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I. PURPOSE: To establish guidelines for ensuring the compliance of provider network organizations with agency standards.

II. APPLICATION: The provisions stated herein apply to all contractual organizations providing delivery of direct care.

III. REFERENCE: Home and Community-Based Services (HCBS) Final Rule.

IV. DEFINITIONS
	
	

	A. COMPETENCE
	An individual's capability to achieve job expectations by demonstrating knowledge, skills, and abilities.

	B. 
	

	B. FACILITY
	A hospital, institution, or program that has entered into an agreement as an independent contractor with the agency to provide direct services.

	
	

	C. GROUP PRACTICE
	A group that has entered into an agreement as an independent contractor with the agency to provide direct services.

	
	

	D. QUALIFICATIONS
	The organization’s knowledge, competency, training, experience, education, and applicable licensure, registration, and/or certifications in relation to specific responsibilities and/or functions.

	
	

	E. CREDENTIALING
	The process of reviewing an applicant’s qualifications to provide professional services based on pre-set or established criteria.



V. POLICY
A. The Executive Director and Management Team shall define the minimum qualifications, competencies, and staffing needed to carry out the mission of the Board of Directors.
B. All applicable CMHCM contracts will specify that service providers must be credentialed and demonstrate current competence in order to provide services on behalf of the agency.
C. Contractors shall maintain their competence on an ongoing basis as a condition of the contract.
D.  For Home and Community-Based Service (HCBS) providers, compliance with federal HCBS standards must be met to provide services to CMHCM consumers. Provisional approval must be sought through Mid-State Health Network (MSHN), reviewed, and approved before services can be provided to HCBS participants and before CMHCM Provider Network Management can fully contract with the provider. 
E. Provider Network Management shall recommend qualified applicants to the Chief Financial Officer for provider network membership and panel participation.

V.	PROCEDURE
A. Credentialing
1. Provider Network Management shall evaluate the qualifications of applicant organizations and make recommendation for network participation.
2. The agency shall verify the authenticity of the credentials and documents submitted for review. 
3. The agency shall inquire whether or not there are any judgments for negligence or other malpractice against the applicant.
4. Services normally performed by non-licensed providers shall be supported by evidence of current competence.
5. Verification of liability insurance coverage shall be required.
6. A review of previous or pending litigation shall be noted.
7. Group Practices and Facilities must submit evidence of their credentialing and privileging processes as applicable to satisfy the qualification requirements of the agency. Accreditation certification (i.e., The Joint Commission, CARF, COA) may satisfy portions of this requirement.
8. The U. S. Department of Health and Human Services Office of Inspector General’s List of Excluded Individuals/Entities shall be queried for exclusion from participation in federally-funded health care programs initially and monthly thereafter.
9. Any new HCBS provider must receive provisional approval in order to provide HCBS services. Provisional approval is based on the satisfactory completion of a new provider survey, review of applicable policies and procedures, and on onsite visit conducted by Mid-State Health Network (MSHN) to support HCBS compliance. Ongoing HCBS compliance is required. Onsite visits for HCBS compliance must be completed annually by either CMHCM or the PIHP. Any identified issues must be remediated within the agreed upon time frame. Providers are expected to achieve and maintain HCBS compliance per contract requirements. Failure to complete the provisional approval process and ongoing compliance will result in the suspension of the provider’s ability to provide HCBS services within the CMHCM provider network. 
10. In the event that the credentialing process is not complete yet service delivery is needed, temporary/provisional credentials may be granted by the Executive Director or designee but shall not exceed 120 days and only if a completed application is on file. CMHCM has up to 31 days from the receipt of a completed application and receipt of the minimum required documents within which to render a decision regarding temporary or provisional credentialing.
11. The credentialing and re-credentialing processes do not discriminate against a health care professional solely on the basis of license or certification or a health care professional who serves high-risk populations or who specializes in the treatment of conditions that require costly treatment.
12. Organization must disclose anyone who has ownership or control of information (direct or indirect of 5 percent or more or acting as administrator) at the time of provider enrollment, re-enrollment or whenever a change in provider entity ownership control takes place. 
13. Initial applications for provider network membership shall be processed within 90 days from the date an organization submits a complete application. The start time begins when CMHCM has received a completed signed and dated credentialing application from the organizational provider. Completion time is indicated when the written communication is sent to the organizational provider notifying them of CMHCM’s decision. 
B.	Maintenance of Contractor Qualifications
1. CMHCM may periodically offer training opportunities that are open to contractors.
2. Contractual providers are monitored on an ongoing basis through the collection of customer and peer feedback, record review, and other CQI processes. 
3. Contractors must be recredentialed at least every three years by Provider Network Management (calculated from the date of the initial application approval or date of last recredentialing approval).
4. Where applicable, performance appraisals shall be conducted periodically as scheduled by the contractor for each individual in their organization providing direct care.
5. Findings of negligent and/or unethical practice shall be investigated immediately and will be reported to appropriate authorities.
C. Records Management
The agency shall maintain provider records including:
1. Qualifications required in the procurement of services (e.g., bid specifications).
2.	Provider contracts with language indicating required qualifications.
3. 	Evidence of a review of the selection and credentialing process; or equivalent such as accreditation certificate (The Joint Commission, CARF, COA). For those services that do not require licensure, contractual language shall include a section on staff qualifications.
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