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REFERENCED ATTACHMENTS

ATTACHMENT B

HOSPITAL ADEQUATE ACTION NOTICE

Denial of Service

Date

Beneficiary Name

Beneficiary Address

RE:  Beneficiary Name

        Beneficiary Medicaid ID #

Dear (Beneficiary Name):

(Contractor Name), the contractor for the State of Michigan’s Prior Authorization Certification Evaluation Review Program, has received a request from your physician for services for Medicaid or Medicaid/CSHCS dually enrolled coverage under this contract.  Following a review of the services for which you have applied, it has been determined that the following service(s) shall not be authorized.  The reason for this action is the physician reviewer determined that the admission and procedure are not medically necessary.  The documentation did not support symptomatology that would warrant an acute care admission/procedure.  Therefore, authorization for the admission has been denied.  The legal basis for this decision is 42CFR440.230(d).

Service(s)                                                                                        Effective Date

______________________________          ___________________________________________
  ______________________________________________________________________________                        

If you do not agree with this action, you may request a Michigan Department of Community Health (department) hearing within 90 days of the date of this notice.  Hearing requests must be made in writing and signed by you or your authorized representative.

To request a departmental hearing, complete the “Request for Hearing” form, and return it in the enclosed envelope, or mail to:

State Office of Administrative Hearings and Rules

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

P.O. BOX 30763

LANSING, MI 48909-7695

If you have any questions about this denial, you may call the Contractor Manager for the (Contractor Name) Contract at (phone number).

If you want to know more about how a departmental hearing works, call (877) 833-0870.

Enclosures:

Hearing Request Form

Return Envelope

ATTACHMENT C

HOSPITAL ADVANCE ACTION NOTICE

Suspension, Reduction or Termination

Date

Name

Address

City, State, Zip

RE:  Beneficiary’s Name

        Beneficiary’s Medicaid ID Number

Dear_________________:

(Contractor name), the contractor for the State of Michigan’s Prior Authorization Certification Evaluation  Review Program, has received a request from your physician for services for Medicaid, or Medicaid/CSHCS dually enrolled coverage under this contract.  Following a review of the services that you are currently receiving, it has been determined that the following service(s) shall not be authorized.  The reason for this action is____________________

__________________.  The legal basis for this decision is 42CFR440.230(d).

Service(s)                                                                Effective Date

_________________________                               ____________________________

_________________________                               ____________________________

If you do not agree with this action, you may request a Michigan Department of Community Health (department) hearing within 90 days of the date of this notice.  Hearing requests must be made in writing and signed by you or your authorized representative.

To request a departmental hearing, complete the “Request for Hearing” form, and return it in the enclosed envelope, or mail to: 

                                            State Office of Administrative Hearings and Rules

                                            MICHIGAN DEPARTMENT OF COMMUNITY HEALTH 

                                            P.O. BOX 30763

                                            LANSING, MI 48909-7695 

You will continue to receive the affected services in most circumstances until the hearing decision is rendered if your request for a department hearing is received prior to the effective date of action.

If you continue to receive benefits because you requested a department hearing you may be required to repay the benefits.  This will occur if:

· The proposed termination or denial of benefits is upheld in the hearing decision.

· You withdraw your hearing request.

· You or the person you asked to represent you does not attend the hearing.

If you have any questions about this denial, you may call the Contractor Manager for the (Contractor Name) Contract at (phone number).

If you want to know more about how a departmental hearing works, call (877) 833-0870.

Enclosures: 

Hearing Request Form

Return Envelope

ATTACHMENT D






LONG TERM CARE






Adequate Action Notice

Date:

Name:

Address:

City, State, Zip Code

Dear___________:

Following a review of your long term care needs, it has been determined that you do not qualify for nursing facility level services based on the Michigan Medicaid Nursing Facility Level of Care Determination.  You did not qualify under any of the following eligibility categories:  Activities of Daily Living, Cognition, Physician Involvement, Treatments and Conditions, Skilled Rehabilitative Therapies, Behavior, or Service Dependencies.  The legal basis for this decision is 42 CFR 440.230 (d).

