Reporting Periods





			Description


			Indicate the total number of grievances that were pending a resolution from prior reporting periods. 


Enter a whole number.





			Item 6


			Total Number of Grievances Resolved in the Same or Next Business Day





			Description


			Indicate the total number of grievances that were resolved in the same or next business day after it was received by the MCE.


Enter a whole number.





			Item 7


			Total Number of Grievances Resolved in Two to Five Business Days





			Description


			Indicate the total number of grievances that were resolved in two to five business days after it was received by the MCE.


Enter a whole number.





			Item 8


			Total Number of Grievances Resolved in Six to 20 Business Days





			Description


			Indicate the total number of grievances that were resolved in six to 20 business days after it was received by the MCE.


Enter a whole number.





			Item 9


			Total Number of Grievances Resolved in More than 20 Business Days





			Description


			Indicate the total number of grievances that were resolved in more than 20 business days after it was received by the MCE.


Enter a whole number.





			Item 10  


			Total Number of Grievances Not Resolved as of the last day of Experience Period/Reporting Quarter





			Description 


			Indicate the total number of grievances that were not resolved as of the end of the reporting period.


Enter a whole number.





			Item 11  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the appeals data reported for a previous quarter has been updated on this submission of the report.





			Item 12  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			Item 13  


			Type of Appeal





			Description


 


			For the remainder of the columns sort the data by Expedited and Non-Expedited appeals.











			Item 14  


			Total Number of Appeals Received





			Description 


			Enter the number of member appeals received during the reporting quarter as of the last day of the reporting period sorted by Expedited and Non-Expedited appeals.


Enter whole numbers.





			Item 15  


			Total Number of Appeals Pending from Prior Report Periods





			Description


			Indicate the total number of appeals that were pending a resolution from the prior reporting timeframe sorted by Expedited and Non-Expedited appeals.


 


Enter whole numbers.





			Item 16


			Total Number of Expedited Appeals Resolved in 48 Hours





			Description


			For expedited appeals only, indicate the total number of appeals that were resolved in 48 hours or less after it was received by the MCE.


Enter a whole number.





			Item 17


			Total Number of Expedited Appeals Resolved in More than 48 Hours





			Description


			For expedited appeals only, indicate the total number of appeals that were resolved in more than 48 hours after it was received by the MCE.


Enter a whole number.





			Item 18


			Total Number of Non-Expedited Appeals Resolved in 30 Business Days





			Description


			For non-expedited appeals only, indicate the total number of appeals that were resolved in 30 business days or less after it was received by the MCE.


Enter a whole number.





			Item 19


			Total Number of Non-Expedited Appeals Resolved in More than 30 Business Days





			Description


			For non-expedited appeals only, indicate the total number of appeals that were resolved in more than 30 business days after it was received by the MCE.


Enter a whole number.





			Item 20


			Total Number of Appeals Not Resolved as of as of the last day of Experience Period/Reporting Quarter 





			Description


			Indicate the total number of appeals that were not resolved as of the submission due date of the report.


Enter a whole number.




























































			General Report Description





			QR-M3 Independent External Reviews & FSSA Hearings and Appeals 





			Purpose


			To monitor the number and timely resolution of member requests for Independent External Reviews (IERs) or FSSA hearings during the reporting period. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period. Additionally, the MCE may be asked to submit this report to OMPP at other times during the year upon specific request from OMPP.





The resolution date is considered to be either:


· For IERs, the date that the IER gives its decision to the MCE; or


· For FSSA hearings, the date that the FSSA informs the member of the resolution decision (i.e., date FSSA mailed the resolution notice to the member or date FSSA verbally notified the member and the FSSA documented that notification date in its member appeal files).





FSSA State Fair Hearings include any matter that has been subsequently appealed after receipt of an MCE or sub-delegated entity level appeal decision.





			QR-M3 Data Elements





			Items 1 and 8  


			Sequential Tracking Number





			Description 


			Consecutively number either the IERs (Item 1) or member FSSA-level appeals (Item 8) received, resolved or pending resolution during the reporting period.


Enter number with the convention year number-x, e.g. 2013-1.





			Items 2 and 9 


			Reason for Hearing





			Description 


			Briefly describe the reason(s) the member requested the IER (Item 2) or FSSA hearing (Item 9). 





			Items 3 and 10


			Date Received





			Description 


			Identify the date the request was made by the member for an IER (Item 3) or that FSSA received the member’s request for a FSSA State fair hearing (Item 10). 


Enter date in MM/DD/YY format.












			Item 4 and 11  


			Resolution Date





			Description 


			Indicate the date the member was notified of the IER’s decision (Item 4) of FSSA's decision (Item 11). 


Enter date in MM/DD/YY format.  





			
Items 5, 6, 7 or Items 12, 13, 14


			Resolution Status





			Description 


			Identify by placing an X in the field that represents the status of the member’s request for the IER or FSSA hearing as of the last day of the reporting period using the status descriptions below:


Descriptions


A resolution decision was rendered in favor of the member (Item 5 or 12)


A resolution decision was rendered in favor of the MCE (Item 6 or 13)


A resolution decision was pending (Item 7 or 14)





If the resolution decision has not been communicated to the member as of the last day of the reporting period, the hearing decision is considered pending and the member request should be included in subsequent reports until resolved (i.e., member is notified).















			General Report Description





			QR-M4 Marketing and Outreach Report 





			Purpose


			To monitor the methods of marketing and populations accessed by the MCEs to increase enrollment.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period. 





In accordance with 42 CFR 438.104, the Plan cannot conduct, directly or indirectly, door-to-door, telephone or other “cold-call” marketing enrollment practices. However, OMPP expects the Plan to promote the program to the general community. This allows market by mail, mass media advertising and community-oriented marketing directed at potential members.  The Plan may offer gifts, incentives, or other financial or non-financial inducements, so long as the Plan acts in compliance with all marketing provisions provided for in 42 CFR 438.104, etc. 





			[bookmark: _GoBack]QR-M4 Data Elements





			Item 1  


			Planned Activity Name





			Description 


			Indicate the planned marketing and outreach activity.


Enter a brief title.





			Item 2 


			Population Impacted





			Description 


			Indicate the section of the population that the market is directed to reach.





			Item 3  


			Functional Area





			Description 


			Indicate the business unit expected to pursue, organize and/or oversee the marketing and outreach goals.





			Item 4  


			Goals





			Description 


			Summarize the marketing and outreach goals and timelines proposed for this campaign.





			Item 5  


			Person Responsible





			Description 


			Indicate the contact person for this planned activity.





			Item 6  


			Results





			Description 


			Summarize the results of the activity.
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			General Report Description





			AN-M1 Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Summary





			Purpose


			Assess and document the experiences members report with their managed care organization as an indicator of quality of various aspects of care and customer service.





			Format


			NCQA-certified survey vendor format





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP by July 31st. 





Each MCE must meet the minimum response total of 411 responses to ensure the representative scores are accurate and statistically valid. Over-sampling and monitoring prior year response rates are recommended to meet this minimum.





			AN-M1 Data Elements





			Item 1


			All Data Elements





			Description


			MCEs must use an NCQA-certified vendor to conduct the CAHPS survey.  The MCE can find additional information about this survey, survey tool and NCQA’s nationally standardized reporting methodology on the NCQA website at: http://www.ncqa.org. 





















Section III. E. Quality Management and Improvement Reports.docx

			[bookmark: _GoBack]General Report Description





			QR-Q1    Quality Management and Improvement Committee Meeting Minutes





			Purpose


			To review the issues the MCE is addressing during its internal quality management and improvement committee meetings and evaluate the correlation of internal committee activities to the MCE’s quality management and improvement work plan goals.





			Format


			Narrative text.  MCE’s choice of narrative format but must include required elements.





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP on the last day of the month following the end of the reporting quarter or at OMPP’s discretion may be requested on-site.





The MCE should provide the Quality Management and Improvement Committee meeting minutes for all committee meetings that occurred during the reporting quarter. 





			QR-Q1 Data Elements





			Item 1 


			All Data Elements





			Description 


			Narrative text on the meeting’s minutes must include:


· MCE name 


· Name of committee 


· Date of meeting 


· Names and position titles of attendees 


· Subcommittees, work groups or task force reports or updates


· Agenda items 


· Narrative description of agenda items, issues, discussion, planned actions, follow-up, responsible party, dates due, problem resolution, next steps, etc. 


· Date of next scheduled meeting 
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			General Report Description





			QR-Q2    Key Staff and Other Staffing





			Purpose


			Confirm that the MCE is appropriately staffed when key staff vacancies occur.





			Format


			Excel template





			Qualifications/ Definitions


			This is a conditional report submitted on an ad hoc basis if the MCE has vacancies for any of the positions listed below.  


The MCE must submit this report to OMPP per the contract within 5 business days of receiving notice to terminate employment or 5 days before the vacancy, whichever is earlier.  





			QR-Q2 Data Elements





			Item 1  


			Key staff position





			Description 


			Identify the vacant key staff position from those listed here that are required per the contract.





Key staff include: 


· Chief Executive Officer (President/CEO/ED)


· Chief Financial Officer 


· Compliance Officer


· Medical Director


· Management Information Systems (MIS) Coordinator


· Quality Management Manager


· Utilization Management Manager


· Member Services Manager


· Provider Services Manager


· Behavioral Health Manager


· Data Compliance Manager


· Power Account Operation Manager





In addition, the MCE must also include Member Service Representatives and other staff who provide direct service to members.





			Item 2


			Staff Name





			Description


			First and Last Name of the individual vacating the position.





			Item 3


			Title





			Description


			The MCE’s title of the staff position that will be left vacant.












			Item 4


			Plan for Covering Vacancy in Interim





			Description


			A written plan describing how the coverage of duties will be managed in the interim to filling the position.





			Item 5


			Contact Info (email and phone)





			Description


			Provide the full name, email and telephone number for the contact person who will be responsible for overseeing the duties in the interim.





			Item 6


			Plan for Filling Vacancy





			Description


			A written plan describing the hiring process, timeline and target date for permanently filling the vacancy.





			Item 7


			Status





			Description


			If the position remains vacant for a duration that extends to a new quarterly reporting period, provide an update to the report as to progress, revised target dates, or changes to the staffing plan.





















			General Report Description





			QR-VC1  Vendor Contact Sheet





			Purpose


			To confirm that the MCE staffing contact information is current and readily available for OMPP to contact key staff as necessary.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and ad hoc report.  The MCE must at a minimum submit the report to OMPP by the last day of the month following the end of the reporting quarter. This report is to be submitted on an ad hoc basis if key staff or other primary business contact information changes. 





			QR-VC1 Data Elements





			Item 1  


			All Data Elements





			Description 


			Identify the required MCE contact information as provided for in the excel template. This information includes but is not limited to:


· MCE general mailing address


· General phone numbers


· Web sites


· Key contact personnel phone and fax numbers – (key staffing positions are identified which require completion)


· Primary work site – (if the individual’s primary work site is other than the primary business address, identify the city and state where the individual’s primary work site is located)


· Key contact email addresses


It is the responsibility of the MCE to ensure accurate contact information is maintained and readily available to OMPP for key staff and business function areas.















			General Report Description





			QR-Q3    Quality Management and Improvement Work Plan – Annual Prospective Report, Evaluation Report, and Quarterly Updates





			Purpose


			The Quality Management and Improvement Work Plan (QI Work Plan) report identifies the high-level primary work plan goals the MCE has set to address its strategy for improving the delivery of health care benefits and services to its members.  





 The QI Work Plan should be submitted prospectively for each year, with quarterly updates, along with a final evaluation of the prior year.  This section (QR-Q3) provides a description of these reporting requirements. (Annual Prospective, Evaluation, and Quarterly) 





			Format


			Excel template


Narrative MCE format; MCE’s choice of narrative format but must include required elements.





			Qualifications/ Definitions


			MCE QI Work Plan goals must be strategic or long-term in nature and the MCE must identify objective measurements for assessing improvement or determining success in meeting the stated goals. This report documents the planning, implementation, assessment and outcomes of these strategic goals. The QI Work Plan should contain information specific to Indiana, even if the health plan operates in multiple states. 





OMPP allows and encourages the MCE to add new goals or modify its goals at any time during the calendar year.  





The MCE must submit its Prospective QI Work Plan to OMPP by March 31st of each calendar year for all goals.  This is to be a narrative report which effectively describes the goals set for the year, indicates the methods to analyze outcome data and describes the activities set to achieve the listed goals. The title of these high level goals (initiatives/activities) should readily tie to the required quarterly updates.


  


Based off the Prospective QI Annual Work Plan, the MCE must provide quarterly progress updates related to the QI Work Plan objectives and Quality Improvement Projects (QIPs) set for the year to be submitted the last day of the month following the end of each reporting quarter. This is to be submitted utilizing the Work Plan template provided in the MCE’s Excel workbook. 





The MCE must review its Work Plan in its entirety and submit an annual Retrospective evaluation to OMPP by March 31st of each calendar year.  This narrative document must include the requirements described below.





Quality Improvement Projects (QIPs)/Performance Improvement Projects (PIPs) must be submitted annually with the annual Retrospective Work Plan.  





Reporting Submission Example:


March 31st  – Prospective  Year’s QI Work Plan due


March 31st  – Previous Year’s Annual  Evaluation QI Work Plan due


April 30th, July 31st, October 31st, January 31st Quarterly QI Work Plan Updates 


December 1st  – Draft Prospective Year’s QI Work Plan due





			
Annual Program Evaluation





			Qualifications/


Description


			Based on the NCQA Accreditation Guidelines, this is an annual written evaluation of the work plan goals that includes:





· a description of completed and ongoing QI activities that address quality and safety of clinical care and quality of service 


· trending of measures to assess performance in the quality and safety of clinical care and quality of service 


· analysis of the results of QI initiatives, including barrier analysis 


· evaluation of the overall effectiveness of the QI program, including progress toward influencing network-wide safe clinical practices


Annual written evaluation document contents:


· The title of each QI program initiative described in the work plan 


· A description of each initiative 


· Major accomplishments 


· Appropriate measures trended over time, including: 


· Satisfaction data


· Organization-specific data 


· Clinical measures


· Issues and barriers that make objectives more difficult to achieve recommended interventions to overcome barriers and issues 


· An assessment of the degree to which yearly planned activities were completed 


· The extent to which yearly objectives were met 








Completed and ongoing QI activities


The organization must annually evaluate its performance on planned QI activities described within its work plan, including all delegated functions. 





Quantitative analysis and trending of measures


The organization should present the results of QI initiatives in measurable terms. To facilitate comparative analysis, the evaluation must include trended data using charts, graphs or tables for displaying this information. Trended data shows performance overtime compared with established performance thresholds. 





Barrier analysis


The organization must also conduct a root cause analysis or barrier analysis to identify reasons when the organization's goals are not met. Analysis must include organization staff who has direct experience with the processes that have presented barriers to improvement.





Overall effectiveness


After giving careful consideration to its performance in all aspects of the QI program, the organization determines and describes the overall effectiveness of the QI program. The organization considers the adequacy of resources, committee structure, practitioner participation and leadership involvement in the QI program and determines whether to restructure or change.








			QR-Q3 Data Elements





			Item 1  


			Managed Care Organization (MCE)





			Description 


			Enter the name of the MCE submitting the work plan.





			Item 2


			Work Plan/ Activity #





			Description


			Associate in numerical sequence, an activity number to the related goal.





			Item 3


			Scope and Population





			Description


			Provide a description of who is the expected population to be impacted by the implementation of the goal.





			
Item 4


			Functional Area





			Description


			Indicate the business area impacted by the work plan objective.





			Item 5


			Goals/Measureable Objectives/Performance Metrics





			Description


			Provide a brief description of the objectives, related activities to achieve the goal, along with the metrics that will be tracked to measure the outcome of the goal.





			Item 6 


			Person Responsible





			Description


			Provide the First and Last Name of the individual responsible for implementation of the goal.





			Item 7  


			Data Source





			Description


			Describe the database and data sets that are utilized for goal implementation.





			Item 8


			Data Collection Methodology





			Description


			Provide a brief description of the method(s) that will be used to populate outcome data.





			Item 9 


			Status





			Description


			Provide an update on tasks related to each high-level, primary work plan goal and objective.  Whenever possible the MCE should quantify the data in the Status column and provide detail describing the activity (e.g., “Trained 10 executive staff members on the details of the program integrity plan for 2 hours,” versus “Trained staff”).  When appropriate, the MCE should list and describe the next steps it anticipates implementing to meet the goals or objectives.





















			General Report Description





			QR-PI1   Program Integrity Plan





			Purpose


			To identify and monitor the high-level primary work plan goals the MCE has set to address program integrity (PI) compliance.





			Format


			Excel template


Narrative MCE format





			Qualifications/ Definitions


			The PI Plan report documents the routine methods, on-going referrals and MCE initiatives that support program integrity compliance. The PI Plan should contain information specific to Indiana. This Plan should be submitted prospectively for each year, with quarterly updates, along with a final evaluation of the prior year.  





In the annual prospective PI Plan, the MCE should inventory how the MCE is meeting the PI provisions as described in the MCE Policy and Procedure manual. This should be a narrative document in the MCE format.





Based off the prospective PI Plan, the MCE must provide quarterly progress updates related to the program integrity-related goals, objectives and planned activities, as well as monitor referrals made during the reporting period. The title of the PI goals described in the PI Plan should readily tie to the required planned activity named in the quarterly updates.





In the annual evaluation, the MCE must review its PI plan and provide OMPP with final status of goals previously set. The retrospective evaluation is due to OMPP by January 31st of each calendar year.  The prospective PI plan and the retrospective may be a combined document if the report clearly separates the required material. 





Reporting Submission Example:


January 31st 2014 – Prospective 2014 PI Plan due


January 31st 2014 – Annual 2013 PI Plan Evaluation due


April 30th, July 31st, October 31st, January 31st 2014 Quarterly QI Work Plan Updates





			QR-PI1Data Elements





			Item 1


			Work Plan/ Activity #





			Description


			Indicate the MCE-assigned tracking activity number used to monitor the MCE program integrity activity.





			Item 2


			Planned Activity Name





			Description


			Provide a brief title for the activity or project. This name should correlate to the planned activity named and described in the MCE’s prospective PI plan.





			Item 3


			Person Responsible





			Description


			Indicate the name of the managing officer responsible for carrying out the PI activity.





			Item 4


			# of Providers





			Description


			If the activity is related to provider overpayments, indicate the number of providers determined to be impacted by the project.





			
Item 5


			Status





			Description


			Provide a very brief description on the progress of the activity. This could include such project stages as: research, data gathering, recovery, investigation, or closure. 





			Item 6


			Amount MCE Paid





			Description


			If the project is related to the recovery of dollars, indicate the amount of monies originally paid to the providers. This may be limited to the period of time under review. If the project does not relate to recoveries, leave the field blank.





			Item 7


			Identified Overpayment





			Description


			If the project is related to the recovery of dollars, indicate the amount of identified overpayments paid to the providers. If the project does not relate to recoveries, leave the field blank.





			Item 8


			Amount Collected





			Description


			If the project is related to the recovery of dollars, indicate the amount of monies adjusted and recovered by the plan. If the project does not relate to recoveries, leave the field blank.





			Item 9


			Item Count





			Description


			Itemize the number of provider referrals that were made during the reporting period and remain in a status other than closed. 


Sequentially from 1.












			Item 10


			Referral No. 





			Description


			Indicate the tracking number utilized by the MCE to monitor the referral. 





			Item 11


			Date Reported





			Description


			Indicate the date the referral was submitted to the appropriate contacts as described in the MCE Policy and Procedure manual.





			Item 12


			Investigation Status





			Description


			Indicate the status of the investigation as indicated by the investigating agency.





			Item 13


			Amount Collected





			Description


			Indicate the amount of recoveries collected.





			Item 14


			Item Count





			Description


			Itemize the number of member referrals that were made during the reporting period.


Sequentially from 1.





			
Item 15


			Referral No.





			Description


			Indicate the tracking number utilized by the MCE to monitor the referral.





			Item 16


			Date Reported





			Description


			Indicate the date the member referral was submitted to the appropriate contacts as described in the MCE Policy and Procedure Manual.





			Item 17


			Program





			Description


			Indicate the member’s program.


Enter HHW or HIP.


























			
General Report Description





			AN-Q1    Quality (Performance) Improvement Projects (QIPs)





			Purpose


			Describe specific MCE goals for improving the outcomes of health care benefits and services for members.  





			Format


			Plans must use the NCQA Quality Improvement Project (QIP) form for development of formal Performance Improvement Projects (PIPs). These PIPs should be included on the Work Plan template and referenced as PIPs.  The MCEs shall submit drafts of any QIP, not previously reviewed and approved by the State, on December 1 of each year, along with the QMIP in advance of the measurement year, along with the Draft QI Work Plan.  


See QR-Q3 for report specifications. However, review of the updated NCQA QIP form may be requested throughout the year by OMPP staff.


 





			Qualifications/ Definitions


			OMPP requires at least two Performance Improvement Projects (PIPs) be conducted that address high priority clinical goals.  If an MCE has sub-contracted behavioral health services to an MBHO, coordination for behavioral health PIPs are required.





			AN-Q1 Data Elements





			Item 1  


			All Data Elements - QIPs





			


			See appendix for the NCQA instructions for development of the QIP.












































			
General Report Description





			AN-Q2    Healthcare Effectiveness Data and Information Set (HEDIS) 





			Purpose


			Evaluate the MCE’s data compiled for its annual Healthcare Effectiveness Data and Information Set (HEDIS) audit survey.





			Format


			Excel





			Description


			This is an annual report.  The MCE must submit this report to OMPP by June 15th, or on the date the data is due to NCQA, whichever is earlier, for the preceding calendar year’s data.  








			AN-Q2 Data Elements





			Item 1


			All Data Elements





			Description


			Provide the same audited data provided to NCQA.





















			General Report Description





			AN-Q3     Healthcare Effectiveness Data and Information Set (HEDIS) Compliance Auditor’s Final Report





			Purpose


			Assess the MCE’s compliance with the Healthcare Effectiveness Data and Information Set (HEDIS®) Technical Specifications reporting requirements when reporting annual HEDIS rates.





			Format


			HEDIS Auditor’s final audit report, as submitted to the health plan from the Auditor.





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP within ten business days of receiving the report from the Auditor. 





			AN-Q3 Data Elements





			Item 1  


			All Data Elements





			Description


			Submit Auditor’s final report.


















			General Report Description





			AN-Q4 QIP and P4P Statistical Analysis





			Purpose


			To monitor the effectiveness of programs and initiatives set forth in the QIP and P4P by calculating for statistical significance in the percent change from previous reporting period





			Format


			OMPP template





			Qualifications/ Definitions


			OMPP requires statistical analysis of the P4P and QIP measures reported annually with the HEDIS audit survey.  Measures should be reported in the format shown in the letter presented in Appendix IV.





			AN-Q4 Data Elements





			Item 1


			All Data Elements





			Description


			In order to monitor the effectiveness of plan initiatives OMPP reviews the results of quality HEDIS metric results. In order to determine the significance of change, year over year for these measures’ results and in comparison to the national benchmarks, additional detail regarding the statistical significance for the plan’s QIP and P4P measures is requested. 


This includes supplying:


· At least two years, current and prior year, of reporting results


· Eligible population


· Administrative denominator, numerator and rate


· Hybrid denominator, numerator and rate


· Statistical significance data (ex. effect sizes based on z-tests for different rates)


See Appendix VI for format of report.


















Section V. C. HIP Report Workbook- Template.xlsx

Index


			Healthy Indiana Plan


			MCE Reporting Template 


			Version 5.1 - Calendar Year 2014





			Table of Contents


			Section 1 Systems and Claims Reports


			Section 2 Member Services Reports


			Section 3 Provider Services


			Section 4 Network Development & Access Reports


			Section 5 Quality Management and Improvement Reports


			Section 6 Utilization Management Reports


			Section 7 Financial


			Section 8 Power Account Reports


			Section 9 Preventive Services and Chronic Care Reports


			Section 10 General Services Utilization Reports


			Section 11 Behavioral Health Reports
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Section 1 System & Claims


			Section1: Systems & Claims


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Claims Processing Summary			QR-S1			Quarterly			None			X									X									X									X									X


			Adjudicated Claims Inventory Summary			QR-S2			Quarterly			None			X									X									X									X									X
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QR-S1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Claims Processing Summary


			Report Code: 			QR-S1





			Measure			Claim Type


						UB-04 (Institutional) (837 I)						CMS 1500 (Professional) (837 P)


						In-Network			Out-Of-Network			In-Network			Out-Of-Network


			Total Submitted Dollars (not paid amount)			0


			Claims Received


			Electronic			0			0			0			0


			Paper			0			0			0			0


			Total (calculated)			0			0			0			0


			Clean Claims Adjudicated


			Paid On Time			0			0			0			0


			Paid Late			0			0			0			0


			Denied			0			0			0			0


			Denial Rate (calculated)			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Claims Paid With Interest


			Total Number of Claims Paid With Interest						0						0


			Total Dollar Amount of Interest Paid						$0.00						$0.00


			Claims Lag


			Average number of days between the last date of service on claim and Health Plan's receipt of claim from provider.			0			0			0			0


			Average number of days between the receipt date on claim and the adjudication date.			0			0			0			0


			Average number of days from the adjudication date to payment (remittance advice) date.			0			0			0			0





			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-S2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Adjudicated Claims Inventory Summary


			Report Code:			QR-S2





			Calendar Days In Inventory Until Remittance			Number of Claims Adjudicated , By Claim Type


						UB-04 (Institutional) (837 I)																		CMS 1500 (Professional) (837 P)


						In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated									In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated


						Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)


						Paper			Electronic						Paper			Electronic						Paper			Electronic						Paper			Electronic


			0-10 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			11-21 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			22-30 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			31-60 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			61-90 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			>90 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total (calculated)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total on time			- 0			- 0						- 0			- 0						- 0			- 0						- 0			- 0


			percentage on time			ERROR:#DIV/0!			ERROR:#DIV/0!															ERROR:#DIV/0!			ERROR:#DIV/0!


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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Section 2 Member Services


			Section 2: Member Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Member Helpline Performance			QR-M1			Quarterly			None			X									X									X									X									X


			Member Grievances & Appeals			QR-M2			Quarterly			None			X									X									X									X									X


			Independent External Reviews & FSSA Hearings and Appeals			QR-M3			Quarterly			None			X									X									X									X									X
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QR-M1


			MCE Name:


			Version:			5.1


			Report Name:			Member Helpline Performance


			Report Code:			QR-M1


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Member Calls Received			0			0			0			0


			2			Number of Member Calls Answered			0			0			0			0


			3			Number of Member Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			7			Number of Calls Received After Hours			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-M2


			MCE Name:																					 


			Version:						5.1


			Report Name:						Member Grievances and Appeals


			Report Code:						QR-M2


			Submission Date:





			GRIEVANCES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Member Months in Quarter			Number of HHW Member Grievances Received in Quarter			Number of HHW Member Grievances Pending from Prior Periods			Statistics on Timing of Resolved Grievances Received in this Quarter (as of the last day of the Experience Period / Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Same or Next Business Day After Received			2 to 5 Business Days After Received			6 to 20 Business Days After Received			More than 20 Business Days After Received


			Current Period Submission


			Previous Period 


			Second Previous Period


			Third Previous Period





			APPEALS


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Type of Appeal			Number of HHW Member Appeals Received in Quarter			Number of HHW Member Appeals Pending from Prior Quarter			Statistics on Timing of Resolved Appeals Received in this Quarter (as of the last day of the Experience Period/Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Up to 48 Hours			More than 48 Hours			Up to 30 Business Days After Received			More than 30 Business Days After Received


			Current Period Submission									Expedited


												Non Expedited


			Previous Period 									Expedited


												Non Expedited


			Second Previous Period									Expedited


												Non Expedited


			Third Previous Period									Expedited


												Non Expedited





			MCE Comments (as needed): 





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.
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QR-M3


			MCE Name:


			Version:			5.1


			Report Name:			Independent External Reviews & FSSA Hearings and Appeals


			Report Code:			QR-M3


			Submission Date:





			Independent External Reviews


			(1)			(2)			(3)			(4)			(5)			(6)			(7)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for IRO			Date Request for IRO was Received by MCE			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter


									 
































			FSSA Hearings and Appeals


			(8)			(9)			(10)			(11)			(12)			(13)			(14)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for FSSA Hearing			Date Request for FSSA Hearing was Received by OMPP			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter
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Section 3 Provider Services


			Section 3: Provider Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Provider Helpline Performance			QR-P1			Quarterly			None			X									X									X									X									X


			Provider Claims Disputes			QR-P2			Quarterly			None			X									X									X									X									X


			Provider Credentialing 			QR-P3			Quarterly			None			X									X									X									X									X
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QR-P1


			MCE Name:


			Version:			5.1


			Report Name:			Provider Helpline Performance


			Report Code:			QR-P1


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Provider Calls Received			0			0			0			0


			2			Number of Provider Calls Answered			0			0			0			0


			3			Number of Provider Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-P2


			MCE Name:


			Version:						5.1


			Report Name:						Provider Claims Disputes


			Report Code:						QR-P2


			Submission Date:





			INFORMAL DISPUTES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Informal Disputes per 100,000 Claims Received


			Period																		Up to 30 Calendar Days After Received			More than 30 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																				


			Previous Period 																																				


			Second Previous Period																																				


			Third Previous Period																																				





			FORMAL DISPUTES


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Formal Disputes per 100,000 Claims Received


			Period																		Up to 45 Calendar Days After Received			More than 45 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																	0			


			Previous Period 																																	0			


			Second Previous Period																																	0			


			Third Previous Period																																	0			








			MCE Comments (as needed): 





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-P3


			MCE Name:


			Version:			5.1


			Report Name:			Provider Credentialing


			Report Code:			QR-P3


			Submission Date:


						Experience Period  >>





			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Total Enrolled Providers on the Last Day of Reporting Period for Which Credentialing is Required (per NCQA guidelines)			0			0			0			0


			2			Number of Providers for Which Credentialing or Recredentialing was Initiated in the Reporting Period			0			0			0			0


			3			Number of Providers for Which Credentialing or Recredentialing was Completed in the Reporting Period			0			0			0			0


			4			Number of Providers Reported in Item #3 with a Level 1 Review			0			0			0			0


						Percent with a Level 1 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			5			Number of Providers Reported in Item #3 with a Level 2 Review			0			0			0			0


						Percent with a Level 2 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			6			Number of Providers Reported in Item #3 that were not Credentialed or Recredentialed			0			0			0			0


						Percent not Credentialed or Recredentialed			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			7			Average Time in Days to Complete Credentialing Process for Providers Reported in Item #3			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 4 Network


			Section 4: Network Development & Access Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			PMP Assignment Report			QR-PMP1			Quarterly			None			X									X									X									X									X


			Subcontractor Compliance Summary Template			AN-SC1			Annual			None			X																																				X
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QR-PMP1


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			PMP Assignment Report


			Report Code:			QR-PMP1





						Experience Period  >>





									Submission Quarter


									Third Previous Period						Second Previous Period						Previous Period Submission						Current Period Submission


			Item No.			Data Description			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total


			1			Newly Assigned Plan Members			0						0						0						0


			2			Members who Self Selected a PMP			0						0						0						0


			3			Members Auto-Assigned with "smart" Logic			0						0						0						0


			4			Members Auto-Assigned with "default" Logic			0						0						0						0


			5			Members Assigned a PMP			0						0						0						0


			6			Total Members Assigned a PMP			0						0						0						0


			7			Total Members Assigned Open Network Status			0						0						0						0


						Mark an 'X' if updated from previous report version


						Date of update resubmission


			Comments: To include known system limitations, reporting barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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AN-SC1


			MCE Name:


			Reporting Period:


			Version:									5.1


			Report Name:									Subcontractor Compliance Summary 


			Report Code:									AN-SC1





			Item No.			MBE			WBE			Sub-contractor Name			Type of Activities			If Other, Identify			Contract Effective Date			Contract End Date			Contract Type (risk/ Non-risk)			Financial Information Obtained (Yes/ No)			Stop Loss Coverage (Yes/ No/ NA)			Committee Participation (>50%, <50%, none)			Committee Name(s)			Monitoring Activities			Date Corrective Action Plan Implemented			CAP End Date			CAP Outcomes			OMPP Approval Date
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Section 5 Quality


			Section 5: Quality Management & Improvement


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Key Staff Vacancy			QR-Q2 			(Conditional)			None


			Vendor Contact Sheet			QR-VC1 			Quarterly
(Conditional)			None			X									X									X									X									X


			Quality Management and Improvement Work Plan			QR-Q3			Quarterly			None			X									X									X									X									X


			Program Integrity Plan 			QR-PI1			Quarterly			None			X									X									X									X									X
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QR-Q2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Key Staff Vacancy


			Report Code: 			QR-Q2





			Key Staff Position			Staff Name			Title			Plan for Covering Vacancy in Interim			Contact Info (email and phone)			Plan for Filling Vacancy			Status
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QR-VC1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Vendor Contact Sheet


			Report Code:			QR-VC1


			Report Note: If the individual's primary work site is other than the primary business address, indicate the city, and state. 





			Managed Care Entity


			MCO Name


			General Mailing Address


			General Phone 


			General Fax Number


			Website


			Member Services 


			Transportation Services 


			Provider Services 


			Prior Authorization 


			Claims Number


			Claims Address





			President/CEO/ED: 


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Chief Financial Officer


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Compliance Officer:


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			MIS Coordinator:


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):





			Member Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Utilization Management Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Data Compliance Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			POWER Account Operations Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Provider Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Medical Director: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Medical Mgt. Mgr.: 


			Med.Mgt. Phone: 


			Med.Mgt. Fax: 


			Med.Mgt. E-mail: 


			Primary Work Site  (City, State):


			Quality Managment Mgr.: 


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Quality Coordinator


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Pharmacy Mgr.: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Behavioral Health Mgr.:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Behavioral Health:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Restricted Card:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Ward/Foster Contact:


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			Reporting Contact:


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			HIPAA Contact:  


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Other (1): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			Other (2): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):
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QR-Q3


			MCE Name


			Reporting Period:


			Version:			5.1


			Report Name:			Quality Management and Improvement Work Plan


			Report Code:			QR-Q3


			Work Plan/Activity#			Scope and Population			Functional Area			Planned Activity Name			Goals/Measurable Objectives/Performance Metrics			Person Responsible			Data Source			Data Collection Methodology			Reporting Frequency			Results
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QR-PI1


			MCE Name


			Reporting Period:


			Version:						5.1


			Report Name:						Program Integrity Summary


			Report Code:						QR-PI1





			Work Plan/ Activity#			Planned Activity Name			Person Responsible			# of Providers			Status						Amount MCE Paid			Identified Overpayment			Amount Collected




















			Provider Referrals


			Item Count			Referral No.			Date Reported			Investigation Status			Amount Collected

















									Totals





			Member Referrals


			Item Count			Referral No.			Date Reported			Program
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Section 6 UtilizationManagement


			Section 6: Utilization Management


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			High Risk Assessment Report			MO-HRA1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Pregnancy Identification			MO-PREG1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			New Member Health Screening Report			QR-HS1			Quarterly			90 days			X									X									X									X									X


			Prior Authorization Report			QR-PA1			Quarterly			None			X									X									X									X									X


			Service Utilization			QR-U1			Quarterly			None			X									X									X									X									X


			Case Management Report- Physical Health			QR-CMPH1			Quarterly			None			X									X									X									X									X


			Case Management Report- Behavioral Health			QR-CMBH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Physical Health			QR-CRPH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Behavioral Health			QR-CRBH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Physical Health			QR-DMPH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Behavioral Health			QR-DMBH1			Quarterly			None			X									X									X									X									X
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MO-PREG1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Pregnancy Identification


			Report Code:			MO-PREG1





			Member RID#			Date of Notification of Pregnancy			Method of Notification			Plan Follow-up			Stage of Pregnancy			Date HHW Coverage Begins			Has this member’s pregnancy been reported in previous reporting periods?

















