
Mental Health Parity Non-Quantitative Treatment Limitation Documentation (NQTL)

This document includes UMR Medical/Surgical and Behavioral standards:
         • Network Management – The information on this tab can be utilized for all self-funded customers using a 
UnitedHealthcare Network
         • Medical Management -  Med Mgmt Questions_MED NEC – The information on this tab can be utilized for self-
funded customers that have medical necessity in their SPD
                 
This document includes standard responses to clinical and network questions related to mental health parity NQTL 
questions specific to self-funded plans. Customers should review the med/surg and behavioral health responses and 
confirm that each response aligns with their plan document. The questions/comments in red font provide additional 
considerations that the customer should review and update the response accordingly.  

The self-funded customer (or consulting firm, on behalf of the customer) would need to outline or summarize the NQTL 
parity comparative analysis confirming that the mental health/substance use disorder is no more stringent then 
medical/surgical. 

Note: Self-Funded Customers are legally responsible for compliance with mental health parity requirements, including 
testing. Self-Funded Customers should consult with their legal counsel concerning completion of the mental health 
parity documentation described in this document.
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Question 
Number

Question Medical/Surgical Behavioral Health  

1

Describe the standards for 
provider/facility admission to 
participate in a network.

The Plan uses the credentialing and recredentialing process to ensure its network of contracted providers, 
who require credentialing, and providers seeking to join the Plan’s network, have the appropriate level of 
education/licensure/certification and satisfy additional qualifications in order to provide care to Plan 
members. To do this, the Plan applies the following factors to determine whether to credential a provider 
or facility, or, in other words, to determine whether they meet the standards to join, or maintain their 
status in, the Plan’s network of participating providers: 
• The provider or facility completes and attests to the accuracy of the content of the application; 
• The Plan verifies certain information in the application; and
• The provider or facility continues to meet the requirements set forth in the credentialing plan while they 
are contracted with the Plan.

Credentialing generally is not required for health care professionals who are permitted to furnish services 
only under the direct supervision of another provider or for hospital-based or facility-based health care 
professionals who provide services to members incidental to hospital or facility services.

The Plan uses the credentialing and recredentialing process to ensure its network of contracted 
providers, who require credentialing, and providers seeking to join the Plan’s network, have the 
appropriate level of education/licensure/certification and satisfy additional qualifications in 
order to provide care to Plan members. To do this, the Plan applies the following factors to 
determine whether to credential a provider or facility, or, in other words, to determine whether 
they meet the standards to join, or maintain their status in, the Plan’s network of participating 
providers: 
• The provider or facility completes and attests to the accuracy of the content of the application; 
• The Plan verifies certain information in the application; and
• The provider or facility continues to meet the requirements set forth in the credentialing plan 
while they are contracted with the Plan.

Credentialing generally is not required for health care professionals who are permitted to furnish 
services only under the direct supervision of another provider or for hospital-based or facility-
based health care professionals who provide services to members incidental to hospital or 
facility services.

Reimbursement for in-network individual providers and facilities are determined through a negotiated 
process. During contract negotiations, the Plan applies the following factors to determine reimbursement 
for in-network providers:
• Applicable CMS or other rate-setting methodology and benchmark reimbursement data for the provider 
type; 
• Member access by geography and specialty; 
• Impact on total medical cost relative to market and affordability; 
• Market dynamics, including provider leverage, competitor networks, scarcity of provider type in the 
market, and the need for provider type in network; 
• Quality and efficiency; and/or 
• Provider type (rates may be adjusted for specialists, higher acuity facility types or non-physician provider 
types like physician assistants or social workers).

While some variation may exist for all services, in-network provider reimbursement is generally based on 
external rate sources for services provided by the same provider type in the same geography and the 
additional negotiation factors and data points discussed more fully below. In setting in-network provider 
reimbursement, the Plan utilizes/analyzes the Centers for Medicare & Medicaid Services (CMS) 
reimbursement rates and benchmark data by provider/facility type. 