If you do not agree with this action, you may request all or any of the following:

Medicaid Fair Hearing:  to request a Medicaid Fair Hearing, complete a “Request for an Administrative Hearing” (DCH-0092) form and mail it to:




State Office of Administrative Hearings and Rules




Michigan Department of Community Health





P.O. Box 30763




      Lansing, Michigan 48909

The Medicaid Fair Hearing Request must be

· Received within 90 calendar days of the date of this notice
· In writing, and

· Signed by you or a person authorized to sign for you

Sincerely, 

(provider representative)

ATTACHMENT E

LONG TERM CARE






Advance Action Notice

Date:

Name:

Address:

City, State, Zip Code

Dear___________:

Following a review of your long term care needs, it has been determined that you no longer qualify for nursing facility level services based on the Michigan Medicaid Nursing Facility Level of Care Determination.  You did not qualify under any of the following eligibility categories: Activities of Daily Living, Cognition, Physician Involvement, Treatments and Conditions, Skilled Rehabilitative Therapies, Behavior, or Service Dependencies.  Nursing facility level services will be terminated 90 days from the date of this notice.  The final date of nursing facility level services will be ___________.  The legal basis for this decision is 42 CFR 440.230 (d).

If you do not agree with this action, you may request all or any of the following:

Medicaid Fair Hearing:  to request a Medicaid Fair Hearing, complete a “Request for an Administrative Hearing” (DCH-0092) form and mail it to:




State Office of Administrative Hearings and Rules




Michigan Department of Community Health





P.O. Box 30763




      Lansing, Michigan 48909

The Medicaid Fair Hearing Request must be”

· Received within 90 calendar days of the date of this notice
· In writing, and

· Signed by you or a person authorized to sign for you

You will continue to receive the affected services until the hearing decision is rendered if your request for a fair hearing is received prior to the effective date of action as stated above.

Sincerely, 

(provider representative)

ATTACHMENT F

REQUEST for HEARING

INSTRUCTIONS

You may use this form to request a hearing.  You may also submit your hearing request in writing on any paper. 

A hearing is an impartial review of a decision made by the Michigan Department of Community Health

or one of its contract agencies that client believes is wrong. 

GENERAL INSTRUCTIONS:

· Read ALL instructions FIRST, then remove this instruction sheet before completing the form.

· Complete Section 1.
· Complete Section 2 only if you want someone to represent you at the hearing. 
· Do NOT complete Section 4.

· Please use a PEN and PRINT FIRMLY.

· If you have any questions, please call toll free: 1 (877) 833 - 0870.
· Remove the BOTTOM (Yellow) copy and save with the instruction sheet for your records.

· After you complete this form, mail it in the enclosed self addressed, postage paid envelope or

mail to:

STATE OFFICE OF ADMINISTRATIVE HEARINGS AND RULES

                                       FOR THE DEPARTMENT OF COMMUNITY HEALTH

                                                                PO BOX 30763

                                                           LANSING MI  48909

· You may choose to have another person represent you at a hearing.

· This person can be anyone you choose but he/she must be at least 18 years of age.

· You MUST give this person written permission to represent you.  You may give written permission by checking YES in SECTION 2 and having the person who is representing you complete SECTION 3.  You MUST still complete and sign SECTION 1. 

· Your guardian or conservator may represent you.  A copy of the Court Order naming the guardian/conservator must be included with this request.

	· The Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, marital status, political beliefs or disability.

· If you need help with reading, writing, or hearing, you are invited to make your needs known to the Department of Community Health.

	If you do not understand this, call the Department of Community Health at (877) 833-0870.   

Si Ud. no entiende esto, llame a la oficina del Departamento de Salud Comunitaria.


[image: image1.wmf]
	1 (877) 833 - 0870

	Completion:
	Is Voluntary


DCH-0092 (SOAHR) INSTRUCTION SHEET  (Rev. 3-06)
See the Request Form Underneath
REQUEST FOR HEARING

STATE OFFICE OF ADMINISTRATIVE HEARINGS AND RULES FOR THE DEPARTMENT OF COMMUNITY HEALTH

PO BOX 30763
LANSING, MI  48909

1 (877) 833-0870

SECTION 1 – To be completed by PERSON REQUESTING A HEARING:

	Your Name


	Your Telephone Number

(           )
	Your Social Security Number



	Your Address (No. & Street, Apt. No.)


	Your Signature


	Date Signed



	City


	State


	ZIP Code


	
	

	What Agency took the action or made the decision that you are appealing. 
	Case Number

	I WANT TO REQUEST A HEARING:  The following are my reasons for requesting a hearing.  Use Additional Sheets if Needed.

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Do you have physical or other conditions requiring special arrangements for you to attend or participate in a hearing?

