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SCOPE

This document applies to the following line(s) of business:
All Lines of Business

DEFINITIONS

When used in this document with initial capital letter(s), the following word(s)/phrase(s) have the meaning(s) set forth
below unless a different meaning is required by context. Additional defined terms may be found in the BSWH P&P
Definitions document.

None.

POLICY

The Scott & White Health Plan (SWHP)/Insurance Company of Scott & White (ICSW) has procedures and criteria for
the establishment and monitoring of quality of care and services delivered to SWHP/ICSW members by contracted
organizational providers. This includes the initial credentialing process and re-credentialing process at least every three
(3) years.

Contracted organizational providers include, but are not limited to: hospitals, skilled nursing facilities, home health
agencies, hospice, ambulatory surgery centers, facilities providing mental health and substance abuse services in
residential, inpatient, and ambulatory settings, clinic, clinical laboratories, durable medical/lhome medical equipment
suppliers, end-stage renal disease facilities, Federally Qualified Health Centers, freestanding cardiac catheterization
labs, home infusion therapy providers, hospice care centers, independent diagnostic testing facilities, kidney/renal
dialysis centers, lithotripsy centers, mass immunization providers, orthotics/prosthetics suppliers, portable x-ray
suppliers, outpatient diabetes self-management training providers, outpatient physical therapy and speech
pathology, radiology and medical imaging centers (freestanding or mobile), rehabilitation facilities, rehabilitation
hospitals, residential treatment facilities, rural health centers, and sleep disorder centers and Any willing Local
Mental Health Authorities (LMHA) or Local Behavioral Health Authority (LBHA) that meet the credentialing
requirements and agree to contracted rates/terms are added to the SWHP/ICSW/RightCare network.

PROCEDURE

During the credentialing/re-credentialing process, the following information is obtained from organizational providers,
as applicable:

1. Completed, signed, attested SWHP Facility Application

2. Current, valid state license or certification to practice

3. Medicare/Medicaid program participation eligibility, if applicable
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4. Current certifications based on Provider type, if applicable, (e.g., Clinical Laboratory Improvement Amendments
certification)

5. Current malpractice coverage/liability insurance that meets or exceeds minimum state requirements
6. Current, valid DEA certificate for applicable Provider type
7. Excluded Providers—searches are conducted using the HHS-OIG LEIE, and the General Services

Administration SAM for names of parties disclosed during the credentialing process—parties appearing on any
of these databases are denied participation

In addition to the required above-stated verifications and other eligibility criteria, participating Organizational
Providers are required to maintain accreditation by a relevant, recognized accrediting body or, in the absence of
such accreditation, provide evidence of a successful site survey by pertinent federal or state oversight agencies
within the past three years or successfully pass a site visit conducted by SWHP. Failure to adhere may result in
denial of network participation.

Site interviews may be conducted with senior management, chiefs of major services, or key personnel in nursing,
quality management, and utilization management. The office site visit tool is used (SWHP.PNO.018.A3). Quality
improvement policies may be requested from the organization, if needed. Organizational provider must credential
their practitioners. A CMS or state review may be substituted for the site visit. SWHP/ICSW obtains a report from
the institution that a review has been performed, and the report meets SWHP/ICSW standards. A letter from CMS
or applicable state agency, which shows that the facility was reviewed and indicates that it passed inspection is
acceptable in lieu of the survey report as SWHP/ICSW accepts CMS criteria, as long as the review is not greater
than thirty-six (36) months old. A site assessment is not required if the state or CMS has not conducted a site
review of the provider and the provider is in a rural area, as defined by the U.S. Census Bureau.

For Physical Therapy, Occupational Therapy, or Speech Therapy providers undergoing re-credentialing and who
are not accredited, a site visit is not required unless a complaint has been raised about the facility during the
credentialed period.

SWHP/ICSW maintains copies of licenses and certificates in individual organizational provider files.

SWHP/ICSW maintains a checklist containing validation dates for licensure, accreditation status, CMS or state
review, or site visits, if applicable, for each organizational provider. The prior validation checklist is maintained in
the credentialing file.

Re-credentialing of organizational providers occurs through a process that updates the same information obtained
for initial credentialing.

ATTACHMENTS

Facility Application (SWHP.PNO.018.A1)
Site Visit: Medical Practitioner (SWHP.PNO.018.A2)
Site Visit: Facility Provider (SWHP.PNO.018.A3)

RELATED DOCUMENTS

None.

REFERENCES

National Committee for Quality Assurance (NCQA): CR 7 Standard

Texas Administrative Code, Title 28 Insurance, Part 1, Chapter 11 Health Maintenance Organization Centers for
Medicare & Medicaid Services (CMS) — Medicare Managed Care Manual, Chapter 6, Section 70 42 CFR 422.204
— Provider Selection and Credentialing

The information contained in this document should not be considered standards of professional practice or rules of conduct or for the benefit of
any third party. This document is intended to provide guidance and, generally, allows for professional discretion and/or deviation when the
individual health care provider or, if applicable, the “Approver” deems appropriate under the circumstances.
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Attachment Name: Facility Application

Attachment Number: SWHP.PNO.018.A1 Last Review/Revision Date: @ 02/24/2021

Facility/ancillary/long-term care provider application

Provider identification

Legal busimess name:

Doing business as (if applicable)

ICredentialing Contact ICredentiabing Contact Email
ICredentiabng Contact Phone: Secure Fax:

lalternative Contact: lalternative Contact Phone:
TIM: NP

Taxonomy: EMF:

S

Long-term care vendor number:

DADS/DARS Contract #:

Primary office/service address (Please submit Additional Locations Addendum for all other

locations.)
Fractice locaton name

Medicakt NumberTPI: Medicare |D:

lAddress line 1:

laddress line 2:

IC ity State: [ZIP+4 (Prefarred): Caounty

Fhone: Fax: Frimary contact:

ladministrator (full name )

Does provider bill from this address? Yes Mo

Billing information (if different than above)

Billing name

|Address line 1:

laddress line 2:

ICity Stata: ZIP+4 (Optional ) County:

PAGE1OF 18
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Facility/ancillary/long-term care provider application

Correspondence Address

Biling name:

Iddress line 1:

Iwddress ling 2:

ity

State: ZIP=4 [(Optional):

County:

Monday:

Office Hours (AM-PM)

ITuesaday:

*ednesday:

IThursday:

Friday:

[Saturday:

[Bunday:

Age of patients served:
Newbarn Adolescents (13-18 years)
Preschool (3 to & years) Adults
Chikdren (6-12 years) Geriatrics (65+ years)

Plaase indicate any age limitations:

|
Patient program/population served:

Serves intebectual or developmental disabllity (IDD) population

Services pediatric populaton

Please indicate any gender limitationa:

Does this office meet American Disabilities Act (ADA) accessibility requirements? Yes Mo MNiA
Check all that apply:
Hendicap accessibla: Building Parking Reatroom

Services for the disabled: Text telephone Amercan Sign Language

Mentalphysical imp.

Accessible by public fransportation: Busi/Taxi Subway Reglonal train

Do you use Electronic Health Records? Yes, Mo BiA

If Mo, when might you start?

Electronie Claim Submiasion? Yes Mo MiA

Does business have internet access? Yes No NiA

If Yes, please check all that apply: Sign Language TTOITTY None

Identify any foreign language(s) that are spoken other than English: Arablc Hinali Russlan Chinese
ltalian Spanish Farsi Japaness Sign Language French Korean Tagalog
German Laotian Wistnamese Hebrew Portuguese Other (specify) __ o

Other Information. If entry i not applicable, please entar *NA° (not applicable).

Do you have Emergency Room Capabilities? Yes Mo MNiA

PAGEZOF18
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Facility/ancillary/long-term care provider application

Average case load per day __ MiA

Maximum capacity caseloads per day MNA

What iz your accupancy rate? o BIA

Unigue Services you currently offer to your Medicald patients:

After hours coverage yes/ng, If yes:

Answering Service Yes No
Automated Message RCE] Mo
On-Call Staff Yes Mo

Adaptive Alds/Medical Equipment (LTSS)
Adaptive Assistance Devices

Adult Day Care

Adult Foster Care

Allied Health Professional Group

Ambulance Serdice/Transportation Company
Ambulatory Surgical Center (ASC HFreestanding/independant
Ambulatory Surgical Center (ASC)-Hospital Based
Amputee Center

Asslsted Living

Audiology'Hearing Center

Biological Products Manufacturer

Birthing Center

Blood Bank

Cardiac Diagnostic Center

Cardiac Rehab Center

Case Management

Certifled Registered Nurse Anesthesla (CRNA) Group
Chiropractic Group/Practice

Chore Service

Companion Services

Comprehensive Care Pragram (CCR)
Comprehensive Health Center (CHC)

Comprehensive Outpatient Rehab Facility (CORF)

Congregate Care Facility

Convalescent Faciity

County Indigent Health Care Program (SIHCP)
Diay Habilitation (LTSS)

Dental Group/Practice

Diabetes Education Cenler

Diagnostic and Treatment Center
Diatysis Center

Dispensing Optical Company

Drug and Deparment Stores

Durable Medicel Equipment

Early Childhood Intervention (ECI)
Early Intervention Provider Agency
Emergency Response Service/System
Employment Assistance

End Stage Renal Disease Facility (ESRD)
Endoscopy Facility

Famity Counseling and Training

Family Planning Clinic

Federal Qualified Health Center (FOHC)
Financial Management Service Agency
Free Standing Emergency Room
Habillitation (LTSS5)

Hearing Ald Equipment

PAGE3IOF 148
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Facility/ancillary/long-term care provider application

Provider type (continued)

Hemophilia Treatment Centar

Home and Community Support Services
Home Health Agency

Home Infusion

Homemaker Service

Hospice

Hospital Long Term, Limited or Specislized Care

Hospital, Acute Care

Hospital, Miitary

Hospital. Pediatric

Hospital, Private, Full Care

Hospital, Rehabilitation

Independent Lab/Privately Owned Lab
Infertility Centar

Infusion Therapy Clinic

Laboratary

Lithotripay Center

Local Health Department

Magnetic Resonance Imaging (MR}
Maternity Servies Clinic

Meals, Home Delivered Meals

Minor Home Modification

Mobile X-Ray/Mobie Diagnostic Provider
Mult-Specially Group

Mon-Emergent Transportation Servicas
Mursing Home

Mursing/Health Care Staffing Service
Mutrtional Counseling

Cecupational Therapy Group/Clinic
Optometric Group/Practice

Oral and Maxillofacial Surgery Clinic
Organ Procurement Organization
Orthodontist Group
Orthotics/Prosthetics

Cygen Supplier

Pediatric Day Healh Care

Personal Assistance Services Agency
Personal Care Services

Pest Control

Fharmacist Group

Fharmacy

Fharmacy-Chain

Pharmacy-Closs Operation

Fharmacy-Homsa Health IV LTC
Pharmacy-Hospital Class ©
Pharmacy-Indepandent

Fharmacy-0ut of State Contracted
Fharmacy-0Out of State Mon-contracted
Fharmacy-0ut of State TMHCN

Fhyslcal Therapy Group!/Clink

Physlclan Group

Podiatrie Group/Practice

Prescribed Pediatric Extended Care Centers (PPECC)
Fublic Health Agency

Radiation ! Cancer Treatment Centers
Respiratory Therapy

Ratall Chinic

Rural Health Clinic-Freestanding/Independeant
Rural Health Clinic-Hospital Based

Skilled Mursing Facility

Sleep Medicine Center

Supported EmploymentEmployment Assistance
Transition Assistance Services (LTSS)
Tuberculosis (TB) Chnic-Group

Urgent Care Center

Wehicke Modificaton (LTSS)

PAGE 40 F 18
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Facility/ancillary/long-term care provider application

. Response to these questions is required only if your facility type is listed below

Federally Qualified Health Center (FOHC) centers — Please confirm you cwrrently mest and will continue to mest Medicans
conditions of coverage as defined in the Soclal Security Act §1861(aa)? Yes Mo
If no, attach an explanation of any deficiencies.