			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-HS1


			MCE Name:


			Version:			5.1


			Report Name:			New Member Health Screening Report


			Report Code:			QR-HS1


			Submission Date:


						Experience Period  >>





			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of New Members Enrolled During the Reporting Period			0			0			0			0


			2			Number of Members in Item #1 that Terminated Within their First 90 Days of Enrollment			0			0			0			0


			3			New Members Net of Terminated 			0			0			0			0


			4			Number of Members in Item #1 that have been Classified as Unreachable			0			0			0			0


			5			New Members Net of Terminated and Unreachable			0			0			0			0


			6			Number of Members in Item #1 that were Screened Within their First 90 Days of Enrollment			0			0			0			0


			7			Performance Measure #1: Pct Screened Within 90 Days (all except Terminated)												


			8			Performance Measure #2: Pct Screened Within 90 Days (excluding Terminated and Unreachable)												


						Mark an 'X' if updated from previous report version


						Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-PA1


			MCE Name:																					0


			Reporting Period:


			Version			5.1


			Report Name: 			Prior Authorization Report


			Report Code:			QR-PA1





			PLEASE NOTE: For purposes of this report, the pre-service authorization review includes ER admits.  All requests submitted, regardless of the reviewer's clinical or non-clinical credentials, should be included.


									Type of Authorization									Contract Arrangment


			Item No. 			Description			Pre-Service			Concurrent Review			Retrospective			In Network			Out of Network


			1			Total Number of Auths Submitted in Reporting Period


			2			Total Number of Auths Adjudicated in Reporting Period                                                  (may include carry over from prior period)


			3			Total Number Approved


			4			Total Number Fully Denied


			5			Total Number Modified


			6			% Approved															


			7			% Fully Denied															


			8			% Modified															


			9			Average Number of Days to Process


			10			Percent (%) Processed Timely


			11			Total Number of Appeals Filed due to a Denied/Modified Authorization1


			MCE Comments: 


			Footnote: 


			1 This should include any filings referenced as a Level 1 appeal.
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QR-U1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Service Utilization


			Report Code: 			QR-U1





			Category of Service			Quarter Total															Year to Date Total


			Emergency Room			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total ER Claims


			     Emergency


			     Non-Emergency


			Top 20 Reasons for Emergency Room Visit																		Top 20 Reasons for Emergency Room Visit


			01) 																		01) 


			02) 																		02) 


			03) 																		03) 


			04) 																		04) 


			05) 																		05) 


			06) 																		06) 


			07)																		07)


			08)																		08)


			09)																		09)


			10) 																		10) 


			11) 																		11) 


			12)																		12)


			13)																		13)


			14)																		14)


			15)																		15)


			16)																		16)


			17)																		17)


			18)																		18)


			19)																		19)


			20)																		20)


			Inpatient Hospital			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total Inpatient Claims


			    Medical/Surgical Services


			    Behavioral Health Services


			    Skilled Nursing Facility


			    Other Inpatient


			Total Number of Inpatient Days


			Average Length of Stay (LOS)


			Outpatient Hospital			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total Number of Outpatient Claims


			      Surgery


			      Urgent Care


			Behavioral Health


			Pharmacy			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			    Prescription Drugs


			    OTC Drugs


			Ancillaries			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			     DME/ Supplies/ Prosthetics


			     Home Health/ Home IV Therapy


			     Other Ancillary


			Physician			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Inpatient and Outpatient Surgery


			Office Visits/Consults


			Physical Exams


			Hospital Inpatient Visits


			Emergency Room Visits


			Radiology/ Pathology


			Self Referral


			Behavioral Health


			Other Professional Services


			Other			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			     Diagnostic 


			     Physical Therapy


			Occupational Therapy


			     Speech Therapy


			     Comprehensive Disease Management


			      Family Planning Services


			      Hospice 


			     Substance Abuse Services


			Preventive Services			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			    Immunization


			    Flu Shot


			    Annual Physical


			    Pap Smear


			    Mammogram


			Routine Prostate Antigen Test


			Colorectal Cancel Exam/Lab Test


			Nicotine Replacement Therapy


			Smoking Cessation – Counseling 


			Other Preventive Services (please list):


			99386 -'PREVENTIVE VISIT NEW 40








			SUM OF COVERED SERVICES


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-CMPH1


			MCE Name:


			Version:			5.1


			Report Name:			Complex Case Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CMPH1


			Submission Date:





			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
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QR-CMBH1


			MCE Name:


			Version:			5.1


			Report Name:			Complex Case Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Equivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge
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QR-CRPH1


			MCE Name:


			Version:			5.1


			Report Name:			Care Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CRPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
HIP Reports	






QR-CRBH1


			MCE Name:


			Version:			5.1


			Report Name:			Care Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CRBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge
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QR-DMPH1


			MCE Name:


			Version:			5.1


			Report Name:			Disease Management Report - Physical Health Conditions of Interest


			Report Code:			QR-DMPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
HIP Reports	






QR-DMBH1


			MCE Name:


			Version:			5.1


			Report Name:			Disease Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-DMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
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Section 7 Financial


			Section 7: Financial Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Third Party Covered Members			MO-TPL1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			ER Co-Payment Report			MO-CPAY1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Lifetime Benefit Cap 			MO-LCAP1			Monthly			None			X									X									X									X									X


			Annual Benefit Cap 2			MO-ACAP1			Monthly			None			X									X									X									X									X


			Benefit Limits 1			QR-BL1			Quarterly			None			X									X									X									X									X


			Benefit Limits 2			QR-BL2			Quarterly			None			X									X									X									X									X


			Total Spending by Source and Service			QR-SP1			Quarterly			None			X									X									X									X									X


			Third Party Liability Payments and Recoveries			QR-TPL1			Quarterly			None			X									X									X									X									X
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MO-TPL1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Third Party Covered Members


			Report Code: 			MO-TPL1


			Member RID#			Program			Date TPL Identified 			Name of Insurance Company			Type of Coverage
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MO-CPAY1


						MCE Name:


						Reporting Period:


						Version:			5.1


						Report Name:			ER Co-Payment Report


						Report Code: 			MO-CPAY1








			Item No			Data Description			ER Co-Payment Amount			Monthly 			YTD


			1			Caretakers 			$0 per visit1


			2			Non-Caretakers 			$0 per visit1


			3			Caretakers With Incomes Above AFDC Income Limit through 100% FPL			$3 per visit


			4			Caretakers Above 100 % through 150% FPL			$6 per visit


			5			Caretakers Above 150 % through 200% FPL			Lower of 20% of services cost  provided during visit, or $25 


			6			Non-Caretakers 			$25 per visit





			1			Indicates that the visit was considered to meet prudent lay person definition of emergency and the co-pay was waived, or reimbursed


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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MO-LCAP1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Lifetime Benefit Cap 


			Report Code: 			MO-LCAP1





									Month Total						YTD Total


			Data Descripition						HIP Parents and Caretaker Relatives			HIP Childless Adults			HIP Parents and Caretaker Relatives			HIP Childless Adults


			Number of Members Within $100,000 of Reaching Lifetime Benefits Cap


			Number of Members that Reached Lifetime Benefits Cap








			Member RID#			Date Member Comes Within $100,000 of Reaching Lifetime Cap			Date Member Reached Lifetime Benefits Cap			Primary Diagnosis			Secondary Diagnosis			Has this member been identified in prior reporting periods?











			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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MO-ACAP2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Annual Benefit Cap 2


			Report Code: 			MO-ACAP2





									Month Total						YTD Total


			Data Description						HIP Parents and Caretaker Relatives			HIP Childless Adults			HIP Parents and Caretaker Relatives			HIP Childless Adults


			Number of Members Within $100,000 of Reaching Annual Benefits Cap


			Number of Members that Reached Annual Benefits Cap





			Member RID#			Date Member Comes Within $100,000 of Reaching Annual Cap			Scheduled End Date of Member’s 12-Month Coverage Term			Date Member Reached Annual Benefits Cap			Primary Diagnosis			Secondary Diagnosis			Has this member been identified in prior reporting periods?














			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-BL1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Benefit Limits 1


			Report Code:			QR-BL1


			Item No.			Data Description			Number of HIP Enrolled-Reached $200,000/Annual in Benefits			Number of HIP Enrolled-$900,000/Lifetime in Benefits


			1			Referred to Medicaid


			2			Referred to M.E.D. Works


			3			Other


			4			Total


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-BL2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Benefit Limits 2


			Report Code:			QR-BL2


			Item No.			Data Description			Number of HIP Enrolled-Reached $300,000/Annual in Benefits			Number of HIP Enrolled-$1,000,000/Lifetime in Benefits


			1			Referred to Medicaid


			2			Referred to M.E.D. Works


			3			Other


			4			Total


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-TPL1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Third Party Liability Payments and Recoveries


			Report Code: 			QR-TPL1





						Number of Recipients Reporting New TPL-Quarter			Number of recipients Reporting New TPL-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Number of Claims with TPL			TPL Amount Applied-Current Quarter			TPL Amount Applied-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Amount Recovered-Quarter			Amount Recovered-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 8 Power Accounts


			Section 8: Power Account Reports


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			POWER Account Contribution - Employer Participation Summary			MO-PR1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Aggregate POWER Account Contribution Payment Detail			QR-PRPAY1			Quarterly			None			X									X									X									X									X


			Aggregate POWER Account Contribution Refund Detail			QR-PRREF1			Quarterly			None			X									X									X									X									X


			Non-Payment of POWER Account Contributions - Initial Payment			QR-PRTERM1			Quarterly			None			X									X									X									X									X


			Non-Payment of POWER Account Contributions - Subsequent Payments			QR-PRTERM2			Quarterly			None			X									X									X									X									X














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






MO-PR1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			POWER Account Contribution - Employer Participation Summary


			Report Code: 			MO-PR1





			Item No.			Data Description			Monthly			YTD Total


			1			Number of Employers Participating


			2			Number of Members on Whose Behalf an Employer Makes A Contribution


			3			Total Amount of Employer Contributions


			4			Average Amount of Employer Contributions


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-PRPAY1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Aggregate POWER Account Contribution Detail


			Report Code: 			QR-PRPAY1





			Member Contributions – 1st POWER Account Contribution									Quarter			YTD


			Number of Initial Member POWER Account Contributions Received


			Number of Initial Member POWER Account Contributions Pending from Previous Reporting Period


			Number of Initial Member POWER Account Contributions Processed


			Avg. Number of Days to Process Initial POWER Account Contribution


			Number of Initial Member POWER Account Contributions Pending Deposit





			POWER Account Contribution Source and Method			Number of Lockbox Deposits			Total Amount of Lockbox Deposits			Avg Amt of Lockbox Deposit


			Member Contributions


			Electronic Transfer			0			$   - 0			ERROR:#DIV/0!


			Payroll Deduction			0			$   - 0			ERROR:#DIV/0!


			Paper Check			0			$   - 0			ERROR:#DIV/0!


			Money Order			0			$   - 0			ERROR:#DIV/0!


			Credit Card			0			$   - 0			ERROR:#DIV/0!


			Other (Cash)			0			$   - 0			ERROR:#DIV/0!


			Member Deposits - Total			0			$   - 0			ERROR:#DIV/0!


			State Contributions


			State Deposits - Total									ERROR:#DIV/0!


			Employer Contributions


			Paper Check			0			$   - 0			ERROR:#DIV/0!


			Electronic Transfer			0			$   - 0			ERROR:#DIV/0!


			Other			0			$   - 0			ERROR:#DIV/0!


			Employer Deposits - Total			0			$   - 0			ERROR:#DIV/0!


			Total Deposits			0			$   - 0			ERROR:#DIV/0!


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








Family and Social Services Administration
Healthy Indiana Plan (HIP)
MCE Reports	






QR-PRREF1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Aggregate POWER Account Contribution Detail


			Report Code: 			QR-PRREF1





			POWER Account Refund Methods			Number of Refunds			Total Amount of Refunds			Average Amount of Refunds			Avg. Number of Days to Process Refund


			Member Refunds


			Electronic Transfer


			Paper Check


			Credit Card


			Other


			Member Refunds - Total


			Total Member Refunds Received "Returned to Sender"





			State Refunds


			State Refunds - Total


			Total Refunds





			Returned Member Refunds


			Item No.			Member RID #			Amount of Refund			Date of Refund			Date of Returned Refund			Reason for Return			Insurer Follow-Up


			None to report














			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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QR-PRTERM1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Non-Payment of POWER Account Contributions - Initial Payment


			Report Code: 			QR-PRTERM1





			Note: This report includes non-sufficient funds payment information


			Termed Due to No Payment			Termed Due to NSF Payment			Termed Total			Amount Owed in Aggregate - First Payments			Average Amount Owed Per Delinquent Eligible








			Member RID #s








			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-PRTERM2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Non-Payment of POWER Account Contributions - Subsequent Payments


			Report Code: 			QR-PRTERM2


			Note: This report includes non-sufficient funds payment information


						Termed due to No Payment			Termed Due to NSF Payment			Total Termed			Amount Owed in Aggregate – Subsequent Payments			Average Amount Owed Per Delinquent Enrollee			Average Number of Months on HIP Before Termination


			Parents and Caretaker Relatives 


			  0-100% FPL


			  100-150% FPL


			  150-200% FPL





			Childless Adults 


			  0-100% FPL


			  100-150% FPL


			  150-200% FPL





			Total


			  0-100% FPL


			  100-150% FPL


			  150-200% FPL


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 9 Prev & CC Reports


			Section 9: Preventive Services and Chronic Care Reports


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Adults' Access to Preventive/ Ambulatory Services (HEDIS)			QR-PCC1			Quarterly			90 days			X									X									X									X									X


			Preventive Exam (Rollover related)			QR-PCC2			Quarterly			90 days			X									X									X									X									X


			Breast Cancer Screening (HEDIS)			QR-PCC3			Quarterly			90 days			X									X									X									X									X


			Cervical Cancer Screening (HEDIS)			QR-PCC4			Quarterly			90 days			X									X									X									X									X


			Use of Appropriate Medications for Members with Asthma (HEDIS)			QR-PCC7			Quarterly			90 days			X									X									X									X									X


			Monitoring for Patients on Persistant Medications (HEDIS)			QR-PCC8			Quarterly			90 days			X									X									X									X									X


			Comprehensive Diabetes Care (HEDIS)			QR-PCC9			Quarterly			90 days			X									X									X									X									X


			Utilization of Imaging Studies for Low Back Pain (HEDIS)			QR-PCC10			Quarterly			90 days			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 1-4 (HIP) 


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Series:			Preventive Services and Chronic Care Reports (HIP)


			Report Code:			QR-PCC1 thru QR-PCC4


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS) 			1			Percent			Percentage of Preventive or Ambulatory visits, ages 19 - 44 years


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 - 64 years


			QR-PCC2			Preventive Exam (Rollover related)			3			Percent			Percentage of members who received a preventive exam (As described in HIP Preventive Services Policy; Preventive Exam or Alternative Preventive Exam Codes apply) 


									4			Percent			Percentage of members who received a preventive service (other than a preventive exam). (Other preventive services are described in HIP Preventive Services Policy)


			QR-PCC3			Breast Cancer Screening			5			Number			Women who had a Mammogram within prior 12 months, ages 40 - 69 years


									6			Number			Women enrolled with the MCO, ages 40 - 69 years


									7			Percent			Percentage of women who had a Mammogram during the prior 12 months, agse 40 - 69 years


			QR-PCC4			Cervical Cancer Screening			8			Number			Women who had one or more PAP tests, ages 21 - 64 years


									9			Number			Women enrolled with the MCO, ages 21 - 64 years


									10			Percent			Percentage of women who had one or more PAP tests, ages 21 - 64 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 6-9 (HIP)


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			Preventive Services and Chronic Care Reports


			Report Code:			QR-PCC6 thru QR-PCC8


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			1			Deonominator			Members with asthma (per measure specifications)


									2			Percent			Members dispensed at least one prescription for a preferred therapy, ages 19 - 56 years


			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)			3			Number			Members that received at least 180-day supply ACE inhibitor or ARB


									4			Percent			Members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)


									5			Number			Members that received at least 180-day supply of Diuretics


									6			Percent			Members with appropriate follow-up for Diuretics (per HEDIS specifications)


			QR-PCC8			Comprehensive Diabetes Care			7			Number			Number of members with diabetes (type 1 and type 2), ages 19-64 years


									8			Percent			Percentage of members with diabetes who had a HbA1c testing, ages 19-64 years


									9			Percent			Percentage of members with diabetes who had a LDL-C screening, ages 19-64 years


									10			Percent			Percentage of members who received an annual eye exam, ages 19-64 years


									11			Percent			Percentage of members with diabetes who received medical attention for Nephropathy, ages 19-64 years


			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			12			Percent			Members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 10 General Serv Util


			Section 10: General Services Utilization


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Ambulatory Care			QR-GSU1			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - Non-Acute Care Discharges			QR-GSU4			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care Discharges			QR-GSU5			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care ALOS			QR-GSU6			Quarterly			90 days			X									X									X									X									X


			Inpatient Readmission Rate			QR-GSU7			Quarterly			90 days			X									X									X									X									X


			Frequency of ER Utilization			QR-GSU8			Quarterly			90 days			X									X									X									X									X








&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






GSU Reports (HIP)


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			General Services Utilization Reports


			Report Code:			QR-GSU1 thru QR-GSU7


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-GSU1			Ambulatory Care			1			Number			Outpatient visits per 1,000 member months, ages 20 years and older


									2			Number			Emergency visits per 1,000 member months, ages 20 years and older


			QR-GSU3			ER Bounce Back			5			Numerator			Total number of members that were seen subsequently in the ER one time within 30 days of an initial ER visit


									6			Numerator			Total number of members that were seen subsequently in the ER two or more times within 30 days of an initial ER visit


									7			Denominator			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after ER visit.


									8			Percent			Members who visit the ED and subsequently return to the ER within 30 days of discharge.


			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges			9			Number			Medicine Discharges per 1,000 member months, ages 19 years and older 


									10			Number			Surgery Discharges per 1,000 member months, ages 19 years and older


									11			Number			Total Discharges per 1,000 member months, ages 19 ars and older


			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS			12			Number			Average Length of Stay for Medicine Discharges, ages 19 years and older 


									13			Number			Average Length of Stay for Surgery Discharges, ages 19 years and older


									14			Number			Average Length of Stay for Total Inpatient Discharges, ages 19 years and older


			QR-GSU6			Inpatient Readmission Rate			15			Number			Total inpatient discharges in period


									16			Number			Readmissions within 30 days of discharge


									17			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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QR-GSU7 


			MCE Name:


			Version:						5.1


			Report Name:						Type of Emergency Room Utilization


			Report Code:						QR-GSU7


			Submission Date:








									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Member Months for Age Cohort in the Reporting Period			Number of                                                   ER Visits Adjudicated for the Experience Period			Number of                                        ER Visits Adjudicated that the MCE Deemed Emergent			Number of                                        ER Visits Adjudicated that the MCE Deemed                                                      Non-Emergent			ER Adjudicated Claims per 1,000 Members			Percent of Adjudicated ER Claims Emergent			Percent of Adjudicated ER Claims Non-Emergent			Check that Column 8+9 equals 100%


			Current Period Submission			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Second Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Third Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-GSU8


			MCE Name:


			Version:						5.1


			Report Name:						Frequency of Emergency Room Utilization


			Report Code:						QR-GSU8


			Submission Date:





									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)			(11)			(12)


																		Distribution of Members in Column #3


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Unique Members Enrolled that have had 180 Days of Continuous Enrollment			Members with Zero or One ER Visit in the 180 Day Period			Members with Two ER Visits in the 180 Day Period			Members with 3-9 ER Visits in the 180 Day Period			Members with 10 or More ER Visits in the 180 Day Period			Percent of Members with Zero or One ER Visit			Percent of Members with Two ER Visits			Percent of Members with 3-9 ER Visits			Percent of Members with 10 or More ER Visits			Check that Columns 8-11 equal 100%


			Current Period Submission			All Ages																																				


			Previous Period 			All Ages																																				


			Second Previous Period			All Ages																																				


			Third Previous Period			All Ages																																				


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.
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Section 11 Behavioral Health


			Behavioral Health


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Behavioral Health Medical Expenses			QR-BH1			Quarterly			90 day			X									X									X									X									X


			Follow-Up After Hospitalization for Mental Illness			QR-BH2			Quarterly			90 day			X									X									X									X									X


			Atypical Antipsychotic Treatment Monitoring			QR-BH3			Quarterly			90 day			X									X									X									X									X


			Behavioral Health - Facilities with Inpatient Beds			AN-BH1			Annually			None			X																																				X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
MCE - Behavioral Health Reports	






QR-BH1


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Behavioral Health Medical Expenses


			Report Code:						QR-BH1


															Experience Period  >>





																		Submission Quarter


																		3rd Previous Period						2nd Previous Period						Previous Period						Current Period


			Report Code			Report Name			Item No.			Value Type			Data Description			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths


			QR-BH1
			Behavioral Health Medical Expenses			1			Number			Total of ALL behavioral health services costs (pharmacy and all other costs) per 1,000 member months


									2			Number			Cost of pharmacy-only behavioral health services per 1,000 member months


									3			Number			Cost of behavioral health services (non-pharmacy) provided by behavioral health providers per 1,000 member months


									4			Number			Cost of behavioral health services (non-pharmacy) provided by non-behavioral health providers per 1,000 member months


									5			Number			Cost per Member Receiving Services


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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QR-BH2


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Follow-Up after Hospitalization for Mental Illness


			Report Code:						QR-BH2									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH2			Follow-Up After Hospitalization for Mental Illness			1			Number			Number of members discharged from a BH hospitalization


									2			Number			Number of members readmitted within 30 days of a discharge from a BH hospitalization


									3			Number			Number of follow-ups within 30 days of discharge


									4			Percent			Percent of follow-ups within 30 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									5			Number			Number of members readmitted within 30 days who had a follow-up within 30 days of initial discharge


									6			Percent			Percent of members readmitted within 30 days who had a follow-up within 30 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									7			Number			Number of follow-ups within 7 days of discharge


									8			Percent			Percent of follow-ups within 7 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									9			Number			Number of members readmitted within 30 days who had a follow-up within 7 days of initial discharge


									10			Percent			Percent of members readmitted within 30 days who had a follow-up within 7 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									11			Number			Number members with bridge appointments following initial discharge


									12			Percent			Percent of members with bridge appointments following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									13			Number			Number of members readmitted within 30 days who had a bridge appointment following initial discharge


									14			Percent			Percent of members readmitted within 30 days who had a bridge appointment following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									15			Percent			Total readmission rate			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-BH3


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Atypical Antipsychotic Treatment Monitoring


			Report Code:						QR-BH3									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH3			Atypical Antipsychotic Treatment Monitoring			1			Number			Number of members dispensed an atypical antipsychotic medication, age 19


									2			Number			Number of members dispensed an atypical antipsychotic medication, ages 20 and over


									3			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 19


									4			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 20 and over


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section V. B. HHW Report Workbook- Template.xlsx

Index


			Hoosier Healthwise 


			MCE Reporting Template 


			Version 5.1 - Calendar Year 2014





			Table of Contents


			Section 1 Systems and Claims Reports


			Section 2 Member Services Reports


			Section 3 Provider Services


			Section 4 Network Development & Access Reports


			Section 5 Quality Management and Improvement Reports


			Section 6 Utilization Management Reports


			Section 7 Financial


			Section 8 Mothers and Newborns


			Section 9 Children and Adolescents


			Section 10 Preventive Services and Chronic Care Reports


			Section 11 General Services Utilization Reports


			Section 12 Behavioral Health Reports
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Section 1 System & Claims


			Section1: Systems & Claims


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Claims Processing Summary			QR-S1			Quarterly			None			X									X									X									X									X


			Adjudicated Claims Inventory Summary			QR-S2			Quarterly			None			X									X									X									X									X
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QR-S1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Claims Processing Summary


			Report Code: 			QR-S1





			Measure			Claim Type


						UB-04 (Institutional) (837 I)						CMS 1500 (Professional) (837 P)


						In-Network			Out-Of-Network			In-Network			Out-Of-Network


			Total Submitted Dollars (not paid amount)			0


			Clean Claims Received


			Electronic						0			0			0


			Paper						0			0			0


			Total (calculated)			0			0			0			0


			Clean Claims Adjudicated


			Paid On Time						0			0			0


			Paid Late						0			0			0


			Denied						0			0			0


			Denial Rate (calculated)			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Claims Paid With Interest


			Total Number of Claims Paid With Interest						0						0


			Total Dollar Amount of Interest Paid						$0.00						$0.00


			Claims Lag


			Average number of days between the last date of service on claim and Health Plan's receipt of claim from provider.			0			0			0			0


			Average number of days between the receipt date on claim and the adjudication date.			0			0			0			0


			Average number of days from the adjudication date to payment (remittance advice) date.			0			0			0			0





			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-S2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Adjudicated Claims Inventory Summary


			Report Code:			QR-S2





			Calendar Days In Inventory Until Remittance			Number of Claims Adjudicated , By Claim Type


						UB-04 (Institutional) (837 I)																		CMS 1500 (Professional) (837 P)


						In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated									In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated


						Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)


						Paper			Electronic						Paper			Electronic						Paper			Electronic						Paper			Electronic


			0-10 Days									- 0									- 0									- 0									- 0


			11-21 Days									- 0									- 0									- 0									- 0


			22-30 Days									- 0									- 0									- 0									- 0


			31-60 Days									- 0									- 0									- 0									- 0


			61-90 Days									- 0									- 0									- 0									- 0


			>90 Days									- 0									- 0									- 0									- 0


			Total (calculated)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total on time			- 0			- 0						- 0			- 0						- 0			- 0						- 0			- 0


			Percentage on time			ERROR:#DIV/0!			ERROR:#DIV/0!															ERROR:#DIV/0!			ERROR:#DIV/0!


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-AB


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Paid Abortion Claims Summary


			Report Code:			QR-AB


			Original Claim Number			HCPCS Procedure Code			Diagnosis Code			ICD-9 Procedure Code			Provider Number			Claim Category			Attachment Name
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Section 2 Member Services


			Section 2: Member Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Member Helpline Performance			QR-M1			Quarterly			None			X									X									X									X									X


			Member Grievances & Appeals			QR-M2			Quarterly			None			X									X									X									X									X


			Independent External Reviews & FSSA Hearings and Appeals			QR-M3			Quarterly			None			X									X									X									X									X


			Marketing and Outreach Reporting			QR-M4			Quarterly			None			X									X									X									X									X
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QR-M1


			MCE Name:


			Version:			5.1


			Report Name:			Member Helpline Performance


			Report Code:			QR-M1


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Member Calls Received			0			0			0			0


			2			Number of Member Calls Answered			0			0			0			0


			3			Number of Member Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			7			Number of Calls Received After Hours			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-M2


			MCE Name:																					 


			Version:						5.1


			Report Name:						Member Grievances and Appeals


			Report Code:						QR-M2


			Submission Date:





			GRIEVANCES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Member Months in Quarter			Number of HHW Member Grievances Received in Quarter			Number of HHW Member Grievances Pending from Prior Periods			Statistics on Timing of Resolved Grievances Received in this Quarter (as of the last day of the Experience Period / Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Same or Next Business Day After Received			2 to 5 Business Days After Received			6 to 20 Business Days After Received			More than 20 Business Days After Received


			Current Period Submission


			Previous Period 


			Second Previous Period


			Third Previous Period





			APPEALS


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Type of Appeal			Number of HHW Member Appeals Received in Quarter			Number of HHW Member Appeals Pending from Prior Quarter			Statistics on Timing of Resolved Appeals Received in this Quarter (as of the last day of the Experience Period/Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Up to 48 Hours			More than 48 Hours			Up to 30 Business Days After Received			More than 30 Business Days After Received


			Current Period Submission									Expedited


												Non Expedited


			Previous Period 									Expedited


												Non Expedited


			Second Previous Period									Expedited


												Non Expedited


			Third Previous Period									Expedited


												Non Expedited


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.
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QR-M3


			MCE Name:


			Version:			5.1


			Report Name:			Independent External Reviews & FSSA Hearings and Appeals


			Report Code:			QR-M3


			Submission Date:





			Independent External Reviews


			(1)			(2)			(3)			(4)			(5)			(6)			(7)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for IRO			Date Request for IRO was Received by MCE			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter


									 
































			FSSA Hearings and Appeals


			(8)			(9)			(10)			(11)			(12)			(13)			(14)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for FSSA Hearing			Date Request for FSSA Hearing was Received by OMPP			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter
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QR-M4


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Marketing and Outreach Reporting


			Report Code:			QR-M4


			Planned Activity Name			Population Impacted			Functional Area			Goals			Person Responsible			Results
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Section 3 Provider Services


			Section 3: Provider Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Provider Helpline Performance			QR-P1			Quarterly			None			X									X									X									X									X


			Provider Claims Disputes			QR-P2			Quarterly			None			X									X									X									X									X


			Provider Credentialing 			QR-P3			Quarterly			None			X									X									X									X									X
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QR-P1


			MCE Name:


			Version:			5.1


			Report Name:			Provider Helpline Performance


			Report Code:			QR-P1


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Provider Calls Received			0			0			0			0


			2			Number of Provider Calls Answered			0			0			0			0


			3			Number of Provider Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-P2


			MCE Name:


			Version:						5.1


			Report Name:						Provider Claims Disputes


			Report Code:						QR-P2


			Submission Date:





			INFORMAL DISPUTES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Informal Disputes per 100,000 Claims Received


			Period																		Up to 30 Calendar Days After Received			More than 30 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																				


			Previous Period 																																				


			Second Previous Period																																				


			Third Previous Period																																				


			FORMAL DISPUTES


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Formal Disputes per 100,000 Claims Received


			Period																		Up to 45 Calendar Days After Received			More than 45 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																	0			


			Previous Period 																																	0			


			Second Previous Period																																	0			


			Third Previous Period																																	0			


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-P3


			MCE Name:


			Version:			5.1


			Report Name:			Provider Credentialing


			Report Code:			QR-P3


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Total Enrolled Providers on the Last Day of Reporting Period for Which Credentialing is Required (per NCQA guidelines)			0			0			0			0


			2			Number of Providers for Which Credentialing or Recredentialing was Initiated in the Reporting Period			0			0			0			0


			3			Number of Providers for Which Credentialing or Recredentialing was Completed in the Reporting Period			0			0			0			0


			4			Number of Providers Reported in Item #3 with a Level 1 Review			0			0			0			0


						Percent with a Level 1 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			5			Number of Providers Reported in Item #3 with a Level 2 Review			0			0			0			0


						Percent with a Level 2 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			6			Number of Providers Reported in Item #3 that were not Credentialed or Recredentialed			0			0			0			0


						Percent not Credentialed or Recredentialed			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			7			Average Time in Days to Complete Credentialing Process for Providers Reported in Item #3			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section 4 Network


			Section 4: Network Development & Access Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			PMP Assignment Report			QR-PMP1			Quarterly			None			X									X									X									X									X


			Subcontractor Compliance Summary Template			AN-SC1			Annual			None			X																																				X
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QR-PMP1


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			PMP Assignment Report


			Report Code:			QR-PMP1





						Experience Period  >>





									Submission Quarter


									Third Previous Period						Second Previous Period						Previous Period						Current Period Submission


			Item No.			Data Description			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total


			1			Newly Assigned Plan Members			0						0						0						0


			2			Members who Self Selected a PMP			0						0						0						0


			3			Members Auto-Assigned with "smart" Logic			0						0						0						0


			4			Members Auto-Assigned with "default" Logic			0						0						0						0


			5			Members Assigned a PMP			0						0						0						0


			6			Total Members Assigned a PMP			0						0						0						0


			7			Total Members Assigned Open Network Status			0						0						0						0


						Mark an 'X' if updated from previous report version


						Date of update resubmission


			Comments: To include known system limitations, reporting barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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AN-SC1


			MCE Name:


			Reporting Period:


			Version:									5.1


			Report Name:									Subcontractor Compliance Summary 


			Report Code:									AN-SC1





			Item No.			MBE			WBE			Sub-contractor Name			Delagated Activities			If Other, Identify			Contract Effective Date			Contract End Date			Contract Type (risk/ Non-risk)			Financial Information Obtained (Yes/ No)			Stop Loss Coverage (Yes/ No/ NA)			Committee Participation (>50%, <50%, none)			Committee Name(s)			Monitoring Activities			Date Corrective Action Plan Implemented			CAP End Date			CAP Outcomes			OMPP Approval Date




















&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 5 Quality


			Section 5: Quality Management & Improvement


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Key Staff Vacancy			QR-Q2 			(Conditional)			None


			Vendor Contact Sheet			QR-VC1 			Quarterly
(Conditional)			None			X									X									X									X									X


			Quality Management and Improvement Work Plan			QR-Q3			Quarterly			None			X									X									X									X									X


			Program Integrity Plan 			QR-PI1			Quarterly			None			X									X									X									X									X
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QR-Q2


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Key Staff Vacancy


			Report Code: 			QR-Q2





			Key Staff Position			Staff Name			Title			Plan for Covering Vacancy in Interim			Contact Info (email and phone)			Plan for Filling Vacancy			Status
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QR-VC1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Vendor Contact Sheet


			Report Code:			QR-VC1


			Report Note: If the individual's primary work site is other than the primary business address, indicate the city, and state. 