	 FORMCHECKBOX 
 NO

	 FORMCHECKBOX 
 YES  (Please Explain in Here):


SECTION 2 – Have you chosen someone to represent you at the hearing?  

	Has someone agreed to represent you at a hearing?

	 FORMCHECKBOX 
 NO
	 FORMCHECKBOX 
 YES  (If YES, have the individual complete section 3)


SECTION 3 – Authorized Hearing Representative Information:

	Name of Representative

	Representative Telephone Number

(              )

	Address (No. & Street, Apt. No.)


	Representative Signature


	Date Signed



	City


	State


	ZIP Code


	
	


SECTION 4 – To be completed by the AGENCY distributing this form to the client

	Name of Agency

	AGENCY Contact Person Name



	AGENCY Address (No. & Street, Apt. No.)


	AGENCY Telephone Number

(              )

	City


	State


	ZIP Code


	State Program or Service being provided to this appellant


DCH-0092 (SOAHR)  (Rev 3/06)


DISTRIBUTION:   WHITE (2nd page) Administrative Tribunal,  YELLOW - Person Requesting Hearing

ATTACHMENT G

Annotations

DOC (documented), meaning the service conformed to Program regulations, policies and procedures.

NF (not found), meaning the provider did not provide any record substantiating that the service was performed.

NS-1 (not supported), meaning the service was improperly billed.

NS-2, meaning the service is not a covered benefit of the Program.

NS-3, meaning the service was not medically necessary.

NS-4, meaning the record(s) was insufficient to support the service paid by the Program. 

NS-7, meaning the record(s) was illegible.

RC, meaning that the record did not support the service paid but supported another service.  The procedure code for the appropriate service will be annotated beneath the printed procedure code.

RC/UP (recoded underpayment), meaning that the record did not support the service paid but supported another service.  The procedure code for the appropriate service will be annotated beneath the printed procedure code.  If this results in an underpayment to the provider the annotation will be reflected by RC/UP (recoded underpayment).

ATTACHMENT H
[Outpatient Letter] 

DATE
Jane Doe

Utilization Review Specialist

Sample Road

Anywhere, MI xxxxx

Dear Ms. Doe:

The (Contractor Name) as a contracted agent of the Michigan Department of Community Health, is currently performing a audit of your Provider Type 40 (Outpatient Hospital) facility.  As I explained during my telephone conversation, this post payment medical record review is being conducted to determine compliance with Medicaid policy and guidelines.

This letter is to confirm our appointment scheduled for _________and ________at ______a.m. in your facility.  These visits are to copy records for approximately two hundred fifty (250) Medicaid beneficiaries for whom you provided services for the review period of 1/1/200_ thru 12/31/200_.  All Outpatient Services for the beneficiaries included in the sample, for the review period are needed.  Examples of some of the Outpatient Hospital services that may be included are:  laboratory, radiology, Emergency Room visits, physical therapy etc.  Some of the services may include items that are series billed such as physical therapy visits.   An itemized bill is needed for the following Revenue Center Codes 250, 251, 252, 257, 258, 259, 260, 262, 270, 271, 272, and 370.  The dates of service that require the itemized bill are highlighted on the case listing.

In addition to myself there will be another nurse reviewer.  We will require a room with an electrical outlet and will be bringing equipment to your facility.  You will be furnished with a beneficiary list thirty (30) calendar days prior to our arrival.  It is estimated we will need ______ days at your facility to copy the records.  

If you have any questions regarding this correspondence or if there is difficulty locating a record and you need assistance identifying the Outpatient Hospital service provided please call.  I can be reached at (---) --- - ----.  

Thank-you again for your cooperation and continued participation in the Medicaid Program.

Sincerely,

 _________RN, ______________

ADDRESS

Cc: CEO

ATTACHMENT H1

[Inpatient Letter] 

DATE
Jane Doe

Utilization Review Specialist

Sample Road

Anywhere, MI xxxxx

Dear Ms. Doe:

The (Contractor Name) as a contracted agent of the Michigan Department of Community Health is currently performing an audit of your Provider Type 30 (Inpatient Hospital) facility.  As I explained during my telephone conversation, this post payment medical record review is being conducted to determine compliance with Medicaid policy and guidelines.

This letter is to confirm our appointment scheduled for _________and ________at ______a.m. in your facility.  These visits are to copy records for approximately two hundred fifty (250) Medicaid beneficiaries for whom you provided services for the review period of 1/1/200_ thru 12/31/200_.  The beneficiaries may have more than one (1) Inpatient Hospital admission during the audit review period.  All admissions for the beneficiaries included in the sample for the audit timeframe are needed.