Comprehensive Outpatient Rehabllitation Faciity (CORF), End-Stage Renal Dialysis (ESRD) Center, Outpatient Physical Therapy (FT),
Outpatient Speech Rehabilitation facility. end-stage renal dialysis center, outpatient physical therapy. outpatient speech athology and
Rural Health Center (RHGC rural health centers: Please confirm you currently meet and will continue to comply with all

Centers for Medicare & Medicaid Services or state sunvey requirements. Yes Mo

If mo, attach an explanation of any deficiencies.

. STAR Kids Providers Must Answer the Following:

All questions must be answered with a checked “yes” or “no”. Do not mark M for any questions.

Do you participate in the Medically Dependent Childran Program (MODCP)? Yes Mo

Do you participate in the Community First Cholce Program (CFC)? Yes Mo

Are you a Home and Community Support Service Agency (HCSSA) Provider? Yes Nao
Are you a Community Living Assistance and Support Services (CLASS) Provider? Yes Mo
Do you participate in the Deaf, Bind, & Multiple Disabilites (DEMD) Program? Yes Nao
Are you a Youth Empowerment Services (YES) Provider? Yes Mo

Are you recognized as a NCOA Patient-Centered Medical Home? Yes Mo

If yes, what lavel?

Do you offer Telemedicing Services? Yes Mo
Do you offer Telehealth Servicas? Yeas Mo
Do you offer Telemonitoring Services? Yes Mo

*Pleass give a list of where telemedicine services are provided If in addition 1o services locations*

Do you participate in an Electronic Visit Verdfication Program (EV)? Yes Mo

If yee, name of vendor used

Do you have expenence in treating any of the folowing:

Children with Post-Traumatic Stresa Disorder? Yes MNo
Children and sexual abuse? Yes Mo

Children with physical abuse? Yes Mo

Children with developmental disabdities? Yes Mo
Children with special needs and disabiliies? es Mo

PAGESBOF 18
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Facility/ancillary/long-term care provider application

ustomer Service/Quality Improvement Initiatives

1. Does your organization provide any patient advocacy servicea? Yes Mo
Explain:
2. s the tacility imalved ina Quality Improvement Program (Q1IF)? Yes Mo

If ¥ES, name of contact person:

To whom should questions regarding employes complainis, bills, estimates, or potential high cost surgeries. atc. be addressed?

fame:

Fhaone: Ermail:

Licensure & Certificates (attach a copy of current licensure and Clinical Laboratory Improvements

endment [CLIA] certifi

Type of License:

tion, if applicable)

Licenae msuance date: | icense number: Expiration date:

|State:

License msuance date: License number: Expiration date:

Type of License:

|State:

License msuance date: License number: Expiration date:

Type of License:

|State:

Radiology Certificate #: Fradiology Expiration Date:

ICLIA Certificate #: ICLIA Expiraton Date:

Accreditation/certification (attach a copy of current accreditation, certificate, or survey)

Accreditation Assoclation of Ambulatory Health Care [AAAHC)
Accreditation Commisslon for Health Care (ACHC ) Amerncan
Association for Accreditation of Ambulatory Surgery Facllities
(ABAASF)

American Board for Certification in Orthotics & Prosthetios
American College of Radiology (ACR)

Amercan College of Radiology

Board of Cartification

Center for Improvement in Healthcare Quality

Clinical Laboratory Improvement Amendments (CSLIA)

CMS

Commisakion on Accreditation of Rehabilitation Facilities
(CARF)

Mate: Continuing Care Accreditation Commiasion (CCAC) and
CARF have merged, so CCAC not included asparately
Commission on Office Laboratory Acereditation (COLA)
Community Health Action Partnership (CHAP)

Councll on Accreditations (COA)

Det Morske Veritas Healthcare, Inc (DNV)

Healthcare Facllity Accreditation Program (HFAR)
Healthcare Quality Association on Accreditation
Intersocietal Accreditation Commission (1AC)

Joint Commission for the Accreditation of HealthCare
Organization (TJC or JCAHOD)

Mational Association of Boards of Pharmacy (MABP)

PAGEBOF18
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Facility/ancillary/long-term care provider application

. Accreditation/ce ation (continued)

Matonal Board of Accredidation for Orthotic Suppliers The Compliance Team

RadSite Utilzation Review Accreditation Commission (URALC)

Texas Department of Aging and Disabilty Services

(Tx DADS)
Accrediting Body: Inkial accreditation date (mmiddyyyy): Date of last survey (mmidd/yyyy):
Accrediting Body: Inkial accreditation date (mmiddiyyyy): Date of last survey (mmidd/yyyy):
Accrediting Body: Inkial accreditation date (mmiddiyyyy): Date of last survey (mmidd/yyyy):

Mot accredited — Expecied date of accreditation (mmiddiyyyy )

B. Site Survey — Visit May Be Required

MNonaccredited providers must provide a copy of:

+ Most recent government agency survey (may not be older than 36 months),

+ Cormrective action plan (if deficiencies were cited) and attach the proof from the government
agency stating facility is in substantial compliance with most recent survey standards.

Facilities that don't meet the requirements above require an onsite visit before network status may be granted. Faiure 1o provide
documentation or complete the onsite survey may delay your ability to become a participating provider.

Has the provider had an on-site survey by CMS or state agency? Yes Mo

(YES) Date of most recent full surdeay

{NO) Successful completion of a health plan onsite visit will be required to complete credentialing.

General and professional liability insurance - Please submit a copy of your certificate of insurance.

General liability coverage

|Current camier name:

Policy numier: ICoverage type: Ooourence-based Claims-based
Effective date: Expiration date:
Per incsdent: § Wggregate: §

Professional/Malpractice liability coverage — Please submit a copy of your certificate of insurance.

|Current camier name:

Folicy number: ICoverage type: Occurence-based Claims-based
Effactive date: Expiration date:
Fer incident: § Mggregate: §

PAGE TOF148
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Facility/ancillary/long-term care provider application

'orkers Compensation Insurance - Please submit a copy of your certificate of insurance.