			Managed Care Entity


			MCO Name


			General Mailing Address


			General Phone 


			General Fax Number


			Website


			Member Services 


			Transportation Services 


			Provider Services 


			Prior Authorization 


			Claims Number


			Claims Address





			President/CEO/ED: 


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Chief Financial Officer


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Compliance Officer:


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			MIS Coordinator:


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):





			Member Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Utilization Management Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Data Compliance Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			POWER Account Operations Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Provider Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Medical Director: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Medical Mgt. Mgr.: 


			Med.Mgt. Phone: 


			Med.Mgt. Fax: 


			Med.Mgt. E-mail: 


			Primary Work Site  (City, State):


			Quality Managment Mgr.: 


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Quality Coordinator


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Pharmacy Mgr.: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Behavioral Health Mgr.:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Behavioral Health:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Restricted Card:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Ward/Foster Contact:


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			Reporting Contact:


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			HIPAA Contact:  


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Other (1): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			Other (2): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):
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QR-Q3


			MCE Name


			Reporting Period:


			Version:			5.1


			Report Name:			Quality Management and Improvement Work Plan


			Report Code:			QR-Q3


			Work Plan/Activity#			Scope and Population			Functional Area			Planned Activity Name			Goals/Measurable Objectives/Performance Metrics			Person Responsible			Data Source			Data Collection Methodology			Reporting Frequency			Status
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QR-PI1


			MCE Name


			Reporting Period:


			Version:						5.1


			Report Name:						Program Integrity Summary


			Report Code:						QR-PI1





			Work Plan/ Activity#			Planned Activity Name			Person Responsible			# of Providers			Status						Amount MCE Paid			Identified Overpayment			Amount Collected




















			Provider Referrals


			Item Count			Referral No.			Date Reported			Investigation Status			Amount Collected

















									Totals





			Member Referrals


			Item Count			Referral No.			Date Reported			Program
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Section 6 UtilizationManagement


			Section 6: Utilization Management


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Extended Services Report			MO-ES1			Monthly			None			X									X									X									X									X


			New Member Health Screening Report			QR-HS1			Quarterly			90 days			X									X									X									X									X


			Prior Authorization Report			QR-PA1			Quarterly			None			X									X									X									X									X


			Case Management Report- Physical Health			QR-CMPH1			Quarterly			None			X									X									X									X									X


			Case Management Report- Behavioral Health			QR-CMBH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Physical Health			QR-CRPH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Behavioral Health			QR-CRBH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Physical Health			QR-DMPH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Behavioral Health			QR-DMBH1			Quarterly			None			X									X									X									X									X
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MO-ES1


			MCE Name:


			Reporting Period:


			Version			5.1


			Report Name: 			Extended Services


			Report Code:			MO-ES1


			Activity Title:			Reporting Period:			Total Contacts


			Language Line Utilization			Mthly


						YTD


			Activity Title:			Reporting Period:			Total Requested			Total Completed (Fullfillment)			% Completed


			Face to Face Interpretation			Mthly


						YTD


			Activity Title:			Reporting Period:			Total Count			Total Count - 
Ft. Wayne			# of Ft. Wayne Refugees who has a PMP visit			% of Total who had a PMP Visit


			Refugee Population			Mthly


						YTD


			Activity Title:			Reporting Period:			Total Identified			Total Enrolled			% Enrolled			Average Contact Count per Member


			Refugee Case Management/ 
Care coordination			Mthly


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:			The State input file that indicates refugee member IDs are received by the health plans the month following the experience period. Therefore January enrollment is not matched by the plans until the end of February. Condsolidation of reporting then allows for 30 days. Population counts will represent data for the month that is two months prior to report submission, i.e., January population data will be reported 3-31.
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QR-HS1


			MCE Name:


			Version:			5.1


			Report Name:			New Member Health Screening Report


			Report Code:			QR-HS1


			Submission Date:


						Experience Period  >>





			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of New Members Enrolled During the Reporting Period			0			0			0			0


			2			Number of Members in Item #1 that Terminated Within their First 90 Days of Enrollment			0			0			0			0


			3			New Members Net of Terminated 			0			0			0			0


			4			Number of Members in Item #1 that have been Classified as Unreachable			0			0			0			0


			5			New Members Net of Terminated and Unreachable			0			0			0			0


			6			Number of Members in Item #1 that were Screened Within their First 90 Days of Enrollment			0			0			0			0


			7			Performance Measure #1: Pct Screened Within 90 Days (all except Terminated)												


			8			Performance Measure #2: Pct Screened Within 90 Days (excluding Terminated and Unreachable)												


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-PA1


			MCE Name:																					0


			Reporting Period:


			Version			5.1


			Report Name: 			Prior Authorization Report


			Report Code:			QR-PA1





			PLEASE NOTE: For purposes of this report, the pre-service authorization review includes ER admits.  All requests submitted, regardless of the reviewer's clinical or non-clinical credentials, should be included.


									Type of Authorization									Contract Arrangment


			Item No. 			Description			Pre-Service			Concurrent Review			Retrospective			In Network			Out of Network


			1			Total Number of Auths Submitted in Reporting Period


			2			Total Number of Auths Adjudicated in Reporting Period                                                  (may include carry over from prior period)


			3			Total Number Approved


			4			Total Number Fully Denied


			5			Total Number Modified


			6			% Approved															


			7			% Fully Denied															


			8			% Modified															


			9			Average Number of Days to Process


			10			Percent (%) Processed Timely


			11			Total Number of Appeals Filed due to a Denied/Modified Authorization1


			MCE Comments: 


			Footnote: 


			1 This should include any filings referenced as a Level 1 appeal.
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QR-CMPH1


			MCE Name:


			Version:			5.1


			Report Name:			Complex Case Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CMPH1


			Submission Date:





			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-CMBH1


			MCE Name:


			Version:			5.1


			Report Name:			Complex Case Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Equivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge
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QR-CRPH1


			MCE Name:


			Version:			5.1


			Report Name:			Care Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CRPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-CRBH1


			MCE Name:


			Version:			5.1


			Report Name:			Care Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CRBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge








Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-DMPH1


			MCE Name:


			Version:			5.1


			Report Name:			Disease Management Report - Physical Health Conditions of Interest


			Report Code:			QR-DMPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-DMBH1


			MCE Name:


			Version:			5.1


			Report Name:			Disease Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-DMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 7 Financial


			Section 7: Financial Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Third Party Covered Members			MO-TPL1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Third Party Liability Payments and Recoveries			QR-TPL1			Quarterly			None			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






MO-TPL1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Third Party Covered Members


			Report Code: 			MO-TPL1


			Member RID#			Program			Date TPL Identified 			Name of Insurance Company			Type of Coverage

















&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-TPL1


			MCE Name:


			Reporting Period:


			Version:			5.1


			Report Name:			Third Party Liability Payments and Recoveries


			Report Code: 			QR-TPL1





						Number of Recipients Reporting New TPL-Quarter			Number of recipients Reporting New TPL-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Number of Claims with TPL			TPL Amount Applied-Current Quarter			TPL Amount Applied-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Amount Recovered-Quarter			Amount Recovered-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 8 Mothers & Newborns


			Section 8: Mothers & Newborns


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Newborns			QR-MN1			Quarterly			90 day			X									X									X									X									X


			Weeks of Pregnancy			QR-MN2			Quarterly			90 day			X									X									X									X									X


			Prenatal and Postpartum Care			QR-MN3			Quarterly			90 day			X									X									X									X									X


			Maternity Discharges			QR-MN4			Quarterly			90 day			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






QR-MN1 & MN2


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Mothers and Newborns Reports


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-MN1			Newborns1			1			Number			Total Newborn discharges per 1,000 member months


									2			Number			Average length of stay for newborns


									3			Number			Well newborn discharges per 1,000 member months


									4			Number			Average length of stay for well newborns


									5			Number			Complex newborns discharges per 1,000 member months


									6			Number			Average length of stay for complex  newborns


									7			Percent			Percent of Infants with Low Birth Weight


									8			Percent			Percent of Live-Born Neonates who Expire before 28 Days


			QR-MN2			Weeks of Pregnancy			9			Percent			Prior to 0 weeks


									10			Percent			1-12 weeks


									11			Percent			13-27 weeks


									12			Percent			28 or more weeks


									13			Percent			Unknown


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			MCE Comments: 


			Footnote: 


			1MN1 measures are based on the Newborn's claim, not the Mother's claim


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-MN3


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			Mothers and Newborns Reports


			Report Code:			QR-MN3


															Experience Period  >>





																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-MN3			Prenatal and Postpartum Care			14			Percent			Percentage of deliveries that received a prenatal care visit as a member of the MCO in the first trimester OR within 42 days of enrollment 


									15			Percent			Percentage of deliveries that received a postpartum care visit on or between 21 and 56 days after delivery


									16			Percent			Percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-MN4


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Mothers and Newborns Report


			Report Code:						QR-MN4									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			MN4			Maternity Discharges 			1			Number			Total Maternity Discharges


									2			Number			Non-Complex Vaginal Delivery Discharges


									3			Number			Complex Vaginal Delivery Discharges


									4			Number			Non-Complex Cesarean Delivery Discharges


									5			Number			Complex Cesarean Delivery Discharges


									6			Number			Total Maternity Inpatient Days in Period


									7			Number			Non-Complex Vaginal Delivery Days


									8			Number			Complex Vaginal Delivery Days


									9			Number			Non-Complex Cesarean Delivery Days


									10			Number			Complex Cesarean Delivery Days


															Overall ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Non-Complex Vaginal Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Complex Vaginal Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Non-Complex Cesarean Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Complex Cesarean Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			Footnote: 


			All measures based on the Mother's claim, not the Newborn's claim


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 9 Child & Adolescents


			Section 9: Children & Adolescents


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Well-Child Visits in the First 36 Months of Life			QR-CA1			Quarterly			90 day 			X									X									X									X									X


			Well-Child Visits in the 3rd through the 6th Years of Life			QR-CA2			Quarterly			90 day 			X									X									X									X									X


			Adolescent Well-Care Visits			QR-CA3			Quarterly			90 day 			X									X									X									X									X















































&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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CA Reports


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			Children and Adolescents Reports


			Report Code:			QR-CA1 thru QR-CA3												Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-CA1			Well-Child Visits in the First 15 Months of Life			1			Percent			Percentage of members with 6 or more well-child visits in past 15 months, ages 0-15 months


			QR-CA2			Well-Child Visits in the 3rd through the 6th Years of Life			2			Percent			Percentage of members with 1 or more well-child visits in past 12 months, ages 3-6 years 


			QR-CA3			Adolescent Well-Child Visits			3			Percent			Percentage of members with 1 or more well-child visits in past 12 months, ages 12-21 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






Section 10 Prev & CC Reports


			Section 10: Preventive Services and Chronic Care Reports


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Adults' Access to Preventive/ Ambulatory Services (HEDIS)			QR-PCC1			Quarterly			90 days			X									X									X									X									X


			Breast Cancer Screening (HEDIS)			QR-PCC3			Quarterly			90 days			X									X									X									X									X


			Cervical Cancer Screening (HEDIS)			QR-PCC4			Quarterly			90 days			X									X									X									X									X


			Chlamydia Screening in Women			QR-PCC5			Quarterly			90 days			X									X									X									X									X


			Use of Appropriate Medications for Members with Asthma (HEDIS)			QR-PCC7			Quarterly			90 days			X									X									X									X									X


			Monitoring for Patients on Persistant Medications (HEDIS)			QR-PCC8			Quarterly			90 days			X									X									X									X									X


			Comprehensive Diabetes Care (HEDIS)			QR-PCC9			Quarterly			90 days			X									X									X									X									X


			Utilization of Imaging Studies for Low Back Pain (HEDIS)			QR-PCC10			Quarterly			90 days			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






HHW-PCC Reports 1-5


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Series:			Preventive Services and Chronic Care Reports (HHW)


			Report Code:			QR-PCC1 thru QR-PCC5


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS) 			1			Percent			Percentage of Preventive or Ambulatory visits, ages 20 - 44 years


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 - 64 years


									3			Percent			Percentage of  Preventive or Ambulatory visit, ages ≥65 years


									4			Percent			Total rate, 20 years and older


			QR-PCC3			Breast Cancer Screening			5			Numerator			Women who had a Mammogram within prior 12 months, ages 40 - 69 years


									6			Denominator			Women enrolled with the MCO, ages 40 - 69 years


									7			Percent			Percentage of women who had a Mammogram during the prior 12 months, agse 40 - 69 years


			QR-PCC4			Cervical Cancer Screening			8			Numerator			Women who had one or more PAP tests, ages 21 - 64 years


									9			Denominator			Women enrolled with the MCO, ages 21 - 64 years


									10			Percent			Percentage of women who had one or more PAP tests, ages 21 - 64 years


			QR-PCC5			Chlamydia Screening in Women			11			Numerator			Sexually active women who had at least one test of chlamydia, ages 16-20 years


									12			Denominator			Women enrolled with the MCO, ages 16-20 years


									13			Percent			Percentage of women who had a chlamydia screening, ages 16-20 years


									14			Numerator			Sexually active women who had at least one test of chlamydia, ages 21-25 years


									15			Denominator			Women enrolled with the MCO, ages 21-25 years


									16			Percent			Percentage of women who had a chlamydia screening, ages 21-25 years


									17			Numerator			Sexually active women who had at least one test of chlamydia, ages 16-25 years


									18			Denominator			Women enrolled with the MCO, ages 16-25 years


									19			Percent			Percentage of women who had a chlamydia screening, ages 16-25 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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HHW-PCC Reports 6-9


			MCE Name:


			Submission Date:


			Version:			5.1


			Report Name:			Preventive Services and Chronic Care Reports												Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			11			Denominator			Number of members with asthma, ages 5-9 years


									12			Percent			Percent of members dispensed at least one prescription for a preferred therapy, ages 5-9 years


									13			Denominator			Number of members with asthma, ages 10-17 years


									14			Percent			Percent of members dispensed at least one prescription for a preferred therapy, ages 10-17 years


									15			Denominator			Number of members with asthma, ages 18-56 years


									16			Percent			Percent of members dispensed at least one prescription for a preferred therapy, ages 18-56 years


			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)			17			Number			Members that received at least 180-day supply ACE inhibitor or ARB


									18			Percent			Members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)


									19			Number			Members that received at least 180-day supply of Diuretics


									20			Percent			Members with appropriate follow-up for Diuretics (per HEDIS specifications)


			QR-PCC8			Comprehensive Diabetes Care			21			Number			Number of members with diabetes (type 1 and type 2), ages 18-75


									22			Percent			Percentage of members with diabetes who had a HbA1c testing, ages 18-75 years


									23			Percent			Percentage of members with diabetes who had a LDL-C screening, ages 18-75 years


									24			Percent			Percentage of members who received an annual eye exam, ages 18-75 years


									25			Percent			Percentage of members with diabetes who received medical attention for Nephropathy, ages 18-75 years


			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			26			Percent			Members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section 11 General Serv Util


			Section 11: General Services Utilization


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Ambulatory Care			QR-GSU1			Quarterly			90 days			X									X									X									X									X


			Ambulatory Sensitive Conditions			QR-GSU2			Quarterly			90 days			X									X									X									X									X


			ER Bounce Back			QR-GSU3			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care Discharges			QR-GSU5			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care ALOS			QR-GSU6			Quarterly			90 days			X									X									X									X									X


			Inpatient Readmission Rate			QR-GSU7			Quarterly			90 days			X									X									X									X									X


			Type of ER Utilization			QR-GSU8			Quarterly			90 days			X									X									X									X									X


			Frequency of ER Utilization			QR-GSU9			Quarterly			90 days			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
Hoosier Healthwise Reports	






GSU Reports


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						General Services Utilization Reports


			Report Code:						QR-GSU1 thru QR-GSU6


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-GSU1			Ambulatory Care			1			Number			Outpatient visits per 1,000 member months, ages 20 years and older


									2			Number			Emergency visits per 1,000 member months, ages 20 years and older


			QR-GSU2
			Ambulatory Sensitive Conditions			3			Number			Discharges for members with diabetic short-term complications per 10,000 member months, ages 18 years and older


									4			Number			Discharges for members with chronic obstructive pulmonary disease per 10,000 member months, ages 18 years and older


									5			Number			Discharges for members  with congestive heart failure (CHF) per 10,000 member months, ages 18 years and older


									6			Number			Discharges for members with bacterial pneumonia per 10,000 member months, ages  18 years and older


			QR-GSU3			ER Bounce Back			7			Numerator			Total number of members that were seen subsequently in the ER one time within 30 days of an initial ER visit


									8			Numerator			Total number of members that were seen subsequently in the ER two or more times within 30 days of an initial ER visit


									9			Denominator			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after ER visit.


									10			Percent			Members who visit the ED and subsequently return to the ER within 30 days of discharge.


			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges			11			Number			Maternity Discharges per 1,000 member months, ages 20 years and older 


									12			Number			Surgery Discharges per 1,000 member months, ages 20 years and older


									13			Number			Medicine Discharges per 1,000 member months, ages 20 years and older 


									14			Number			Total Discharges per 1,000 member months, ages 20 yrs and older


			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS			15			Number			Average Length of Stay for Medicine Discharges, ages 20 years and older 


									16			Number			Average Length of Stay for Surgery Discharges, ages 20 years and older


									17			Number			Average Length of Stay for Total Inpatient Discharges, ages 20 years and older


			QR-GSU6			Inpatient Readmission Rate			18			Number			Total inpatient discharges in period


									19			Number			Readmissions within 30 days of discharge


									20			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			MCE Comments: 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-GSU7


			MCE Name:


			Version:						5.1


			Report Name:						Type of Emergency Room Utilization


			Report Code:						QR-GSU7


			Submission Date:








									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Member Months for Age Cohort in the Reporting Period			Number of                                                   ER Visits Adjudicated for the Experience Period			Number of                                        ER Visits Adjudicated that the MCE Deemed Emergent			Number of                                        ER Visits Adjudicated that the MCE Deemed                                                      Non-Emergent			ER Adjudicated Claims per 1,000 Members			Percent of Adjudicated ER Claims Emergent			Percent of Adjudicated ER Claims Non-Emergent			Check that Column 8+9 equals 100%


			Current Period Submission			All									0			0			0			0												


						0-12 Months																														


						13 Mo - 9 Years																														


						10-19 Years																														


						20+ Years																														


			Previous Period			All									0			0			0			0												


						0-12 Months																														


						13 Mo - 9 Years																														


						10-19 Years																														


						20+ Years																														


			Second Previous Period			All									0			0			0			0												


						0-12 Months																														


						13 Mo - 9 Years																														


						10-19 Years																														


						20+ Years																														


			Third Previous Period			All									0			0			0			0												


						0-12 Months																														


						13 Mo - 9 Years																														


						10-19 Years																														


						20+ Years																														


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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QR-GSU8


			MCE Name:


			Version:						5.1


			Report Name:						Frequency of Emergency Room Utilization


			Report Code:						QR-GSU8


			Submission Date:





									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)			(11)			(12)


																		Distribution of Members in Column #3


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Unique Members Enrolled that have had 180 Days of Continuous Enrollment			Members with Zero or One ER Visit in the 180 Day Period			Members with Two ER Visits in the 180 Day Period			Members with 3-9 ER Visits in the 180 Day Period			Members with 10 or More ER Visits in the 180 Day Period			Percent of Members with Zero or One ER Visit			Percent of Members with Two ER Visits			Percent of Members with 3-9 ER Visits			Percent of Members with 10 or More ER Visits			Check that Columns 8-11 equal 100%


			Current Period Submission			All									0			0			0			0			0			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						0-12 Months																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						13 Mo - 9 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						10-19 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						20+ Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


			Previous Period			All									0			0			0			0			0			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						0-12 Months																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						13 Mo - 9 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						10-19 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						20+ Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


			Second Previous Period			All									0			0			0			0			0			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						0-12 Months																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						13 Mo - 9 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						10-19 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						20+ Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


			Third Previous Period			All									0			0			0			0			0			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						0-12 Months																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						13 Mo - 9 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						10-19 Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


						20+ Years																								ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section 12 Behavioral Health


			Behavioral Health


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Behavioral Health Medical Expenses			QR-BH1			Quarterly			90 day			X									X									X									X									X


			Follow-Up After Hospitalization for Mental Illness			QR-BH2			Quarterly			90 day			X									X									X									X									X


			Atypical Antipsychotic Use and Metabolic Change Monitoring			QR-BH3			Quarterly			90 day			X									X									X									X									X


			Behavioral Health - Facilities with Inpatient Beds			AN-BH1			Annually			None			X																																				X
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QR-BH1


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Behavioral Health Medical Expenses


			Report Code:						QR-BH1


															Experience Period  >>





																		Submission Quarter


																		3rd Previous Period						2nd Previous Period						Previous Period						Current Period


			Report Code			Report Name			Item No.			Value Type			Data Description			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths


			QR-BH1
			Behavioral Health Medical Expenses			1			Number			Total of ALL behavioral health services costs (pharmacy and all other costs) per 1,000 member months


									2			Number			Cost of pharmacy-only behavioral health services per 1,000 member months


									3			Number			Cost of behavioral health services (non-pharmacy) provided by behavioral health providers per 1,000 member months


									4			Number			Cost of behavioral health services (non-pharmacy) provided by non-behavioral health providers per 1,000 member months


									5			Number			Cost per Member Receiving Services


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-BH2


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Follow-Up after Hospitalization for Mental Illness


			Report Code:						QR-BH2									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH2			Follow-Up After Hospitalization for Mental Illness			1			Number			Number of members discharged from a BH hospitalization


									2			Number			Number of members readmitted within 30 days of a discharge from a BH hospitalization


									3			Number			Number of follow-ups within 30 days of discharge


									4			Percent			Percent of follow-ups within 30 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									5			Number			Number of members readmitted within 30 days who had a follow-up within 30 days of initial discharge


									6			Percent			Percent of members readmitted within 30 days who had a follow-up within 30 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									7			Number			Number of follow-ups within 7 days of discharge


									8			Percent			Percent of follow-ups within 7 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									9			Number			Number of members readmitted within 30 days who had a follow-up within 7 days of initial discharge


									10			Percent			Percent of members readmitted within 30 days who had a follow-up within 7 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									11			Number			Number members with bridge appointments following initial discharge


									12			Percent			Percent of members with bridge appointments following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									13			Number			Number of members readmitted within 30 days who had a bridge appointment following initial discharge


									14			Percent			Percent of members readmitted within 30 days who had a bridge appointment following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									15			Percent			Total readmission rate			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-BH3


			Behavioral Health


			MCE Name:


			Submission Date:


			Version:						5.1


			Report Name:						Atypical Antipsychotic Use and Metabolic Change Monitoring


			Report Code:						QR-BH3									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH3			Atypical Antipsychotic Treatment Monitoring			1			Number			Number of members dispensed an atypical antipsychotic medication, ages 17 and under


									2			Number			Number of members dispensed an atypical antipsychotic medication, ages 18 and over


									3			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 17 and under


									4			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 18 and over


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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AN-BH1


			Behavioral Health


			MCE Name:


			Reporting Period:


			Version:						5.1


			Report Name:						Behavioral Health - Facilities with Inpatient Beds


			Report Code:						AN-BH1


			Item No.			NPI			Hospital			Address			Phone			# of Beds			Locked			Unlocked			Hoosier Healthwise			Healthy Indiana Plan





















































			Comments: To include known system limitations, policy barriers, or requests for clarification:
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CLAIM

				Column Name		Type and Size		Start		End		Table		 Column		 Description		Questions/Comments

		1		CLIENT_ID 		INTEGER (4)		1		4		Default		Default – 0009		Client ID

				FILLER		CHAR(1)		5		5						Space is the delimiter

		2		ICN - 		CHAR (20) 		6		25		PSPP		PSPP_RXCLAIM_NBR		Claim number unique id for a claim.

				FILLER		CHAR(1)		26		26						Space is the delimiter

		3		CLAIM_LINE_NO		INTEGER (4)		27		30		PSPP		PSPP_CLMSEQNBR		Claim line number – if the same claim has multiple send one for each NDC (if more than one ingredient in formula/compound).

				FILLER		CHAR(1)		31		31						Space is the delimiter

		4		STATUS		CHAR (1)		32		32		PSPP		PSPP_CLAIMSTS; Derived; If claim status is P, then O; If claim is X, then V		O - Original		Adjustments would get a code of O

																V – Void (Reversal of paid claim).

				FILLER		CHAR(1)		33		33						Space is the delimiter

		5		YRQTR		CHAR (5) 		34		38		PSPP				Year and Quarter claim is applied.  For Void claims, YRQTR would be the same as the original claim.		This is based on the actual check date; the date the checks were paid to the pharmacy/member

																YYYYQ based on paid date. For voids it would be the same as the original claims.

				FILLER		CHAR(1)		39		39						Space is the delimiter

		6		NDC		CHAR (11) 		40		50		PSPP		PSPP_PROD_ID		National Drug Code

				FILLER		CHAR(1)		51		51						Space is the delimiter

		7		UNITS		DECIMAL(12, 3) 		52		65		PSPP		PSPP_METRIC_QTY		Metric decimal quantity of NDC dispensed.

																+123456789.123 or -123456789.123

				FILLER		CHAR(1)		66		66						Space is the delimiter

		8		PAID_AMT		DECIMAL(11, 2)		67		79		PSPP		PSPP_TOTAL_AMT		Total amount to be paid by the claims processor. 

																+123456789.12 or -123456789.12

				FILLER		CHAR(1)		80		80						Space is the delimiter

		9		BILLED_AMT		DECIMAL(11, 2)		81		93		PSPP		PSPP_INGRD_CST_BILL		Provider submitted – billed amount

																+123456789.12 or -123456789.12

				FILLER		CHAR(1)		94		94						Space is the delimiter

		10		PROVIDER_ID		CHAR (15) 		95		109		PSPP		PSPP_PHARMACY_ID (WHERE QUALIFIER IS 01).		National Provider Identifier for a pharmacy. NPI for provider or Medicaid ID (if no NPI).

				FILLER		CHAR(1)		110		110						Space is the delimiter

		11		PRESCRIB_PROV		CHAR (15)		111		125		PSPP		PSPP_PRESC_ID		Prescribing provider		NPI only.

				FILLER		CHAR(1)		126		126						Space is the delimiter

		12		DATE_OF_SERVICE		SMALLDATETIME		127		136		PSPP		PSPP_SVC_DT		Date of service- fill date of claim

																MM/DD/YYYY

				FILLER		CHAR(1)		137		137						Space is the delimiter

		13		RECIPIENT_ID		CHAR (15) 		138		152		PSPP		PSPP_MEMBER_ID		Patient ID / Member ID

				FILLER		CHAR(1)		153		153						Space is the delimiter

		14		RX_NBR		CHAR (12) 		154		165		PSPP		PSPP_RX_NUMBER		Prescription Number.

				FILLER		CHAR(1)		166		166						Space is the delimiter

		15		PROC_CODE		CHAR (7)		167		173						Procedure code for medical claims (JCODE)		To be left blank for pharmacy claims; Needs to be populated for Medical claims

				FILLER		CHAR(1)		174		174						Space is the delimiter

		16		TPL_AMT		DECIMAL(11, 2)		175		187		PSPP		PSPP_OTH_PAYR_REC		Third party paid amount. (coordination of benefits).

								 		 						+123456789.12 or -123456789.12

				FILLER		CHAR(1)		188		188						Space is the delimiter

		17		COPAY_AMT		DECIMAL(11, 2)		189		201		PSPP		PSPP_PATPAYAMT		Amount to be collected from a patient due to a per prescription co-pay/co-insurance. 

								 		 						+123456789.12 or -123456789.12

				FILLER		CHAR(1)		202		202						Space is the delimiter

		18		PAID_DATE		SMALLDATETIME 		203		212		PSPP		PSPP_PROCESS_CYC_DT		Date claim was paid

								 		 						MM/DD/YYYY

				FILLER		CHAR(1)		213		213						Space is the delimiter

		19		DATE_RECVD		SMALLDATETIME		214		223		Sysdate		Extract Date		Date Claim was sent to State

								 		 						MM/DD/YYYY 

				FILLER		CHAR(1)		224		224						Space is the delimiter

		20		DAW		CHAR (1) 		225		225		PSPP		PSPP_DAW_CD		Dispense as written 

				FILLER		CHAR(1)		226		226						Space is the delimiter

		21		COMPOUND_IND		CHAR (1)		227		227		PSPP		PSPP_COMPOUND_CD		Y or N

				FILLER		CHAR(1)		228		228						Space is the delimiter

		22		EXCLUSION_RSN		CHAR (1) 		229		229		space		space		(Optional) 

								 		 

				FILLER		CHAR(1)		230		230						Space is the delimiter

		23		DAYS_SUPPLY		INTEGER(4)		231		234		PSPP		PSPP_DAYSSUP		The number of days of therapy that the claimed drugs will supply.

				FILLER		CHAR(1)		235		235						Space is the delimiter

		24		SOURCE_CD		CHAR (3) 		236		238		POS		POS		Claim Source

								 		 						POS = Point of Sale		POS for pharmacy claims; 

								 		 						JCD = JCODE (pharmacy claim vs. Medical claim –JCD)

				FILLER		CHAR(1)		239		239						Space is the delimiter

		25		DISPENSE_FEE		DECIMAL(5, 2)		240		246		PSPP		PSPP_DISP_FEE_BILL		Dispensing fee submitted by pharmacy. 

								 		 						+123.12 or -123.12

				FILLER		CHAR(1)		247		247						Space is the delimiter

		26		REFILL_CD		CHAR (2) 		248		249		PSPP		PSPP_REFILL		Provider submitted fill number

				FILLER		CHAR(1)		250		250						Space is the delimiter

		27		INVOICE_YRQTR		CHAR (5)		251		255		PSPP				Year and quarter claim is paid or voided.  		Based on the check date on the claim

								 		 						YYYYQ 

				FILLER		CHAR(1)		256		256						Space is the delimiter

		28		PROGRAM_ID		CHAR (3)		257		259		Hard-Coded		N01		Unique ID to distinguish different Client Programs 

								 		 

				FILLER		CHAR(1)		260		260						Space is the delimiter

		29		GROUP_ID		VARCHAR(15)		261		275		space		space		Recipient Group Code 

				FILLER		CHAR(1)		276		276						Space is the delimiter

		30		FUND_CODE		VARCHAR (2)		277		278		space		space		Funding source 

				FILLER		CHAR(1)		279		279						Space is the delimiter

		31		TOWN_CODE		CHAR(4)		280		283		space		space		Recipient/Provider city code 		 

				FILLER		CHAR(1)		284		284						Space is the delimiter

		32		LOCATION_CODE		CHAR (2) 		285		286		space		space		Recipient location		 

				FILLER		CHAR(1)		287		287						Space is the delimiter

		33		ORIGINAL_PROVIDER_ID		CHAR (15) 		288		302		?		?		Provider ID prior to NPI implementation.  For void claims the ID of the original claims (NABP/Medicaid/NPI)

				FILLER		CHAR(1)		303		303						Space is the delimiter

		34		BASIS_OF_COST		CHAR(2)		304		306						Basis of cost submitted by provider

				FILLER		CHAR(1)		307		307						Space is the delimiter

		35		SUB_CLAR_CD		CHAR(2)		308		309						Submission clarification code submitted by provider





PROVIDER

		Field Name		Data Type		Size		COLUMN/VALUE		Comments

		Client ID		Integer		4				 



		Filler		Char		1				Semi colon is the delimiter

		Provider ID		Char		15		Pharmacy NPI ID from the data extract

		Filler		Char		1				Semi colon is the delimiter

		Name		Char		50		PHARMACY_NAME		Pharmacy Name

		Filler		Char		1				Semi colon is the delimiter

		Address 1		Char		50		PHARMACY_ADDRESS		Pharmacy Mailing Address

		Filler		Char		1				Semi colon is the delimiter

		Address 2		Char		50		PHARMACY_ADDRESS		Pharmacy Mailing Address

		Filler		Char		1				Semi colon is the delimiter

		City		Char		30		PHARMACY_CITY		Pharmacy City

		Filler		Char		1				Semi colon is the delimiter

		State - Abbreviation		Char		2		PHARMACY_STATE		Pharmacy State

		Filler		Char		1				Semi colon is the delimiter

		Zip Code		Char		9		PHARMACY_ZIP		Pharmacy Zip Code

		Filler		Char		1				Semi colon is the delimiter

		Phone No.		Char		10				Pharmacy Phone Number
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This template is Copyright © 2010 by The Workgroup for Electronic Data Interchange (WEDI) and the 


Data Interchange Standards Association (DISA), on behalf of the Accredited Standards Committee 


(ASC) X12. All rights reserved. It may be freely redistributed in its entirety provided that this copyright 


notice is not removed. It may not be sold for profit or used in commercial documents without the written 


permission of the copyright holder. This document is provided “as is” without any express or implied 


warranty. Note that the copyright on the underlying ASC X12 Standards is held by DISA on behalf of 


ASC X12. 
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Preface 


The Health Insurance Portability and Accountability Act (HIPAA) adopted standard transaction sets for 


Electronic Data Interchange (EDI) of health care data.  Covered entities must adhere to the content and 


format requirements as defined in the ASC X12N Implementation Guides. 


The Indiana Health Coverage Programs (IHCP) has developed this document to serve as a companion 


document to provide guidance and clarification as it applies to the IHCP.  It is not intended to modify, 


contradict or reinterpret the rules established by the ASC X12N Implementation Guides. 
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Transaction Instruction (TI) 


1 TI Introduction 


1.1 Background 


1.1.1 Overview of HIPAA Legislation 


The Health Insurance Portability and Accountability Act (HIPAA) of 1996 carries 


provisions for administrative simplification. This requires the Secretary of the 


Department of Health and Human Services (HHS) to adopt standards to support the 


electronic exchange of administrative and financial health care transactions primarily 


between health care providers and plans. HIPAA directs the Secretary to adopt 


standards for transactions to enable health information to be exchanged 


electronically and to adopt specifications for implementing each standard HIPAA 


serves to: 


 Create better access to health insurance 


 Limit fraud and abuse 


 Reduce administrative costs 


1.1.2 Compliance according to HIPAA 


The HIPAA regulations at 45 CFR 162.915 require that covered entities not enter 


into a trading partner agreement that would do any of the following: 


 Change the definition, data condition, or use of a data element or segment in a 


standard. 


 Add any data elements or segments to the maximum defined data set. 


 Use any code or data elements that are marked “not used” in the standard’s 


implementation specifications or are not in the standard’s implementation 


specification(s). 


 Change the meaning or intent of the standard’s implementation specification(s). 


1.1.3 Compliance according to ASC X12 


ASC X12 requirements include specific restrictions that prohibit trading partners 


from: 


 Modifying any defining, explanatory, or clarifying content contained in the 


implementation guide. 







Indiana Health Coverage Programs 


Jan 2014 ● 005010  6 


 


 Modifying any requirement contained in the implementation guide. 


1.2 Intended Use  


The Transaction Instruction component of this companion guide must be used in 


conjunction with an associated ASC X12 Implementation Guide. The instructions in this 


companion guide are not intended to be stand-alone requirements documents. This 


companion guide conforms to all the requirements of any associated ASC X12 


Implementation Guides and is in conformance with ASC X12’s Fair Use and Copyright 


statements. 
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2 Included ASC X12 Implementation Guides 


This table lists the X12N Implementation Guides for which specific transaction Instructions apply 


and which are included in Section 3 of this document. 


The associated ASC X12 TR3’s are available at http://store.x12.org/store 


               Unique ID  Name 
 


005010X220  Benefit Enrollment and Maintenance (834) 
005010X220A1  Benefit Enrollment and Maintenance (834) Errata 
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3 Instruction Tables 


These tables contain one or more rows for each segment where supplemental instruction is 


needed.  


Legend 


SHADED rows represent “segments” in the X12N implementation guide. 


NON-SHADED rows represent “data elements” in the X12N implementation guide. 