In addition to myself there will be another nurse reviewer.  We will require a room with an electrical outlet and will be bringing equipment to your facility.  You will be furnished with a beneficiary list thirty (30) calendar days prior to our arrival.  It is estimated we will need ______ days at your facility to copy the records.  

If you have any questions regarding this correspondence or if there is difficulty locating a record and you need assistance identifying the Inpatient Hospital admission please call.  I can be reached at (---) --- - ----.  

Thank-you again for your cooperation and continued participation in the Medicaid Program.

Sincerely,

 _________RN, ______________

ADDRESS
Cc: CEO

ATTACHMENT I

DATE

Jane Doe

Utilization Review Specialist

Sample Road

Anywhere, MI xxxxx

Dear Ms. Doe:

Attached you will find a list of the records that are missing from the audit sample.  As per our telephone conversation this afternoon, please send me all records you are able to locate within ten (10) business days of the date of this letter.  Any record not found for this audit will be considered Not Found (NF) and monies will be recouped accordingly.

If you have any questions regarding this correspondence please call.  I can be reached at (---) -------.

Thank-you again for your cooperation and continued participation in the Medicaid Program.

Sincerely,

 _________RN, ______________

Contractor Name

Contractor Address

CC:CEO

Attachment I cont’

	BENEFICIARY NAME
	MEDICAID ID NUMBER
	DATE OF BIRTH
	DATES OF SERVICE
	SERVICE PROVIDED

	Xxxx xxxxx
	########
	D/M/YY
	1/15/98-1/16/98
	Newborn care

	Xxxx xxxxx
	########
	D/M/YY
	3/20/98-5/8/98
	Newborn care

	Xxxx xxxxx
	########
	D/M/YY
	6/30/98-9/15/98
	Newborn care, circumcision

	Xxxx xxxxx
	########
	D/M/YY
	7/12/98-7/27/98
	Newborn care, circumcision


ATTACHMENT J  

Nurse Review Report

For

Case Number:  

ID Number:  

Review Period:              thru  

Sample Size:  Stratum 

Stratum 

Missing Records:  

Review By:________________________________ 

(Signature)

Date:

(Organization Name)






(Organization Address) 

Provider Name

Nurse Review Report

Reason For Review:

This review was conducted to determine compliance with Medicaid Policy and guidelines.

Sample Statistics:
Review Period:  

Run Date:  

I.D. Number:  

Total Payments:

Sample Payments:

Total Beneficiaries:  

Sample Beneficiaries:  

Total Claims:

Sample Claims:

Summary of Field Activities:
The on-site visits were conducted on_____________  at _____________.

____________  was our contact person.  All available medical records were copied. _______ assisted in the copying of records.

Nurse Review Findings:

(This section summarizes the results of the audit review.  Policy and Procedure, as well as Procedure and Revenue Codes should be referenced where applicable.  Examples stating the stratum and beneficiary number should be listed with each finding.  In addition to the above, every finding should include an attachment which contains a copy of the policy, procedure and revenue code supporting the finding.)

ATTACHMENT K
ADEQUATE ACTION NOTICE

Denial of Service

Date

Beneficiary Name

Beneficiary Address

RE:  Beneficiary Name

        Beneficiary Medicaid ID #

Dear (Beneficiary Name):

(Contractor Name), the contractor for the State of Michigan’s Prior Authorization Certification Evaluation Review Program, has received a request from your physician for services for Medicaid Long Term Care Services.  Following a review of the services for which you have applied, it has been determined that the following service(s) shall not be authorized.  It has been determined that you do not meet the functional/medical eligibility requirements for this program.  Therefore, authorization for the admission has been denied.  The legal basis for this decision is the 42CFR 440.230(d).
Service(s)                                                                                        Effective Date

______________________________                                       _____________________________

____________________________________________           _____________________________

If you do not agree with this action, you may request a Michigan Department of Community Health (department) hearing within 90 days of the date of this notice.  Hearing requests must be made in writing and signed by you or your authorized representative.

To request a departmental hearing, complete the “Request for Hearing” form, and return it in the enclosed envelope, or mail to:

                                    State Office of Administrative Hearings and Rules

MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

P.O. BOX 30763

LANSING, MI 48909-7695

If you have any questions about this denial, you may call the Contractor Manager for the (Contractor Name) Contract at (phone number).