Don't enforce for all types)
I urrent carrler namea:
Falicy number: ICoverage type: Occurence-based Claims-based
Effactive data: Expiration date:
Fer incident: ooregate: §
Automobile Insurance
\re you required to camry automobde insurance? Yes Mo {If yas, submit a copy of your certificate. )

Advance Directive Policy

Do you have an Advance Directive policy? Yes Mo

Hospital, nursing homes, home health care agency, and skiled nursing facility: If you responded Mo, please include a copy of the specific
section of your policy/process, which addresses that you do not maintain Advance Directive policles. You do not have to include the
complete policy.

. Professional Disclosure Questions

Please include an explanation on & separate shaet for any guestion(s) anawered Yes.
1. Has the arganization ever been reprimanded, fined by amy state agency that disciplines allied haalth professionals or health

organizations? Yes Mo

Has the organization’s license 10 practce or operata in any junsdicton (state or county) ever been denled, revoked. suspended,
sanctioned or subject 1o probation or any conditions or limitations? Yas No

2. Have any disciplinary proceedings ever been Instituted against the arganization by any medical organization or medical instiute?
Yes Mo

3. Has the organization ever been convicted of a falomy? Yes Mo

4. Hawve any malpractice suits, arbitration or other proceeding ever been instiulad against the arganization (regardiess of outcome )7
Yes No

5. Has the organization ever been investgated, reprimanded. censured, excluded, suspended or disqualfied by Medicare or
Medicald program? Yes Mo

§. Has the organization’s kability insurance policy ever been cancelad ? Yes Mo

7. Has the organization ever been denied renewal of the liabilty insurance policy or had any limitations placed on the scope of

coverage ¥ fes Mo

Mate: This Impacts the secton called “Enclosures.”

Explanation of “Yes" answers to attestation guestions Credentialing Questionnaire

PAGEBOF 18
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Facility/ancillary/long-term care provider application

I Attestation Consent and Release

Adl informeation provided in this, or in connection with this application, s complete and accurate io the best of my knowledge, and | shall
immediately notfy the Planis) of any changes thereto. | understand that this application does not entitie me to participation in te Plan(s)

metwork. By applying for appointment as an participating prowider, | authorize the Flan(s) plan,
its medical director. and appropriste representatves to consult with adminstrators and members of other institutions where | have been
aasociated, including past and present malpractice camers who may have information bearing on my professsonal competence, character, and
ethical qualifications. | hereby further consent 1o the inspection by the Plan(s). and their representatives, ils medical director and appropriate

represantatives, of all records and documents, excluding medical records of nonmembers of jplana, that
may be materal to an evaluation of any professional qualifications and competence 1o camy out the requested duties, as well as my masal
and ethical qualifications for participating provider status with the Plan{s) . | consent and agree that

will compbete & criminal history backgrownd check to determine If I, or any subcontracted providers,
hawve any history of felony convictions, including adjedication withheld an a felony, plea or nolo contendere to & felony or entry into a pretnial for
a felony. | agree to obtain any consents or approvals required for my subcontracted providers to undergo such background checks.

| hereby release the Plan{s) and its representatives, including TAHF and Aperture Credentialing, LLC. from any liabiliy for thedr acts pedormed in
good faith and without malice in connection with evaluating my application. credentials. and gualifications. | hereby release any Individuals and
onganizations from any liability that provide information to the Plan(s) and its representatives or its staff in good faith and without malice
concermning my profesalonal competence, ethics, character, and other gualifications, and | hereby consent to the release of swech informaton . By
executing this application. | confimn that | am bownd by the terma of the ancllary sgreement between me or my group and the Plan(s), as such
terms may be applicable 1o me.

| understand that as an applicant for participation in the Plani(s), | have the right 1o review information obtained from primary verificaton
aources during the credentialing process. | further wnderstand that upon notification from the Plan(s). | have the nght to explain any Information
obitained that may vary substantialy from that provided by me and commect any emmoneous information submitted by anather party. This shall

& accomplished by my submission of a written explanation or by appearance before the credentialing committee, if they so request. | further
wnderstand that | may appeal the commitiee’s decialon ether in writing or by appearance before the credentialing committee, if they so requeast.

By signing below, | attest that | have reviewsd and understand all terms and conditions contained in this Attestation/Consent & Releasa. | agres
that my electronic signature s aquivalent to my hand-waiten signatwre.

Type or Print Mame

Title

Signature

Date

Flease submit all applable documents from the list below with your completed and signed application. Failure to provide this

information will prohibit completion of your credentialing andlor contracting process. Please submit enclosures for each location.
Copy of all federal, state and/or local licenses required to operate as a health care facility (by location) Copy of

accreditation certificate or letter

Copy of most recent CMS or state survey. Including your corrective action plan If deficlencies were cited or cower letter from
CMS/state agency stating faciity iz in substantial compliance

Copy of CLIA certificate for each location, as applicable

Copy of currant DEA certificate (If applicable);

Current TDH Radiology certificate for each location (if applicable |

Evidence of Texas Mental Health and Mental Retardation certification (REQUIRED for community mental health centers)
Evidence of Medicare certification (REQUIRED for institutional centers)

ProfessionaliMalpractice kabiity/Workers Compensation Certificate of Insurance (AS REQUIRED ABOVE);

Copy of TMHPF Medicaid Letter (when applicable)
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Facility/ancillary/long-term care provider application

Enclosures (continued)

Evigence of an Agreement with HHEC [REQUIRED for CORF
providers)

Company brochure (if avallable)

Current Skgned W-8

Facility ©rganizational Chart

Auto (professionaligensral’WC/ Auto) Inswance

Medical
Resume

Director’s  or Administrator's Curnculum  Vitas/

Medical Staff / Allled Health Professional Roster
Explanation of "Yes" anawers o attestation guestions

Attachment B - Hospital Facilities

Hospital - part of mult-hospital system? Yes Mo
Are you considersd an Essential Community Provider as defined by CM5?

