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I.
PURPOSE:  To establish appeals guidelines whereby providers may appeal decisions related to network enrollment status, clinical privileges, requests for proposal (RFP) awards/denials, utilization management decisions and claims payment.

II. APPLICATION:  The provisions stated herein apply to all current and prospective Community Mental Health for Central Michigan service providers.

III. REFERENCE: 
A. Michigan Department of Health and Human Services (MDHHS)/Pre-paid Inpatient Health Plan (PIHP) Medicaid Managed Specialty Supports and Services Concurrent 1915 (b)/(c) Waiver Program Contract

B. Michigan Department of Health and Human Services (MDHHS)/Community Mental Health Service Program (CMHSP) Managed Mental Health Support and Services Contract
C. Balanced Budget Act of 1997
D. CMHCM Policy, Concerns, Complaints, Disputes, Grievances and Appeals – Overview (2.100.001)
IV. POLICY:   It is the desire of Community Mental Health for Central Michigan that relationships with providers are positive and mutually supportive. Therefore, the exploration of problems and disagreements is welcomed.  Due process shall be provided to current and potential providers for appeals regarding decisions related to network enrollment status, clinical privileges, requests for proposal (RFP) awards/denials, utilization management decisions and claims payment. 
V. PROCEDURE:  

A. NOTIFICATION OF THE RIGHT TO APPEAL: The following communications to providers will include a notification of providers’ right to appeal and a description of how to file an appeal:

1. Applications for enrollment in the provider network 

2. Applications for clinical privileges 

3. RFP bid solicitations

4. Denial, suspension or termination of service authorization requests from providers

5. Claims payment denial 

B. FILING AN APPEAL

1. Providers are asked to communicate concerns and grievances with the appropriate CMHCM staff first, before making a formal appeal.  If providers are still unable to reach a satisfactory resolution, they may file an appeal in writing.

2. Formal appeals must be filed within 30 calendar days of the date that the issue in contention occurred.  The following dispute types shall be sent to the corresponding CMHCM staff:

a. Network enrollment status
Provider Network Manager

b. Clinical privileges
Credentialing Committee


c. Requests for Proposals (RFP’S)
Provider Network Manager

d. Utilization Management decisions
Program Director of applicable County

e. Claims payment
Finance Director

3. Within 30 calendar days of receipt of the appeal, the designated staff will review the dispute and notify the provider in writing of the resolution.

C. If the issue is not satisfactorily resolved, the provider may, within 10 business days, file an appeal with the CMHCM Executive Director and/or Mid-State Health Network.
1. The Executive Director will notify the grievant of the determination of the appeal within 10 business days upon receiving the request for appeal.

2. If the grievant is not satisfied with the Executive Director's determination, he/she may further appeal to the Board of Directors.  The Board may choose to designate select members of the Board to act as an Appeals Committee.

3. The request for reconsideration of the Executive Director's decision shall be submitted in writing by the grievant to the Board within ten (10) business days of the Executive Director's denial notice.

a.
Both the provider and the agency may be represented by advocates at a meeting with the Board or Appeals Committee.

b.
Both the provider and the agency may present a reasonable number of witnesses at this meeting.

c.
Both the provider and the agency may file written documents at this meeting.

d.
The Board or Appeals Committee shall review the evidence presented and shall be solely responsible for determining the outcome of the appeal.  Notice of the Board's determination shall be provided to the grievant within ten (10) business days of the review meeting.

e.
The decision of the Board or Appeals Committee is final.

D. Non-Appealable Issues:

1.
   To maintain the integrity of the purchasing process and to ensure that the agency is able to receive purchased services without undue delay, appeals requesting waiver of the following omissions and requirements cannot be granted:

a.
Failure to sign a bid.

b.
Failure to submit the bid to the agency as specified in the cover letter by the due date and time.

c.
Failure to provide required documents by the bid deadline or other specified time.

d.
Failure to submit an appeal within thirty calendar days of the date of the notice of award.

2.
If there are no acceptable bids, these requirements may be waived at the discretion of the agency.  In fairness to bidders who meet specifications and to prevent delays in purchasing, the agency will not withdraw a recommendation to award or re-evaluate bids when an appeal maintains that the RFP specifications were unnecessarily restrictive or that a bid exceeding specifications provided a better value than a lower bid meeting specifications.  

3.
A bidder must raise concerns about RFP specifications at least seven days prior to the bid due date.
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