If you want to know more about how a departmental hearing works, call (877) 833-0870.

Enclosures:

Hearing Request Form

Return Envelope

ATTACHMENT L

ADVANCE ACTION NOTICE

Suspension, Reduction or Termination

Date

Name

Address

City, State, Zip

RE:  Beneficiary’s Name

        Beneficiary’s Medicaid ID Number

Dear_________________:

(Contractor name), the contractor for the State of Michigan’s Prior Authorization Certification Evaluation  Review Program, has received a request from your physician for Medicaid Long Term Care Services.  Following a review of the services that you are currently receiving, it has been determined that the following service(s) shall not be authorized.  The reason for this action is____________.  The legal basis for this decision is 42CFR 440.230(d).

Service(s)                                                                Effective Date

_________________________                               ____________________________

_________________________                               ____________________________

If you do not agree with this action, you may request a Michigan Department of Community Health (department) hearing within 90 days of the date of this notice.  Hearing requests must be made in writing and signed by you or your authorized representative.

To request a departmental hearing, complete the “Request for Hearing” form, and return it in the enclosed envelope, or mail to: 

                                            State Office of Administrative Hearings and Rules

                                            MICHIGAN DEPARTMENT OF COMMUNITY HEALTH 

                                            P.O. BOX 30763

                                            LANSING, MI 48909-7695 

You will continue to receive the affected services in most circumstances until the hearing decision is rendered if your request for a department hearing is received prior to the effective date of action.

If you continue to receive benefits because you requested a department hearing you may be required to repay the benefits.  This will occur if:

· The proposed termination or denial of benefits is upheld in the hearing decision.

· You withdraw your hearing request.

· You or the person you asked to represent you does not attend the hearing.

If you have questions about this denial, you may call the Contract Manager for the Contract at (517)----------.

If you want to know more about how a departmental hearing works, call (877) 833-0870.

Enclosures: 

Hearing Request Form

Return Envelope

Attachment M (Inpatient)

Name






(DATE)

Address

Dear Provider:

The (Contractor Name) the contractor for the State of Michigan Hospital Admissions Review & Certification Program has selected the Inpatient stay for the listed beneficiaries for Statewide Utilization Review.  

	Beneficiary Name
	Beneficiary ID#
	Dates of Service

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


You have thirty (30) days to submit these records from the date noted at the top of this letter.  Failure to submit the record in a timely fashion may result in an audit of your facility.  This will be your only notice of this request.

You may send the medical record via mail or fax to:

Contractor Name

ADDRESS

Attn: Statewide UR Program

Fax # 

If you have questions about this request, you may call the MDCH Contract Manager for the Contract at (517) 335----, or the Process Manager at Contractor Name at (---).

Due Date:

Attachment M1 (Outpatient)

Name






(DATE)

Address

Dear Provider:

The (Contractor Name), the contractor for the State of Michigan Hospital Admissions Review & Certification Program has selected the Outpatient stay for the listed beneficiaries for Statewide Utilization Review.  

	Beneficiary Name
	Beneficiary ID#
	Dates of Service Selected
	Services

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


You have thirty (30) days to submit these records from the date noted at the top of this letter.  Failure to submit the record in a timely fashion may result in an audit of your facility.  This will be your only notice of this request.

You may send the medical record via mail or fax to:

Contractor Name

Address

Attn: Statewide UR Program

Fax # 

If you have questions about this request, you may call the MDCH Contract Manager for the Contract at (517) 335----, or the Process Manager at (Contractor Name) at (---).

Due Date:

Attachment N

	Statewide Utilization Review (Please designate if Inpatient or Outpatient)
	

	(insert month/year)
	

	
	

	
	

	List Hospitals selected for month in alphabetical order
	

	Provider Name
	Provider ID #/NPI #

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	
	


	Attachment N1 (Inpatient)
	
	
	
	

	Provider :
	
	
	
	

	Provider ID #/NPI #
	
	
	
	

	Time Period sample pulled from:
	
	
	
	

	Date medical records requested:
	
	
	
	

	Total # medical records requested:
	
	
	

	Beneficiary Name (Listed Alphabetically)
	Beneficiary ID#
	Dates of Service
	Date medical record received
	Findings (insert # (s) from key)

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Total # of findings:
	 
	 
	 
	 

	Comments
	 
	 
	 
	 

	Key for Findings
	
	
	