1. Individual or Group Professional Care Providers.
Individual or group professional care providers, who provide services in an inpatient, outpatient, or office 
setting, the Plan uses CMS’s resource-based relative value scale (“RVRBS”) methodology as a base to 
negotiate fee schedules with physicians. The Plan creates template fee schedule documents based on this 
payment methodology. Ultimately, rates are negotiated based on the factors identified. When CMS rates 
are not available for a given code, other sources are used by the Plan to assess the relativities and ensure 
consistent alignment. The other data and information sources can include third-party resources, like the 
FairHealth database and rates/relativities obtained through studies from third-party vendors, discussion 
with internal subject-matter experts on the services and other market information. Default fee schedules 
are developed by geography typically at a state level. These schedules are routinely updated to ensure the 
CMS relativities by code are current and relevant to each specialty. The default fee schedules are set at a 

Reimbursement for in-network individual providers and facilities are determined through a 
negotiated process. During contract negotiations, the Plan applies the following factors to 
determine reimbursement for in-network providers:
• Applicable CMS or other rate-setting methodology and benchmark reimbursement data for the 
provider type; 
• Member access by geography and specialty; 3) Impact on total medical cost relative to market 
and affordability; 
• Market dynamics, including provider leverage, competitor networks, scarcity of provider type 
in the market, and the need for provider type in network; 
• Quality and efficiency; and/or 
• Provider type (rates may be adjusted for specialists, higher acuity facility types or non-
physician provider types like physician assistants or social workers).

While some variation may exist for all services, in-network provider reimbursement is generally 
based on external rate sources for services provided by the same provider type in the same 
geography and the additional negotiation factors and data points discussed more fully below. In 
setting in-network provider reimbursement, the Plan utilizes/analyzes the Centers for Medicare 
& Medicaid Services (CMS) reimbursement rates and benchmark data by provider/facility type.

For BH/SUD, the plan reimburses providers based on a standard network fee schedule. The 
standard approach is to reimburse at 100% of the fee schedule.  The standard fee schedule is 
developed using CMS national Relative Value Units (RVUs) as a guide to develop the 
reimbursement rate to the providers. The RVUs are obtained from the CMS Physician Fee 
Schedule Final Rule, Addendum B, which is posted on the CMS.gov website. The RVU for a 
specific code represent the relative resources required to perform that service compared to 
other services.

The plan utilizes a set of internally developed base rates as a starting point.  RVUs are used to 
check the relativities among the codes to ensure they are properly aligned.  Rates are then 
adjusted based on a variety of factors including, supply/demand, geography, license level, and 

Describe the standards for 
establishing provider and 
facility reimbursement rates.
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Question 
Number

Question Medical/Surgical Behavioral Health  

3

Is there an open or closed 
network to new providers in 
states where geographic or 
other access standards are met?

Our standard is to ensure that our access standards are met. In some instances where access is met, there 
may be a determination that the network would be closed and we would allow access as needed. 

Our standard is to ensure that our access standards are met. In some instances where access is 
met, there may be a determination that the network would be closed and we would allow access 
as needed. Currently, BH does not close its network to providers.

4

Describe the rationale for 
maintaining an open/closed 
network.

Determinations on open/closed networks are primarily based on the state-specific network strategy that is 
aligned to a particular client need or product goal. 

Determinations on open/closed networks are primarily based on the state-specific network 
strategy that is aligned to a particular client need or product goal. 

5

How is it determined whether 
to open or close the network 
(e.g., any willing provider, avoid 
cost of credentialing, reward 
contracted providers with 
referrals, etc.)?

After access and regulatory standards are met, networks may be closed to achieve goals to create a high-
performing network more narrowly focused on quality and cost efficiency. 

After access and regulatory standards are met, networks may be closed to achieve goals to 
create a high-performing network more narrowly focused on quality and cost efficiency. 
Currently, Behavioral Health does not close its network to providers. 