Hospital Services/Treatment Levels:

Adult acute care Lewvel 4 trauma

Lewvel 1 frauma Children's Haspital — [CMS Designated
Lewvel 2 frauma Designated Childrens Unit'Wing

Level 3 frauma Specialzes in Pediatric Services

Are you & member of the American Hospital Assoclation®
Mumber of Certified Beds __

MICU Level

Medicare - Certified Acute Inpatient Facility Information

Medicare Certified Bed Count:

Acute Inpatient Rehab Services

Cardiac Catheterization Services

Outpatient Occupational Therapy

Cardiac Surgery Program

Outpatent Physical Therapy

Critical Care Services— Intenshve Care Unit (1CU)
Outpatient Speech Therapy

Diagnostic Radiokogy

Medicare-Approved Transplant Programs

Heart/Lung

Heart

Intestinal

Certification Date

ICU Bed Count{excluding Meonatokogy )

Skilled Mursing Unit

Durable Medical Equipment
Surgical Services (Outpatent or ASC)
Inpatient Paychiatric Facility Services
Mammography

Orthatica and Prosthatics
Outpatent Dialysls

Outpatient Infusion/Chemotherapy

Liver

Lung

Pancreas

Other

PAGE1OOF 18
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Facility/ancillary/long-term care provider application

Attachmeant Texas Long-Term Services and Supports

frovider type Services Details

Yersonal asslstance
Eanice direct:

IConsumer-directed block grant
Fricde

IConsumer-directed
Eervice (COS) model

IConsumer-delegated
Bgency model

Financial managemeant/
DS

Fiate enhancement program

Deapartmeant of Aging and
Dizabllity Servicea (DADS)
participant contract nurmber:

Diay actvity/health services:

Rate enhancement
program

Department of Agino and
Dhsabiity Services (DADS)
participant contract number:

Residential carelassisted
Iving facility:

Fate enhancement
program

Departrment of Aging and
Dizabllity Servicea (DADS)
articipant contract number:

List kevel:

List level:

Lt leveal:

Long-term Care Provider Knowledge of state requirements:

The rendenng sefvice practitioner must be knowledgeable of the fo llowing:

Transition/relocation services

a.Acts that constitute abuse. neglect, or explotation of a member, as defined in 40 TAC Chapter 705, Subchapter A

b.Reports suspected abuse, neglect, or exploitation, as inatructed

Adheres to applicable state laws when providing transportation

May not be a spouse, legally responsible for person or emplayment superdisor of the member who receives the aervice

FOR SUPERIOR HEALTH PLAN AND COMMUNITY FIRST ONLY

Counties Served: Piease select the ones In which services can be provided or check here LI sTATEWIDE [servicing all counties]

lBndrews |aransas |Archer |Armistrong |stascosa
lBustin Balley Bandera Bastrop Baylor
Beea Bel Baxar Blanco Borden
Bosque Brazoria Brazos Brewster Briscos
Brooks Brown Burleaon Burnet ICaldwell
ICalhoun ICallahan Cameron ICarson |Castno
IChambers IChildress Clay ICochran ICaoke
ICaleman ICallin Collingswarth IColorado IComal
ICamanche IConcho Coryell ICatte ICrane
ICrockett ICrosby Culberson Dallam Dallas
Dawson Deaf Smith Crenton DieWitt Dickens
Dimmit Dionley Duva Eastland Ector

PAGE110F
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Facility/ancillary/long-term care provider application

Counties Served (continued)

Edwards El Faso Elli= Falls Fayeite
Fisher Floyd Foard Fart Bend Freestone
F ric [5aines Galveston Garza [Gillespie
Glassoock IGoliad Gonzales Gray IGrimes
Guadalupe Hale Haill Hamilton Hansford
Hardeman Hardin Harria Hartley Haake
Hays Hemphil Hidalgo Hill Hockley
Hood Howard Hudspeth Hunt Hutchinson
Iriom Mack Mackson lesper Petf Davis
Jefferson Lim Hogg Mim Wells lohinacn Lones
Karmes Kaufman Kendall Kenedy Kent

Kerr Kimble King Kinney Kieberg
Knox La Salle Lamb Lampasas Lavaca
Lee Leon Liberty Limestone Lipscomb
Live Oak Liano Lowing Lubbock Lyrnn
Madison Martin Mason Matagorda Maverick
McCulloch McLennan Mehullen Meding Menard

M idiand pAikam flill= Mitchell pontgomery
Moore Motiey Navarmo Newton Mokan
Muaces Ochiltres Cldham Orange Falo
Parker Pammer Pacos Pinto FPolk
Potter Fresidio Randall Reagan Feal
Reeves Fefugio Roberts Robertson FRockwa
Runnels [5an Saba San Jacinto San Patriclo [Bchlelchar
Scurry IEhackekford Sherman Somereell [5tarr
Stephens [Bterling Stonewal Sutton [Bwiaher
Tarrant Taylor Termell Tarry Throckmaorton
Tom Green Travis Tyler Upton IUvalde
Val Verde Victoria Walker Waller Ward

W ashington Webb W hartan [Whesler Wichita
Wilbarger W illacy [Williameon [Wilson ¥ inkler
Wise [Yoakum Young [Zapata [Zavala
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Organizational Providers SWHP.PNO.018.P

Facility/ancillary/long-term care provider application

l Attachment D - Behavioral Health Facilities/Providers

Spedalty Service Identified (examples ECT, Eating Disorders. Ambulatory Detox....)