	

	1. No findings
	
	
	
	

	2. Medical necessity for admission,SI/IS utilizing InterQual® criteria per body system not met
	

	3.Continued stay utilizing InterQual® criteria per body system for inpt rehab not met 
	
	

	4. Discharge criteria InterQual® criteria per body system not met 
	
	

	5. Incorrect Procedure without DRG change
	
	
	

	6. Incorrect Diagnosis without DRG change
	
	
	

	7. Quality of Care -Gross and Flagrant
	
	
	
	

	8. Services not performed in appropriate setting
	
	
	

	9. Services not in compliance with Medicaid Policy, Federal/State statutes
	
	

	10. Services not performed in accordance with current professional standards of care
	

	11. PACER # not obtained for readmission w/in 15 days, transfers, elective admissions and continued stays for rehab facilities

	12. Incorrect procedure with decreases weight DRG change
	
	
	

	13. Incorrect diagnosis with decreases weight DRG change
	
	
	

	14.PACER validation-Provider information incorrect
	
	
	

	15. PACER Validation-Contractor decision is incorrect
	
	
	

	16. Incorrect procedure with increased weight DRG change
	
	
	

	17. Incorrect diagnosis with increased weight DRG change
	
	
	

	18.Incomplete medical record
	
	
	
	

	19.Incorrect disposition with decreased weight DRG change
	
	
	

	20. Incorrect disposition with increased weight DRG change

21. Other (*See Addendum to Key Findings report.)


	
	
	


	ATTACHMENT N2

Statewide Utilization Review (Please designate if Inpatient or Outpatient)
	
	
	
	
	Attachment K2

	Annual Report
	
	
	
	
	

	(insert year)
	
	
	
	
	

	
	
	
	
	
	

	List Hospitals selected for year in alphabetical order
	
	
	
	

	Provider Name
	ProvID#/NPI #
	# Records Requested
	# Records Received
	Total # of findings
	Findings

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	ATTACHMENT N3

Statewide Utilization Review Quarterly Report (Please designate if Inpatient or Outpatient)
	
	
	
	Attachment K3

	(insert quarter/year)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	List Hospitals selected for quarter in alphabetical order
	
	
	

	Provider Name
	ProvID#/NPI #
	# Records Requested
	# Records Received
	Total # of findings
	Findings

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Attachment N4 (Outpatient)

Provider:

Time Period sample pulled from:

Date medical records requested:

Total # medical records requested:

	Beneficiary Name (Listed Alphabetically)
	Beneficiary ID#
	Dates of Service
	Date medical record received
	Findings (insert # (s) from key)

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	Total # of findings:
	 
	 
	 
	 

	Comments
	 
	 
	 
	 

	Key for Findings
	

	1. No findings
	

	2. Services performed are medically necessary in appropriate scope, duration, and intensity

	3. Incorrect Procedure/APC/Revenue Code billed

	4. Provider not in compliance with EMTALA (for Emergency Room Services only)

	5. Quality of Care Issues-Gross and Flagrant

	6. Services not performed in appropriate setting

	7. Services not in compliance with Medicaid Policy, Federal/State statutes
	

	8. Services not performed in accordance with current professional standards of care

	9. Incomplete medical record

	10. Other (*See Addendum to Key Findings report.)

	

	

	

	

	

	

	

	
	

	

	ATTACHMENT N5 (Outpatient Education Letter)


                      (Contractor Name)

Address

 { insert phone number}

Adressee: {CEO }


Date: 







Beneficiary Name: 





Beneficiary ID: 

<Provider name>



Birth Date: 

<Pro Address 1>



Hospital: 

<Pro Address 2>



Provider ID: 

<Pro city, state zip>



Date of Service: 







CRN:







Line Item: 

Dear <Contact person>:

Under a contract with the Michigan Department of Community Health (MDCH), the (Contractor) has the legal responsibility to conduct review of health care provided to Michigan Medicaid beneficiaries.  As a part of this contract, (Contractor) conducts post-payment review with validation of the medical record and the outpatient claim to verify that services were performed in the appropriate setting; services are performed in compliance with Medicaid Program Policy and Federal State Statutes;   services performed are in compliance with current professional standards of care; services performed are medically necessary in scope, duration, and intensity; that the correct procedure/revenue center/APC codes were utilized; services performed show adherence to EMTALA; that quality of care will be reviewed; the amount billed e.g., quantity, units were appropriate.  