CMS relativities by code are current and relevant to each specialty. The default fee schedules are set at a 
competitive rate level that other similar medical professionals have accepted in the past and are 
reasonably expected to accept to participate in the Plan’s network in the future. As a result, default fee 
schedules generally are set below the mean or median rates because those rates are influenced by 
provider leverage/negotiation.

Only new providers get the benefit of an updated base fee schedule. While, existing contracted providers 
will stay on the same fee schedule or payment appendix originally negotiated unless or until they decide 
to renegotiate.

2. Facilities.
For Med/Surg facilities—or in-network, inpatient or outpatient facility services—the Plan uses a 
combination of CMS methodologies (MS-DRG inpatient, APC for outpatient, Fee Schedules, Per Diems, 
Percentage Payment Rate (PPR), per visit/per unit, etc.) and proprietary methods to develop targeted rates 
based on geography and facility type and to negotiate fee schedules/structures with facilities. The factors 
considered in negotiating rates are discussed in greater detail below. The most common measures in 
setting reimbursement level are based on percentage of CMS and discount level. For Med/Surg, market 
dynamics influence the target reimbursement range for the facility. The Plan looks at cost-to-charge ratio 
concepts within CMS filings, and considers what the facility needs to make a reasonable margin. The Plan 
also looks at external filing documents, including financials, and considers whether the facility’s cost 
relativity to other facilities is not an outlier. In other words, the target reimbursement rates are based on 
allowing the facility to make a fair margin and to ensure the Plan is not disadvantaged by the rate looking 
at cost-to-charge.  Agreements may include negotiated escalators or deflators, which automatically 
increase or modify rates for subsequent contract years. The escalators or deflators may also be based on 
quality and efficiency metrics. Rates based on a percentage of CMS or other payment methodology may 
also fluctuate from year-to-year. 

Most provider agreements are evergreen, meaning the agreement renews automatically each year unless 
one, or both, parties provide notice of their intention not to renew the agreement at the end of the term. 
If an agreement does not have an inflator or is not based on a percent of applicable payment 
methodology, like CMS, either the provider or the Plan may provide notice of termination to initiate 
contract negotiations, and renegotiate rates. 

adjusted based on a variety of factors including, supply/demand, geography, license level, and 
market conditions. UMR evaluates fee schedules on an annual basis and any necessary 
adjustments are made to remain competitive in the marketplace. 

In addition, when an RVU is not available for a given code other sources are used by UMR to 
assess the relativities and ensure consistent alignment. The other data and information sources 
can include the FairHealth database and rates/relativities obtained through studies from third-
party vendors, consultation with subject matter experts on the services, and other market 
information. Just like med/surg,UMR’s physician rates are negotiable and UMR considers the 
factors identified below when negotiating rates with providers.

2
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Question 
Number

Question Medical/Surgical Behavioral Health  

6

Do you offer a tiered network? 
How is the tiered network 
structured? Please provide 
details on how this is 
established and maintained. 

Yes. UMR offers tiered network based on UnitedHealthcare Premium Physicians Program and/or provider 
partnership that focus on quality and cost efficiency. Tiering is outlined in the SPD.

Additional tiering can be selected and is outlined in the SPD. 

We have a preferred program provider SUD network which is a subset of our SUD providers 
which can be found and filtered in LiveandWorkWell.com (LWW). 

7

How do you assess for 
availability of providers? 

UnitedHealthcare Network Management will maintain and monitor the existing Employer and Individual 
(E&I) network to continually evaluate critical network variations and identify strategies to fix such 
variations on a monthly basis.  

Availability of providers is assessed via the national network audit program.   Critical data 
elements audited include:  Participating status with Tax ID, Name, License type/Specialty, 
Gender, Practice Addresses, Appointment Phone Numbers, and Accepting New Patients Status.  

8

What licensing and 
accreditation of providers do 
you use and what variation is 
used in assessing provider 
qualifications?