BLACK TEXT represents notes that apply to all Programs – Hoosier Healthwise (HHW), Care Select 


(CS), Presumptive Eligibility (PE) and Healthy Indiana Plan (HIP) 


BLUE TEXT represents notes that apply to Hoosier Healthwise (HHW) and/or Care Select (CS) and/or 


Presumptive Eligibility (PE) as noted 


ORANGE TEXT represents notes that only apply to Care Select (CS) 


GREEN TEXT represents notes that only apply to Presumptive Eligibility (PE) 


PURPLE TEXT represents notes that only apply to Healthy Indiana Plan (HIP) 


 


 


005010X220A1 Benefit Enrollment and Maintenance (834) 


 


Page 


# 


Loop 


ID 
Reference Name Codes Length Notes/Comments 


32  BGN Beginning 


Segment 


   


33 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 BGN02 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW/CS/PE 


The transaction set reference number consists 


of the nine-digit MCE ID and one-character 


region code, the creation date, the file type (A 


– Audit, C – Change), and a three-digit 


sequential number. 


 


The three-digit sequential number is used 


when the number of 834 transactions exceeds 


the National Electronic Data interchange 


Transaction Set Implementation Guide (IG) 


requirement. 001 represents the first 10,000, 


002 represent the second 10,000 and so forth. 


  


HIP 


The transaction set reference number consists 


of the nine-digit Insurer ID, the creation date, 


the file type (A – Audit, C – Change), the type 


of members contained in the file (C – 


Conditional, F – Fully eligible), and a three-digit 
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33 BGN02 Reference 


Identification – 


continued 


sequential number. 


  


The three-digit sequential number is used 


when the number of 834 transactions exceeds 


the National Electronic Data interchange 


Transaction Set Implementation Guide (IG) 


requirement. 001 represents the first 10,000, 


002 represent the second 10,000 and so forth. 


36  REF Transaction Set 


Policy Number 


   


36  REF02 Reference 


Identification 


 10 HHW/CS/PE 


The master policy number is the nine-digit 


MCE ID and the one-character region code. 


  


HIP 


The master policy number is the insurer’s nine-


digit MCE ID followed by a region code of ‘A’. 


39 1000A N1 Sponsor Name    


39 1000A N102 Name   IHCP sends "Indiana Health Coverage 


Program" 


40 1000A N104 Identification 


Code 


  IHCP sends "IHCP" 


47 2000 INS Member Level 


Detail 


  IHCP sends no more than 10,000 INS 


segments in a single 834 transaction 


48 2000 INS01 Yes/No Condition 


or Response 


Code 


Y  The IHCP member is always the subscriber 


48 2000 INS02 Individual 


Relationship 


Code 


18  The IHCP member is always the subscriber 


49 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


INS03 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maintenance 


Type Code 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW/CS 


001 – Change 


021 – Addition 


024 – Cancellation or Termination 


030 – Audit or Compare 


  


1. The monthly audit file consists of only 030. 


2. The change file contains 001, 021, 024, and 


030. 


3. The only time a 030 is encountered is when 


the member level (001) changes and no 


change occurs in the benefit level (030). 


  


PE 


001 – Change 


021 – Addition 


024 – Cancellation or Termination 


  


The change file may contain 001, 021, or 024 
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49 2000 INS03 Maintenance 


Type Code - 


continued 


HIP 


001 – Change 


021 – Addition 


024 – Cancellation or Termination 


025 - Reinstatement 


030 – Audit or Compare 


  


1. The monthly audit file consists of only 030. 


2. 001 – A change to the member demographic 


data, power account amounts, eligibility dates, 


or capitation category. 


3. 021 – A new conditionally eligible member, a 


member who has moved from conditionally to 


fully eligible, or a member who has moved 


from one plan to another. Type of eligibility will 


be sent in INS04. 


4. 024 – A member who is being removed from 


the HIP plan. Can be conditionally or fully 


eligible. Reason for removal will be sent in 


INS04. 


5. 025 – A conditional member who has an 


outstanding debt from a previous HIP 


enrollment. Notification sent to debt plan only. 


49 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


INS04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maintenance 


Reason Code 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW/CS 


This code clarifies the type of change and 


distinguishes a change from a deletion. 


07 – Termination of benefits only when INS03 


= 024. 


15 – Change in PMP when INS03 = 001. 


29 – Member moving from PE to Medicaid 


AI – Member type of unpassed status when 


INS03 = 021. 


XN – Notification Only – used when INS03 = 


030 


 


NULL – Deletion only when INS03 = 024 


without a reason code.  Most of the time, the 


IHCP sends a NULL value in INS04. However, 


a NULL is only meaningful when the 


Maintenance Type code is 024. 


Unpassed is a member that was not on the last 


roster and has ending eligibility prior or equal 


to the end of the current month and starting 


eligibility prior to the start date of the current 


roster. 


  


PE 


This code clarifies the type of change and 


distinguishes a change from a deletion. 


07 – Termination of benefits only when INS03 


= 024. 


15 – Change in PMP when INS03 = 001. 


22 – Member changes plans. 
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49 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


INS04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maintenance 


Reason Code – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


25 – Change in member name and/or social 


security number. 


28 – Used when INS03 = 021. 


29 – Member moving from PE to Medicaid 


when INS03 = 001. 


 


When INS03 = 024 and INS04 = 29, the 


member was associated with your MCE prior 


to being moved to Medicaid, and the Medicaid 


eligibility dates overlap one or more of the days 


the person was with your plan. This pertains to 


members that were assigned to your MCE in 


the past. 


  


HIP 


This code clarifies the type of change and 


distinguishes a change from a deletion. 


CONDITIONALLY ELIGIBLE MEMBERS: 


03 – Will be sent along with INS03 = 024 to 


indicate a member who has passed away. 


Member date of death will be sent in INS12. 


14 – Will be sent along with INS03 = 024 to 


indicate a member who withdrew from HIP 


prior to making an initial POWER account 


contribution. 


22 – When sent with INS03 = 024, indicates a 


member no longer eligible for this plan due to a 


plan change to ESP or another HIP plan. 


When sent with INS03 = 021, indicates a 


member coming from the ESP plan or another 


HIP plan. 


25 – Indicates a change has been made to the 


member’s name, SSN, date of birth, or RID. 


27 – When sent with INS03 = 021, indicates a 


new conditionally eligible HIP member. When 


sent with INS03 = 025, indicates a 


conditionally eligible HIP member who was 


previously on HIP and has an outstanding 


member debt. 


33 – Indicates a change to the member’s 


POWER account contribution amount. 


43 – Indicates the member’s address, phone 


number, secondary phone number, case 


number, companion case number, email 


address and /or PMP directory indicator has 


changed. 


XN – Sent along with INS03 = 030 for all 


monthly audit records. 


  


FULLY ELIGIBLE MEMBERS: 


03 – Will be sent along with INS03 = 024 to 


indicate a member who has passed away. 


Member date of death will be sent in INS12. 
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49 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


INS04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Maintenance 


Reason Code – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


06 – When sent with INS03 = 024, indicates a 


member’s eligibility was retro replaced or retro 


termed from the HIP program. The HD04 


segment will contain ELIG CHANGE or 


DEATH. 


07 – Will be sent along with INS03 = 024 to 


indicate a member being terminated due to a 


change in aid category.  


When sent with a LIFETIME code in HD04 this 


indicates the lifetime maximum limitation has 


been reached.  


When sent with a RE-FAILS REDETERM code 


in HD04 this indicates the member failed the 


redetermination process. 


14 – Will be sent along with INS03 = 024 to 


indicate a member being terminated from HIP 


due to voluntarily withdrawing from the Plan. 


15 - Change in PMP when INS02 = 001. 


17 – Indicates a member being terminated 


from HIP due to non-payment of POWER 


account. 


22 – When sent with INS03 = 024, indicates a 


member being terminated due to a plan 


change to ESP or another HIP plan. When 


sent with INS03 = 021, indicates a member 


coming from the ESP plan or another HIP plan. 


When sent with INS03 = 001, indicates a 


change to the member’s eligibility dates, 


capitation category, FPL, or ER co-pay. The 


type of change (plan change / date change / 


capitation category change) will be indicated in 


HD04. 


25 – Indicates a change has been made to the 


member’s name, SSN, date of birth, or RID. 


28 – Indicates a new fully eligible HIP member. 


Note: members who were previously a part of 


HIP and are returning to the plan, such as 


women who left due to pregnancy, will be 


treated as new members as long as they do 


not have outstanding debt. 


33 – Indicates a change to the member’s 


POWER account contribution amount. 


43 – When sent with INS03 = 001, indicates 


the member’s address or phone number has 


changed. When sent with INS=024, indicates 


the member is being terminated from HIP due 


to moving out of state. 


XN – Sent along with INS03 = 030 for all 


monthly audit records. 


XT – Indicates a member has access to or 


currently has other health insurance. 


AI – Sent with INS03 = 001 for members 


staying with the same plan as a result of 
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    redetermination. 


51 2000 INS05 Benefit Status 


Code 


  IHCP only sends data for active Medicaid 


members 


51 2000 INS06-01 Medicare Plan 


Code 


  HHW/CS/PE 


E - member is no longer covered by Medicare 


Null - member is not currently enrolled in 


Medicare 


52 2000 INS08 Employment 


Status Code 


FT 


TE 


 IHCP sends the member's status in their 


program 


FT – Full time 


TE - Terminated 


56 2000 REF Member Policy 


Number 


  HHW/CS/PE 


Not sent in the Hoosier Healthwise, Care 


Select or Presumptive Eligibility 834s. 


  


HIP 


Always sends this segment in Loop 2000 since 


Loop 2300 is not sent for conditionally eligible 


members. 


56 2000 REF02 Reference 


Identification 


  HIP 


Sends value of "HIP" 


57 2000 REF Member 


Supplemental 


Identifier 


  HHW/CS 


Three segments are possible with case 


number, case worker ID or companion case 


number.  A maximum of two additional REF 


segments may be sent with linked IHCP 


member IDs, listed most recent to least recent. 


  


PE 


Two segments are sent with case number and 


caseworker ID.  A maximum of two additional 


REF segments may be sent with linked IHCP 


member IDs, listed most recent to least recent. 


  


HIP 


Sent where applicable with case number, 


companion case number or spouse IHCP 


member ID.  A maximum of two additional REF 


segments may be sent with linked IHCP 


member IDs, listed most recent to least recent. 


57 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


REF01 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


Qualifier 


 


 


 


 


 


 


 


  HHW/CS 


Possible codes and descriptions: 


3H – represents the case number 


ZZ – represents the case worker number 


23 – represents the companion case number 


Q4 – represents the linked IHCP member ID. 


Maximum of two, listed most recent to least 


recent 


When multiple REF segments are reported 


with “Q4”, the first iteration reports the active, 
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57 2000 REF01 Reference 


Identification 


Qualifier - 


continued 


linked Medicaid RID.  The subsequent iteration 


reports the inactive, prior RID that is linked to 


the active RID reported in the first iteration.  


  


The maximum number of linked member IDs is 


two and is limited by the maximum number 


of five occurrences per the HIPAA IG. 


  


PE 


The case number and caseworker number are 


always reported.  A maximum of two additional 


REF segments may be sent with linked IHCP 


member IDs, listed most recent to least recent. 


  


HIP 


Possible codes and descriptions: 


3H – represents the case number 


23 – represents the companion case number 


ZZ – represents the member’s spouse’s IHCP 


ID.  Sent for conditionally eligible members 


only. 


Q4 – represents the linked IHCP member ID. 


Maximum of four, listed most recent to least 


recent.  Sent for fully eligible members only. 


When multiple REF segments are reported 


with “Q4” in REF01, the first iteration reports 


the active, linked Medicaid RID.  The 


subsequent iteration reports the inactive, prior 


RID that is linked to the active RID reported in 


the first iteration. 


59 2000 DTP Member Level 


Dates 


   


59 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2000 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


DTP01 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Date/Time 


Qualifier 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW 


473 – MCE Plan Roll-Up Begin 


474 – MCE Plan Roll-Up End 


The qualifiers 473 and 474 are used for 


reporting the member’s MCE related Roll-up 


effective date and end date based upon the 


reported PMP effective date range segment. 


  


CS 


473 – Medicaid Eligibility Begin 


474 – Medicaid Eligibility End 


The qualifiers 473 and 474 are used for 


reporting the member's eligibility effective date 


and end date under a specific PMP. 


  


PE 


473 – MCE Plan Roll-Up Begin 


474 – MCE Plan Roll-Up End 


The qualifiers 473 and 474 are used for 


reporting the member’s MCE related Roll-up 







Indiana Health Coverage Programs 


Jan 2014 ● 005010  15 


 


59 2000 DTP01 Date/Time 


Qualifier - 


continued 


effective date and end date based upon the 


reported PE PMP effective date range 


segment. 


  


HIP 


300 – Enrollment Signature Date 


303 – Maintenance Effective 


473 – MCE Plan Roll-Up Begin 


474 – MCE Plan Roll-Up End 


Qualifier 300 is used for conditionally eligible 


members only. It will indicate the date the 


member became conditionally eligible. 


Qualifier 303 is used to indicate the date a 


change to a member’s information becomes 


effective. For conditionally eligible members, it 


is also used for terminations.  If INS04 = 33, 


then 303 = POWER effective date.  If INS04 = 


22 or AI, then 303 = benefit effective date. 


The qualifiers 473 and 474 are used for 


reporting the member’s MCE related Roll-up 


effective date and end date based upon the 


reported PMP effective date range segment. 


  


HIP members have a finite benefit period, 


typically twelve months in duration. Benefit 


period dates are important for POWER 


account reconciliation. Note that a member can 


have multiple POWER account dates and 


obligations within a benefit period span. 


65 2100A PER Member 


Communications 


Numbers 


  IHCP Note: 


This segment contains the member’s home 


telephone number, e-mail address 


and alternate telephone number if available. 


A member may have any combination of these 


elements.  For example, they may have two 


telephone numbers, but no email address.  Or 


they may only have one phone number, or may 


only have an email address. 


This information may not be available for some 


members. 


  


The email address and alternate telephone 


number will not be sent for Care Select or PE. 


66 2100A PER03 Communication 


Number Qualifier 


TE 


EM 


HP 


 IHCP uses codes: 


TE  -  member's home phone number 


EM -  member's e-mail address 


HP  -  member's alternate phone number 


66 2100A PER05 Communication 


Number Qualifier 


TE 


EM 


HP 


 IHCP uses codes: 


TE  -  member's home phone number 


EM -  member's e-mail address 


HP  -  member's alternate phone number 


67 2100A PER06 Communication   IHCP only sends on HHW and HIP 834s 
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Number 


67 2100A PER07 Communication 


Number Qualifier 


TE 


EM 


HP 


 IHCP uses codes: 


TE  -  member's home phone number 


EM -  member's e-mail address 


HP  -  member's alternate phone number 


67 2100A PER08 Communication 


Number 


  IHCP only sends on HHW and HIP 834s 


68 2100A N3 Member 


Residence Street 


Address 


  IHCP Note: 


This segment contains the member’s street 


address as submitted to HP by ICES.  


HP does not have system editing for 


addresses. 


69 2100A N4 Member City, 


State, ZIP Code 


  IHCP Note: 


This segment contains the member’s city, 


state, ZIP Code and county code information 


as reported to HP by ICES. 


HP does not perform validation for City, State, 


ZIP, and county code mismatches. If the 


record is sent to HP from ICES with a ZIP that 


doesn’t match the city, it’s reported as received 


and not “cleaned up.” 


70 2100A N406 Location 


Identifier 


  IHCP Note: 


This is the county code of the member’s 


residence. 


Members may be assigned to a region other 


than their home region. Capitation 


reimbursement is based on the member’s 


home region, regardless of the region they are 


assigned to. Note: the county code is entered 


into ICES by DFR and passed to HP.  HP does 


not validate county codes for mismatches. 


71 2100A DMG Member 


Demographics 


   


72 2100A DMG05 Composite Race 


or Ethnicity 


Information 


  HIP 


The race/ethnicity code will be sent for fully 


eligible members only. 


81 2100A AMT Member Policy 


Amounts 


  HHW/CS/PE 


Not sent in the Hoosier Healthwise, Care 


Select or Presumptive Eligibility 834s. 


81 


 


 


 


 


 


 


 


 


 


2100A 


 


 


 


 


 


 


 


 


 


AMT01 


 


 


 


 


 


 


 


 


 


Amount Qualifier 


Code 


 


 


 


 


 


 


 


 


C1 


D2 


B9 


P3 


 HIP 


C1 – Fully eligible - used to qualify the 


member’s emergency room co-pay amount 


based on their Federal Poverty Level code. 


C1 – Conditionally eligible - used to qualify the 


member’s outstanding debt. 


D2 – Used to qualify the member’s annual 


POWER account contribution.  


B9 – Used to qualify the reported CAT dollars 


sent in on the PRF transaction by a previous 
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81 2100A AMT01 Amount Qualifier 


Code - continued 


plan during the current benefit period.  


P3 - Used to qualify the member’s 


accumulated lifetime amount. This value is 


based on the reported CAT dollars sent in on 


the PRF transaction. 


81 2100A AMT02 Monetary 


Amount 


  HIP 


Will contain the dollar amount of the member’s 


emergency room co-pay, monthly POWER 


account contribution, accumulated annual 


(CAT), accumulated lifetime, or outstanding 


debt amounts 


 


Note: For caretaker members who have a 


Federal Poverty Level greater than 150% (FPL 


code of 04 in HD04), the co-pay is actually the 


lesser of $25 or 20% of the cost of services. As 


AMT02 is defined as an X12 amount field, ’25’ 


will be sent here. The FPL code and capitation 


category code must be used to determine the 


appropriate co-pay for these members. 


84 2100A LUI Member 


Language 


   


85 2100A LUI02 Identification 


Code 


SPA  IHCP only supports code SPA when the 


member’s native language is Spanish 


86 2100B NM1 Incorrect Member 


Name 


  HIP 


Only sent on HIP 834s when applicable 


89 2100B DMG Incorrect Member 


Demographics 


  HIP 


Only sent on HIP 834s when applicable 


140 2300 HD Health Coverage   HHW/CS 


A second situational loop provides the Hoosier 


Healthwise Open Enrollment status.  This 


status indicates whether the member is in an 


open enrollment period or not.  An open 


enrollment status of "O" means the member is 


allowed to change MCEs without cause.  An 


open enrollment status of "C" requires a just 


cause to change MCEs. 


  


HIP 


This segment will not be sent for conditionally 


eligible members. 


140 


 


 


 


 


 


 


 


 


2300 


 


 


 


 


 


 


 


 


HD01 


 


 


 


 


 


 


 


 


Maintenance 


Type Code 


 


 


 


 


 


 


 


  HHW/CS 


Possible codes and descriptions: 


001 – Change - represents a change to a 


member's active enrollment status and/or data 


specific to the member. 


021 – Addition - represents a new member 


notification. 


024 – Cancellation or Termination - represents 


a member termination notification.  IHCP does 
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140 2300 HD01 Maintenance 


Type Code - 


continued 


not use Cancellation terminology. 


030 – Audit or Compare - represents a 


verification file for the member 


Deletion code 002 is not used. A deletion is 


indicated when INS03 = 024 and INS04 = 


NULL. 


  


PE 


Possible codes and descriptions: 


001 – Change 


002 - Delete 


021 – Addition 


024 – Cancellation or Termination 


030 – Audit or Compare 


  


HIP 


Possible codes and descriptions: 


001 – Change - indicates either a change 


to/from ESP or another HIP plan, or a change 


to the member's plan (eligibility dates or 


capitation category) with the current insurer.  


The type of change will be specified in HD04. 


021 – Addition 


024 – Cancellation or Termination 


030 – Audit or Compare 


141 2300 HD03 Insurance Line 


Code 


HLT  IHCP uses code HLT 


141 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


HD04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Plan Coverage 


Description 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  With the exception of CS, concatenated 


information data is separated by a Pipe 


Delimiter character of | 


  


HHW/CS 


The plan coverage description is made up of 


the following concatenated information: 


  


VALID CAPITATION CODES - two characters 


A1 – Pkg A Preschool Ages 1-5 


A6 – Pkg A Child Ages 6-12 


AF – MAGI Pkg A/B/P Adult Females Ages 19-


above 


AM – MAGI Pkg A Adult Males Ages 19-above 


C1 – Pkg C Preschool Ages 1-5 


C6 – Pkg C Child Ages 6-12 


CN – Pkg C Newborns 


CT – Pkg C Teens Ages 13-18 


NB – Pkg A Newborns 


TN – MAGI Pkg A/B/P Teens Ages 13-18 


U1 – Pkg A MA-U Preschool Ages 1-5 


U6 – Pkg A MA-U Child Ages 6-12 


UD – Pkg A MA-U Delivery Payment 


UF – Pkg A MA-U Females 


UM – Pkg A MA-U Males 


UN – Pkg A MA-U Newborns 
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141 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


HD04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Plan Coverage 


Description – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


UT – Pkg A MA-U Teens Ages 13-20 


CS – Care Select 


  


Capitation category may be blank for Pkg C 


members if they turn 19 during the final month 


of enrollment. 


Care Select Plans do not receive capitation 


payments. CS will always be sent. 


  


VALID BENEFIT PACKAGE INDICATORS -


 one character 


A – Standard Coverage 


B – Pregnancy Coverage 


C – Child Health Plan 


P – Presumptive Eligibility Coverage for 


Pregnant Women 


  


VALID AUTO ASSIGNMENT INDICATORS -


 one character 


Y – Yes 


N - No 


  


VALID RIGHT CHOICES PROGRAM 


INDICATORS FOR CARE SELECT - one 


character 


Not applicable in this position for Hoosier 


Healthwise.  See HHW Right Choices indicator 


location later in this section. 


Y – Yes 


N – No 


  


VALID AID CATEGORY CODES - two 


characters - one character codes are right 


justified. 


Aid category codes not applicable for Care 


Select 


 1 - Children age < 19 who meet TANF income stds 


 2 - Children ages 6-19 under 100% FPL 


 9 - Children age 1-19 up to 150% poverty 


(CHIP I) 


 C - Low Income Families 


 F - Transitional Medical Assistance 


GF - MAGI Parent/Caretaker of Relative ages 


19-over 


GP - MAGI Pregnancy  208% or under FPL 


 H - Ineligible for AFDC due to deemed income 


 M - Pregnancy – Full Coverage 


 N - Pregnancy - Related Coverage 


 S - Ineligible for AFDC due to sibling income 


 T - Children age18,19,20 living w/specified relative 


 U - Ineligible for TANF due to SSI payments  


 X - Newborn – infants born to Medicaid recipients 


 Y - Children age<1 under 150% FPL 


 Z - Children ages 1-5 under 133% FPL 
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141 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


HD04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Plan Coverage 


Description – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


10 - Hoosier Healthwise-Package C-Childrens 


Health Plan 


  


START REASON CODES - two characters 


STOP REASON CODES - two characters 


Start and Stop Reason Codes not applicable 


for Care Select 


01 Approved Change 


02 New Eligible 


03 6 Month PMP change 


04 Newborn auto-assign change 


05 Member Initiated – MCE Disenrollment 


06 Redetermination 


07 Death 


08 Disenroll from Managed Care 


09 Expired Managed Care Segment 


10 PCCM Voluntary PMP Disenroll 


11 MCE Voluntary PMP Disenroll 


12 PCCM Mandatory PMP Disenroll 


13 MCE Mandatory PMP Disenroll 


14 MCE dsnrl – PMP moved to oth MCE plan 


15 MCE dsnrl – PMP moved to PCCM 


16 MCE dsnrl – PMP dsnrl from program 


17 MCE PMP moved to another MCE plan 


18 MCE PMP moved to PCCM 


19 PCCM PMP moved to an MCE plan 


20 Auto Assigned – Newborn (Mom PMP) 


21 Auto Assigned – Case Assignment 


22 Auto Assigned – Previous PMP 


23 Auto Assigned – Default Distance 


24 Auto Assigned – PCCM PMP Disenrolled 


25 Auto Assigned – MCE PMkP Disenrolled 


26 Auto Assigned – Newborn Preselection 


27 HHPD – Other 


28 Auto Assigned – Redetermination 


29 Auto Assigned – Lockin – Previous PMP 


2A Auto Assigned – Newborn Case (Mom 


MCE) 


2B Auto Assigned – Newborn Group (Mom 


MCE) 


2C Auto Assigned – Newborn Distance (Mom 


MCE Network) 


2D Auto Assigned – Newborn Other (Mom 


MCE Network) 


2E Auto Assigned – Newborn County (Mom 


MCE Network) 


2F Auto Assigned – Newborn Distance (Mom 


MCE) 


2G Auto Assigned – Newborn Other (Mom 


MCE) 


2H Auto Assigned – Newborn County (Mom 


MCE) 


2I Auto Assigned – Default Other 
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141 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


HD04 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Plan Coverage 


Description – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2J Auto Assigned – Default County 


2K Auto Assigned – Previous PMP Group 


Location 


2L Auto Assigned – Previous PMP Other 


Location 


2M Auto Assigned – Previous MCE Case PMP 


2N Auto Assigned – Previous MCE Case 


Group-Mbr PMP 


2O Auto Assigned – Previous MCE Network 


Distance 


2P Auto Assigned – Previous MCE Network 


Other 


2Q Auto Assigned – Previous MCE Distance 


2R Auto Assigned – Previous MCE Other 


2S Auto Assigned – Case Group Assignment 


2T Auto Assigned – Lockin – Previous PMP 


Group 


2U Auto Assigned – Lockin – Previous MCE 


2V Auto Assigned – Lockin – Case Assignment 


2W Auto Assigned – Lockin – Default 


2X Previous PMP <2 month auto-assignment 


30 Voluntary county enrollment 


31 Aprvd. Chng. – Member Choice Auto 


Assignment 


33 Aprvd. Chng. – Untimely Communication 


35 Aprvd. Chng. – PMP Panel Full 


3A Auto Assigned - Previous MCE 


3B Auto Assigned - Companion Case ID 


3C Auto Assigned - Previous RCP 


3D Auto Assigned - Spouse (HIP) 


3F Auto Assigned - Newborn (MOM MCE) 


3G Auto Assigned - Member Choice 


3Q HP  Dsnrl- MCE PMP Svc Location No 


Longer Active 


3R HP  Dsnrl- Prov. Medicaid Eligibility 


Terminated 


3S HP  Dsnrl- Group Medicaid Eligibility 


Terminated 


3T HP  Dsnrl- PMP Service Location No 


Longer Active 


3U HP  Dsnrl- PMP Group Svc Location No 


Longer Active 


3V HP  Dsnrl- PMP no longer practices at this 


Svc Loc 


3W MCE Dsnrl- PMP no longer practices at 


this Svc Loc 


3X MCE Dsnrl- PMP no longer contracted with 


MCE 


3Y MCE Dsnrl- PMP not in managed care at 


this Svc Loc 


3Z MCE Dsnrl- PMP deceased 


40 Aprvd. Chng. – PCCM PMP Disenrolled 


41 Aprvd. Chng. – MCE PMP Disenrolled 
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2300 
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Plan Coverage 


Description – 
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42 Aprvd. Chng. – Error in Assignment 


43 Aprvd. Chng. – MCE Ancillary Service 


Access Issues 


44 Aprvd. Chng. – PCCM Ancillary Svc Access 


Issues 


45 Aprvd. Chng. – Quality of Service Issues 


46 Aprvd. Chng. – Third Party Liability 


47 Aprvd. Chng. – Network Limitations 


50 Aprvd. Chng. – Inconvenient Location 


51 Aprvd. Chng. – Member Moved 


52 Aprvd. Chng. – Transportation Problems 


53 Aprvd. Chng. – Appointment Delays 


54 Aprvd. Chng. – Office Waiting Time 


55 Aprvd. Chng. – Treatment by staff 


56 Aprvd. Chng. – Unsatisfactory 


Communication 


57 Aprvd. Chng. – Unsatisfactory quality of 


care 


58 Aprvd. Chng. – Unsatisfactory emergency 


response 


59 Aprvd. Chng. – Unable to obtain referral 


60 Aprvd. Chng. – Insufficient after-hours 


coverage 


61 Aprvd. Chng. – Physician no longer 


Medicaid 


62 Aprvd. Chng. – Physician no longer in 


practice 


63 Aprvd. Chng. – Physician Patient rltnshp 


unacpt 


64 Aprvd. Chng. – Med condition not approp to 


pvdr 


65 Aprvd. Chng. – Physician Requests 


Member Reassign 


66 Aprvd. Chng. – Speclty not consistent with 


cond. 


67 Aprvd. Chng. – Preg. Related – ante-


partum change 


68 Aprvd. Chng. – Preg. Related – post-partum 


change 


69 Aprvd. Chng. – Other 


70 Disenroll – ICES County Change 


71 Disenroll – Residency Change 


72 Disenroll – Third Party Liability Issues 


73 Disenroll – Continuity of Care Issues 


74 Disenroll – Member Determined to be Illegal 


Alien 


75 Disenroll – Member Eligible for Waiver 


Program 


76 Disenroll – Member Choice – Ward or 


Foster Child 


77 Disenroll – Network Limitations 


78 Disenroll – More than one RID # linked from 


ICES 
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79 Disenroll – Member became Eligible for 


Hospice 


80 Disenroll – Member Ineligible Due To Age 


81 Eligibility was Terminated 


82 PMP DSNRL/REENR-Individ to Group loc 


83 PMP DSNRL/REENR-Group to individ loc 


84 PMP DSNRL/REENR-individ to diff individ 


loc 


85 PMP DSNRL/REENR-group to diff group 


loc 


86 Manual Reassignment 


87 MCE Mass Change 


88 JC-Lack of Medical Services 


89 JC-MCO non-covered for moral or religious 


reasons 


90 JC-Member risk related serv not avail MCO 


network 


91 JC-lack access provider for mbr health care 


need 


92 JC-Poor quality of care 


93 JC-Family member change 


94 Annual Enrollment 


95 JC Self Select <= 2 month break eligibility 


98 Disenroll – Ineligible for Auto Assignment 


99 Open 


A1 MCE Auto Assigned - Previous PMP 


A2 MCE Auto Assigned - Case ID PMP 


A3 MCE Auto Assigned - PMP in Previous 


Group 


A4 MCE Auto Assigned - Case ID in Previous 


Group 


A5 MCE Default Auto Assignment 


A6 MCE PMP Disenrolled 


A7 MCE Member Request 


A8 MCE PMP Initiated 


A9 MCE Approved Change - PMP Panel Full 


  


VALID RIGHT CHOICES PROGRAM 


INDICATORS FOR HOOSIER HEALTHWISE 


Not applicable for Care Select.  See Care 


Select Right Choices indicator location earlier 


in this section. 


Y – Yes 


N - No 


  


PMP DIRECTORY INDICATOR - not 


applicable for Care Select 


Member wants a paper directory of providers.  


An N is reported for members who specify No 


directory, or for members who do not answer 


the directory question on the application. 


Y - Yes 


N – No 
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Plan Coverage 


Description – 
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HOOSIER HEALTHWISE OPEN 


ENROLLMENT PERIOD STATUS - one 


character. 


Not applicable for Care Select or HIP 


Value for HD04 in an additional 2300 loop 


O Open - Member is in their free-change 


period to change MCEs without cause 


C Closed - Member cannot change MCEs 


unless they have just-cause, as verified and 


approved by the Enrollment Broker 


  


MEMBER'S RESIDENCE REGION CODE 


Not applicable for Care Select or HIP. 


The last digit of HD04 is the member's 


residence region code. 


Values used - 0 thru 8 with the zero indicating 


that the member's residence region code is not 


available. 


  


PE 


The plan coverage description is made up of 


the following concatenated information: 


Concatenated information data is separated by 


a Pipe Delimiter character of | 


Valid Capitation Codes - two characters 


A6 – Pkg A Child Ages 6-12 


AF – Pkg A/B Adult Females 


TN – Pkg A/B Teens Ages 13-20 


  


Valid Benefit Package Indicators - one 


character 


A – Standard Coverage 


B – Pregnancy Coverage 


C – Child Health Plan 


P – Presumptive Eligibility 


  


Valid Auto Assignment Indicators - one 


character 


N – No 


Limited to the value of N for Presumptive 


Eligibility, PE members must choose their plan 


immediately. 


  


Valid Aid category - two characters - one 


character codes are right justified 


 M - Pregnancy – Full Coverage 


 N – Pregnancy - Related Coverage 


PE - Presumptive Eligibility 


 


Start and Stop Reason Codes 


Start Reason Code, two characters 


Stop Reason Code, two characters 
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01 Approved Change 


02 New Eligible 


03 6 Month PMP change 


04 Newborn auto-assign change 


05 Member Initiated – MCE Disenrollment 


06 Redetermination 


07 Death 


08 Disenroll from Managed Care 


09 Expired Managed Care Segment 


10 PCCM Voluntary PMP Disenroll 


11 MCE Voluntary PMP Disenroll 


12 PCCM Mandatory PMP Disenroll 


13 MCE Mandatory PMP Disenroll 


14 MCE dsnrl – PMP moved to oth MCE plan 


15 MCE dsnrl – PMP moved to PCCM 


16 MCE dsnrl – PMP dsnrl from program 


17 MCE PMP moved to another MCE plan 


18 MCE PMP moved to PCCM 


19 PCCM PMP moved to an MCE plan 


30 Voluntary county enrollment 


31 Aprvd. Chng. – Member Choice Auto 


Assignment 


33 Aprvd. Chng. – Untimely Communication 


35 Aprvd. Chng. – PMP Panel Full 


40 Aprvd. Chng. – PCCM PMP Disenrolled 


41 Aprvd. Chng. – MCE PMP Disenrolled 


42 Aprvd. Chng. – Error in Assignment 


43 Aprvd. Chng. – MCE Ancillary Service 


Access Issues 


44 Aprvd. Chng. – PCCM Ancillary Svc Access 


Issues 


45 Aprvd. Chng. – Quality of Service Issues 


46 Aprvd. Chng. – Third Party Liability 


47 Aprvd. Chng. – Network Limitations 


50 Aprvd. Chng. – Inconvenient Location 


51 Aprvd. Chng. – Member Moved 


52 Aprvd. Chng. – Transportation Problems 


53 Aprvd. Chng. – Appointment Delays 


54 Aprvd. Chng. – Office Waiting Time 


55 Aprvd. Chng. – Treatment by staff 


56 Aprvd. Chng. – Unsatisfactory 


Communication 


57 Aprvd. Chng. – Unsatisfactory quality of 


care 


58 Aprvd. Chng. – Unsatisfactory emergency 


response 


59 Aprvd. Chng. – Unable to obtain referral 


60 Aprvd. Chng. – Insufficient after-hours 


coverage 


61 Aprvd. Chng. – Physician no longer 


Medicaid 


62 Aprvd. Chng. – Physician no longer in 


practice 
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Plan Coverage 


Description – 
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63 Aprvd. Chng. – Physician Patient rltnshp 


unacpt 


64 Aprvd. Chng. – Med condition not approp to 


pvdr 


65 Aprvd. Chng. – Physician Requests 


Member Reassign 


66 Aprvd. Chng. – Speclty not consistent with 


cond. 