Place of service location for each programissrvice

Secure fax number for each place of service address

Bed Counts for inpatient Mental Health or Substance Use Disorder
Behavioral health (BH):

Behavioral Health (MH) Rehabilitation

Behavioral Health Faciity

Behavioral Health Intensive Oulpatient

Behavioral Health Partial Hospitalization

Behavioral Health Residential Treatment

Behawioral Health Unit

Chemical Dependency Intensive Ouipatent

Chemical Dependency Partial Hospitalization
Develop/Behavioral Pediatric

Hospital, Behavioral Health

Local Behavioral Health Authornity (LMHA)

Mental Retardation Diagnostic Services (MRDA)

Outpatient Behavioral Health

OUTPATIENT DIAGTTREATMENT CTR
Physlological-indepandent Diagnostic Testing Facdities (IDTF)
Peychiatric Clink

Peychology Group

Residential Treatment Facllity/Program

Residential-Based Supported Community Living Services
Substance Abuse Treatmant Center

Adalescent & Children Behavioral Health

DUIDWI Education Program

Intensive Family Intervention Adult Living Facility
Rehabilitative Behawvioral Health Services (REHS) Assisted Long-Term Care Facility
Statewide Inpatient Peychiatric Program

Psychiatric Residential Treatment Facility
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Organizational Providers SWHP.PNO.018.P

Facility/ancillary/long-term care provider application

Identify specialty services offerad Availablett Availabla Location(s) Comments/Descriptions

Eating Disorder Treatment — Inpatiant

Eating Disorder Treatment — Cutpatient

Electro-convulaive Therapy (ECT) - Inpatient D D

Elactro-convulaive Therapy (ECT) -
[Dutpatent

Dual Diagnosais Services

IContinuing Day Treatment

LEGT services

Domicliary Services in an 1OP or PHP setting
(pregram must be formally approved by

LUEH)

IChronically Mentally Il Services (CMIY
Severshy Mentally Il Services (SMI)

Respite Care Servicas

ool o
oo o

Emerngency Room Services (assesament
oy

Twenty-three (23) Howr Crisis Observation

Mabie Crisis Stabllzation

MHSA Outpatient Clinics in & hospita

lambulatory Detox - Drug

IAsmbulatory Detox - Alcohaol

Medication Assisted Treatment (MAT) - in an
Diatox, 1OF or PHP setting

Methadone Suboxomne
Buprenorphine Naltrexone (Le. vivirol)

Sober Living/Supervised Living

Halfway House
Group Home
Therapeutc Foster Care

31 33
lASAM Residential Services
3.5 3.7
Brid ge on O i.CI'l-EI'gE :aftc—rc:are :-Ian"ung. Cerlatric Adol. Adult
mmediately post IF discharge) Child
Facility Typea:
Hospita

Intensive Family Intervention Adult Living Facility

Home Health Agency

Rehabilitation Center

Rehabiltative Behawioral Health Services (REHS) Assisted Long-Term Care Facllity
Substance Use Treatrment Faciity

Statewide Inpatient Psychiatric Program

Feychiatnic Residential Treatment Facility

PAGE 14 O F 186
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Organizational Providers SWHP.PNO.018.P

Facility/ancillary/long-term care provider application

Facility Practice Locations and Levels of Care per location

Mental Heatih Substance Abusa

laddress: Child
Adol.
Fhone: Adult
Secune Fax: Gerlatrc
NP ECT uP 0P Methadone Suboxone
Taxonomy: #of IP Beda (MHE [# of Medicare U'P Beds (MH): # of P Beds (SA)
Iaddress: Child
Adal
Fhone: Adult
Secune Fax: Geratric
NP ECT |uP 0P Mathadone Suboxons
Taxonomy: #of P Beds (MH[ [# of Medicare U'P Beds (MH): # of P Beds (SA)
laddress: Child
Adal.
Fhone: Adult
Secune Fax: Gerlatrc
WISH ECT |uP 0P Methadone Suboxona
Taxonomy: #of IP Beda (MHE [# of Medicare U'P Beds (MH): # of P Beds (SA)
laddress: Child
Adal
Fhone: Adult
Secune Fax: Gerlatric
NP ECT uP 0P Mathadone Suboxone
Taxonomy: #of P Beds (MH[ [# of Medicare U'P Beds (MH ) # of P Beds (SA)
laddress: Child
Adal.
Fhone: Adult
Secure Fax: Geriatrc
ME| ECT VP QP Meathadone Subaxone
Taxonomy #of IP Beda (MHE [# of Medicare U'P Beds (MH): # of P Beds (SA)
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Organizational Providers SWHP.PNO.018.P

Facility/ancillary/long-term care provider application

. Abuse, Neglect, and Exploitation Attestation

Frowider must be knowledgeable of acts that constitute Abuse or Meglect and Abuse, Meglect, or Exploitation of & Member. The

Department of Family and Protective Services oversee Child Protective Services (CPS5) and Adult Protactive Services (APS).

Abuse |z defined as “the negligent or willful infliction of injury, unreazonable confinement. intimidation, or cruel punishment with
resulting physical or emoticnal harm or pain by the person's caretaker, family member, or other individual who has an ongoing
relationship with the person” and includes, but i3 not limited to:

= Scratches, cuts, brulses, and burns

= Welts, scalp injury, and gag marks

= Sprains, punctures, broken bones, and bedsores

= Confinerment

= Rape and other forms of sexual abuse

= ‘erbal and psychological abuse

Neglect iz defined as “the failure to provide for one's self the goods or services, including medical services, which are necessary to
avold physical or emational harm or pain, or the failure of a caretaker to provide such goods or senvices” and Includes, but i naot limited
to:

= Malnourishment and dehydration

= Too much or oo littke medication

= Lack of heat, running water, ar alactricity

= Unsaniary living condibons

= Lack of medical care

= Lack of persanal hyglene or clothes

Exploitation i= defined as "the ilegal or improper act or process of a caretaker, family member, or other individual who has an ongaing
relationship with an elderdy or disablad person that involves using. or attempting 1o use, the resources of the elderly or disabled person,
including the person's social security number or ather identifying information, for monetary or personal benefit, profit, or gain without the
informed consant of the aldery or disabled person” and includes, but is not imited to:

» Taking Social Secunty or Supplemental Security Income (S51) checks

= Abusing joint checking accounts

- Tahclng property and other resources

To Report Abuse for AFS or CPS contact them at the following:
= By Phone: 1-800-252-5400
= Online: hitps:/iwww . dips. state tx_ ua/Contact Usfreport abuse.ssp

The Abuse Hotine foll-free 24 hours & day, 7 days & week, nationwide, or report with our secure webaite and get a response within 24
hours.