Recently (Contractor) requested the medical record to validate the services provided to the above beneficiary for the date of service listed above.  The information sent to (Contractor) was reviewed and the following issue(s) was/were identified: 
Billed by Facility:

	Line
	Code
	Description
	Service Date
	Quantity
	APC Code

	
	
	
	
	
	


Recommended Adjustment:

	Line
	Code
	Description
	Service Date
	Quantity
	APC Code

	
	
	
	
	
	


Comments:

This letter is being provided to you for educational purposes and should be utilized to prevent further reoccurrences of the issue described above.  This review will not result in any financial recoveries.

If you have any questions concerning this letter, please contact {insert name} at {insert phone number}.

Sincerely, 

{Name of person doing review}

{Title}







ATTACHMENT O
NURSING FACILITY RETROSPECTIVE REVIEW NOTIFICATION

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP

Dear Administrator/Director of Nursing:

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

Attached are the case listing and label(s) for the nursing facility resident’s(s’) medical records that must be submitted by the provider, and received by (Contractor), within thirty (30) calendar days from the date of this letter.

The enclosed case listings include selections based on completion of the LOC Determination for a specific review period.  The beginning and end dates of the review period may or may not correspond directly with the admission and/or discharge dates for this beneficiary.  The submitted record must include all required documentation for any care provided during this period that will be billed to Medicaid, including, but not limited to, the following:

1. Copy of the LOC Determination

2. Copy of the Signed Computer-Generated Freedom of Choice Form or Signed Hard Copy Freedom of Choice form attached to the Computer-Generated Freedom of Choice form

3. PASARR evaluation-level 1, and level 2 when indicated (Form-DCH-3877 and 3878)

4. All Minimum Data Set documents for the period under review

5. Face sheet

6. Original History and Physical

7. Physician Orders for the period under review

8. All nursing notes, rehabilitation notes, physician progress notes, or interdisciplinary team notes for the period under review

9. Skilled therapy evaluations and progress notes for the period under review

10. Discharge plans

11. Medicare Recertification/Certification form

Again, copies of the above mentioned resident’s (s’) medical records for this review must be submitted to, and received by, (Contractor) within thirty (30) calendar days from the date of this letter, therefore, the due date for the above medical records is________.

Failure to provide (Contractor) with the requested medical records will result in a technical denial, which imposes a monetary penalty.  Please attach the enclosed label to the medical record file and mail it to:




LTC Medicaid Medical Review





Contractor Name





     Address

If you have any questions, please contact (Contract Representative) at (---).

Sincerely,

Director, Medical Review Services

Enclosures:  Label(s) and Case Listing

ATTACHMENT P
MI CHOICE WAIVER RETROSPECTIVE REVIEW NOTIFICATION

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP
Dear Administrator/Director of Nursing:

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

Attached are the case listing and label(s) for the MI Choice Waiver participant’s(s’) medical records that must be submitted by the provider, and received by (Contractor), within thirty (30) calendar days from the date of this letter.

The enclosed case listings include selections based on completion of the LOC Determination for a specific review period.  The beginning and end dates of the review period may or may not correspond directly with the admission and/or discharge dates for this beneficiary.  The submitted record must include all required documentation for any care provided to the participant(s) during this period that will be billed to Medicaid, including, but not limited to, the following:

1.Copy of the LOC Determination

2.Copy of the Signed Computer-Generated Freedom of Choice Form or copy of the Signed Hard Copy Freedom of Choice form attached to the Computer-Generated Freedom of Choice form.
3.Minimum Data Set –Home Care Assessment documents for the period   under review



4.All available medical records for the period under review



5.All physician notes and orders for the period under review



6.All MI Choice Program contact notes from the family, friends or the 

participant for the period under review

7.MI Choice Program’s Plan of Care for the participant during the period of review

Again, copies of the above medical records for the participant’s (s’) review must be submitted to, and received by, (Contractor) within thirty (30) calendar days from the date of this letter, therefore, the due date for the above medical records is(Date).

Failure to provide (Contractor) with the requested medical record will result in a technical denial, which imposes a monetary penalty.  Please attach the enclosed label to the medical record file and mail it to:




LTC Medicaid Medical Review





Contractor





Address

If you have any questions, please contact (name) at (phone number).