The Credentialing Entity will Primary Source Verify that the applicant maintains current, valid licensure or 
certification, without Material Restrictions, conditions, or other disciplinary action, in all states where the 
applicant practices. Any finding that results in sanctions or restrictions on the licensed independent 
practitioner (LIP) from any government agency or authority, including but not limited to a state licensing 
authority may result in denial of credentialing. A committee may recommend accepting a LIP to the 
network if the restriction does not limit or impact the LIP’s practice, except that a committee cannot 
recommend accepting a LIP into the network if the LIP has a Material Restriction.

The Credentialing Entity will Primary Source Verify that the applicant maintains current, valid 
licensure or certification, without Material Restrictions, conditions, or other disciplinary action, 
in all states where the applicant practices. Any finding that results in sanctions or restrictions on 
the LIP from any government agency or authority, including but not limited to a state licensing 
authority may result in denial of credentialing. A committee may recommend accepting a LIP to 
the network if the restriction does not limit or impact the LIP’s practice, except that a committee 
cannot recommend accepting a LIP into the network if the LIP has a Material Restriction.

9

Describe any restrictions with 
the use of providers (e.g., 
geography, specialty type etc.).

There are no restrictions with the use of providers. Self-insured clients may choose to steer members to 
Designated Providers (e.g., Infertility centers of excellence).

There are no restrictions.

10
Describe the out-of- network 
reimbursement methodology.

The Summary Plan Description (SPD) includes the out-of-network reimbursement methodology and this is 
applied the same for MH/SUD out-of-network providers.

The Summary Plan Description (SPD) includes the out-of-network reimbursement methodology 
and this is applied the same for MH/SUD out-of-network providers.

11

Describe the process utilized to 
ensure access in remote areas 
or when no appropriate 
network provider is available to 
a member. What are the 
requirements or triggers to 
initiate this process? 

UnitedHealthcare Network Management will maintain and monitor the existing Employer and Individual 
(E&I) network to continually evaluate critical network variations and identify strategies to fix such 
variations on a monthly basis. In geographic areas where there may not be a network provider available, a 
GAP exception may be authorized once requested by a member. 

In cases of continuity of care, geographic gap or specialty needs UMR will consider a single case 
agreement or arrangement for care with an out of network provider, but treat the provider as if 
they are contracted for the specific member case.  Rates may be negotiated with the provider or 
we may apply our out of network cost containment programs to the provider's services. 

12

Describe any 
restrictions/limitations do you 
have based on tele-medicine 
providers

Our telehealth reimbursement policy follows the CMS guidelines. Our telehealth reimbursement policy follows the CMS guidelines.

13

Are tele-medicine providers 
required to hold current 
licensure in the state where the 
patient currently resides?

This is governed by individual state regulations and license requirements, but generally speaking, 
providers are required to be licensed in the state in which the patient is physically in during the visit.

This is governed by individual state regulations and license requirements, but generally 
speaking, providers are required to be licensed in the state in which the patient is physically in 
during the visit.

14
How often do you update your 
provider directories?

Online provider directories are updated five times a week. Provider directory updates are fed nightly to the directory

15

What percentage of your 
network is audited for 
demographic information on a 
yearly basis?

The provider network is audited monthly for adequacy. The national network is requested on an annual basis to view, update, and attest to the accuracy 
of their data.  
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Question 
Number

Question Medical/Surgical Behavioral Health  

16

Describe any state and federal 
network adequacy standards 
are in place with in respect to 
appointment access and 
availability. Does this differ for 
routine, urgent and emergent 
appointments?

UnitedHealthcare has a rigorous regulatory process by which all adequacy standards are met with respect 
to access and availability.

As part of our Quality Management Program, and to ensure that all members have access to 
appropriate treatment as needed, we develop, maintain, and monitor a network with adequate 
numbers and types of clinicians and outpatient programs. We require that the network adhere 
to specific access standards. If more stringent time frames are required by applicable law, we 
require that the network adhere to the more stringent time frames.