By my signature below, | attest that the Provider repraaents and warranis they are knowledgeable of acts that conatitute Abuse or
Weglect (CPS) and Abuse, Neglect, or Exploitation (AFS) of a Membear. Provider

Type or Print Mame

Title

Signature

Date

PAGE1EOF18
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Organizational Providers SWHP.PNO.018.P

Attachment Name: Site Visit: Medical Practitioner

Attachment Number: SWHP.PNO.018.A2 Last Review/Revision Date: @ 02/24/2021

Scott & White Health Plan/Insurance Company of Scott & White Site Visit:

Medical Practitioner

Provider Name: Address:

Office Contact: Phone:

Deficiencies are corrected within 6 months. When major constraction is involved, consideration may be given for an extension. Deficiencies
are monitored until all elements are brought into compliance. A second site visit may be scheduled within six months, focusing on areas
where submitted evidence of improvement has not been accepted as satisfactory.

Scoring

Physical Accessibility Threshold: 100 % | Mo | Yes |N-"h

Handicap access is noted to be in accordance with state mandates as applicable

1. Hallway/doorway access is a minimum of 2'10" wide.

Patient has access to lavatory with safety bars.

-
3. Entrance has ramp or single low step.
4. Exam room allows space for wheel chair

Appearance Threshold: B %

Exterior of building 15 presentable

. Office waiting room is clean and well lit

1
2
3. Furnilure coverings are in good repair
4. Exam rooms are clean

5. Furniture and exam tables are in good repair

Adequacy of Waiting Room Threshold: 100 %

6. Exam rooms have adequate space

7. Waiting room provides adequate seating. The number of chairs available reflects the number of
patients that can be seen in an hour (i.e. 6 patients in an hour, there are at a minimum 6 chairs).

& Adequate number of exam rooms. The number of exam rooms reflects the number of
ractitioners actively seeing patients in a time period. (i.e. 4 physicians have 4 exam rooms)

Appointment Availahility Threshold: 100 %

5. There is evidence that appointments are scheduled according to level of nead.

Urgent Care appointments are available within 24 hours

Routing Care appointments are available within 5 days. Behavioral Health
{appointments are available within 10 days.

Preventive Care appointments are available within 6 weeks.
Mext available appointment is weeks. (Behavioral Health — NA)

Adeguacy of Treatment Record Keeping Threshold: 100 %

6. Medical records are secure and confidential.

7. Medical Record is orderly with legible file markers.

I0ffice prepares a proposed record of new patient for reviewer. Record has designated places for: Patient
identification (e.g. Patient Name/Date of Birth Medical record number), allergy notation, problem list, Immunizations,
jas applicable, past medical history, substance abuse (ie., whaceo, alcohol, and'or other substances), ancillary studies
requestod (e.g. Lab/X-Ray/Paychometric testa), consult notes, correspondence/records from owside providers,

N History Progress notes acceptable for Newbomsa/Pediatrics).

9. Record availability:
Medical records are organized and stored in a manner that allows easy retrieval

Certificate/License for radivlogy services arve currenl: Admin exp: Tech exp: | |
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Organizational Providers SWHP.PNO.018.P

Total points possible: Total points: Total %a:

Texas Department of Insurance Complaint Process Posted. No Yes
Comments and/or recommendations to provider:

Provider feedback/comments:

Reviewer: Clinic Office Contact: Date:
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Organizational Providers SWHP.PNO.018.P

Attachment Name: Site Visit: Facility Provider

Attachment Number: SWHP.PNO.018.A3 Last Review/Revision Date: @ 02/24/2021

Site Visit: Facility Provider

Site:

A practitioner must meet a minimum threshold of 90% to be credentialed as an approved provider.
Deficiencies are corrected within 30 days. When major construction is involved, consideration are given for an
extension. For sites who meet the threshold, but have deficiencies, a second site review may be done within six
(6] months for those areas where submitted evidence of improvements have not been satisfactory.

Second Site Visit Scheduled Date (when applicable):

ELEMENT ¥ES | NO | N/A | Comments

dequacy of Facility: Medical Safety and Environment
IClearly marked office sign (extarnal)

IFacility accessible o parsons with disabilities
[Fire alarms/sprinklars

[Fire extinguishers visible and accessibla

[Facility clean, neat, well-lit and well-maintained

Waiting/exam rooms adeqguate for patient velume (adequate seating)

ICarridors claar
[Exits clearly marked
Pechanism o inform patients of howrs of operation

[Exam rooms designed to assure privacy of patiants
[Exam rooms aquipped with supplies
Biohazard disposal

[Sharps container

Equipmentinstrumants sterilized/disposabla

TDI complaint process/B00 number is displayed

Pravisions for patients who do not speak English or are visually/
hearing impaired

Written Policies for the Following:

ID5HA guidelines

Fatient confidentiality

[Triage of patienis/emeargencias

Handling narcotics

Inspaction of emeargency eguipmeant

Laboratory Area/Services: If Performed in Office
ICurrent CLIA certification or waivar posted Date:

lwraa clean and organized

Radiology Areal/Services: If Performed in Office

[Cartificata of registration Bureau of Radiation Contrel (currant in past
I3 yrs) , Radiology Data: Technology Date:

laraa clean and organized
Medical Record Keeping:

Pledical racords are available during office hours

Pedical records protectad from public access/inadvertent exposura

Pledical records are individualized by patient name or ID

IConsults, labs, x-rays are contained in medical record

Pedical records securedfsystem for organization of file
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Organizational Providers

SWHP.PNO.018.P

ELEMENT ¥ES | NO | N/JA Comments
Medical records releasad only in accordance with Faderal and state
laws, court onders or subpoanas, including releasa request by
member.
Each chart has a sample problem list.
Electronic medical records (sacura systam used)
TOTALS: o
Provider feedbackicomments:
Reviewer: Clinic Office Contact: Date:
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	SCOPE 
	 
	This document applies to the following line(s) of business:  
	Figure
	All Lines of Business 
	 
	DEFINITIONS 
	 
	When used in this document with initial capital letter(s), the following word(s)/phrase(s) have the meaning(s) set forth below unless a different meaning is required by context. Additional defined terms may be found in the BSWH P&P Definitions document.  
	 