Sincerely,

Director, Medical Review Services

Enclosures:  Label(s) and Case Listing

ATTACHMENT Q
INCOMPLETE  RETROSPECTIVE REVIEW MEDICAL RECORD REMINDER-PENDING TECHNICAL DENIAL

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP
RE:  (Beneficiary’s Name)

Dear Administrator/Director of Nursing/MI Choice Program Director:

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

On (DATE) the following medical records were requested from your facility for the review period from (DATE) to (DATE) Beneficiary Medicaid ID: (Medicaid ID)

The medical records listed below, as requested in the previous notice, must be received by the Contractor within fourteen (14) calendar days from the date of this letter.  Should the requested documentation not be received by (date), a notice of Retrospective Review Final Technical Denial will be forwarded to MDCH for further action by the Department.

1. (List Item)

2. (List Item)

3. (List Item)

If you have any questions, please contact (name) at (phone number).




LTC Medicaid Medical Review





Contractor




              Address

Sincerely,

Director, Medical Review Services

Enclosures:  Label(s) and Case Listing

ATTACHMENT R
FINAL TECHNICAL DENIAL

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP

RE:  Notice of Final Denial

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of  Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

On (date) Contractor sent a INCOMPLETE RETROSPECTIVE REVIEW MEDICAL RECORD-PENDING TECHNICAL DENIAL letter to your (facility/agency) based upon non-compliance to the request of medical records to conduct Retrospective Reviews on behalf of MDCH, in compliance with state policy.  Medical records as requested in the INCOMPLETE RETROSPECTIVE REVIEW MEDICAL RECORD-PENDING TECHNICAL DENIAL letter were not forwarded to (Contractor) as requested in that notice.

Notice of RETROSPECTIVE REVIEW FINAL TECHNICAL DENIAL will be forwarded to MDCH as notice of inaction by you (facility/agency) to the requests made by (Contractor).

Sincerely, 

(Contract Representative), RN

Director, Medical Review Services

ATTACHMENT S

NURSING FACILITY RETROSPECTIVE REVIEW DETERMINATION

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP

RE: (beneficiary’s name)

Dear Administrator/Director of Nursing, 

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of  Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

The Contractor nurse reviewer has conducted a Retrospective Review by evaluating the case record documentation submitted by your facility for the above beneficiary for the review period beginning (date) through (date).  Based upon the Retrospective Review conducted by (Contractor), it has been determined that:

This is an informational letter to assist your facility in understanding and implementing MDCH policy, in particular, regarding Informed Choice, Preadmission Screening and Quarterly and Annual Resident Review requirements.  Data from these reviews have been forwarded to MDCH for further evaluation and trending as needed.  Continued non-adherence to policy may result in further action by MDCH.

Questions may be forwarded to (name) at:





LTC Medicaid Medical Review





Contractor





Address

Sincerely, 

(Contract Representative), RN

Director, Medical Review Services

ATTACHMENT T

MI CHOICE WAIVER RETROSPECTIVE REVIEW REMINDER

DATE:

NAME:

ADDRESS:

CITY, STATE, ZIP
RE: (beneficiary’s name)

Dear Administrator/Director of Nursing:

In accordance with the Medicaid Provider Manual, Nursing Facility Coverages Chapter, Section 4.1.D.5, Retrospective Review and Medicaid Recovery, the Michigan Department of  Community Health (MDCH) will perform Retrospective Reviews of the Michigan Medicaid Nursing Facility Level of Care Determination (LOC Determination), randomly and whenever indicated.  The (Contractor) is the contractor for MDCH’s Retrospective Reviews.

The Contractor nurse reviewer has conducted a Retrospective Review by evaluating the case record documentation submitted by your agency for the above beneficiary for the review period beginning (date) through (date).  Based upon the Retrospective Review conducted by (Contractor), it has been determined that:

This is an informational letter to assist your agency in understanding and implementing MDCH policy, in particular, regarding Informed Choice, and Annual MDS-HC Assessments requirements.  Data from these reviews have been forwarded to MDCH for further evaluation and trending as needed.  Continued non-adherence to policy may result in further action by MDCH.

Questions may be forwarded to (name) at:





LTC Medicaid Medical Review





Contractor





Address

Sincerely, 

(Contract Representative), RN

Director, Medical Review Services

ATTACHMENT U
Date:

To:  

From:  

Subject:  CSHCS Dual Eligible Clients in Audit Completed by Contractor With Services Recoded or Denied

	ProvID/NPI/Type
	Beneficiary Name 
	Beneficiary ID#
	Original Diagnosis/Procedure Code
	DOS
	Changes
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