17

Describe any distance standards 
and waiting times for 
appointments for services were 
utilized to develop the network.

UnitedHealthcare standards are based on National Committee for Quality Assurance NCQA standards 
which include the following:
• Centers for Medicare & Medicaid Services (CMS)
• 2019 CMS Final Letter to Issuers in Related External o Internal Links section. This is followed when state 
regulations specify "reasonable" and/or "sufficient" access to care providers or when regulators are silent.
• State-specific standards when state regulations identify a quantifiable network adequacy measurement 
for geographic and numeric availability.

UnitedHealthcare standards are based on National Committee for Quality Assurance NCQA 
standards which include the following:
• Centers for Medicare & Medicaid Services (CMS)
• 2019 CMS Final Letter to Issuers in Related External o Internal Links section. This is followed 
when state regulations specify "reasonable" and/or "sufficient" access to care providers or when 
regulators are silent.
• State specific standards when state regulations identify a quantifiable network adequacy 
measurement for geographic and numeric availability.
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Question 

Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

1

Describe the medical management 

standards limiting or excluding 

benefits based on medical necessity 

or medical appropriateness, or based 

on whether the treatment is 

experimental or investigative.

The Plan includes a requirement that services and treatments, 

including supplies or pharmaceutical products, must be 

medically necessary to be a Covered Health Care Service, as 

defined by the Summary Plan Document (SPD). Determination 

of whether a service is medically necessary begins with the 

definition of “Medically Necessary” under the plan terms and 

then application of applicable clinical policy and criteria to the 

specific service to evaluate whether the service is considered 

medically necessary. This definition applies equally to 

Medical/Surgical (Med/Surg) and Mental Health/Substance Use 

Disorder (MH/SUD) benefits. There is no other, separately 

applicable definition of “Medically Necessary”. 

The Plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. Determination of 

whether a service is experimental or investigational or unproven 

begins with the definition of “Experimental or Investigational 

Service(s)” as well as the definition of “Unproven Service(s)” 

under the Plan terms. And then, application of applicable clinical 

policy and criteria to the specific service to evaluate whether 

the service is considered Experimental or Investigational or 

Unproven. The Plan SPD defines “Experimental or 

Investigational Service(s)” and “Unproven Service(s)”.  The 

definitions apply equally to both Med/Surg and MH/SUD 

benefits. 

The Plan includes a requirement that services and treatments, 

including supplies or pharmaceutical products, must be 

medically necessary to be a Covered Health Care Service, as 

defined by the SPD. Determination of whether a service is 

medically necessary begins with the definition of “Medically 

Necessary” under the plan terms and then application of 

applicable clinical policy and criteria to the specific service to 

evaluate whether the service is considered medically necessary. 

This definition applies equally to Med/Surg and MH/SUD 

benefits. There is no other, separately applicable definition of 

“Medically Necessary”. 

The Plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. Determination of 

whether a service is experimental or investigational or unproven 

begins with the definition of “Experimental or Investigational 

Service(s)” as well as the definition of “Unproven Service(s)” 

under the Plan terms. And then, application of applicable clinical 

policy and criteria to the specific service to evaluate whether the 

service is considered Experimental or Investigational or 

Unproven. The Plan SPD defines “Experimental or 

Investigational Service(s)” and “Unproven Service(s)”.  The 

definitions apply equally to both Med/Surg and MH/SUD 

benefits. 
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Question 

Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

2

Describe the precertification/prior 

authorization/notification 

requirements for inpatient services 

(including notification within 24 – 48 

hours of emergency admission and 

continued review for ongoing stay).

Inpatient Services requiring Prior Authorization. The In-network 

Provider is contractually responsible for obtaining prior 

authorization for all inpatient codes on the prior authorization 

list posted on the provider portal.  