67 Aprvd. Chng. – Preg. Related – ante-


partum change 


68 Aprvd. Chng. – Preg. Related – post-partum 


change 


69 Aprvd. Chng. – Other 


70 Disenroll – ICES County Change 


71 Disenroll – Residency Change 


72 Disenroll – Third Party Liability Issues 


73 Disenroll – Continuity of Care Issues 


74 Disenroll – Member Determined to be Illegal 


Alien 


75 Disenroll – Member Eligible for Waiver 


Program 


76 Disenroll – Member Choice – Ward or 


Foster Child 


77 Disenroll – Network Limitations 


78 Disenroll – More than one RID # linked from 


ICES 


79 Disenroll – Member became Eligible for 


Hospice 


80 Disenroll – Member Ineligible Due To Age 


81 Eligibility was Terminated 


82 PMP DSNRL/REENR-Individ to Group loc 


83 PMP DSNRL/REENR-Group to individ loc 


84 PMP DSNRL/REENR-individ to diff individ 


loc 


85 PMP DSNRL/REENR-group to diff group 


loc 


86 Manual Reassignment 


87 MCE Mass Change 


98 Disenroll – Ineligible for Auto Assignment 


99 Open 


  


MEMBER'S RESIDENCE REGION CODE 


Not applicable for Care Select or HIP. 


The last digit of HD04 is the member's 


residence region code. 


Values used - 0 thru 8 with the zero indicating 


that the member's residence region code is not 


available. 


  


HIP 


The plan coverage description is made up of 


the following concatenated information: 


Concatenated information data is separated by 
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Plan Coverage 


Description – 
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a Pipe Delimiter character of | 


  


Member Aid Category - two character 


HC - HIP Caretaker 


HN - HIP Non Caretaker 


 


Gender                                    Non             


and Age         Caretaker        Caretaker 


Male 19-24         M1                   Y1 


Male 25-34         M2                   Y2 


Male 35-44         M3                   Y3 


Male 45-54         M4                   Y4 


Male 55-64         M5                   Y5 


Female 19-24      F1                    X1 


Female 25-34      F2                    X2 


Female 35-44      F3                    X3 


Female 45-54      F4                    X4 


Female 55-64      F5                    X5 


  


Federal Poverty Level code - two character 


01 – 100% or less 


02 – 101% to 125% 


03 – 126% to 150% 


04 – greater than 150% 


  


Right Choices Program Indicator 


Y – Yes 


N - No 


  


PMP PMP DIRECTORY INDICATOR 


Member wants a paper directory of providers 


Y - Yes 


N – No 


An N is reported for members who specify No 


directory, or for members who do not answer 


the directory question on the application. 


 


Plan or aid category changing from/to: 


CTG CHG-DIS – Member terminated from HIP 


and moved to Disability aid category. 


CTG CHG-PREG - Member terminated from 


HIP and moved to Pregnancy aid category. 


LIFETIME – Member has reached lifetime 


maximum limitation.  


NEW DATES – Member’s eligibility start and/or 


end date has changed during their benefit 


period. New dates will be sent in the 


subsequent DTP segments. 


NEW CAP – Member’s capitation category has 


changed during their benefit period. 


ER COPAY – Member’s emergency room co-


pay has changed during their benefit period. 


FPL - Member’s federal poverty level has 
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141 2300 HD04 Plan Coverage 


Description - 


continued 


changed during their benefit period. 


RE-FAILS REDETERM – Member did not 


successfully redeterm. 


ELIG CHANGE – Member’s HIP eligibility is 


retro replaced, usually by another Medicaid 


program. 


DEATH – Member is retro termed from HIP 


due to date of death precedes HIP eligibility. 


RE-TO ESP – Member is moving to the 


Enhanced Services Plan during 


redetermination period. 


  


The following will have the abbreviated four 


character plan name with a space preceding: 


  *  ANTH – Anthem  *  MDWI – MDwise  *  


ENHA – ESP  *  MANA - MHS 


RE-PLAN2PLAN – Member is changing from 


one HIP plan to another during redetermination 


period. 


RE-SAME PLAN – Member successfully 


redetermed 


PLAN2PLAN – Member is changing from one 


HIP plan to another during their benefit period. 


FROM HIP – Member is coming to the 


Enhanced Services Plan from another HIP 


plan during their benefit period. 


FROM ESP – Member is coming to this HIP 


plan from the Enhanced Services Plan during 


their benefit period. 


TO HIP – Member is being removed from the 


Enhanced Services Plan and moved to another 


HIP plan during their benefit period. 


TO ESP – Member is being removed from this 


plan and moved to the Enhanced Services 


Plan during their benefit period. 


142 2300 HD05 Coverage Level 


Code 


  HHW/CS 


Possible codes and descriptions: 


IND - always the coverage level code value for 


the first 2300 loop. 


  


PE 


Possible code and description: 


IND – Individual 


  


HIP 


Possible code and description: 


IND - always the coverage level code value for 


the first 2300 loop. 


143 


 


 


 


2300 


 


 


 


DTP 


 


 


 


Health Coverage 


Dates 


 


 


  HHW/CS 


1. This segment contains the dates of health 


coverage for the IHCP member and the 


corresponding network. 
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2300 


 


DTP 


 


Health Coverage 


Dates - continued 


2. The second situational segment provides 


the Hoosier Healthwise Open Enrollment 


dates. 


  


PE 


This segment contains the dates of health 


coverage for the IHCP member and the 


corresponding PMP. 


  


HIP 


This segment contains the dates of health 


coverage for the IHCP. 


This segment will not be sent for conditionally 


eligible members. 


143 
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Date/Time 


Qualifier 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW 


303 – Maintenance Effective 


1st set of positional date ranges are for PMP 


Assignment: 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date ranges 


for terminations and deletions. 


2nd set of positional date ranges are for Aid 


Category Eligibility: 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date ranges 


for terminations and deletions 


1. Qualifier 303 is used when the Benefit 


Package Indicator has changed.  Indicates the 


date the newly reported benefit package 


becomes effective. This typically applies to 


members who change from Package C to 


Package A/B. The effective date of the change 


is based on a change to the member’s aid 


category, and can be retroactive.  


2. Qualifiers 303 and 348 could exist at the 


same time for changes only. 


OPEN ENROLLMENT (OE) STATUS LOOP 


ONLY (Open Enrollment does not apply to 


Care Select or HIP) 


1st 348 = beginning of OE period for the 


member (Effective date of when the member is 


allowed to change MCEs without cause) 


2nd 348 = end of OE for the member (Last 


date the member can change their MCE 


without cause) 


3rd 348 = end of annual OE period (End date 


of the member’s enrollment period with their 


current MCE) 
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Date/Time 


Qualifier – 


continued 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


CS 


303 – Maintenance Effective 


348 – Benefit Begin 


349 – Benefit End 


1. Qualifier 303 is used when the Benefit 


Package Indicator has changed.  Indicates the 


date the newly reported benefit package 


becomes effective. This typically applies to 


members who change from Package C to 


Package A/B. The effective date of the change 


is based on a change to the member’s aid 


category, and can be retroactive.   


2. Qualifier 348 is used for additions and 


changes. 


3. Qualifier 349 is used for terminations and 


deletions. 


4. Qualifiers 303 and 348 could exist at the 


same time for changes only. 


  


PE 


1st set of positional date ranges are for PMP 


Assignment. 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date 


ranges for terminations and deletions. 


2nd set of positional date ranges are for Aid 


Category Eligibility: 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date 


ranges for terminations and deletions. 


  


HIP 


1st set of positional date ranges are for PMP 


Assignment. 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date 


ranges for terminations and deletions. 


2nd set of positional date ranges are for Aid 


Category Eligibility: 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date 


ranges for terminations and deletions. 


3rd set of positional date ranges are for Benefit 


Period 


Qualifier pairs 348/348 - used as date ranges 


for additions and changes. 


Qualifier pairs 348/349 - used as date 


ranges for terminations and deletions. 
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143 


 


2300 


 


DTP01 


 


Date/Time 


Qualifier - 


continued 


  


The 348/348 date range for a member's PMP 


Assignment dates reflects initially the 


MCE/placeholder assignment effective date to 


be reported. The transaction will then report 


any subsequent PMP assignment effective 


date ranges. 


146 2300 REF Health Coverage 


Policy Number 


  IHCP sends up to two identifiers. 


1. If the PMP provider is atypical, then the LPI 


will be presented in the first segment. 


Otherwise, the PMP provider tax ID will be 


present in the first segment. 


2. If a PMP exists as part of a group, then the 


group’s provider identifier will be presented in 


the second REF segment. 


  


PMP values, including placeholders, are 


reported on additions, changes and 


terminations. 


146 2300 REF01 Reference 


Identification 


Qualifier 


1L 


ZZ 


 IHCP uses codes 1L and ZZ 


147 2300 REF02 Reference 


Identification 


  IHCP Note: 


1. When an NPI has been reported for the 


member’s PMP, their tax ID is sent with the 


“1L” qualifier. 


    Note: When the tax ID is not on file, 


999999999 is sent. 


2. When a PMP has not yet been assigned to 


the member, 999999990 is sent. 


3. When an NPI has been reported for the 


PMP group, their NPI is sent with the “ZZ” 


qualifier. 


4. Health care PMP groups not reporting an 


NPI will receive the message “NOGROUPNPI” 


along with the “ZZ” qualifier. 


5. When the group provider is atypical and an 


NPI is not reported, the LPI will be present. 


152 2310 LX Provider 


Information 


   


152 2310 LX01 Assigned 


Number 


  An IHCP member is assigned to only one PMP 


153 2310 NM1 Provider Name    


153 2310 NM101 Entity Identifier 


Code 


P3  IHCP only sends code P3 - Primary Care 


Provider 


154 2310 NM102 Entity Type 


Qualifier 


2  IHCP only sends code 2 - Non-Person Entity 


155 


 


2310 


 


NM109 


 


Identification 


Code 


  IHCP Note: 


1. When an NPI has been reported for the 
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155 


 


2310 


 


NM109 


 


Identification 


Code - continued 


member’s PMP, their NPI is sent along with the 


“XX” qualifier. 


2. When an NPI has not been reported for the 


member’s PMP, the message “NO_PMP_NPI” 


is sent along with the “XX” qualifier. 


3. Atypical providers that have not reported an 


NPI will receive their Social Security number or 


federal taxpayer ID. 


    Note: When an ID is not on file, 999999999 


is sent along with the “FI” qualifier. 


164 2320 COB Coordination of 


Benefits 


  HHW/CS/PE 


IHCP sends the five most current policies if 


more than five exist. 


Not sent if a member does not have third party 


liability in Indiana AIM. 


  


HIP 


Not sent in the Healthy Indiana Plan 834s 


166 2320 REF Additional 


Coordination of 


Benefits 


Identifiers 


  HIP 


Not sent in the Healthy Indiana Plan 834s 


168 2320 DTP Coordination of 


Benefits Eligibility 


Dates 


  HIP 


Not sent in the Healthy Indiana Plan 834s 


169 2330 NM1 Coordination of 


Benefits Related 


Entity 


  HIP 


Not sent in the Healthy Indiana Plan 834s 


 
  


 







Indiana Health Coverage Programs 


Jan 2014 ● 005010  33 


 


4 TI Additional Information 


4.1 Business Scenarios 


Not applicable 


4.2 Payer Specific Business Rules and Limitations 


All references to the IHCP in this Companion Guide refer to Indiana Health Coverage 


Programs. 


All references to the IHCP provider number in this Companion Guide refer to the Indiana 


Health Coverage Programs Legacy Provider number (LPI). 


4.2.1 Hoosier Healthwise (HHW) 


4.2.1.1 Change File 


4.2.1.1.1 Available daily - Tuesday thru Saturday. 
4.2.1.1.2 Not available the day after a State holiday. 
4.2.1.1.3 Change files represent updates to active member enrollment 
                  status and/or updates to member data since the last change file        
                  was provided.   


4.2.1.2 Audit File 


4.2.1.2.1 Available twice a month.  
4.2.1.2.2 Includes Presumptive Eligibility (PE) members. 


4.2.1.2.3 Consists of audit records only – INS03 with a value of 030. 
4.2.1.2.4 The audit file is meant to be a verification file for the MCEs to compare 


data they received on change files. 


4.2.1.3 File Naming Standard 


                                                    Audit and change files will be differentiated by a letter code in the file name. 
                                               The file naming standard is as follows: 


 Node 1 – contains the receiver’s IHCP trading partner ID and region code 


 Node 2 – contains the transaction ID (834) and type code. 
 A – Monthly audit file 
 C – Daily change file 


 Node 3 – Transmission/delivery code.  This will be ‘X’ indicating File Exchange 


 Node 4 – File creation timestamp in HHMMSS format 


 Node 5 – File creation Julian date in DDD format 
                                                         Example: a change file for trading partner MCE1, region 2, created at 6:30pm on          
                                                                           January 15


th
 would be named MCE12.834C.X.183000.015 


 


4.2.2 Care Select (CS) 


4.2.2.1 Change File 


4.2.2.1.1 Available two times a month on the 11
th
 and 27


th
 


4.2.2.1.2 Not available the day after a State holiday 
4.2.2.1.3 Change files represent updates to active member enrollment 
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status and/or updates to member data since the last change file was 
provided. 


4.2.2.1.4 An end of the month (EOM) Change file is available for Care    
Select. The EOM Change file does not affect the processing or contents of 
the next HHW Change file. Much of the information in the EOM Change 
file will be repeated in the next HHW Change file. The purpose is to 
communicate the most recent members’ eligibility changes from the last 
Change file a few days earlier.  The Care Management Organizations 
(CMOs) are not required to process this file. 


4.2.2.2 Audit File 


4.2.2.2.1 Available once a month.  
4.2.2.2.2 Consists of audit records only – INS03 with a value of 030. 
4.2.2.2.3 The audit file is meant to be a verification file for the CMOs to compare 


data they received on change files. 


4.2.2.3 File Naming Standard 


                                                    Audit and change files will be differentiated by a letter code in the file name. 
                                               The file naming standard is as follows: 


 Node 1 – contains the receiver’s IHCP trading partner ID and region code 


 Node 2 – contains the transaction ID (834) and type code. 
 A – Monthly audit file 
 C – Bimonthly change file 
 E – End of the month change file 


 Node 3 – Transmission/delivery code.  This will be ‘X’ indicating File Exchange 


 Node 4 – File creation timestamp in HHMMSS format 


 Node 5 – File creation Julian date in DDD format 
                                                         Example: an audit file for trading partner CMO1, region 5, created at 1:30pm on             
                                                                           January 28


th
 would be named CMO15.834A.X.133000.028 


 


4.2.3 Presumptive Eligibility (PE) 


4.2.3.1 Change File 


4.2.3.1.1 Available daily - Tuesday thru Saturday. 
4.2.3.1.2 Not available the day after a State holiday. 
4.2.3.1.3 Change files represent updates to active member enrollment status and/or 


updates made to member data since the last change file was provided. 
 


4.2.3.2 File Naming Standard 
 


                                         The file naming standard is as follows: 


 Node 1 – contains the receiver’s IHCP trading partner ID and region code 


 Node 2 – contains the transaction ID (834) and type code. 
 PEC – Daily change file 


 Node 3 – Transmission/delivery code.  This will be ‘X’ indicating File Exchange 


 Node 4 – File creation timestamp in HHMMSS format 


 Node 5 – File creation Julian date in DDD format 
                                                         Example: an audit file for trading partner MCE1, region 4, created at 1:30pm on             
                                                                           January 10


th
 would be named MCE14.834PEC.X.133000.010 
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4.2.4 Healthy Indiana Plan (HIP) 


4.2.4.1 Change File 


4.2.4.1.1 Available daily - Tuesday thru Saturday. 
4.2.4.1.2 Not available the day after a State holiday. 
4.2.4.1.3 Separate change files are created for conditionally and fully eligible 


members. 
4.2.4.1.4 Contains new members, withdrawn/terminated members and members 


whose information has changed since the last Change file was provided. 


4.2.4.2 Audit File 


4.2.4.2.1 Available twice a month.  
4.2.4.2.2 Includes Presumptive Eligibility (PE) members. 


4.2.4.2.3 Consists of audit records only – INS03 with a value of 030. 
4.2.4.2.4 Contains a current snapshot of the insurer’s plan members. 


4.2.4.3 File Naming Standard 


                                                    Audit and change files will be differentiated by a letter code in the file name. 
                                               The file naming standard is as follows: 


 Node 1 – contains the receiver’s IHCP trading partner ID 


 Node 2 – contains the transaction ID (834) and type code. 
 W – Daily change file – conditionally eligible members 
 X – Daily change file – fully eligible members 
 Y – Monthly audit file – conditionally eligible members 
 Z – Monthly audit file – fully eligible members 


 Node 3 – Transmission/delivery code.  This will be ‘X’ indicating File Exchange 


 Node 4 – File creation timestamp in HHMMSS format 


 Node 5 – File creation Julian date in DDD format 
                                                         Example: a change file for trading partner HIP1, region 2, created at 6:30pm on          
                                                                           January 15


th
 would be named MCE12.834W.X.183000.015 


 
 


4.2.5 Interchange Control Header 


4.2.5.1 Interchange Sender ID (ISA06) – Value is IHCP. 


4.2.5.2 Interchange Receiver ID (ISA08) – This is the four-byte sender ID assigned by the 


IHCP. 


4.2.6 Functional Group Header 


4.2.6.1 Application Sender Code (GS02) – Value is IHCP. 


4.2.6.2 Application Receiver’s Code (GS03) – This is the four-byte sender ID assigned by 


the IHCP 


 


4.3 Frequently Asked Questions 


Not applicable 
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4.4 Other Resources 


This section lists other references or resources. 


HP EDI Solutions 
950 North Meridian Street, Suite 1150 
Indianapolis, IN 46204 
Fax: (317) 488-5185 


INXIXTradingPartner@hp.com 


 


Indiana Medicaid for Providers website 
http://provider.indianamedicaid.com 
 


Electronic Data Interchange (EDI) Solutions 
http://provider.indianamedicaid.com/general-provider-services/electronic-data-
interchange-(edi)-solutions.aspx 


 


IHCP Provider Manual 
http://provider.indianamedicaid.com/general-provider-services/manuals.aspx 
 


News, Bulletins and Banner pages 
http://provider.indianamedicaid.com/news,-bulletins,-and-banners.aspx 
 



mailto:INXIXTradingPartner@hp.com

http://provider.indianamedicaid.com/

http://provider.indianamedicaid.com/general-provider-services/electronic-data-interchange-(edi)-solutions.aspx

http://provider.indianamedicaid.com/general-provider-services/electronic-data-interchange-(edi)-solutions.aspx

http://provider.indianamedicaid.com/general-provider-services/manuals.aspx

http://provider.indianamedicaid.com/news,-bulletins,-and-banners.aspx
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5 TI Change Summary  


This section describes the differences between the current Companion Guide and 


previous guide(s). 


 


Version CO Revision Date Revision Page 


Numbers 


Revision Reason Completed by 


2.0  Jan 2013 New  CAQH CORE format Systems 


2.1 2225 Jan 2014 Multiple CO 2225 update Systems 
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Section III.C Quality Management & Improvement Reports


			General Report Description





			AN-SCS


			Subcontract Compliance Summary





			Purpose


			To track and monitor the CMO’s activities surrounding subcontractor oversight.








			Format


			Excel 





			Qualifications/ Definitions


			This is an annual report.  This report will be due on January 31.  In addition, the CMO must provide the requested information throughout the year to OMPP during on-site monitoring visits.


 





			AN-SCS Data Elements





			Item 1


			Subcontractor Name





			Description


			Identify the CMO’s subcontractors that deliver the contracted services.  OMPP requires all subcontractors to be identified in annual reports until after the CMO reports a termination date for the subcontractor’s services.








			Item 2


			Activities





			Description


			Identify the type of activities the subcontractor performs or the services it offers supporting the CMO’s contract with the State.








			Item 3  


			OMPP Approval Date





			Description


			Identify the date OMPP approved the subcontractor agreement. Enter date in MM/DD/YY format.





			Item 4  


			Contract Start Date





			Description


			Identify the effective date of the subcontractor’s contract with the CMO.  Enter date in MM/DD/YY format.








			Item 5  


			Monitoring Activities





			Description


			Identify the monitoring activities the CMO employs to oversee the subcontractor’s compliance with the terms of the CMO’s contract with the State.  Limit monitoring activities descriptions to 300 alpha/numeric characters per activity.








			Item 
6


			Corrective Actions





			Description


			Briefly describe the outcomes of any corrective actions that the CMO and subcontractor instituted subsequent to the CMO’s monitoring process.  Limit description to 300 alpha/numeric characters per corrective action.





CAP Initiation Date:  Identify the date the subcontractor was placed on a Corrective Action Plan (CAP).





CAP Removal Date:  Identify the date the subcontractor was no longer on Corrective Action.

















			General Report Description





			


AN-QMIP


			Quality Management and Improvement Program Work Plan & Annual Quality Program Evaluation





			Purpose


			Describe the CMO’s goals, strategies and tasks for improving the delivery of health care benefits and services to its Care Select members.








			Format


			Excel 








			Qualifications/ Definitions


			This is an annual report.  For the current year’s work plan, the draft report will be due on October 31st of the prior year and the final draft will be due January 31st of the current year.  The quarterly progress updates will be due on April 30th, July 31st, and October 31st  and January 31st.  The annual program evaluation will be due on March 30th of the following year.  








			
AN-QMIP Data Elements





			Item 1


			Scope and Population





			Description


			Enter the scope and population of the QI activity.  (Example: Children ages 5-13 with asthma).








			Item 2


			Functional Area





			Description


			Enter the area/department within the organization responsible for the program (e.g., pharmacy, customer assistance, quality, provider outreach, etc).








			Item 3  


			Planned Activity Name





			Description


			If program or activity has a name, enter the name.  If no name is specific to the activity/program, enter not applicable (N/A).








			Item 4  


			Goals/Measurable Objectives/Performance Metrics





			Description


			Identify the high-level primary work plan goals the health plan has set to address its strategy for improving the delivery of health care benefits and services to its members.  The health plan’s work plan goals must be strategic or long-term in nature and the health plan must identify objective measurements for assessing improvement or determining success in meeting the stated goals.  The CMO may have work plan goals for several functional areas and must have work plan goals for other high priority areas for OMPP (required goals).  OMPP may increase or decrease the number of goals it will require for any of the functional areas and may direct the CMO to include goals to address other areas for improvement.





Optional goals:


· Administrative:  CMO’s choice


· Covered benefits:  CMO’s choice


· Member services:  CMO’s choice


· Required Goals


· Quality and utilization management:  at least one goal must address HEDIS results and one must address program integrity (Note:  OMPP is providing the Program Integrity Incident Reporting Form in the CMO Policies and Procedures Manual).


· Behavioral Health:  at least one goal must address integration of primary care and behavioral health services.


OMPP encourages the CMOs to follow the QIP Form and instructions provided by NCQA for development of formal Quality Improvement Projects (QIPs) or Performance Improvement Projects.  OMPP allows and encourages the CMO to add new goals or modify its goals at any time during the calendar year.








			Item 5  


			Person Responsible





			Description


			Indicate the name (last name, first name, and middle initial) of the primary contact for the Quality Management and Improvement Plan.  This contact person internally coordinates the Quality Management and Improvement Plan activities, solicits updates to the plan’s goals from other CMO staff, submits the Quality Management and Improvement Plan to OMPP and the monitoring contractor, and responds to OMPP’s or the monitoring contractor’s questions.








			Item 
6


			Data Source





			Description


			Enter explanation or specifically name basis from which data has been collected or retrieved (i.e. claims, provider records, surveys, other).








			Item 7


			Data Collection Methodology





			Description


			Indicate how data is collected or retrieved, naming specific documentation and/or procedures for gathering data.








			Item 8


			Reporting Frequency





			Description


			Enter the frequency of reported goals/objectives/metrics (A = Annually; SA = Semi-Annually; Q = Quarterly).








			Item 
9


			Results





			Description


			Provide an update on tasks related to each high-level, primary work plan goal and objective.  Whenever possible, the CMO should quantify the data in the Status column and provide detail describing the activity (e.g., “Trained 10 executive staff members on the details of the program integrity plan for 2 hours,” versus “Trained staff”).  When appropriate, the CMO should list and describe the next steps it anticipates implementing to meet the goals or objectives.























			Annual Program Evaluation








			Qualifications/ Definitions:  


			Based on the NCQA Accreditation Guidelines, this is an annual written evaluation of the work plan goals that includes:


A description of completed and ongoing QI activities that address quality and safety of clinical care and quality of service; 





Trending of measures to assess performance in the quality and safety of clinical care and quality of service; 





Analysis of the results of QI initiatives, including barrier analysis; and 





Evaluation of the overall effectiveness of the QI program, including progress toward influencing 


network-wide safe clinical practices





			Item 1


			Completed and Ongoing QI Activities





			Description


			The organization must annually evaluate its performance on planned QI activities described within its work plan, including all delegated functions. 





Evaluation must include a description of completed and ongoing QI activities for the previous year, including activities to improve safety of clinical care.








			Item 2


			Quantitative Analysis and Trending of Measures





			Description


			The organization should present the results of 


QI initiatives in measurable terms. To facilitate comparative analysis, the evaluation must include trended data using charts, graphs, or tables for displaying this information. Trended data shows performance overtime compared with established performance thresholds. 








			Item 3


			Barrier Analysis





			Description


			The organization must also conduct a root cause analysis or barrier analysis to identify reasons when the organization's goals are not met. Analysis must include organization staff that has direct experience with the processes that have presented barriers to improvement.





			Item 4


			Overall Effectiveness





			Description


			After giving careful consideration to its performance in all aspects of the QI program, the organization determines and describes the overall effectiveness of the QI program. The organization considers the adequacy of resources, committee structure, practitioner participation, and leadership involvement in the QI program and determines whether to restructure or change.








			Item 5


			Annual Written Evaluation Document Contents








			Description


			· The title of each QI program initiative described in the work plan 


· A description of each initiative 


· Major accomplishments 


· Appropriate measures trended over time, including: 


· Satisfaction data


· Organization-specific data 


· Clinical measures


· Issues and barriers that make objectives more difficult to achieve recommended interventions to overcome barriers and issues 


· An assessment of the degree to which yearly planned activities were completed 


· The extent to which yearly objectives were met 





















			General Report Description





			AN-QIP


			Quality Improvement Projects





			Purpose


			The CMO must use the NCQA Quality Improvement Project (PIP) form for development of formal quality improvement work plans.








			Format


			NCQA QIP Form








			Qualifications/ Definitions


			This is an annual report.  For the current year’s quality improvement projects, the draft reports will be due on October 31st of the prior year and the final version due on January 31st of the current year.  Quarterly progress updates will be due on April 30th, July 31st, and October 31st of the current year and final update due January 31st of the following year.  For the quarterly progress updates, please include your updates on the Quality Management and Improvement Work Plan.  





The CMO must select at least three of the PIPs below:





· Antidepressant Medication Management


· Follow-up after Hospitalization for Mental Illness


· Annual Monitoring for Patients on Persistent Medications


· Use of Appropriate Medications for People with Asthma


· Hemoglobin A1c Testing for Diabetes


· LDL-C Screening for Diabetes





Definitions





Please refer to the NCQA QIP form.







































































			General Report Description





			QR-KSV    Key Staff Vacancy





			Purpose


			Confirm that the Vendor is appropriately staffed when key staff vacancies occur.





			Format


			Excel template





			Qualifications/ Definitions


			This is a conditional report submitted quarterly and on an ad hoc basis if the Vendor has vacancies for any of the positions listed below.  


The Vendor must submit this report to OMPP quarterly and shall immediately notify the State when a key staff vacancy occurs.  The vendor shall provide the State with status update reports every 30 days on the progress of the replacement candidate recruiting process until a qualified candidate is hired.  The vendor shall have in place a qualified replacement, accepted by the State, within sixty (60) calendar days of the last day of employment of the departing key personnel. 





			QR-KSV Data Elements





			Item 1  


			Key staff position





			Description 


			Identify the vacant key staff position from those listed here that are required per the contract.





Key staff include: 


· Chief Executive Officer (President/CEO/ED)


· Chief Financial Officer 


· Medical Director


· Psychiatrist


· Compliance Officer


· Care Management Manager


· Management Information Systems (MIS) Coordinator


· Member Services Manager


· Provider Services Manager


· Quality Management Manager


· Case Coordinator








			Item 2


			Staff Name





			Description


			First and Last Name of the individual vacating the position.





			Item 3


			Title





			Description


			The MCE’s title of the staff position that will be left vacant.





			Item 4


			Plan for Covering Vacancy in Interim





			Description


			A written plan describing how the coverage of duties will be managed in the interim to filling the position.





			Item 5


			Contact Info (email and phone)





			Description


			Provide the full name, email and telephone number for the contact person who will be responsible for overseeing the duties in the interim.





			Item 6


			Plan for Filling Vacancy





			Description


			A written plan describing the hiring process, timeline and target date for permanently filling the vacancy.





			Item 7


			Status





			Description


			If the position remains vacant for a duration that extends to a new quarterly reporting period, provide an update to the report as to progress, revised target dates, or changes to the staffing plan.














			General Report Description





			QR-VC  Vendor Contact Sheet





			Purpose


			To confirm that the Vendor staffing contact information is current and readily available for OMPP to contact key staff as necessary.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and ad hoc report.  The Vendor must at a minimum submit the report to OMPP by the last day of the month following the end of the reporting quarter. This report is to be submitted on an ad hoc basis if key staff or other primary business contact information changes. 





			QR-VC Data Elements





			Item 1  


			All Data Elements





			Description 


			Identify the required Vendor contact information as outlined in the Excel template. This information includes but is not limited to:


· Vendor general mailing address


· General phone numbers


· Web sites


· Key contact personnel phone and fax numbers – (key staffing positions are identified which require completion)


· Primary work site – (if the individual’s primary work site is other than the primary business address, identify the city and state where the individual’s primary work site is located)


· Key contact email addresses


It is the responsibility of the Vendor to ensure accurate contact information is maintained and readily available to OMPP for key staff and business function areas.
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Section III.D Financial Reports


			General Report Description





			AN-FS


			Audited Financial Statement





			Purpose


			Monitor the CMO’s financial trends to assess its stability and continued ability to offer health care services to its members.








			Format


			CMO Format








			Qualifications/ Definitions


			This is as annual report.  The CMO must submit this report to the OMPP by June 30th of each year.  A Certified Public Accountant must complete the audited financial statement using generally accepted accounting principles.  Identify the calendar year for which the financial information data is being submitted.











 






			General Report Description





			QR-SD


			Stratification Distribution





			Purpose


			The Contractor shall be paid the per member per month rate for the Care management and Disease management services described in the RFS, according to member care level.








			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  An Excel sheet containing the RID, Date Enrolled, Completion Date, and Status of each member will be stored on a secure FTP and at the CMO.  This report will only reflect total members during the reporting quarter.  If multiple stratifications are listed for a member in a reporting month, please only report the stratification level of the member as recorded on the last day of the reporting month.





Month 1:  First month in the quarterly reporting period





Month 2:  Second month in the quarterly reporting period





Month 3:  Third month in the quarterly reporting period.





 





			QR-SD Data Elements





			Item 1


			Number of Members with Stratification Level Zero





			Description


			Count of members with Stratification Level Zero








			Item 2


			Number of Members with Stratification Level One





			Description


			Count of members with Stratification Level One








			Item 3  


			Number of Members with Stratification Level Two





			Description


			Count of members Stratification Level Two








			Item 4  


			Number of Members Stratification Level Three





			Description


			Count of members with Stratification Level Three








			Item 5


			Number of Members with Stratification Level Four





			Description


			Count of members with Stratification Level One








			Item 6  


			Number of Members with Stratification Level Five





			Description


			Count of members Stratification Level Two








			Item 7  


			Number of Members Stratification Level Six





			Description


			Count of members with Stratification Level Three








			Item 8


			Total Number of Members





			Description


			Identify the total number of members enrolled with the CMO effective as the end date of the reporting period.





			Item 9


			Percentage of Members with Stratifications Level Zero





			Description


			Percentage of members with Stratification Level Zero








			Item 10


			Percentage of Members with Stratifications Level One





			Description


			Percentage of members with Stratification Level One








			Item 
11


			Percentage of Members with Stratifications Level Two





			Description


			Percentage of members with Stratification Level Two








			Item 12


			Percentage of Members with Stratifications Level Three





			Description


			Percentage of members with Stratification Level Three








			Item 13


			Percentage of Members with Stratifications Level Four





			Description


			Percentage of members with Stratification Level Four








			Item 
14


			Percentage of Members with Stratifications Level Five





			Description


			Percentage of members with Stratification Level Five








			Item 
15


			Percentage of Members with Stratifications Level Six





			Description


			Percentage of members with Stratification Level Six
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Section III.A Operations: Member and Provider Services Reports





			General Report Description





			QR-MCMCS  


			Call Management:  Members (Care Select)





			Purpose


			For member program calls, to identify the total number of inbound calls, the total number of calls answered, the total  number of abandoned calls, the average abandoned time, the average wait time, the total number of calls answered within 30 seconds, the total number of calls answered within 60 seconds, the percentage of the total calls answered, the percentage of the total calls abandoned, the percentage of the total calls answer within 30 seconds and the percentage of the total calls answered within 60 seconds.





			Format


			 Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter. 





Member Services Calls:  Member services calls include all calls regarding care management, disease management, and the Right Choices Program.





Performance Measure:





- Contractor must maintain a percentage of abandoned Member Services calls that is less than 5% for the calendar quarter.


-Contractor must maintain a percentage of Member Services calls received during the calendar quarter that are answered within 30 seconds that is 85% or more.  


- Contractor must maintain a percentage of Member Services calls received during the calendar quarter that are answered within 60 seconds that is 95% or more.











			QR-MCMCS Data Elements  





			


			





			


			





			Item 1


			Total Number of Inbound Calls





			Description


			Identify the total number of calls received from members or the member’s authorized representative. 








			Item 2


			Total Number of Calls Answered





			Description


			Identify the total number of calls answered by the call center.  








			Item 3


			Total Number of Abandoned Calls





			Description


			Identify the total number of abandoned calls by the call center.








			Item 4


			Average Abandonment Time (seconds)





			Description


			Identify the average abandonment time for the total number of calls abandoned by the call center.








			Item 5


			Average Wait Time (seconds)





			Description


			Identify the average wait time for the total number of calls answered by the call center.








			Item 6


			Total Number of Calls Answered Within 30 Seconds  








			Description


			Identify the number of calls answered within 30 seconds by the call center.  








			Item 7


			Total Number of Calls Answered Within 60 Seconds 








			Description


			Identify the number of calls answered within 60 seconds by the call center.  








			Item 8


			Percentage of Total Calls Answered





			Description


			Identify the percentage of total calls answered by the call center.








			Item 9


			Percentage of Total Calls Abandoned 





			Description


			Identify the percentage of abandoned calls by the call center.








			Item 10


			Percentage of Total Number of Calls Answered Within 30 Seconds








			Description


			Identify the percentage of calls answered within 30 seconds by the call center.








			Item 11


			Percentage of Total Number of Calls Answered Within 60 Seconds





			Description


			Identify the percentage of calls answered within 60 seconds by the call center.