	None. 
	 
	POLICY 
	 
	The Scott & White Health Plan (SWHP)/Insurance Company of Scott & White (ICSW) has procedures and criteria for the establishment and monitoring of quality of care and services delivered to SWHP/ICSW members by contracted organizational providers. This includes the initial credentialing process and re-credentialing process at least every three (3) years. 
	 
	Contracted organizational providers include, but are not limited to: hospitals, skilled nursing facilities, home health agencies, hospice, ambulatory surgery centers, facilities providing mental health and substance abuse services in residential, inpatient, and ambulatory settings, clinic, clinical laboratories, durable medical/home medical equipment suppliers, end-stage renal disease facilities, Federally Qualified Health Centers, freestanding cardiac catheterization labs, home infusion therapy providers, 
	 
	PROCEDURE 
	 
	During the credentialing/re-credentialing process, the following information is obtained from organizational providers, as applicable: 
	1. Completed, signed, attested SWHP Facility Application 
	1. Completed, signed, attested SWHP Facility Application 
	1. Completed, signed, attested SWHP Facility Application 

	2. Current, valid state license or certification to practice 
	2. Current, valid state license or certification to practice 

	3. Medicare/Medicaid program participation eligibility, if applicable 
	3. Medicare/Medicaid program participation eligibility, if applicable 


	4. Current certifications based on Provider type, if applicable, (e.g., Clinical Laboratory Improvement Amendments certification) 
	4. Current certifications based on Provider type, if applicable, (e.g., Clinical Laboratory Improvement Amendments certification) 
	4. Current certifications based on Provider type, if applicable, (e.g., Clinical Laboratory Improvement Amendments certification) 

	5. Current malpractice coverage/liability insurance that meets or exceeds minimum state requirements 
	5. Current malpractice coverage/liability insurance that meets or exceeds minimum state requirements 

	6. Current, valid DEA certificate for applicable Provider type 
	6. Current, valid DEA certificate for applicable Provider type 

	7. Excluded Providers—searches are conducted using the HHS-OIG LEIE, and the General Services Administration SAM for names of parties disclosed during the credentialing process—parties appearing on any of these databases are denied participation 
	7. Excluded Providers—searches are conducted using the HHS-OIG LEIE, and the General Services Administration SAM for names of parties disclosed during the credentialing process—parties appearing on any of these databases are denied participation 


	 
	In addition to the required above-stated verifications and other eligibility criteria, participating Organizational Providers are required to maintain accreditation by a relevant, recognized accrediting body or, in the absence of such accreditation, provide evidence of a successful site survey by pertinent federal or state oversight agencies within the past three years or successfully pass a site visit conducted by SWHP. Failure to adhere may result in denial of network participation. 
	 
	Site interviews may be conducted with senior management, chiefs of major services, or key personnel in nursing, quality management, and utilization management. The office site visit tool is used (SWHP.PNO.018.A3). Quality improvement policies may be requested from the organization, if needed. Organizational provider must credential their practitioners. A CMS or state review may be substituted for the site visit. SWHP/ICSW obtains a report from the institution that a review has been performed, and the report
	 
	For Physical Therapy, Occupational Therapy, or Speech Therapy providers undergoing re-credentialing and who are not accredited, a site visit is not required unless a complaint has been raised about the facility during the credentialed period. 
	 
	SWHP/ICSW maintains copies of licenses and certificates in individual organizational provider files. 
	 
	SWHP/ICSW maintains a checklist containing validation dates for licensure, accreditation status, CMS or state review, or site visits, if applicable, for each organizational provider. The prior validation checklist is maintained in the credentialing file. 
	 
	Re-credentialing of organizational providers occurs through a process that updates the same information obtained for initial credentialing. 
	 
	ATTACHMENTS 
	 
	Facility Application (SWHP.PNO.018.A1) 
	Site Visit: Medical Practitioner (SWHP.PNO.018.A2) 
	Site Visit: Facility Provider (SWHP.PNO.018.A3) 
	 
	RELATED DOCUMENTS 
	 
	None. 
	 
	REFERENCES 
	 
	National Committee for Quality Assurance (NCQA): CR 7 Standard 
	Texas Administrative Code, Title 28 Insurance, Part 1, Chapter 11 Health Maintenance Organization Centers for Medicare & Medicaid Services (CMS) – Medicare Managed Care Manual, Chapter 6, Section 70 42 CFR 422.204 – Provider Selection and Credentialing 
	 
	The information contained in this document should not be considered standards of professional practice or rules of conduct or for the benefit of any third party.  This document is intended to provide guidance and, generally, allows for professional discretion and/or deviation when the individual health care provider or, if applicable, the “Approver” deems appropriate under the circumstances. 
	The information contained in this document should not be considered standards of professional practice or rules of conduct or for the benefit of any third party.  This document is intended to provide guidance and, generally, allows for professional discretion and/or deviation when the individual health care provider or, if applicable, the “Approver” deems appropriate under the circumstances. 
	The information contained in this document should not be considered standards of professional practice or rules of conduct or for the benefit of any third party.  This document is intended to provide guidance and, generally, allows for professional discretion and/or deviation when the individual health care provider or, if applicable, the “Approver” deems appropriate under the circumstances. 
	The information contained in this document should not be considered standards of professional practice or rules of conduct or for the benefit of any third party.  This document is intended to provide guidance and, generally, allows for professional discretion and/or deviation when the individual health care provider or, if applicable, the “Approver” deems appropriate under the circumstances. 
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