A list of recommended and standard requiring prior 

authorization for medical includes:

  Inpatient Hospitalization

  Inpatient Maternity stays over 48 hours for normal delivery 

and 96 hours for C-section

  Transplant and Transplant related services

  Skilled Nursing Facility (extended care facilities)

  Home Health Care

  Durable Medical Equipment (excludes braces, orthotics and 

supplies)

     $500 for rental

     $1500 for purchase

     $1000 for prosthetics 

  Clinical Trials (services related to the clinical trial)

  Bariatric Surgery (if a covered benefit)

  Chemotherapy (cancer diagnosis)

  Dialysis

  Specialty injectables covered under the medical plan 

www.umrweb.com/SpecialtyInjectable/home/Injectables

Prior authorization is not required for Emergency admissions. 

Process for Obtaining Prior Authorization. 

For any outpatient service on the Prior Authorization list, the in-

network provider is contractually responsible for obtaining the 

Prior Authorization. There may be some in-network benefits for 

Inpatient Services requiring Prior Authorization. The In-network 

Provider is contractually responsible for obtaining prior 

authorization for all inpatient codes on the prior authorization 

list posted on the provider portal. 

A list of recommended and standard requiring prior 

authorization for BH/SUD includes:

  Inpatient Hospitalization

  Inpatient Behavioral Health (acute care)

  Residential Treatment 

  Partial Hospitalization Program  

  Clinical Trials (services related to the clinical trial)

  Specialty injectables covered under the medical plan 

www.umrweb.com/SpecialtyInjectable/home/Injectables 

Prior authorization is not required for Emergency admissions. 

Process for Obtaining Prior Authorization. 

For any outpatient service on the Prior Authorization list, the in-

network provider is contractually responsible for obtaining the 

Prior Authorization. There may be some in-network benefits for 

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

INN prior auth requirements.**

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

OON prior auth requirements.**

3

Describe the precertification/prior 

authorization requirements for 

Residential Treatment Facility 

services (including whether these 

requirements are comparable to 

skilled nursing facility requirements).

In-network providers are responsible for obtaining prior 

authorization for all treatment facility services on the Prior 

Authorization List posted on the provider portal.  

Residential is treated as an Inpatient service. Please refer to 

response #2.

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

INN prior auth requirements.**

4

Describe the precertification/prior 

authorization requirements for 

alternative levels of care services 

(e.g., PHP, IOP).

In-network providers are responsible for obtaining prior 

authorization for all alternative levels of care services on the 

Prior Authorization List posted on the provider portal.

Members may have prior authorization requirements as listed in 

the plan document. 

In-network providers are responsible for obtaining prior 

authorization for all alternative levels of care services identified 

in the provider manual posted on the provider portal.

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

INN prior auth requirements.**
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Question 

Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

5

Describe the precertification/prior 

authorization requirements for 

outpatient services.

Outpatient Services Requiring Prior Authorization. 

The In-network Provider is contractually responsible for 

obtaining prior authorization for all outpatient codes on the 

prior authorization list posted on the provider portal.

A list of recommended and standard requiring prior 

authorization for medical includes:

  Inpatient Hospitalization

  Inpatient Maternity stays over 48 hours for normal delivery 

and 96 hours for C-section

  Transplant and Transplant related services

  Skilled Nursing Facility (extended care facilities)

  Home Health Care

  Durable Medical Equipment (excludes braces, orthotics and 

supplies)

     $500 for rental

     $1500 for purchase

     $1000 for prosthetics 

  Clinical Trials (services related to the clinical trial)

  Bariatric Surgery (if a covered benefit)

  Chemotherapy (cancer diagnosis)

  Dialysis

  Specialty injectables covered under the medical plan 

www.umrweb.com/SpecialtyInjectable/home/Injectables

Outpatient Services Requiring Prior Authorization. 

The In-network Provider is contractually responsible for 

obtaining prior authorization for all outpatient codes on the 

prior authorization list posted. 