 






			General Report Description





			QR-PCMCS


			Call Management:  Providers (Care Select)





			Purpose


			For provider calls, to identify the total number of inbound calls, the total number of calls answered, the total  number of abandoned calls, the average abandoned time, the average wait time, the total number of calls answered within 30 seconds, the total number of calls answered within 60 seconds, the percentage of the total calls answered, the percentage of the total calls abandoned, the percentage of the total calls answer within 30 seconds and the percentage of the total calls answered within 60 seconds.





			Format


			Excel








			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter. 





Performance Measure:





- Contractor must maintain a percentage of abandoned Provider Services calls that is less than 5% for the calendar quarter.


-Contractor must maintain a percentage of Provider Services calls received during the calendar quarter that are answered within 30 seconds that is 85% or more.  


- Contractor must maintain a percentage of Provider Services calls received during the calendar quarter that are answered within 60 seconds that is 95% or more.











			QR-PCMCS Data Elements





			Item 1


			Total Number of Inbound Calls





			Description


			Identify the total number of calls received from providers.








			Item 2


			Total Number of Calls Answered





			Description


			Identify the total number of calls answered by the call center.  








			Item 3


			Total Number of Abandoned Calls 





			Description


			Identify the total of abandoned calls by the call center.








			Item 4


			Average Abandonment Time (seconds)





			Description


			Identify the average abandonment time for the total number of calls abandoned by the call center.








			Item 5  


			Average Wait Time (seconds)





			Description


			Identify the average wait time for the total number of calls answered by the call center.








			


			





			


			





			Item 6


			Total Number of Calls Answered Within 30 Seconds  








			Description


			Identify the number of calls answered within 30 seconds by the call center.  








			Item 7


			Total Number of Calls Answered Within 60 Seconds 








			Description


			Identify the number of calls answered within 60 seconds by the call center.





			Item 8


			Percentage of Total Calls Answered





			Description


			Identify the percentage of total calls answered by the call center.








			Item 9


			Percentage of Total Calls Abandoned 





			Description


			Identify the percentage of abandoned calls by the call center.








			Item 10


			Percentage of Total Number of Calls Answered Within 30 Seconds








			Description


			Identify the percentage of calls answered within 30 seconds by the call center.








			Item 11


			Percentage of Total Number of Calls Answered Within 60 Seconds





			Description


			Identify the percentage of calls answered within 60 seconds by the call center.


















			General Report Description





			AN-AA


			PMP 24-Hour Availability Audit





			Purpose


			Monitor member’s access to PMP after regular business hours.








			Format


			Excel 








			Qualifications/ Definitions


			This is an annual report.  This report will be due on January 31.  Members should be able to access PMPs 24-hours-a-day, for urgent/emergent health care needs.  Therefore, PMPs must have a mechanism in place to ensure that members are able to make direct contact with their PMP, or the PMP’s clinical staff person, through a toll-free member services telephone number 24-hours-a-day, seven-days-a-week.  PMPs are deemed available to provide services if they answer the phone themselves, designate an employee, hire an answering service, utilize answering machine recording to provide contact information, or use a pager system to facilitate members’ contact with an on-call medical professional 24-hours-a-day, seven-days-a-week.  








			AN-AA Data Elements





			Item 1


			Selection Methodology





			Description


			Describe the methodology used to identify and select the PMPs to be included in the audit.  Create a narrative text in a format preferred by the CMO to be uploaded to the annual reporting folder located on SharePoint. 








			Item 2


			Total Number of PMPs Called





			Description


			Indicate the number of audit calls initiated during the year.  This number should include all PMPs who were newly selected for calling in this reporting period as well as those PMPs who were found non-compliant in the previous reporting period.








			Item 3  


			Percentage of PMPs Contacted That Met Availability Standards





			Description


			Identify the percentage of PMPs called and successfully contacted to monitor 24-hour availability.








			Item 4


			Action Steps for Non-Compliant Providers





			Description


			A description of the CMO’s action steps taken to address providers who are found to be non-compliant.















			General Report Description





			AN-NGAA


			Network Geographic Access Assessment





			Purpose


			Confirm that the CMO’s members have access to needed health care services within reasonable travel times based on the proximity of the members’ residential zip code to the providers’ office location zip code.








			Format


			Geo Access Map








			Qualifications/ Definitions


			This is an annual report.  This report will be due January 31 or more frequently at OMPP’s discretion.  Provide Geographic Access maps, by region, showing PMP provider locations relative to the CMO’s members’ county of residence.















			General Report Description





			AN-PD 


			Provider Directory





			Purpose


			Listing of all Providers enrolled in the CMO.








			Format


			CMO Format








			Qualifications/ Definitions


			This is an annual report due on January 31st.








			AN-PD Data Elements





			Item 1


			Listing of All Providers





			Description


			Submit a list of all providers contracted with the CMO.  Include the provider’s name, street address, city, zip code, and telephone number.








			Item 2


			List of all Panel Slots Available





			Description


			Identify the number of panel slots requested for each provider.








			Item 3  


			List of all Open Panel Slots





			Description


			Identify the number of open panel slots for each provider.















			General Report Description





			QR-MEM 


			Total Number of Members





			Purpose


			To identify the total number of members enrolled with the CMO.








			Format


			Excel 








			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.








			QR-MEM Data Elements





			Item 1


			Total Number of Members





			Description


			Identify the total number of members enrolled with the CMO effective as the end date of the reporting period.















			General Report Description





			QR-PR 


			Total Number of Providers





			Purpose


			To identify the total number of providers enrolled with the CMO.








			Format


			Excel 








			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.








			QR-PR Data Elements





			Item 1


			Total Number of Unique Providers





			Description


			Identify the total number of unique providers enrolled with the CMO effective as of the end date of the reporting period.








			Item 2


			Total Number of Provider Service Locations





			Description


			Identify the total number of provider service locations for the total number of unique providers.








			Item 3  


			Total Number of Panel Slots 





			Description


			Identify the total number of panel slots available for the total number of unique providers.















			General Report Description





			QR-HA


			Hearings and Appeals





			Purpose


			Monitor the number and timely resolution of provider or member requests for provider hearings, provider grievances, member hearings, and member grievances during the reporting period.








			Format


			Excel 








			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  Please report both resolved and unresolved actions.


 





			QR-HQ Data Elements





			Item 1


			Action Type





			Description


			Indicate the action type.  The acceptable action types will be: provider hearings, provider grievances, provider appeal, administrative reviews, member hearings, member grievances, and member appeals.








			Item 2


			Tracking Number





			Description


			Provide a unique tracking number for the action.  The CMO may use the recipient identification number (RID) and must use the same unique tracking number for this member throughout the grievance and appeal process related to this specific issue.  Limit the CMO-determined tracking number to 25 alpha/numeric characters.








			Item 3  


			Resolution Status





			Description


			Identify the status of the action as of the last day of the reporting period using the following status descriptions: overturned, upheld, overturned by ALJ, appellant withdrew, pending, AR denied, and partial overturn.  Member/provider must be notified of the decision prior to reporting the information to OMPP.








			Item 4


			Date Received





			Description


			Identify the date CMO received the request for an action.  Enter date in MM/DD/YYYY format.








			Item 5


			Resolution Date





			Description


			Indicate the date the member/provider was notified of the decision.  Enter date in MM/DD/YYYY format.








			Item 6


			Number of Days to Resolution





			Description


			Calculate the number of days to resolution for each action.  To calculate take the difference between the date received and the resolution date.  Please use calendar days for all action types except administrative reviews.  Administrative reviews are calculated using business days.




















			General Report Description





			QR-SS


			Success Stories (Optional)





			Purpose


			To identify Care Select member or provider success stories.








			Format


			Word








			Qualifications/ Definitions


			This is an optional quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.
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Section II Report Catalogue (Revised 3-4-14) (2).xlsx

Reporting Index


			Care Select Report Catalogue - CY 2014


			Item No.			Report
 No.			Name of Report			Report Purpose			Report Deadline			Template Type			Frequency			Advantage			Mdwise


			Operations: Member & Provider Services Reports


			1			QR-MCMCS			Call Management: Members (CS)			To monitor the CMOs ability to manage their members' calls.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			2			QR-PCMCS			Call Management: Providers (CS)			To monitor the CMOs ability to manage their providers' calls.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			3			AN-AA			PMP 24-Hour Availability Audit			To monitor member access to PMPs after regular business hours.			Last day of the month following the end of the calendar year.			Excel			Annual			Yes			Yes


			4			AN-NGAA			Network Geographic Access Assessment			To confirm the CMOs members have access to needed health care services within reasonable travel times based on members zip code and providers zip code.			Last day of the month following the end of the calendar year.			Geo Access Map			Annual			Yes			Yes


			5			AN-PD			Provider Directory			To provide a listing of all providers enrolled with the CMO.			Last day of the month following the end of the calendar year.			CMO Format			Annual			Yes			Yes


			6			QR-MEM			Total Number of Members			To identify the total number of members enrolled with the CMO.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			7			QR-PR			Total Number of Providers			To identify the total number of providers enrolled with the CMO.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			8			QR-HA			Hearings and Appeals			To monitor the number and timely resolution of provider or members requests for hearings and grievances.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			9			QR-SS			Success Stories			To identify CS member or provider success stories.			Optional, Last day of the month following the end of the reporting quarter.			Word			Quarterly  			Optional			Optional


			Disease Management & Claims Reports


			10			QR-DM1			Disease Management			To monitor the effectiveness of the CMOs disease management intervention activities for members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			11			QR-DM2			Care Management			To monitor the effectiveness of the CMOs care management intervention activities for members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			12			QR-DM3			Complex Case Management Provider			To monitor the effectiveness of the CMOs complex case management intervention activities for members, focused with Providers.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			13			QR-DM4			Complex Case Management Member			To monitor the effectiveness of the CMOs complex case management intervention activities for members focused on engaging the member.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			14			QR-DM5			Right Choice Program			To monitor the effectiveness of the CMOs RCP intervention activities for members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly  			Yes			Yes


			Quality Management Improvement Reports


			15			AN-SCS			Subcontract Compliance Summary			To track and monitor the CMOs activities surrounding subcontractor oversight.			Last day of the month following the end of the calendar year.			Excel			Annual			Yes			Yes


			16			AN-QMIP			Quality Management and Improvement Program Work Plan & Annual Quality Program Evaluation			To describe the CMOs goals, strategies, and tasks for improving the delivery of health care benefits and services to its CS members.			Draft is due October 31 prior to year of plan, and Final plan is due January 31 of the year of the plan. Quarterly progress updates due on April 30, July 31, October 31 and January 31.  Annual Evaluation is due by March 31 of following year.			Excel			Annual (with quarterly updates)			Yes			Yes


			17			AN-QIP			Quality Improvement Projects			To develop formal quality improvement work plans using the NCQA Quality Improvement Project form.			Draft is due October 31 prior to year of plan, and Final plan is due January 31 of the year of the plan. Progress updates due on April 30, July 31, October 31 and final update due January 31 of following year.			NCQA QIP Form			Annual (with quarterly updates)			Yes			Yes


			18			QR-KSV			Key Staff Vacancy			Confirm that the Vendor is appropriately staffed when key staff vacanies occur.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			19			QR-VC			Vendor Contact Sheet			Identify the required Vendor contact informationas outlined in the Excel template.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			Financial Reports


			20			AN-FS			Audited Financial Statement			To monitor the CMOS financial trends to assess its stability and continued ability to offer health care services to its members.			By June 30 of each year.			CMO format			Annual			Yes			Yes


			21			QR-SD			Stratification Distribution			To identify the number of members in each level as the plans are paid according to member care level.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			 Health Outcomes Metrics Reports


			22			AN-DX			Top 20 Diagnoses Report			To increase understanding regarding the medical conditions of the twenty most prevalent diagnoses in the Vendor’s population, broken out by age cohort and aid category. 			Last day of the month following the end of the calendar year.			Excel			Annual			Yes			Yes


			23			QR-DX			Top 20 Diagnoses Report			To increase understanding regarding the medical conditions of the twenty most prevalent diagnoses in the Vendor’s population, broken out by age cohort and aid category. 			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			24			QR-DPS			Disease Prevention Summary			To provide more effective and ongoing health promotion and disease prevention activities.  To identify members who had a preventive or ambulatory care visit.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			25			QR-DM1a			Disease Management Report 1a			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.  To identify prevalence of enrollees by stratification level as well as the level of contact with those members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			26			QR-DM1b			Disease Management Report 1b			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.  To identify prevalence of enrollees by stratification level as well as the level of contact with those members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			27			AN-DM2			Disease Management Report 2			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.   To identify prevalence of enrollees by disease state as well as the level of contact with those members.			Last day of the month following the end of the calendar year.			Excel			Annual			Yes			Yes


			28			QR-DM2			Disease Management Report 2			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.   To identify prevalence of enrollees by disease state as well as the level of contact with those members.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			29			QR-IRR1			Inpatient (Medical) Readmission Rate			To provide information to reduce emergency room visits and avoidable hospitalizations. To summarize the rate at which members are readmitted post discharge, these do not include behavioral health readmissions.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			30			QR-IRR2			Inpatient (Medical) Readmission Rate			To provide information to reduce emergency room visits and avoidable hospitalizations.  To summarize the rate at which members are readmitted post discharge, these do not include medical/surgical readmissions.			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes


			31			AN-CDS			Cost Driver Summary Report			To include information to manage the growth of health care costs for Care Select members.  To monitor members’ access and utilization of services by various service categories.  			Last day of the month following the end of the calendar year.			Excel			Annual			Yes			Yes


			32			QR-CDS			Cost Driver Summary Report			To include information to manage the growth of health care costs for Care Select members.  To monitor members’ access and utilization of services by various service categories.  			Last day of the month following the end of the reporting quarter.			Excel			Quarterly			Yes			Yes
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Section IV A CMO Attestation Template CY14.xlsx

Attestation Document


			Date: ________________________________


			CMO Name: _____________________________________________


			Reporting Period: _________________________________________


			CMO Executive Name: ______________________________________________________________________________________________


			CMO Executive Signature: ___________________________________________________________________________________________





			In accordance with 42 CFR 438, subpart H, the CMOmust submit all data under the signature of either its Financial Officer or Executive leadership (e.g., President, Chief Executive Officer, Executive Director) certifying the accuracy, truthfulness and completeness of the CMO's data.  The CMO should indicate which reports and for what reporting period(s) the CMO is submitting its data , have its Executive sign the attestation document and submit the signed attestation document in protected document format (pdf) electronically or via FAX to OMPP and the monitoring contractor with any data submission.  


			Item No.			Report 
No.			Name of Report			Reports Submitted


			Operations: Member & Provider Services Reports


			1			QR-MCMCS			Call Management: Members (CS)


			2			QR-PCMCS			Call Management: Providers (CS)


			3			AN-AA			PMP 24-Hour Availability Audit


			4			AN-NGAA			Network Geographic Access Assessment


			5			AN-PD			Provider Directory


			6			QR-MEM			Total Number of Members


			7			QR-PR			Total Number of Providers


			8			QR-HA			Hearings and Appeals


			9			QR-SS			Success Stories


			Disease Management & Claims Reports


			10			QR-DM1			Disease Management


			11			QR-DM2			Care Management


			12			QR-DM3			Complex Case Management Provider


			13			QR-DM4			Complex Case Management Member


			14			QR-DM5			Right Choice Program


			Quality Management and Improvement Reports


			15			AN-SCS			Subcontract Compliance Summary


			16			AN-QMIP			Quality Management and Improvement Program Work Plan & Annual Evaluation


			17			AN-QIP			Quality Improvement Projects


			18			QR-KSV			Key Staff Vacancy


			19			QR-VC			Vendor Contact Sheet


			Financial Reports


			20			AN-FS			Audited Financial Statement


			21			QR-SD			Stratification Distribution


			Health  Outcomes Metrics Reports


			22			AN-DX, QR-DX			Top 20 Diagnoses Report


			23			QR-DPS			Disease Prevention Summary


			24			QR-DM1a, QR-DM1b			Disease Management Report 1


			25			AN-DM2, QR-DM2			Disease Management Report 2


			26			QR-IRR1			Inpatient (Medical) Readmission Rate


			27			QR-IRR2			Inpatient (Behavioral Health) Readmission Rate


			28			AN-CDS, QR-CDS			Cost Driver Summary Report
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Section I. General Reporting Overview





			General Reporting Overview





			Overview of 2014 Reporting Manual 





			


			This manual provides information by the Indiana Office of Medicaid Policy and Planning (OMPP) on required performance reporting for the Care Management Organizations (CMOs) contracted to deliver services for the Care Select and Fee for Service plans.  This manual is organized into the follow sections:





Section I:  General Reporting Overview briefly introduces the reporting process, describes submission requirements and provides contact information for questions or issues related to performance reporting.





Section II:  Report Catalogue contains a list of all reports by category (e.g., systems and claims, member services, provider services, etc.) with purpose, format type and submission frequency. The Catalogue indicates which reports must be submitted separately by program feature. 





Section III:  Report Descriptions - Operations gives specific descriptions for each operations report.  This section provides instructions for completing each report, performance measures and data element definitions.  





Section IV: Report Templates contains templates of all reports that have a required submission format. This section also includes the Report Submission Attestation document.





			Section I. General Reporting Overview





			A. Report Formats





			


			The CMO must submit all performance data using the formats specified by OMPP and detailed in the performance reporting descriptions of this manual.    





· Excel:  The reporting CMO must submit some data using Excel formats.  The reporting CMO must manually input data into the “white” cells within each reporting template; however, please note that all “blue” cells are protected and will automatically calculate metrics based upon the manual inputs.  OMPP supplies these templates electronically to the CMO. The finished reports are to be submitted electronically. 





· Word:  The reporting CMO must submit some data using Word formats using its own template.  The finished reports are to be submitted electronically.





· Geographic Access Map:  The Network Geographic Access Assessment must be submitted using a geo access map.  





· CMO Format:  For reports that do not require any of the above formats, the reporting CMOs may submit a report in an alternate format and must determine this at its own discretion.








			B. Report Frequency





			


			The CMO must submit all performance data at the frequency specified by OMPP and detailed in the performance reporting descriptions of this manual.    


 


· Quarterly:  A quarter is defined as a period of three consecutive months during the calendar year, which is January 1 – December 31.  The quarterly periods are as follows:  January 1 - March 31, April 1 - June 30, July 1 - September 30, and October 1 - December 31.  The submission of the information collected during those periods is due no later than the last day of the month following the end of the reporting quarter. 





· Annual:  These reports follow the calendar year beginning on January 1 and ending on December 31.  





· Ad Hoc:  Ad Hoc Reports are due during any “Quarterly” period, unless specifically requested to be due monthly, in which there is information relevant to the reporting requirements collected during that period. 








			C. Submission Deadlines





			


			A health plan may submit report data earlier than the actual date the data is due.  However, OMPP will consider the data late if OMPP does not receive the data electronically in the designated SharePoint site and email boxes by 4:00pm (Indianapolis time) on the date due.  If the deadline falls on the weekend, it is due the first business day following the deadline.


Extension requests may be considered if a CMO encounters internal operational issues that may occasionally prevent timely submissions of its report data.  To request an extension, a CMO must follow these steps:





· The CMO must submit its request for an extension at least one full business day before the data is due to OMPP.


· The request should be in writing via email directly to the assigned OMPP Reporting Integrity Analyst.  The written request must be sent from the CMO’s Compliance Officer or their alternate.


· The written request must explain why an extension is necessary and must suggest an alternative submission due date for OMPP to consider.


· OMPP will respond to the CMO’s extension request via email. OMPP may consider the CMO’s reporting data submission as untimely if the request does not follow the prescribed protocol.


After submission, if OMPP or the CMO determines that information has been omitted or an error exists, amended data may be accepted. The OMPP Reporting Integrity Analyst should be contacted upon discovery.  If OMPP receives the replacement data within two business days from the original date due, OMPP will incorporate the data into the current reporting cycle feedback.  If OMPP receives the replacement data beyond five business days from the original date due, OMPP may incorporate the replacement data into the next reporting cycle. 





For submission, the data may be supplied in one of the following ways:


· All reporting period data re-submitted, or


· Submit the template file with all field measures blank, except for the replaced/new data. 





The file upload must be accompanied with an email message to the Reporting Integrity Analyst or their alternate; Please include the following information:


· The name of the reports/measures being submitted/ resubmitted


· The reporting period to which the data applies








			D. SharePoint Instructions





			


			General Reporting Submission Requirements


For effective contract oversight, OMPP relies on the reports submitted by the health plans to monitor contract compliance, plan operations and quality outcomes. Reporting in uniform formats and timeframes allows OMPP to fairly compare health plans, as well as overall program performance. To ensure proper and consistent submission of reporting materials, health plans must utilize the most current version of the reporting manual. Reports must be submitted completely and accurately in the specified formats for the reporting periods. OMPP may consider the CMO’s reporting data as not received, not received on time or inaccurate if the CMO submits reporting data in templates or formats not approved by OMPP.





Reports may be required to be submitted on an annual, quarterly, and/or ad-hoc basis. CMO’s must certify as to the accuracy, truthfulness and completeness of the report data. An attestation is to be under the signature of either its Financial Officer or Executive Officer (e.g., President, Chief Executive Office, and Executive Director) and must accompany the report submission. Attestation documents may be uploaded to SharePoint and placed in the corresponding reports’ folder.


If the CMO fails to provide report data as required, OMPP may consider the plan noncompliant and may assess remedies as described in the Contract and Scope of Work Attachment.





Report Submission


A SharePoint site will act as the repository for data submissions. Information sharing will also occur at a general level utilizing this forum. The reporting manual will be saved and available, calendars for submission will be added, as well as loading comparative reports across programs. With receipt of this document, each CMO will be required to submit all reporting data to OMPP using the following SharePoint site:  https://myshare.in.gov/FSSA/ompp/managed care/cs/default.aspx.





The Care Select SharePoint site structure has been designed to make the report data readily available for contract management. Each CMO will be provided with access to the SharePoint sub-site for their health program and plan. Each CMO will then be fully responsible for placing their report data in the appropriate folder location for access and review by OMPP.  Strict adherence to naming conventions, file submissions and re-submissions is required.





The Care Select SharePoint site structure flow is as follows:


a. In the sub-site, there will be a titled tab for Care Select. The CMO will have limited access to its own program/plan tab.


b. Along the left hand side, in the content box for each tab will be a link for Shared Documents. Click to open.


c. Located in each tab, there will be a folder for each year. Click on the applicable reporting year (i.e. 2007, 2008, and 2009).


d. For each year, there will be sub-folders titled for quarterly and annual reporting periods and any ad-hoc reports. Please note: Quarterly, annual, and ad-hoc reports should be uploaded to the sub-folder titled for the month, quarter, or year being reported. 


e. A document can then be uploaded to the appropriate folder in the requisite naming conventions described later in this document. To upload documents, click on either “New” or “Upload” by following the instructions provided at the site.


f. An index of the categories and related reports can be located on the program sub-site to determine specifically where a report belongs. Generally, the attestation and ad hoc documents, Geo Access maps, and any open work plans belong in a dedicated folder.  Indiana Department of Revenue reports belong in the Financial Reports folder.





Example:  Placement of quarterly Care Select data requested to be submitted by October 15, 2010. Drill down in the following path:


· Sub-Site:   Care Select	


· Tab:  Health Plan


· Folder:  2010  	


· Sub-Folder:  10 October


· Excel File:  CS-Health Plan-Quarterly-Oct 10   


File Naming Conventions


All excel files are required to be submitted in a format that OMPP may readily utilize for consolidation into comparison reports. Excel files may not be modified from the templates provided to the health plans. Heath plans should populate data into the required field locations only. Quality control check validations should occur with every report submission by the health plan to reduce replacement files and inaccurate reporting.





Health Plan reports are to be submitted in the following format:


“Program-Health Plan-Report Type-Reporting Period”


	


· Program: Program abbreviation: CS


· Health Plan: The sub-contracted entity is not to be considered the health plan: Advantage or MDwise


· Report Type: This describes the file information





· Excel file documents are a compilation of a report series. An overall abbreviation for these health plan reports of “HP” is to be used.


· All other formatted documents may be an abbreviation of the report description. e.g.: HEDIS, GeoAccess


· Reporting Period: Quarters should be designated as Q1, Q2, Q3, or Q4 and Annual should be designated as AN. Two digit years should be indicated.





Example 1:  “CS-Advantage-HP-Q1-08.xls”


Example 2:  “CS-MDwise-HP-AN-08.xls”





SharePoint Access


Access should be made available within five business days.  To obtain or modify access for health plan staff, an email request should be sent to your assigned policy analyst. Please include the following attributes:


· Managed Care Entity


· Employee Name


· Employee Telephone number


· Employee Email address


· Title


· Requested Action: (New, Delete, Modify)


· Access Type: (Read only, Edit/Contribute)








			E. OMPP Audits





			


			OMPP reserves the right to audit the CMO’s self-reported data and change reporting requirements at any time with reasonable notice.  OMPP may require corrective actions as specified in Section 8.2 of the Scope of Work and any subsequent contract amendments, for CMO non-compliance with these and other subsequent reporting requirements and performance standards.  OMPP may change the frequency of reports and may require additional reports with reasonable advance notice to the CMO.











			F. OMPP Reviews





			


			Contractor agrees that the State may periodically review Contractor’s books and records to verify the accuracy of Contractor’s performance reports and to otherwise determine Contractor’s entitlement to performance based monies.  Such reviews may be conducted at any time upon reasonable prior notice.  Contractor shall cooperate with the State with respect to any such review.  The State’s review rights shall continue for a period of five (5) years following the termination or expiration of the Contract, regardless of the reason for termination.








			G. Performance Reporting Feedback





			


			OMPP will provide feedback to the CMO regarding its performance reporting data.  Feedback will include confirmation letters upon receiving the performance data, feedback via an excel sheet regarding issues for which OMPP requires additional explanation.  At OMPP’s discretion, the OMPP Contract Compliance Analyst may discuss any performance reports, or any other data, during the CMO’s regular on-site visit or at any other time.  





OMPP may schedule meetings or conference calls with the CMO upon receiving the CMO’s performance data.  When OMPP identifies potential performance issues, the CMO must formally respond in writing to these issues within two business days of the receipt of the feedback meeting or conference call.  If the CMO fails to provide a formal, written response to the feedback or fails to respond within two business days, OMPP may consider the CMO noncompliant in its performance reporting and may implement corrective actions.








			H. Contact Information





			


			The CMO’s Compliance Officer is responsible for submitting each plans reporting data and receiving confirmation and feedback from OMPP.  This liaison is responsible for distributing this feedback within the plan’s organization and coordinating with OMPP to ensure timely responses to report questions.  However, OMPP recognizes that there may be occasions when a Compliance Officer is not available to facilitate, oversee or communicate with OMPP directly.  OMPP encourages each CMO to designate an alternate for its Compliance Officer.  The Compliance Officer should contact the plan’s OMPP Contract Compliance Analyst with their alternate’s contact information.  In the absence of the Compliance Officer, OMPP will then recognize that alternate as the person authorized to transmit and submit report data to OMPP.





For questions or issues related to the reporting requirements, data elements definitions, due dates or report content for each program, the CMO is encouraged to contact the OMPP Reporting Integrity Analyst assigned, or the OMPP Contract Compliance Manager.
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Section III B Disease Management  Claims Reports.docx

Section III.B Disease Management & Claims Reports





			General Report Description





			QR-DM1


			Disease Management 





			Purpose


			To monitor the effectiveness of the CMO’s disease case management and care management intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions for members stratified as Disease Management.








			Format


			Excel








			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter. 





Definitions





Disease Management:  Disease Management services for members include making available a customer call line for provider and community information, linkage to community resources and disease specific and general preventative health education and reminders.  





Program Title:    Provide the program title that corresponds to the program description provided by the plan.  Titles should be listed in alphabetical order.








			QR-DM1 Data Elements





			Item 1


			Total Enrolled





			Description


			Enter the total number of members that were enrolled in the program during the reporting period.








			Item 2


			Average Contact Count per Member





			Description


			Enter the average number of contacts the MCE had with enrolled members during the reporting period.  (Numerator = Total number of member contacts; Denominator = Total number of enrolled members)








			Item 3  


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including loss of eligibility and transition to a different Level of Care. The  MCE should maintain the capacity to drill down on disenrollment statistics upon request.








			Item 4  


			Average Program Participation Length





			Description


			Enter the average duration of program participation for enrolled members. Duration should be counted in number of days.  ([Disenrollment date] – [Enrollment date] = Total Participation Days; Numerator = Total Participation Days; Denominator = Total Participants Disenrolled)











 





			General Report Description





			QR-DM2


			Care Management 





			Purpose


			To monitor the effectiveness of the CMO’s care management intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions for members stratified at this level.








			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter. 





Definitions





Disease Management:  The CMO shall develop a care management plan for each member and must assist with the execution of disease management and care management activities and to facilitate member and provider calls from or about these members.  Plans should assist members in understanding their chronic conditions, set goals, and achieve self-selected outcomes through education, counseling, and on-going support.  At least one live-voice contact between the CMO and each level two member is required per year.





Program Title:    Provide the program title that corresponds to the program description provided by the plan.  Titles should be listed in alphabetical order.








			QR-DM2 Data Elements





			Item 1


			Total Enrolled





			Description


			Enter the total number of members that were enrolled in the program during the reporting period.








			Item 2


			Passive Participation





			Description


			Enter the total number of those members enrolled in the program who are not actively engaged with the CMO during the reporting period. Examples of passive participation may include, but is not limited to, members who only receive educational materials, or members who have not been reached telephonically, but the plan continues to monitor, assess or work towards successful engagement. 








			Item 3  


			Active Participation





			Description


			Enter the total number of those members enrolled in the program who are actively engaged and participating in the program during the reporting period.





			Item 4  


			Treatment Plan Developed





			Description


			Enter the total number of new treatment plans developed for enrolled members during the reporting period.





			Item 5  


			Average Contact Count per Member





			Description


			Enter the average number of contacts the MCE had with enrolled members during the reporting period.  (Numerator = Total number of member contacts; Denominator = Total number of enrolled members)








			Item 
6


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including loss of eligibility and transition to a different Level of Care. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.








			Item 7


			Average Program Participation Length





			Description


			Enter the average duration of program participation for enrolled members. Duration should be counted in number of days.  ([Disenrollment date] – [Enrollment date] = Total Participation Days; Numerator = Total Participation Days; Denominator = Total Participants Disenrolled)























			General Report Description





			QR-DM3


			Complex Case Management - Provider





			Purpose


			To monitor the effectiveness of the CMO’s disease, care management and complex case management intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions for members.  The emphasis is on interventions/activities with the Provider.








			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





Complex Case Management:  The CMO shall complete a care plan for members assigned to this level no later than 120 days after the member’s enrollment in the CMO or within 60 days of stratifying the member to this level, whichever is sooner.  Care plans shall include all the elements of disease management and care management plans, plus address the member’s clinical, social, psychological, and functional needs, using evidence-based guidelines appropriate to the member’s chronic disease condition(s).   Care plans will call for, and the CMO will use, a variety of “low touch” and “high touch” interventions and approaches:  provider contacts, member education only, telephonic outreach, face to face visits, and in-home visits as requested.  Disease management interventions must be coordinated into the care plan.  The care plan must also document coordination with all relevant care managers for care plan and case conferences.





Program Title:    Provide the program title that corresponds to the program description provided by the plan.  Titles should be listed in alphabetical order.








			QR-DM3 Data Elements





			Item 1


			Total Enrolled





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period.








			Item 2


			Passive Participation





			Description


			Enter the total number of those members enrolled in the program who are not actively engaged with the CMO during the reporting period. Examples of passive participation may include, but is not limited to, members who only receive educational materials, or members who have not been reached telephonically, but the plan continues to monitor, assess or work towards successful engagement. 








			Item 3  


			Active Participation





			Description


			Enter the total number of those members enrolled in the program who are actively engaged and participating in the program during the reporting period.








			Item 4  


			Care Plan Developed





			Description


			Enter the total number of care plans developed for enrolled members during the reporting period.








			Item 5  


			Average Contact Count per Member





			Description


			Enter the average number of contacts the CMO had with enrolled members during the reporting period.  (Numerator = Total number of member contacts; Denominator = Total number of enrolled members)








			Item 
6


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including loss of eligibility and transition to a different Level of Care. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.








			Item 7


			Average Program Participation Length





			Description


			Enter the average duration of program participation for enrolled members. Duration should be counted in number of days.  ([Disenrollment date] – [Enrollment date] = Total Participation Days; Numerator = Total Participation Days; Denominator = Total Participants Disenrolled)



































			General Report Description





			QR-DM4


			Complex Case Management - Member





			Purpose


			To monitor the effectiveness of the CMO’s disease, care and complex case management intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions for members stratified this level.  The focus is on engaging the member.








			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





Complex Case Management:  The CMO shall complete a care plan for members assigned to this no later than 120 days after the member’s enrollment in the CMO or within 60 days of stratifying the member to this level , whichever is sooner.  Care plans shall include all the elements of a disease management and care management plans, plus address the member’s clinical, social, psychological, and functional needs, using evidence-based guidelines appropriate to the member’s chronic disease condition(s).   Care plans will call for, and the CMO will use, a variety of “low touch” and “high touch” interventions and approaches:  member education only, telephonic outreach, face to face visits, and in-home visits as requested.  Disease management interventions must be coordinated into the care plan and should be more intensive interventions.  The care plan must also document coordination with all relevant care managers for care plan and case conferences.





Program Title:    Provide the program title that corresponds to the program description provided by the plan.  Titles should be listed in alphabetical order.








			QR-DM4 Data Elements





			Item 1


			Total Enrolled





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period.








			Item 2


			Passive Participation





			Description


			Enter the total number of those members enrolled in the program who are not actively engaged with the CMO during the reporting period. Examples of passive participation may include, but is not limited to, members who only receive educational materials, or members who have not been reached telephonically, but the plan continues to monitor, assess or work towards successful engagement. 








			Item 3  


			Active Participation





			Description


			Enter the total number of those members enrolled in the program who are actively engaged and participating in the program during the reporting period.








			Item 4  


			Care Plan Developed





			Description


			Enter the total number of care plans developed for enrolled members during the reporting period.








			Item 5  


			Average Contact Count per Member





			Description


			Enter the average number of contacts the CMO had with enrolled members during the reporting period.  (Numerator = Total number of member contacts; Denominator = Total number of enrolled members)








			Item 
6


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including loss of eligibility and transition to a different Level of Care. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.








			Item 7


			Average Program Participation Length





			Description


			Enter the average duration of program participation for enrolled members. Duration should be counted in number of days.  ([Disenrollment date] – [Enrollment date] = Total Participation Days; Numerator = Total Participation Days; Denominator = Total Participants Disenrolled)


















			General Report Description





			QR-DM5


			Right Choices Program (RCP)





			Purpose


			To monitor the effectiveness of the CMO’s disease case management and care management intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions for members stratified for the RCP.








			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





Care Management:  The CMO shall complete a care plan for members assigned to RCP no later than 120 days after the member’s enrollment in the CMO or within 60 days of stratifying the member, whichever is sooner.  Care plans shall include all the elements of a disease, care and case management plans to address the RCP member’s needs, plus address the member’s clinical, social, psychological, and functional needs, using evidence-based guidelines appropriate to the member’s chronic disease condition(s).   Care plans will call for, and the CMO will use, a variety of “low touch” and “high touch” interventions and approaches:  member education only, telephonic outreach, face to face visits, and in-home visits as requested.  Interventions must be coordinated into the care plan.  The care plan must also document coordination with all relevant care managers for care plan and case conferences.





Program Title:    Provide the program title that corresponds to the program description provided by the plan.  Titles should be listed in alphabetical order.








			QR-DM5 Data Elements





			Item 1


			Total Enrolled





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period.








			Item 2


			Passive Participation





			Description


			Enter the total number of those members enrolled in the program who are not actively engaged with the CMO during the reporting period. Examples of passive participation may include, but is not limited to, members who only receive educational materials, or members who have not been reached telephonically, but the plan continues to monitor, assess or work towards successful engagement. 








			Item 3  


			Active Participation





			Description


			Enter the total number of those members enrolled in the program who are actively engaged and participating in the program during the reporting period.








			Item 4  


			Care Plan Developed





			Description


			Enter the total number of care plans developed for enrolled members during the reporting period.








			Item 5  


			Average Contact Count per Member





			Description


			Enter the average number of contacts the CMO had with enrolled members during the reporting period.  (Numerator = Total number of member contacts; Denominator = Total number of enrolled members)








			Item 
6


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including loss of eligibility and transition to a different Level of Care. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.








			Item 7


			Average Program Participation Length





			Description


			Enter the average duration of program participation for enrolled members. Duration should be counted in number of days.  ([Disenrollment date] – [Enrollment date] = Total Participation Days; Numerator = Total Participation Days; Denominator = Total Participants Disenrolled)
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Section IV  B Report Templates 2014 .xlsx

Table of Contents


			CY 2014 Care Select Reporting Template 





			Enter Reporting Quarter:





			Table of Contents


			III A: Operations: Member & Provider Services Reports


			III B: Disease Management & Claims Reports


			III C: Quality Management & Improvement Reports


			III D: Financial Reports


			III E: Health Outcomes Metrics Reports


			 








IIIA





			Section III A: Operations: Member & Provider Services Reports


			Report Name			Format			Reporting Period						Deadline


									Beginning Period			Ending Period			Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec


			Call Management:  Members (Care Select)			QR-MCMCS			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Call Management:  Providers (Care Select)			QR-PCMCS			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			24-Hour Availability Audit			AN-AA			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Network Geographic Access Assessment			Geo Access			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Provider Directory			CMO Format			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Total Number of Members			QR-MEM			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Total Number of Providers			QR-PR			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Hearings and Appeals			QR-HA			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Success Stories (Optional)			Word			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR








QR-MCMCS


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Call Management: Members


			Report Code:			QR-MCMCS





			Call Management: Members (Care Select)


			Overview


			Type


			Total Number of Inbound Calls


			Total Number of Calls Answered


			Total Number of Abandoned Calls


			Average Abandonment Time (seconds)


			Average Wait Time (seconds)


			Total #of Calls Answered within 30 Seconds


			Total # of Calls Answered within 60 Seconds


			Percentage of Total Calls Answered												


			Percentage of Total Calls Abandoned												


			Percentage of Total # of Calls Answered within 30 seconds												


			Percentage of Total # of Calls Answered within 60 Seconds												








QR-PCMCS


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Call Management: Providers


			Report Code:			QR-PCMCS


			Call Management: Providers (Care Select)





			Type


			Total Number of Inbound Calls


			Total Number of Calls Answered


			Total Number of Abandoned Calls


			Average Abandonment Time (seconds)


			Average Wait Time (seconds)


			Total # of Calls Answered within 30 Seconds


			Total # of Calls Answered within 60 Seconds


			Percentage of Total Calls Answered												


			Percentage of Total Calls Abandoned												


			Percentage of Total # of Calls Answered within 30 seconds												


			Percentage of Total # of Calls Answered within 60 Seconds												








AN-AA


			Vendor:


			Reporting Period:


			Report Name:			PMP 24-Hour Availability Audit


			Report Code:			AN-AA





			24-Hour Availability Audit


			Selection Methodology			Total PMPs Contacted			Percentage Met Standards			Action Steps for Non-Compliant Providers

















QR-MEM


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Total Number of Members


			Report Code:			QR-MEM





			Total Number of Members


			Total Number of Members








QR-PR


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Total Number of Providers


			Report Code:			QR-PR





			Total Number of Providers


			Provider Network									Central			East Central			North Central			North East			North West			South East			South West			West Central			Out of State			Total


			General Practice																																				


			Family Practice																																				


			General Pediatrics																																				


			General Internal Medicine																																				


			Obstetrics and Gynecology																																				


			Other																																				


			Total Number of Providers																																				


			Total Number of Unique Providers 																																				


			Total Number of Provider Service Locations																																				


			Total Number of Panel Slots																																				








QR-HA


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Hearings and Appeals


			Report Code:			QR-HA





			Hearings and Appeals


			Action Type			Tracking Number			Resolution Status			Date Received			Resolution Date			Days to Resolution





























IIIB





			Section III B: Disease Management & Claims Reports


			Report Name						Format			Reporting Period						Deadline


												Beginning Period			Ending Period			Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec


			Disease Management						QR-DM1			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Care Management						QR-DM2			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Complex Case Management-Provider						QR-DM3			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Complex Case Management-Member						QR-DM4			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Right Choices Program						QR-DM5			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR








QR-DM1


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Disease Management 


			Report Code:			QR-DM1





			Disease Management


			Program Title:			Reporting Period:			Total Enrolled			Average Contact Count per Member			Total Disenrolled			Average Program Participation Length


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-DM2


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Care Management 


			Report Code:			QR-DM2





			Care Management


			Program Title:			Reporting Period:			Total Enrolled			Passive Participation			Active Participation			Treatment Plan Developed			Average Contact Count per Member			Total Disenrolled			Average Program Participation Length


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-DM3


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Complex Case Management - Provider


			Report Code:			QR-DM3





			Complex Case Management - Provider


			Program Title:			Reporting Period:			Total Enrolled			Passive Participation			Active Participation			Care Plan Developed			Average Contact Count per Member			Total Disenrolled			Average Program Participation Length


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-DM4


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Complex Case Management - Member


			Report Code:			QR-DM4





			Complex Case Management - Member


			Program Title:			Reporting Period:			Total Enrolled			Passive Participation			Active Participation			Care Plan Developed			Average Contact Count per Member			Total Disenrolled			Average Program Participation Length


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-DM5


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Right Choices Program


			Report Code:			QR-DM5





			Right Choices Program


			Program Title:			Reporting Period:			Total Enrolled			Passive Participation			Active Participation			Care Plan Developed			Average Contact Count per Member			Total Disenrolled			Average Program Participation Length


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


						Qtr


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








IIIC





			Section III C: Quality Management & Improvement Reports


			Report Name						Format			Reporting Period						Deadline


												Beginning Period			Ending Period			Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec


			Subcontractor Compliance Summary						AN-SCS			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Quality Management and Improvement Work Plan & Annual Quality Program Evaluation						AN-QMIP			First Day of Year			Last Day of Year			30			NR			30			30			NR			NR			30			NR			NR			30			NR			NR


			Quality Improvement Projects						NCQA QIP			First Day of Year			Last Day of Year			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Key Staff Vacancy						QR-KSV			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Vendor Contact List						QR-VC			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR








AN-SCS


			Vendor:


			Reporting Period:


			Report Name:			Subcontract Compliance Summary


			Report Code:			AN-SCS





			Subcontract Compliance Summary


			Name			Activities			OMPP Approval Date			Contract Start Date			Monitoring Activities			CAP Initation Date			CAP Removal Date























AN-QMIP


			Vendor:


			Reporting Period:


			Report Name:			Quality Management and Improvement Work Plan & Annual Quality Program Evaluation


			Report Code:			AN-QMIP





			Quality Management and Improvement Program Work Plan


			Work Plan/Activity#			Scope and Population			Functional Area			Planned Activity Name			Goals/Measurable Objectives/Performance Metrics			Person Responsible			Data Source			Data Collection Methodology			Reporting Frequency			Results


























QR-KSV


			Vendor


			Reporting Period


			Report Name			Key Staff Vacancy 


			Report Code			QR-KSV





			Key Staff Vacancy Report


			Key Staff Position			Staff Name			Title			Plan for Covering Vacancy in Interim			Contact Info (email and phone)			Plan for Filling Vacancy			Status
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QR-VC


			Vendor


			Reporting Period


			Report Name			Vendor Contact List


			Report Code			QR-VC


						Vendor Contact List


						Vendor Name


						General Mailing Address


						General Phone 


						General Fax Number


						Website


						Member Services 


						Transportation Services 


						Provider Services 


						Prior Authorization 


						Claims Number


						Claims Address





						President/CEO/ED


						   Phone: 


						   Fax:


						   E-mail: 


						Primary Work Site  (mailing address)


						Chief Financial Officer


						   Phone: 


						   Fax:


						   E-mail: 


						Primary Work Site (mailing address)


						Compliance Officer


						   Phone: 


						   Fax:


						   E-mail: 


						Primary Work Site  (mailing address)


						Care Management Manager


						   Phone: 


						   Fax:


						   E-mail: 


						Primary Work Site (mailing address)





						MIS Coordinator


						   Phone: 


						   Fax:


						   E-mail: 


						Primary Work Site  (mailing address)


						Medical Director


						 Phone: 


						 Fax: 


						 E-mail: 


						Primary Work Site  (mailing address)


						Psychiatrist


						 Phone: 


						 Fax: 


						 E-mail: 


						Primary Work Site  (mailing address)


						Member Services Manager


						 Phone:  


						 Fax:  


						 E-mail: 


						Primary Work Site  (mailing address)


						Provider Services Manager


						 Phone:  


						 Fax:  


						 E-mail: 


						Primary Work Site  (mailing address)


						Quality Management Manager


						 Phone:  


						 Fax:  


						 E-mail: 


						Primary Work Site  (mailing address)


						Case Coordinator


						 Phone:  


						 Fax:  


						 E-mail: 


						Primary Work Site (mailing address)


						Primary OMPP Contact


						 Phone:  


						 Fax:  


						 E-mail: 


						Primary Work Site  (mailing address)
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Version 1.0		






IIID





			Section III D: Financial Reports


			Report Name						Format			Reporting Period						Deadline


												Beginning Period			Ending Period			Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec


			Audited Financial Statement						CMO Format			First Day of Year			Last Day of Year			NR			NR			NR			NR			NR			30			NR			NR			NR			NR			NR			NR


			Stratification Distribution						QR-SD			First Day of Quarter			Last Day of Quarter			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR			30








QR-SD


			Reporting Quarter:


			Vendor:


			Reporting Period:


			Report Name:			Stratification Distribution


			Report Code:			QR-SD





			Stratification Distribution


			Measure									Month 1			Month 2			Month 3


			Number of Members with Stratification Level Zero


			Number of Members with Stratification Level One


			Number of Members with Stratification Level Two (Disease Management)


			Number of Members with  Stratification Level Three  (Care Management)


			Number of Members with  Stratification Level Four (Complex Case Management - Member)


			Number of Members with  Stratification Level Five (Complex Case Management - Provider)


			Number of Members with  Stratification Level Six (RCP)


			Total Number of Members															


			Percentage of Members with Stratifications Level Zero															


			Percentage of Members with Stratifications Level One															


			Percentage of Members with Stratifications Level Two															


			Percentage of Members with Stratifications Level Three															


			Percentage of Members with Stratifications Level Four															


			Percentage of Members with Stratifications Level Five															


			Percentage of Members with Stratifications Level Six															








IIIE





			Section III E: Health Outcomes Metrics Reports


			Report Name			Format			Reporting Period						Deadline


									Beginning Period			Ending Period			Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec


			Top 20 Diagnoses Report (Annually)			AN-DX			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Top 20 Diagnoses Report (Quaterly)			QR-DX			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Disease Prevention Summary (Quarterly)			QR-DPS			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Disease Management Report 1 (Quarterly)			QR-DM1a			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Disease Management Report 1 (Quarterly)			QR-DM1b			Within 5 days following a 60 day claims lag period following the close of the reporting quarter


			Disease Management Report 2 (Annually)			AN-DM2			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Disease Management Report 2 (Quarterly)			QR-DM2			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Inpatient Readmission Rate (Medical and Behavioral Health) (Quarterly)			QR-IRR1-IRR2			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR


			Cost Driver Summary Report (Annually)			AN-CDS			First Day of Year			Last Day of Year			30			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR			NR


			Cost Driver Summary Report (Quarterly)			QR-CDS			First Day of Quarter			Last Day of Quarter			30			NR			NR			30			NR			NR			30			NR			NR			30			NR			NR








AN-DX


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Top 20 Diagnoses Report


			Report Code: 			AN-DX


						By Age Cohort


			Top 20 Diagnoses			<1			1-9			10-19			20-44			45-64			>65			TOTAL

































































						By Aid Category


			Top 20 Diagnoses																					TOTAL




































































QR-DX


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Top 20 Diagnoses Report


			Report Code: 			QR-DX


						By Age Cohort


			Top 20 Diagnoses			<1			1-9			10-19			20-44			45-64			>65			TOTAL

































































						By Aid Category


			Top 20 Diagnoses																					TOTAL




































































QR-DPS1-DPS4


			MCE Name:


			Submission Date:


			Version:


			Report Series:			Disease Prevention Summary


			Report Code:			QR-DPS1 thru QR-DPS4





			Report Code			Report Name			Item No.			Value Type			Data Description			2014   Quarter 1			2014   Quarter 2			2014   Quarter 3			2014   Quarter 4			2014   Total


			QR-DPS1			Access to Preventive/ Ambulatory Services (HEDIS)  for all Disease Management  - Members			1			Percent			Percentage of Preventive or Ambulatory visits, ages 0 to 12 months


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 13 months to 9 years


									3			Percent			Percentage of  Preventive or Ambulatory visit, ages 10 to 19 years


									4			Percent			Percentage of Preventive or Ambulatory visits, ages 20 to 44 years


									5			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 to 64 years


									6			Percent			Percentage of  Preventive or Ambulatory visit, ages 65 years and older


			QR-DPS2			Access to Preventive/ Ambulatory Services (HEDIS)  for all Care Management Members			7			Percent			Percentage of Preventive or Ambulatory visits, ages 0 to 12 months


									8			Percent			Percentage of  Preventive or Ambulatory visit, ages 13 months to 9 years


									9			Percent			Percentage of  Preventive or Ambulatory visit, ages 10 to 19 years


									10			Percent			Percentage of Preventive or Ambulatory visits, ages 20 to 44 years


									11			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 to 64 years


									12			Percent			Percentage of  Preventive or Ambulatory visit, ages 65 years and older


			QR-DPS3			Access to Preventive/ Ambulatory Services (HEDIS)  for all Complex Case Management - Provider Members			13			Percent			Percentage of Preventive or Ambulatory visits, ages 0 to 12 months


									14			Percent			Percentage of  Preventive or Ambulatory visit, ages 13 months to 9 years


									15			Percent			Percentage of  Preventive or Ambulatory visit, ages 10 to 19 years


									16			Percent			Percentage of Preventive or Ambulatory visits, ages 20 to 44 years


									17			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 to 64 years


									18			Percent			Percentage of  Preventive or Ambulatory visit, ages 65 years and older


			QR-DPS4			Access to Preventive/ Ambulatory Services (HEDIS)  for all Complex Case Management - Member Members			19			Percent			Percentage of Preventive or Ambulatory visits, ages 0 to 12 months


									20			Percent			Percentage of  Preventive or Ambulatory visit, ages 13 months to 9 years


									21			Percent			Percentage of  Preventive or Ambulatory visit, ages 10 to 19 years


									22			Percent			Percentage of Preventive or Ambulatory visits, ages 20 to 44 years


									23			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 to 64 years


									24			Percent			Percentage of  Preventive or Ambulatory visit, ages 65 years and older


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-DM1a


			MCE Name:


			Version:


			Report Name:			Disease Management Report  1


			Report Code:			QR-DM1a


			Submission Date:











						Description			Reporting Period


									2014      Quarter 1			2014      Quarter 2			2014      Quarter 3			2014   Quarter 4			2014  Total


			1			Total Identified (through any method) in the Reporting Period


			2			Total Attempts to Conduct HRA Tool


			3			Total HRA Completed


			4			Total Stratified as Disease Management


			5			Total Stratified as Care Management


			6			Total Stratified as Complex Case Management - Provider


			7			Total Stratified as Complex Case Management - Member


			8			Total Stratified as RCP


			9			Total Enrolled at the End of the Reporting Period


			10			Total Full Time Eqivalent Care/Case Managers


			11			Full Period Equivalent Participant Caseload per Care/Case Manager			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			12			Number of Care Plans developed for Complex Case Management - Provider members this Reporting Period


			13			Total number of outreach activities and contacts with Complex Case Management - Provider Members this Reporting Period.


			14			Number of live-voice contacts with Complex Case Management - Provider Members this Reporting Period


			15			Number of In-person, face-to-face visits with Complex Case Management - Provider Members this Reporting Period


			16			Number of Active or Passive contacts with Providers regarding Complex Case Management - Provider Members this Reporting Period


			17			Number of ACTIVE contacts with Providers regarding Complex Case Management - Provider Members this Reporting Period


			18			Number of Care Plans developed for Complex Case Management - Member Members this Reporting Period


			19			Total number of outreach activities and contacts with Complex Case Management - Member  Members this Reporting Period.


			20			Number of live-voice contacts with Complex Case Management - Member  Members this Reporting Period


			21			Number of In-person, face-to-face visits with Complex Case Management - Member  Members this Reporting Period


			22			Number of Active or Passive contacts with Providers regarding Complex Case Management - Member  Members this Reporting Period


			23			Number of ACTIVE contacts with Providers regarding Complex Case Management - Member Members this Reporting Period








QR-DM1b


			MCE Name:


			Version:


			Report Name:			Disease Management Report  1


			Report Code:			QR-DM1b


			Submission Date:











						Description			Reporting Period


									2014      Quarter 1			2014      Quarter 2			2014      Quarter 3			2014   Quarter 4			2014  Total


			1			Number of  Complex Case Management - Provider Members who received home health services this Reporting Period


			2			Number of Complex Case Management - Provider Members who received medical inpatient services this Reporting Period


			3			Number of Complex Case Management - Provider Members who received behavioral health inpatient services this Reporting Period


			4			Number of  Complex Case Management - Member Members who received home health services this Reporting Period


			5			Number of Complex Case Management - Member  Members who received medical inpatient services this Reporting Period


			6			Number of Complex Case Management - Member  Members who received behavioral health inpatient services this Reporting Period








AN-DM2


			MCE Name:


			Version:


			Report Name:			Disease Management Report 2


			Report Code:			AN-DM2


			Submission Date:


			 


			1			2			3			4			5			6			7


			Program Title			Reporting Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts Per Member in Reporting Period





			All Conditions of Interest Combined (Unique Members)			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!





			Asthma			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			Diabetes			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			Coronary Artery Disease			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			Congestive Heart Failure			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			Chronic Kidney Disease			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			Right Choices Program			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			SED			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!


			SMI			CY 2013															ERROR:#DIV/0!


						CY 2014															ERROR:#DIV/0!








QRDM2


			MCE Name:


			Version:


			Report Name:			Disease Management Report 2


			Report Code:			QR-DM2


			Submission Date:


			 


			1			2			3			4			5			6			7


			Program Title			Reporting Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts Per Member in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!





			Asthma*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4 2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!


			Diabetes*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4 2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!


			Coronary Artery Disease*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!


			Congestive Heart Failure*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014


						2014 Total															ERROR:#DIV/0!


			Chronic Kidney Disease*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014


						2014 Total															ERROR:#DIV/0!


			Right Choices Program*			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!


			SMI			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!


			SED			Quarter 1 2014															ERROR:#DIV/0!


						Quarter 2 2014															ERROR:#DIV/0!


						Quarter 3 2014															ERROR:#DIV/0!


						Quarter 4  2014															ERROR:#DIV/0!


						2014 Total															ERROR:#DIV/0!








QR-IRR1-IRR2


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Inpatient Readmission Rates


			Report Code:			QR-IRR1 through IRR2








			Report Code			Report Name			Item No.			Value Type			Data Description			2014    Qtr 1			2014    Qtr 2			2014    Qtr 3			2014   Qtr 4			CY 2014


			QR-IRR1			Inpatient/Medical Readmission Rate			1			Number			Total medical inpatient discharges in period


									2			Number			Medical readmissions within 30 days of discharge


									3			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			QR-IRR2			Inpatient/Behavioral Health Readmission Rate			4			Number			Total behavioral health inpatient discharges in period


									5			Number			Behavioral Health readmissions within 30 days of discharge


									6			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			MCE Comments: 





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.








AN-CDS


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Cost Driver Summary   


			Report Code: 			AN - CDS





			Category of Service			Year to Date Total


			Emergency Room(6)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total ER Claims


			ER Claims by Age Cohort:     


			0-12 months


			13 months-9 years


			10-19 years


			20-44 years


			45-64 years


			>65


			Top 20 Diagnoses for Emergency Room Visit    (7)


			01) 


			02) 


			03) 


			04) 


			05) 


			06) 


			07)


			08)


			09)


			10) 


			11) 


			12)


			13)


			14)


			15)


			16)


			17)


			18)


			19)


			20)


			Inpatient Hospital (8)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total Inpatient Claims


			    Medical/Surgical Services


			    Behavioral Health Services


			    Skilled Nursing Facility


			    Other Inpatient


			Total Number of Inpatient Days                        (9)


			Average Length of Stay (LOS)                             (10)


			Top 20 DRGs for Inpatient Visits (11)


			01) 


			02) 


			03) 


			04) 


			05) 


			06) 


			07)


			08)


			09)


			10) 


			11) 


			12)


			13)


			14)


			15)


			16)


			17)


			18)


			19)


			20)











			Outpatient Hospital (12)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total Number of Outpatient Claims


			      Surgery


			      Urgent Care


			Behavioral Health


			Pharmacy (13)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			    Prescription Drugs


			    OTC Drugs


			Ancillaries (14)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			     DME/ Supplies/ Prosthetics


			     Home Health/ Home IV Therapy


			     Other Ancillary


			Physician (15)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Inpatient and Outpatient Surgery


			Office Visits/Consults


			Physical Exams


			Hospital Inpatient Visits


			Other Professional Services


			Other (16)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			     Diagnostic 


			     Physical Therapy


			Occupational Therapy


			     Speech Therapy


			      Family Planning Services


			     Substance Abuse Services


			Preventive Services (17)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			    Immunization


			    Flu Shot


			    Annual Physical


			    Pap Smear


			    Mammogram


			Routine Prostate Antigen Test


			Colorectal Cancer Exam/Lab Test


			Nicotine Replacement Therapy


			Other Preventive Services (please list):


			99386 -'PREVENTIVE VISIT NEW 40








			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








QR-CDS


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Cost Driver Summary   


			Report Code: 			QR - CDS





			Category of Service


			Emergency Room(6)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total ER Claims


			ER Claims by Age Cohort:     


			0-12 months


			13 months-9 years


			10-19 years


			20-44 years


			45-64 years


			>65


			Top 20 Diagnoses for Emergency Room Visit    (7)


			01) 


			02) 


			03) 


			04) 


			05) 


			06) 


			07)


			08)


			09)


			10) 


			11) 


			12)


			13)


			14)


			15)


			16)


			17)


			18)


			19)


			20)


			Inpatient Hospital (8)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total Inpatient Claims


			    Medical/Surgical Services


			    Behavioral Health Services


			    Skilled Nursing Facility


			    Other Inpatient


			Total Number of Inpatient Days                        (9)


			Average Length of Stay (LOS)                             (10)


			Top 20 DRGs for Inpatient Visits (11)


			01) 


			02) 


			03) 


			04) 


			05) 


			06) 


			07)


			08)


			09)


			10) 


			11) 


			12)


			13)


			14)


			15)


			16)


			17)


			18)


			19)


			20)











			Outpatient Hospital (12)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Total Number of Outpatient Claims


			      Surgery


			      Urgent Care


			Behavioral Health


			Pharmacy (13)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			    Prescription Drugs


			    OTC Drugs


			Ancillaries (14)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			     DME/ Supplies/ Prosthetics


			     Home Health/ Home IV Therapy


			     Other Ancillary


			Physician (15)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			Inpatient and Outpatient Surgery


			Office Visits/Consults


			Physical Exams


			Hospital Inpatient Visits


			Other Professional Services


			Other (16)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			     Diagnostic 


			     Physical Therapy


			Occupational Therapy


			     Speech Therapy


			      Family Planning Services


			     Substance Abuse Services


			Preventive Services (17)			No. of Members   (1)			No. of Paid Claims   (2)			Total Expenditures   (3)			Avg. Expenditures Per Member   (4)			Avg. Expenditure per Service    (5)


			    Immunization


			    Flu Shot


			    Annual Physical


			    Pap Smear


			    Mammogram


			Routine Prostate Antigen Test


			Colorectal Cancer Exam/Lab Test


			Nicotine Replacement Therapy


			Other Preventive Services (please list):


			99386 -'PREVENTIVE VISIT NEW 40








			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:






























Section III E Health Outcomes Metrics Reports #2.docx

Section III.E Health Outcomes Metrics Reports


			General Report Description





			AN-DX   Top 20 Diagnoses Report


QR-DX   Top 20 Diagnoses Report





			Purpose


			To increase understanding regarding the medical conditions of the twenty most prevalent diagnoses in the Vendor’s population, broken out by age cohort and aid category. (Amendment #6 IV.A.1)








			Format


			Excel template





			Qualifications/ Definitions


			The annual report is to be submitted annually and the quarterly is to be submitted quarterly for CY 2014. 


Top 20 Diagnoses:  Indicate the rank and condition using the applicable ICD-9 diagnosis code and descriptions for the Calendar Year.  In identifying the top 20 diagnoses consider the primary and secondary diagnoses on file.  Enter a value and a text.  





By Age Cohort:  Identify the number of members on whose behalf one or more claims related to the diagnosis code were paid during the reporting period, by age cohort and provide the total number of members for the diagnosis.





By Aid Category:  Identify the Aid Categories as reflective of the members served.  Identify the number of members by Medicaid Aid Category for each diagnosis and provide the total number of members for the diagnosis for the Calendar Year reported.
























			General Report Description





			QR-DPS Disease Prevention Summary





			Purpose


			To provide more effective and ongoing health promotion and disease prevention activities.  To identify members who had a preventive or ambulatory care visit.  (Amendment #6 IV.A.2)





			Format


			Excel template





			Qualifications/ Definitions


			 This quarterly report is to be submitted to OMPP by the last day of the month following the end of the reporting quarter


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 to 44 years


· Age 45 to 64 Years


· Age 65+ Years





			QR-DPS1 Data Elements





			Items 1-6


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of  Disease Managment members who had a preventive or ambulatory visit in the following age categories by program:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 to 44 years


· Age 45 to 64 Years


· Age 65+ Years


For all annual and quarterly reports, to identify members with a preventive or ambulatory care visit use Codes to Identify Outpatient Visits specified by the HEDIS 2014Technical Specifications for the measure “Ambulatory Care (AMB).”


Enter a percentage.

















			QR-DPS2 Data Elements





			Items 7-12


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of  Care Management members who had a preventive or ambulatory visit in the following age categories by program:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 to 44 years


· Age 45 to 64 Years


· Age 65+ Years                


For all annual and quarterly reports, to identify members with a preventive or ambulatory care visit use Codes to Identify Outpatient Visits specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care (AMB).”


Enter a percentage.








			QR-DPS3 Data Elements





			Items 13-18


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of  Complex Case Management-Provider members who had a preventive or ambulatory visit in the following age categories by program:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 to 44 years


· Age 45 to 64 Years


· Age 65+ Years                


For all annual and quarterly reports, to identify members with a preventive or ambulatory care visit use Codes to Identify Outpatient Visits specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care (AMB).”


Enter a percentage.








			QR-DPS4 Data Elements





			Items 19-24


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of Complex Case Management-Member  members who had a preventive or ambulatory visit in the following age categories by program:


· Age 0 to 12 months


· Age 13 months to 9 years


· Age 10 to 19 years


· Age 20 to 44 years


· Age 45 to 64 Years


· Age 65+ Years                


For all annual and quarterly reports, to identify members with a preventive or ambulatory care visit use Codes to Identify Outpatient Visits specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care (AMB).”


Enter a percentage.
























			General Report Description





			QR – DM1a    Disease Management Report 1a


QR – DM1b    Disease Management Report 1b








			Purpose


			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.  To identify prevalence of enrollees by stratification level as well as the level of contact with those members.


(Amendment #6.A.3 & 4)





			Format


			Excel template





			Qualifications/ Definitions


			The quarterly report QR-DM1a is due to OMPP by the last day of the month following the end of the reporting quarter.  The quarterly report QR-DM1b is due to OMPP within 5 days following a 60 day claims lag period following the close of the reporting period.  





Active Contact with Provider:   means that the plan has had at least one live verbal conversation with the provider or there was a written or verbal response from the provider regarding a care plan sent to the provider or a message left for the provider.   Given whatever means was used to communicate with the provider, there was interaction between the Provider and the Plan.





Passive Contact with Provider:   means that the plan has either sent a care plan to the provider or left a message for the provider with no response.








			QR-DM1a Data Elements





			Item  1


			Total Identified (through any method) in the Reporting Period





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. Count each member only once.


Enter a whole number.





			Item 2


			Total Attempts to Conduct HRA Tool





			Description


			Of the total members entered in Item #1, enter the total number of attempts made to conduct a health risk assessment with members that were identified as potential candidates for the program. 


Enter a whole number.





			Item 3


			Total HRA Completed





			Description


			Of the total members entered in Item #1, enter the total number of health risk assessments that were completed during the reporting period.


Enter a whole number.





			Item 4


			Total Stratified as Disease Management at HRA





			Description


			Enter the number of newly enrolled members with completed health risk assessments who were initially stratified as Disease Management during the reporting period.


Enter a whole number.





			
Item 5


			Total Stratified as Care Management  at HRA





			Description


			Enter the number of newly enrolled members with completed health risk assessments who were initially stratified as Care Management during the reporting period.


Enter a whole number.





			Item 6


			Total Stratified as Complex Case Management - Provider at HRA





			Description


			Enter the number of newly enrolled members with completed health risk assessments who were initially stratified as Complex Case Management-Provider during the reporting period.


Enter a whole number.





			Item 7


			Total Stratified as Complex Case Management - Member at HRA





			Description


			Enter the number of newly enrolled members with completed health risk assessments who were initially stratified as Complex Case Management-Member during the reporting period.


Enter a whole number.





			Item 8


			Total Stratified as RCP





			Description


			Enter the number of newly enrolled members with completed health risk assessments who were initially stratified as RPC during the reporting period.


Enter a whole number.





			Item 9


			Total Enrolled at the End of the Reporting Period





			Description


			Enter the total number of care/case managers reflected as a full time equivalent figure.  If care/case managers at the MCE also perform other UM functions, assign their time to performing care/case management based either on total hours per week spent on care/case management or based on the portion of their caseload that has care/case management members. 


Enter as a number taken to two decimal points (e.g. 5.75 FTEs).





			Item 10


			Total Full Time Equivalent Care/Case Managers





			


			Enter the total number of Care/Case Managers reflected as a full time equivalent figure.  If care/case managers at the MCE also perform other UM functions, assign their time to performing care/case management based either on total hours per week spent on care/case management or based on the portion of their caseload that has care/case management members.





Enter as a number taken to two decimal points.  (e.g. 5.75 FTEs)








			Item 11


			Full Period Equivalent Participant Caseload per Care/Case Manager





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:


Total Enrolled at the End of the Reporting Period


divided by 


Total Full Time Equivalent Care/Case Managers 


divided by 90 days. 








			Item 12


			Number of Care Plans developed for Complex Case Managment – Provider  members this Reporting Period





			Description


			Enter the number of new care plans developed this reporting period for Complex Case Managment – Providers members.  Include those member re-stratified due to a change  in health condition


Enter a whole number.





			Item 13


			Total number of outreach activities and contacts with Complex Case Management- Provider Members this Reporting Period





			Description


			Enter the total number of all attempts to reach members and contacts made with Complex Case Management- Provider members this reporting period.  Include, brief encounters, live-voice contacts, mailings, voice mail messages, case conferences, etc.


Enter a whole number.





			Item 14


			Number of live-voice contacts with Complex Case Management- Provider Members this Reporting Period





			Description


			Enter the total number of live-voice contacts and case conferences with Complex Case Management- Provider members during this reporting period.


Enter a whole number.





			Item 15


			Number of in-person, face-to-face visits with Complex Case Management- Provider Members this Reporting Period





			Description


			Enter the total number of  in-person, face-to-face visits with Complex Case Management- Provider members during this reporting period


Enter a whole number.





			Item 16


			Number of Active or Passive contacts with Providers regarding Complex Case Management- Provider Members this Reporting Period





			Description


			Enter the total number of contacts with Providers regarding or on behalf of Complex Case Mangement-Provider members during this reporting period; include, live-voice contacts, voice mails, mailings, electronic mailings, case conferences, faxes, or responses to requests for information from the provider, etc.


Enter a whole number.





			Item 17


			Number of ACTIVE contacts with Providers regarding Complex Case Management- Provider Members this Reporting Period





			Description


			Enter the total number of interactive contacts with Providers regarding or on behalf of Complex Case Mangement-Provider members during this reporting period; include, live-voice contacts, voice mail exchanges, mailings, electronic mail exchanges, case conferences, faxes, or responses to requests for information from the provider, etc.


Enter a whole number.





			Item 18


			Number of Care Plans developed for Complex Case Managment – Member members this Reporting Period





			Description


			Enter the number of new care plans developed this reporting period for Complex Case Managment – Member members.  Include those member re-stratified due to a change  in health condition


Enter a whole number.





			Item 19


			Total number of outreach activities and contacts with Complex Case Management- Member members this Reporting Period





			Description


			Enter the total number of all attempts to reach members and contacts made with Complex Case Management- Member members this reporting period.  Include, brief encounters, live-voice contacts, mailings, voice mail messages, case conferences, etc.


Enter a whole number.





			Item 20


			Number of live-voice contacts with Complex Case Management- Member members this Reporting Period





			Description


			Enter the total number of live-voice contacts and case conferences with Complex Case Management- Member member during this reporting period.


Enter a whole number.





			Item 21


			Number of in-person, face-to-face visits with Complex Case Management- Member members this Reporting Period





			Description


			Enter the total number of  in-person, face-to-face visits with Complex Case Management- Member members during this reporting period


Enter a whole number.





			Item 22


			Number of Active or Passive contacts with Providers regarding Complex Case Management- Member members this Reporting Period





			Description


			Enter the total number of contacts with Providers regarding or on behalf of Complex Case Management- Member  members during this reporting period; include, live-voice contacts, voice mails, mailings, electronic mailings, case conferences, faxes, or responses to requests for information from the provider, etc.


Enter a whole number.





			Item 23


			Number of ACTIVE contacts with Providers regarding Complex Case Management – Member members this reporting period.