A list of recommended and standard requiring prior 

authorization for BH/SUD includes:

  Inpatient Hospitalization

  Inpatient Behavioral Health (acute care)

  Residential Treatment 

  Partial Hospitalization Program  

  Clinical Trials (services related to the clinical trial)

  Specialty injectables covered under the medical plan 

www.umrweb.com/SpecialtyInjectable/home/Injectables

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

INN prior auth requirements.**

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

OON prior auth requirements.**

6

Describe the precertification/prior 

authorization/notification 

requirements for court ordered or 

involuntary cases? (e.g., child 

vaccinations for M/S; rehab therapy 

for MH/SUD).

Prior authorization is required for all outpatient services/codes 

on the Prior Authorization List posted on the provider portal.

Prior authorization is required for all treatment facility services 

identified in the provider manual posted on the provider portal.

**If the Plan has a non-std member prior authorization 

requirements, include language regarding any member 

INN prior auth requirements.**

7

Describe any exclusions based on 

failure to complete a course of 

treatment (e.g., some surgeries 

require MH course of treatment 

before approval (e.g., bariatric 

surgery, gender reassignment).

Med/Surg does not have any exclusions based on failure to 

complete a course of treatment.  

MH/SUD does not have any exclusions based on a failure to 

complete a course of treatment.
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Question 

Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

8

Describe the concurrent review 

requirements for inpatient services 

(e.g., reviewing/approving medical 

necessity, level of care, and length of 

stay based on continued 

presentation of clinical information 

prior to additional services being 

rendered).

Concurrent review usually begins on the first business day 

following notification. A concurrent review may be conducted 

by telephone, on-site, and when available, facilities can provide 

clinical information via access to Electronic Medical Records 

(“EMR”). If the reviewer (a mid- level provider, such as a nurse 

for M/S benefits) believes that an admission or continued stay 

may not be covered, the facility will be asked for more 

information concerning the member’s clinical condition, 

treatment and case management plan. 

The reviewer’s assessment of whether an admission or 

continued stay is covered is based on whether the member’s 

clinical condition meets criteria for coverage based on the 

application of nationally recognized clinical guidelines. 

When the Medical Director determines that an admission or 

continued stay at the facility is not medically necessary, and will 

not be covered, the member, facility and the physician will be 

notified consistent with state, federal or accreditation 

requirements and applicable appeal rights are provided.

Concurrent Review usually begins on the first business day 

following notification. A concurrent review may be conducted 

by telephone, on-site, and when available, facilities can provide 

clinical information via access to Electronic Medical Records 

(“EMR”). If the reviewer (a mid-level provider, such as a clinical 

social worker for MH/SUD benefits) believes that an admission 

or continued stay may not be covered, the facility will be asked 

for more information concerning the member’s clinical 

condition, treatment and case management plan.

The reviewer’s assessment of whether an admission or 

continued stay is covered is based on whether the member’s 

clinical condition meets criteria for coverage based on the 

application of nationally recognized clinical guidelines. 

 

When a Medical Director determines that an admission or 

continued stay at the facility is not medically necessary, and will 

not be covered, the member, facility and the physician will be 

notified consistent with state, federal or accreditation 

requirements and applicable appeal rights are provided.

9

Describe the concurrent review 

requirements for Residential 

Treatment Facility services 

(MH/SUD) and Skilled Nursing 

Facility services (M/S).

When the plan document includes these services as a plan 

benefit, please refer to response #8

When the plan document includes these services as a plan 

benefit, please refer to response #8

10

Describe the concurrent review 

requirements for alternative levels of 

care (e.g., PHP, IOP).

Please refer to response #8. Please refer to response #8
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Question 

Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

11

Describe the concurrent review 

requirements for outpatient services.

Concurrent Review for in-network outpatient benefits begins 

when the Plan receives a request for coverage for a continuing 

course of outpatient treatment that was previously approved 

and is ending.