			Description


			Enter the total number of interactive contacts with Providers regarding or on behalf of Complex Case Management – Member members during this reporting period; include, live-voice contacts, voice mail exchanges, mailings, electronic mail exchanges, case conferences, faxes, or responses to requests for information from the provider, etc.


Enter a whole number.





			QR-DM1b Data Elements





			Item 1


			Number of Complex Case Managment  - Provider Members who received home health services this reporting period.





			


			Enter the total unduplicated count of Complex Case Management-Provider members who received home health services at any time or any duration during the reporting period.


Enter a whole number.





			Item 2


			Number of Complex Case Management-Provider Members who received medical inpatient services this Reporting Period





			Description


			Enter the total unduplicated count of members stratified as Complex Case Management-Provider on the last day of the reporting period who received medical inpatient services at any time or any duration during the reporting period.


Enter a whole number.





			Item 3


			Number of Complex Case Management-Provider Members who received behavioral health inpatient services this Reporting Period





			Description


			Enter the total unduplicated count of members stratified as Complex Case Management-Provider on the last day of the reporting period who received behavioral health inpatient services at any time or any duration during the reporting period.


Enter a whole number.





			Item 4


			Number of  Complex Case Management - Member Members who received home health services this Reporting Period





			Description


			Enter the total unduplicated count of members stratified as Complex Case Management-Member on the last day of the reporting period who received home health services at any time or any duration during the reporting period.


Enter a whole number.





			Item 5


			Number of Complex Case Management - Member  Members who received medical inpatient services this Reporting Period





			Description


			Enter the total unduplicated count of members stratified as Complex Case Management-Member on the last day of the reporting period who received medical inpatient services at any time or any duration during the reporting period.


Enter a whole number.





			Item 6


			Number of Complex Case Management - Member  Members who received behavioral health inpatient services this Reporting Period





			Description


			Enter the total unduplicated count of members stratified as Complex Case Management-Member on the last day of the reporting period who received behavioral health services at any time or any duration during the reporting period.


Enter a whole number.















			General Report Description





			AN - DM2    Disease Management Report 2


QR - DM2    Disease Management Report 2





			Purpose


			To provide information to more effectively tailor benefits to individual member needs.  To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.   To identify prevalence of enrollees by disease state as well as the level of contact with those members.


(Amendment #6.A.3)





			Format


			Excel template





			Qualifications/ Definitions


			The annual report is to be submitted annually and the quarterly is to be submitted quarterly for CY 2014. 





For both reports, disease management refers to the definition established by NCQA.





Disease Management:   Disease management is a multidisciplinary, continuum-based approach to health care delivery that proactively identifies populations with, or at risk for, chronic medical conditions. Disease management supports the practitioner-patient relationship and plan of care, emphasizes the prevention of exacerbation and complications using cost-effective, evidence-based practice guidelines and patient empowerment strategies such as self-management. It continuously evaluates clinical, humanistic and economic outcomes with the goal of improving overall health.


The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs.





Active Enrollment:   means that the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  








			AN-DM2 Data Elements





			Item  1


			Program Title





			Description


			In the “All Conditions of Interest” row of the report, enter information about the total unique members enrolled across all conditions of interest.  Below this, information is reported by each condition of interest.  It is assumed that some participating members may be enrolled in disease management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.


Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			This is a rolling 12 month report and is to be submitted quarterly for CY 2014.





			Item 3


			Total Identified (through any Method) in the Reporting Period





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.





			Item 4


			Total Active Ever Enrolled in the Reporting Period





			Description


			Enter the total number of members that were ever enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


Enter a whole number.





			Item 5


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #4 who were enrolled in case management on the last day of the reporting period. 


Enter a whole number.





			
Item 6


			Total Contacts in the Reporting Period Represented by the Ever Enrolled





			Description


			Enter the total number of contacts with members enrolled at any time during the reporting period.








			Item 7


			Average Contacts Per Member in the Reporting Period





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:


Total Contacts in the Reporting Period Represented by the Ever Enrolled 


divided by 


Total Ever Enrolled in the Reporting Period 








			QR-DM2 Data Elements





			Item  1


			Program Title





			Description


			In the “All Conditions of Interest” row of the report, enter information about the total unique members enrolled across all conditions of interest.  Below this, information is reported by each condition of interest.  It is assumed that some participating members may be enrolled in disease management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.


Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			The calendar year 2014 quarters are indicated.  Insert data on the appropriate line for each quarter.  2014 report should reflect data submitted for Quarters 1,2 and 3 as well as the 2014 total.





			Item 3


			Total Identified (through any Method) in the Reporting Period





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.





			Item 4


			Total Active Ever Enrolled in the Reporting Period





			Description


			Enter the total number of members that were ever enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


Enter a whole number.





			Item 5


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #4 who were enrolled in case management on the last day of the reporting period. 


Enter a whole number.





			
Item 6


			Total Contacts in the Reporting Period Represented by the Ever Enrolled





			Description


			Enter the total number of contacts with members enrolled at any time during the reporting period.








			Item 7


			Average Contacts Per Member in the Reporting Period





			Description


			This is a calculated field.  The calculation is based on the data entered in the previous items.  The formula is:


Total Contacts in the Reporting Period Represented by the Ever Enrolled 


divided by 


Total Ever Enrolled in the Reporting Period 


















			Gen General Report Description n





			QR-IRR1     Inpatient (Medical) Readmission Rate





			Purpose


			To provide information to reduce emergency room visits and avoidable hospitalizations. To summarize the rate at which members are readmitted post discharge, these do not include behavioral health readmissions. (Amendment #6 IV.A.5)





			Format


			Excel template





			Qualifications/ Definitions


			This report measures the percentage of members who are discharged from an inpatient facility for an acute inpatient stay and subsequently readmitted within 30 days. The member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission for an acute inpatient stay must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.





Principal diagnosis:  the primary and secondary diagnoses.








			QR-IRR1 Data Elements 





			Item 1  


			Total Medical Inpatient Discharges in Period





			Description 


			Report the total number of inpatient discharges for the calendar year by quarter for the quarterly report. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 2


			Medical readmissions Within 30 Days of Discharge





			Description 


			Report the number of readmissions in the quarter, using the definitions above.


Report a whole number.





			Item 3


			Percentage of members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


Denominator: Item 1


Enter a percent.















			
General Rep General Report Description ort Description





			QR-IRR2     Inpatient (Behavioral Health) Readmission Rate





			Purpose


			To provide information to reduce emergency room visits and avoidable hospitalizations.  To summarize the rate at which members are readmitted post discharge, these do not include medical/surgical readmissions.





			Format


			Excel template





			Qualifications/ Definitions


			This report measures the percentage of members who are discharged from an inpatient facility for a behavioral health inpatient stay and subsequently readmitted within 30 days. The member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission for a behavioral health inpatient stay must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.


Principal diagnosis:  the primary and secondary diagnoses.





			QR-IRR2 Data Elements





			Item 4  


			Total Behavioral Health Inpatient Discharges in Period





			Description 


			Report the total number of inpatient discharges by quarter. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 5


			Behavioral Health Readmissions Within 30 Days of Discharge





			Description 


			Report the number of readmissions in the quarter, using the definitions above.


Report a whole number.








			Item 6


			Percentage of members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


Denominator: Item 1


Enter a percent.


























			General Report Description





			AN-CDS – Cost Driver Summary Report


QR-CDS – Cost Driver Summary Report





			Purpose


			To include information to manage the growth of health care costs for Care Select members.  To monitor members’ access and utilization of services by various service categories.  (Amendment #6 IV.A.5 & 6)





			Format


			Excel template





			Qualifications/ Definitions


			The annual report is to be submitted annually and the quarterly is to be submitted quarterly for CY 2014. 


 Primary diagnosis will be used for the Top 20 Reasons for ER Visit.





			 AN-CDS Data Elements





			Item 1


			No. of Members





			Description


			For each category of service, list the total number of members who obtained one or more services in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 2


			No. of Paid Claims





			Description


			For each category of service, list the total number of claims paid in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 3


			Total Expenditures





			Description


			For each category of service, list the total dollar amount of claims paid as of the last day of the reporting period.


Enter a dollar value.





			Item 4


			Avg. Monthly Expenditures Per Member





			Description


			For each category of service, provide the average monthly expenditure per member spent during the reporting period.





			Item 5


			Avg. Expenditures Per Service 





			Description


			Indicate the average expenditure per service. 





			Item 6


			Emergency Room





			Description


			Use Codes to Identify ED Visits specified by the HEDIS 2013 Technical Specifications for the measure Ambulatory Care (AMB) for identifying members, claims and expenditures.


Of the total number of members in 1, indicate the number of Care Select  members who had an Emergency Room visit by the following age categories:


· 0 - 12 months


· 13 months – 9 years


· 10 - 19 Years


· 20 – 44 years


· 45 – 64 years


· > 65 years


Of the total number of members by age categories, provide the number of paid claims (2), total expenditures (3), average expenditures per member (4) and average expenditure per service (5).





			Item 7


			Top 20 Diagnoses for Emergency Room Visits





			Description


			Indicate the most common, top 20 presenting diagnoses at the ER during the reporting period.


Enter ICD-9 code with description.





			Item 8


			Inpatient Hospital





			Description


			Use the HEDIS 2013 Technical Specifications for the measure Inpatient Utilization – General Hospital/Acute Care (IPU) for identifying members, claims and expenditures.





			Item 9


			Total Number of Inpatient Days





			Description


			Indicate the total number of inpatient days for which a claim was submitted during the reporting period.


Enter a whole number.





			Item 10


			Average Length of Stay (ALOS)





			Description


			For the reporting period, indicate the average length of inpatient stays.


Enter a whole number.





			Item 11


			Top 20 DRGs for Inpatient Hospital Visits





			Description


			Indicate the most common, top 20 presenting diagnoses for an inpatient hospital admission during the reporting period.


Enter ICD-9 code with description.





			Item 12


			Outpatient Hospital





			Description


			Use Codes to Identify Outpatient Visits specified by the HEDIS 2014 Technical Specifications for the measure Ambulatory Care (AMB) for identifying members, claims and expenditures.





			Item 13


			Pharmacy





			Description


			Use appropriate CPT codes for the services listed.





			Item 14


			Ancillaries





			Description


			Use appropriate CPT codes for the services listed.





			Item 15


			Physician





			Description


			Use appropriate CPT codes for the services listed.





			Item 16


			Other





			Description


			Use appropriate CPT codes for the services listed.





			Item 17


			Preventive Services





			Description


			For Immunizations Use Codes to Identify Childhood Immunizations specified by the HEDIS 2014 Technical Specifications for the measure Childhood Immunization Status (CIS) for identifying members, claims and expenditures.


For Annual Physical use Codes to Identify Preventive/Ambulatory Health Services specified by the HEDIS 2014 Technical Specifications for the measures Adults’ Access to Preventive/Ambulatory Health Services (AAP) and Children and Adolescents’ Access to Primary Care Practitioners (CAP) for identifying members, claims and expenditures.


For Pap Smear use Codes to Identify Cervical Cancer Screening specified by the HEDIS 2014 Technical Specifications for the measure Cervical Cancer Screening (CCS) for identifying members, claims and expenditures.


For mammogram use Codes to Identify Breast Cancer Screening specified by the HEDIS 2014Technical Specifications for the measure Breast Cancer Screening (BCS) for identifying members, claims and expenditures.





			


			For colorectal cancer exam/lab test use Codes to Identify Colorectal Cancer Screening specified by the HEDIS 2014 Technical Specifications for the measure Colorectal Cancer Screening (COL).











			QR-CDS – Cost Driver Summary Report





			Purpose


			To include information to manage the growth of health care costs for Care Select members.  To monitor members’ access and utilization of services by various service categories.  (Amendment #6 IV.A.5 & 6)





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.    In 2014 this quarterly report is to be submitted to OMPP by the last day of the month following the end of the reporting quarter. Primary diagnosis will be used for the Top 20 Diagnoses for ER Visit.





			QR-CDS Data Elements





			Item 1


			No. of Members





			Description


			For each category of service, list the total number of members who obtained one or more services in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 2


			No. of Paid Claims





			Description


			For each category of service, list the total number of claims paid in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 3


			Total Expenditures





			Description


			For each category of service, list the total dollar amount of claims paid as of the last day of the reporting period.


Enter a dollar value.





			Item 4


			Avg. Monthly Expenditures Per Member





			Description


			For each category of service, provide the average monthly expenditure per member spent during the reporting period.





			Item 5


			Avg. Expenditures Per Service 





			Description


			Indicate the average expenditure per service. 





			Item 6


			Emergency Room





			Description


			Use Codes to Identify ED Visits specified by the HEDIS 2014 Technical Specifications for the measure Ambulatory Care (AMB) for identifying members, claims and expenditures.


Of the total number of members in 1, indicate the number of Care Select  members who had an Emergency Room visit by the following age categories:


· 0 - 12 months


· 13 months – 9 years


· 10 - 19 Years


· 20 – 44 years


· 45 – 64 years


· > 65 years


Of the total number of members by age categories, provide the number of paid claims (2), total expenditures (3), average expenditures per member (4) and average expenditure per service (5).








			Item 7


			Top 20 Reasons for Emergency Room Visits





			Description


			Indicate the most common, top 20 presenting diagnoses at the ER during the reporting period.


Enter ICD-9 code with description.





			Item 8


			Inpatient Hospital





			Description


			Use the HEDIS 2014 Technical Specifications for the measure Inpatient Utilization – General Hospital/Acute Care (IPU) for identifying members, claims and expenditures.





			Item 9


			Total Number of Inpatient Days





			Description


			Indicate the total number of inpatient days for which a claim was submitted during the reporting period.


Enter a whole number.





			Item 10


			Average Length of Stay (ALOS)





			Description


			For the reporting period, indicate the average length of inpatient stays.


Enter a whole number.





			Item 11


			Top 20 Reasons for Inpatient Hospital Visits





			Description


			Indicate the most common, top 20 presenting diagnoses for an inpatient hospital admission during the reporting period.


Enter ICD-9 code with description.





			Item 12


			Outpatient Hospital





			Description


			Use Codes to Identify Outpatient Visits specified by the HEDIS 2014Technical Specifications for the measure Ambulatory Care (AMB) for identifying members, claims and expenditures.





			Item 13


			Pharmacy





			Description


			Use appropriate CPT codes for the services listed.





			Item 14


			Ancillaries





			Description


			Use appropriate CPT codes for the services listed.





			Item 15


			Physician





			Description


			Use appropriate CPT codes for the services listed.





			Item 16


			Other





			Description


			Use appropriate CPT codes for the services listed.








			Item 17


			Preventive Services





			Description


			For Immunizations Use Codes to Identify Childhood Immunizations specified by the HEDIS 2014 Technical Specifications for the measure Childhood Immunization Status (CIS) for identifying members, claims and expenditures.


For Annual Physical use Codes to Identify Preventive/Ambulatory Health Services specified by the HEDIS 2014 Technical Specifications for the measures Adults’ Access to Preventive/Ambulatory Health Services (AAP) and Children and Adolescents’ Access to Primary Care Practitioners (CAP) for identifying members, claims and expenditures.


For Pap Smear use Codes to Identify Cervical Cancer Screening specified by the HEDIS 2014Technical Specifications for the measure Cervical Cancer Screening (CCS) for identifying members, claims and expenditures.


For mammogram use Codes to Identify Breast Cancer Screening specified by the HEDIS 2014 Technical Specifications for the measure Breast Cancer Screening (BCS) for identifying members, claims and expenditures.





			


			For colorectal cancer exam/lab test use Codes to Identify Colorectal Cancer Screening specified by the HEDIS 2014 Technical Specifications for the measure Colorectal Cancer Screening (COL).
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This template is Copyright © 2010 by The Workgroup for Electronic Data Interchange (WEDI) and the 


Data Interchange Standards Association (DISA), on behalf of the Accredited Standards Committee 


(ASC) X12. All rights reserved. It may be freely redistributed in its entirety provided that this copyright 


notice is not removed. It may not be sold for profit or used in commercial documents without the written 


permission of the copyright holder. This document is provided “as is” without any express or implied 


warranty. Note that the copyright on the underlying ASC X12 Standards is held by DISA on behalf of 


ASC X12. 
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Preface 


The Health Insurance Portability and Accountability Act (HIPAA) adopted standard transaction sets for 


Electronic Data Interchange (EDI) of health care data.  Covered entities must adhere to the content and 


format requirements as defined in the ASC X12N Implementation Guides. 


The Indiana Health Coverage Programs (IHCP) has developed this document to serve as a companion 


document to provide guidance and clarification as it applies to the IHCP.  It is not intended to modify, 


contradict or reinterpret the rules established by the ASC X12N Implementation Guides. 
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Transaction Instruction (TI) 


1 TI Introduction 


1.1 Background 


1.1.1 Overview of HIPAA Legislation 


The Health Insurance Portability and Accountability Act (HIPAA) of 1996 carries 


provisions for administrative simplification. This requires the Secretary of the 


Department of Health and Human Services (HHS) to adopt standards to support the 


electronic exchange of administrative and financial health care transactions primarily 


between health care providers and plans. HIPAA directs the Secretary to adopt 


standards for transactions to enable health information to be exchanged 


electronically and to adopt specifications for implementing each standard HIPAA 


serves to: 


 Create better access to health insurance 


 Limit fraud and abuse 


 Reduce administrative costs 


1.1.2 Compliance according to HIPAA 


The HIPAA regulations at 45 CFR 162.915 require that covered entities not enter 


into a trading partner agreement that would do any of the following: 


 Change the definition, data condition, or use of a data element or segment in a 


standard. 


 Add any data elements or segments to the maximum defined data set. 


 Use any code or data elements that are marked “not used” in the standard’s 


implementation specifications or are not in the standard’s implementation 


specification(s). 


 Change the meaning or intent of the standard’s implementation specification(s). 


1.1.3 Compliance according to ASC X12 


ASC X12 requirements include specific restrictions that prohibit trading partners 


from: 


 Modifying any defining, explanatory, or clarifying content contained in the 


implementation guide. 
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 Modifying any requirement contained in the implementation guide. 


1.2 Intended Use  


The Transaction Instruction component of this companion guide must be used in 


conjunction with an associated ASC X12 Implementation Guide. The instructions in this 


companion guide are not intended to be stand-alone requirements documents. This 


companion guide conforms to all the requirements of any associated ASC X12 


Implementation Guides and is in conformance with ASC X12’s Fair Use and Copyright 


statements. 
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2 Included ASC X12 Implementation Guides 


This table lists the X12N Implementation Guides for which specific transaction Instructions apply 


and which are included in Section 3 of this document. 


The associated ASC X12 TR3’s are available at http://store.x12.org/store 


 


               Unique ID  Name 
 


005010X218  Group Premium Payment for Insurance Products (820) 
 



http://store.x12.org/store
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3 Instruction Tables 


These tables contain one or more rows for each segment where supplemental instruction is 


needed.  


Legend 


SHADED rows represent “segments” in the X12N implementation guide. 


NON-SHADED rows represent “data elements” in the X12N implementation guide. 


BLACK TEXT represents notes that apply to all Programs – Hoosier Healthwise (HHW), Care Select 


(CS) and Healthy Indiana Plan (HIP) 


BLUE TEXT represents notes that apply to Hoosier Healthwise (HHW) and/or Care Select (CS) 


PURPLE TEXT represents notes that only apply to Healthy Indiana Plan (HIP) 


 


005010X218 Group Premium Payment for Insurance Products (820) 


Page 


# 
Loop ID Reference Name Codes Length Notes/Comments 


36  BPR Financial 


Information 


   


37  BPR01 Transaction 


Handling Code 


I  IHCP only uses code I 


37  BPR02 Monetary Amount   IHCP Note: 


Limited to 10 characters not including the decimal 


point 


40  BPR10 Originating 


Company 


Identifier 


 10 IHCP sends value 1752548221 


43  TRN Reassociation 


Trace Number 


   


44  TRN03 Originating 


Company 


Identifier 


 10 IHCP sends value 1752548221 


44  TRN04 Reference 


Identification 


P 


C 


 


 HIP 


Value P indicates the file contains POWER 


Account payment details. 


Value C indicates the file contains Capitation 


payment details. 


  


P – POWER Account 


C – Capitation 


48  REF Premium 


Receivers 


Identification Key 
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48  REF01 Reference 


Identification 


Qualifier 


14  IHCP only uses code 14 


49  REF02 Reference 


Identification 


 10 HHW/CS 


The identifier consists of the nine-digit MCE ID and 


one-character region code 


  


HIP 


The identifier consists of the nine-digit MCE ID and 


region code "A" 


56 1000A N1 Premium 


Receiver's Name 


   


57 1000A N104 Identification Code   IHCP sends the MCE federal tax ID 


64 1000B N1 Premium Payer's 


Name 


   


64 1000B N102 Name   IHCP sends value HP 


65 1000B N104 Identification Code   IHCP sends value 752548221 


82 2000A ENT Organization 


Summary 


Remittance 


  IHCP uses this segment to provide information 


pertaining to an adjustment to the total payment 


amount that is not associated with a specific 


member. 


  


HIP 


Not used in the POWER Account 820 


83 2000A ENT02 Entity Identifier 


Code 


2L  IHCP only uses code 2L 


83 2000A ENT03 Identification Code 


Qualifier 


24  IHCP only uses code 24 


84 2000A ENT04 Identification Code   IHCP sends value 752548221 


87 2300A RMR Organization 


Summary 


Remittance Detail 


  IHCP uses this segment to relay detailed 


remittance information pertaining to an adjustment 


to the total payment amount that is not associated 


with a specific member 


87 2300A RMR01 Reference 


Identification 


Qualifier 


IK  IHCP only sends value IK 


88 2300A RMR02 Reference 


Identification 


  IHCP sends the IHCP accounts receivable (A/R) 


control number 


88 2300A RMR04 Monetary Amount   IHCP sends the amount of the A/R adjustment 


103 2320A ADX Organization 


Summary 


Remittance Level 


Adjustment for 


Current Payment 


  IHCP uses this segment to provide an adjustment 


to the total payment amount that is not associated 


with a specific member 


104 2320A ADX02 Adjustment 


Reason Code 


  IHCP uses code 52 for A/R adjustments and code 


53 for expenditures 
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52 – Credit for Overpayment 


53 – Remittance for Previous Underpayment 


105 2000B ENT Individual 


Remittance 


  IHCP uses this segment to provide information 


pertaining to an individual for whom payment is 


being submitted 


107 2100B NM1 Individual Name   IHCP uses this segment to relay the name and 


identifier of the individual for whom the premium 


payment is being submitted 


109 2100B NM109 Identification Code  12 IHCP sends the 12-digit IHCP member ID 


112 2300B RMR Individual 


Premium 


Remittance Detail 


  IHCP uses this segment to relay detailed 


remittance information for each IHCP member for 


whom a premium is paid 


113 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300B 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


RMR02 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  HHW/CS 


This element includes the following data to facilitate 


identification for the MCE: 


• Recipient Group NPI 


• Recipient Primary Medical Provider (PMP) NPI 


• Recipient Capitation Category Code 


• Recipient Payment Reason Code 


• If the recipient’s group or PMP has not reported 


their NPI to the IHCP, the message 


“NOGROUPNPI” or “NO_PMP_NPI” is sent in 


place of an identifier. 


• If the provider is atypical the LPI will be sent. 


• The last digit of RMR02 is the member’s 


residence region code at the time cap was paid.  


Values used – 0 thru 8 with the zero indicating that 


the member’s residence region code is not 


available. 


  


HHW/CS Capitation Category Codes 


A1 Package A Preschool Ages 1 to 5 


A6 Package A/P Child Ages 6 to 12 


UF Package A MA-U Female 


UM Package A MA-U Male 


U1 Package A MA-U Preschool Ages 1 to 5 


U6 Package A MA-U Child Ages 6 to 12 


UT Package A MA-U Teen Ages 13 to 20 


UD Package A MA-U Delivery Payment 


UN Package A MA-U Newborn 


C1 Package C Preschool Ages 1 to 5 


C6 Package C Child Ages 6 to 12 


AF Package A/B/P Adult Female 


AM Package A Adult Male 


NB Package A Newborn 0 to 12 Months 
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113 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300B 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


RMR02 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


TN Package A/B/P Teen Ages 13 to 20 


DP Package A/B Delivery Payment 


CH 
Package A Children Ages 1 to 12 (prior to 


1/1/01) 


CC 
Package C Children Ages 1 to 12 (prior to 


1/1/01) 


CT Package C Teens Age 13 to 18 


CD Package C – Delivery Payment 


CN Package C – Newborn 0 to 12 Months 


NP Package A/B – NOP Payment 


UP Package A MA-U – NOP Payment 


CP Package C – NOP Payment 


CS Care Select Capitation Admin Fee 


Z1 Care Select Cap Admin. Fee Tier 1 


Z2 Care Select Cap Admin. Fee Tier 2 


Z3 Care Select Cap Admin. Fee Tier 3 


Z4 Care Select Cap Admin. Fee Tier 4 


  


HHW/CS Capitation Reason Codes 


HN Payment – Half Month Normal 


PB Payment – Birth Month 


PH Payment – Half Month Retro 


PN Payment – Normal 


PR Payment – Retro 


PA Payment – Adjustment Payment 


PC Payment – Adjustment Recon Full Month 


PD Payment – Delivery Increase 


PE Payment – Adjustment Recon Half Month 


PG Payment – Adjustment Recon Birth Month 


PI Payment – Adjustment Increase 


PJ Payment – Recipient Eligibility Adjustment 


PK 
Payment – Retroactive Eligibility Between 


Programs 


PL 
Payment – Adjustment Auto-Recon Full 


Month 


PM 
Payment – Adjustment Auto-Recon Half 


Month 


PO 
Payment – Adjustment Auto-Recon Birth 


Month 


RC Recoupment – Delivery 


RD Recoupment – Death 
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113 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300B 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


RMR02 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


RE 
Recoupment – Recipient Eligibility 


Adjustment 


RF Recoupment – Adjustment Recovery Full 


RG 
Recoupment – Retroactive Eligibility 


Between Programs 


RH 
Recoupment – Adjustment Auto-Recon Half 


Month 


RL 
Recoupment – Adjustment Auto-Recon Full 


Month 


RP Recoupment – Adjustment Recovery Partial 


RS Recoupment – Delivery Systematic 


NP 
Recoupment – Normal Payment Notice of 


Pregnancy 


RN Recoupment – Notification of Pregnancy 


  


CARE SELECT MEMBERS ONLY 


Tier Level Codes 


0 Stratification Level 0 


1 Stratification Level 1 


2 Stratification Level 2 


3 Stratification Level 3 


4 Stratification Level 4 


  


HIP 


This data element includes the following data to 


facilitate identification for the insurer: 


Capitation File: 


• Recipient Capitation Category Code 


• Recipient Payment Reason Code 


  


POWER Account File: 


• Recipient POWER Account Category Code 


• Recipient POWER Account Payment Reason 


Code 


  


HIP Capitation Category Codes 


M1 MA-HC Male ages 19-24 


M2 MA-HC Male ages 25-34 


M3 MA-HC Male ages 35-44 


M4 MA-HC Male ages 45-54 


M5 MA-HC Male ages 55-64 


F1 MA-HC Female ages 19-24 


F2 MA-HC Female ages 25-34 


F3 MA-HC Female ages 35-44 
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113 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2300B 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


RMR02 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Reference 


Identification 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


F4 MA-HC Female ages 45-54 


F5 MA-HC Female ages 55-64 


Y1 MA-HN Male ages 19-24 


Y2 MA-HN Male ages 25-34 


Y3 MA-HN Male ages 35-44 


Y4 MA-HN Male ages 45-54 


Y5 MA-HN Male ages 55-64 


X1 MA-HN Female ages 19-24 


X2 MA-HN Female ages 25-34 


X3 MA-HN Female ages 35-44 


X4 MA-HN Female ages 45-54 


X5 MA-HN Female ages 55-64 


  


HIP Capitation Reason Codes 


PN Payment - Normal 


PR Payment - Retro 


RD Recoupment - Death 


PT Payment - Increase Adjustment 


RT Recoupment - Decrease Adjustment 


PU Payment - Member Elig Adjustment 


RU Recoupment - Member Elig Adjustment 


PV Payment - Adjustment Auto Recon 


RV Recoupment - Adjustment Auto Recon 


  


POWER Account Reason Codes 


PW POWER Account 


SC State POWER Account 


WR State POWER Account Recoup 


MN 
Member Remaining POWER to Receiving 


Plan 


NP State Remaining POWER to Receiving Plan 


TR Termination Recoup 


PS 
Plan Change Recoup Remaining State 


POWER 


PM 
Plan Change Recoup Remaining Member 


POWER 


RM Recoup-Rollover Member Amount 


RS Recoup-Rollover State Amount 


SR 
Payment-State POWER Rollover to 


Receiving Plan 







Indiana Health Coverage Programs 


Jan 2013 ● 005010  14 


 


113 2300B RMR02 Reference 


Identification SS 
Payment-Member POWER Rollover to 


Receiving Plan 


PP Provisional POWER Account 


RP Recoupment Provisional POWER Account 


AP Manual Adjustment – Payment 


AR Manual Adjustment – Recoupment 


EP Eligibility Adjustment – Payment 


ER Eligibility Adjustment - Recoupment 


RX Recoup POWER owed State for PDRMS 


TP 


Termination Payment Due to Void 


Termination POWER Account Reconciliation 


Transaction 


  


113 2300B RMR04 Monetary Amount   IHCP Note: 


This is the monthly premium amount paid by the 


IHCP. This element may also be an adjustment or 


recoupment amount, half-month payment, or 


retroactive payment. 


  


HIP 


Executing recoupments from a HIP plan are 


contingent on that plan having incoming dollars to 


offset the recoupment amounts. This applies 


independently to both capitation and POWER 


account transactions. If there are insufficient 


incoming dollars during the monthly financial cycle, 


accounts receivables (A/Rs) will remain open until 


they can be satisfied in subsequent financial 


cycles. 


115 2300B DTM Individual 


Coverage Period 


  IHCP uses this segment to relay the start and end 


date of the IHCP member’s coverage period 


associated with the premium payment segment in 


the previous RMR segment 


115 2300B DTM01 Date/Time 


Qualifier 


582  IHCP only uses code 582 


116 2300B DTM06 Date Time Period   IHCP Note: 


This is the coverage period for the specific 


payment in the RMR in CCYYMMDD-CCYYMMDD 


format 


  


HIP 


When RMR02 = PWPP, the benefit period will be 


22991231 – 22991231 
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TI Additional Information 


3.1 Business Scenarios 


Not applicable 


3.2 Payer Specific Business Rules and Limitations 


All references to the IHCP in this Companion Guide refer to Indiana Health Coverage 


Programs. 


All references to the IHCP provider number in this Companion Guide refer to the Indiana 


Health Coverage Programs Legacy Provider number (LPI). 


                     4.2.1   Interchange Control Header 


4.2.1.1 Interchange Sender ID (ISA06) – Value is IHCP. 


4.2.1.2 Interchange Receiver ID (ISA08) – This is the four-byte sender ID assigned by the 


IHCP. 


                   4.2.2   Functional Group Header 


4.2.2.1 Application Sender Code (GS02) – Value is IHCP. 


4.2.2.2 Application Receiver’s Code (GS03) – This is the four-byte sender ID assigned by 


the IHCP. 


         


3.3 Frequently Asked Questions 


Not applicable 
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3.4 Other Resources 


This section lists other references or resources. 


HP EDI Solutions 
950 North Meridian Street, Suite 1150 
Indianapolis, IN 46204 
Fax: (317) 488-5185 


INXIXTradingPartner@hp.com 


 


Indiana Medicaid for Providers website 
http://provider.indianamedicaid.com 
 


Electronic Data Interchange (EDI) Solutions 
http://provider.indianamedicaid.com/general-provider-services/electronic-data-
interchange-(edi)-solutions.aspx 


 


IHCP Provider Manual 
http://provider.indianamedicaid.com/general-provider-services/manuals.aspx 
 


News, Bulletins and Banner pages 
http://provider.indianamedicaid.com/news,-bulletins,-and-banners.aspx 
 



mailto:INXIXTradingPartner@hp.com

http://provider.indianamedicaid.com/

http://provider.indianamedicaid.com/general-provider-services/electronic-data-interchange-(edi)-solutions.aspx

http://provider.indianamedicaid.com/general-provider-services/electronic-data-interchange-(edi)-solutions.aspx

http://provider.indianamedicaid.com/general-provider-services/manuals.aspx

http://provider.indianamedicaid.com/news,-bulletins,-and-banners.aspx
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4 TI Change Summary  


This section describes the differences between the current Companion Guide and 


previous guide(s). 


 


Version CO Revision Date Revision Page 


Numbers 


Revision Reason Completed by 


2.0  Jan 2013 New  CAQH CORE format Systems 


      


      


      


      


 






Sheet1

		RFP 15-001
Urban-Rural County Classifications





		County Name		Urban/Rural				County Name		Urban/Rural

		Adams County		Rural				Lawrence County		Rural

		Allen County		Urban				Madison County		Urban

		Bartholomew County		Urban				Marion County		Urban

		Benton County		Urban				Marshall County		Rural

		Blackford County		Rural				Martin County		Rural

		Boone County		Urban				Miami County		Rural

		Brown County		Urban				Monroe County		Urban

		Carroll County		Urban				Montgomery County		Rural

		Cass County		Rural				Morgan County		Urban

		Clark County		Urban				Newton County		Urban

		Clay County		Urban				Noble County		Rural

		Clinton County		Rural				Ohio County		Urban

		Crawford County		Rural				Orange County		Rural

		Daviess County		Rural				Owen County		Urban

		Dearborn County		Urban				Parke County		Rural

		Decatur County		Rural				Perry County		Rural

		DeKalb County		Rural				Pike County		Rural

		Delaware County		Urban				Porter County		Urban

		Dubois County		Rural				Posey County		Urban

		Elkhart County		Urban				Pulaski County		Rural

		Fayette County		Rural				Putnam County		Urban

		Floyd County		Urban				Randolph County		Rural

		Fountain County		Rural				Ripley County		Rural

		Franklin County		Rural				Rush County		Rural

		Fulton County		Rural				St. Joseph County		Urban

		Gibson County		Rural				Scott County		Urban

		Grant County		Rural				Shelby County		Urban

		Greene County		Rural				Spencer County		Rural

		Hamilton County		Urban				Starke County		Rural

		Hancock County		Urban				Steuben County		Rural

		Harrison County		Urban				Sullivan County		Urban

		Hendricks County		Urban				Switzerland County		Rural

		Henry County		Rural				Tippecanoe County		Urban

		Howard County		Urban				Tipton County		Rural

		Huntington County		Rural				Union County		Urban

		Jackson County		Rural				Vanderburgh County		Urban

		Jasper County		Urban				Vermillion County		Urban

		Jay County		Rural				Vigo County		Urban

		Jefferson County		Rural				Wabash County		Rural

		Jennings County		Rural				Warren County		Rural

		Johnson County		Urban				Warrick County		Urban

		Knox County		Rural				Washington County		Urban

		Kosciusko County		Rural				Wayne County		Rural

		LaGrange County		Rural				Wells County		Urban

		Lake County		Urban				White County		Rural

		LaPorte County		Urban				Whitley County		Urban