A list of recommended and standard requiring prior 

authorization for medical includes:

Inpatient Hospitalization

 Inpatient Maternity stays over 48 hours for normal delivery and 

96 hours for C-section

 Transplant and Transplant related services

 Skilled Nursing Facility (extended care facilities)

The reviewer’s assessment of whether a continuing course of 

outpatient treatment is covered is based on whether the 

member’s clinical condition meets criteria for coverage based 

on the application of nationally recognized clinical guidelines 

and the terms of the Plan. 

When the Medical Director determines whether the continuing 

course of treatment is medically necessary, the member and 

provider will be notified of the determination consistent with 

state, federal or accreditation requirements and applicable 

appeal rights are provided.

Notification Requirements:

Authorization can be obtained via online or by telephone. 

For purposes of Concurrent Review, in-network providers are 

contractually required to cooperate with all of the Plan requests 

for information, documents or discussions including, but not 

Concurrent Review for in-network outpatient benefits begins 

when the Plan receives a request for coverage for a continuing 

course of outpatient treatment that was previously approved 

and is ending.

A list of recommended and standard requiring prior 

authorization for BH/SUD includes:

Inpatient Hospitalization

 Inpatient Behavioral Health (acute care)

Residential Treatment 

 Partial Hospitalization Program  

The reviewer’s assessment of whether a continuing course of 

outpatient treatment is covered is based on whether the 

member’s clinical condition meets criteria for coverage based on 

the application of nationally recognized clinical guidelines and 

the terms of the Plan. 

When a PhD/Medical Director determines whether the 

continuing course of treatment is medically necessary, the 

member and provider will be notified of the determination 

consistent with state, federal or accreditation requirements and 

applicable appeal rights are provided.

Notification Requirements:

Authorization can be obtained via online or by telephone. 

For purposes of Concurrent Review, in-network providers are 

contractually required to cooperate with all of the Plan requests 

for information, documents or discussions including, but not 

limited to: primary and secondary diagnosis, clinical 
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Number
Question Medical/Surgical  Behavioral Health Non-Standard Considerations

12

Describe the retrospective review 

requirements for inpatient services.

Pre-Claim Retrospective Review (Plan receives notification post 

discharge): The Plan performs a pre-claim retrospective review, 

for certain inpatient in-network cases, starting with the first day 

of the admission, if the in-network facility did not notify the Plan 

or seek prior authorization for the admission and provides 

extenuating circumstances for a late notification of inpatient 

admissions. This review is conducted unless post-discharge 

review is prohibited by hospital contract. Notification of all 

review outcomes is communicated in accordance with 

applicable state, federal or accreditation requirements and 

applicable appeal rights are provided.

Post-Claim Retrospective Review: If prior authorization is 

required and no prior authorization is on file, the claim is denied 

administratively for "no prior auth on file". However, if the in-

network facility/physician has the Med-Nec addendum, the 

provider can request a medical necessity review post claim. 

Notification of all review outcomes is communicated in 

accordance with applicable state, federal or accreditation 

requirements and applicable appeal rights are provided.

Pre-Claim Retrospective Review (Plan receives notification post 

discharge): The Plan performs a pre-claim retrospective review, 

for certain inpatient in-network cases, starting with the first day 

of the admission if the in-network facility did not notify the Plan 

or seek prior authorization for an admission and provides 

extenuating circumstances for a late notification of  inpatient 

admissions. This review is conducted unless post-discharge 

review is prohibited by hospital contract. Notification of all 

review outcomes is communicated in accordance with 

applicable state, federal or accreditation requirements and 

applicable appeal rights are provided.

Post-Claim Retrospective Review: If prior authorization is 

required and no prior authorization is on file, the claim is denied 

administratively for "no-prior auth on file". However, the in-

network facility/physician can appeal for medical necessity 

review regardless of the provider’s contract language. 

Notification of all review outcomes is communicated in 

accordance with applicable state, federal or accreditation 

requirements and applicable appeal rights are provided.

13

Describe the retrospective review 

requirements for Residential 

Treatment Facility services 

(MH/SUD) and Skilled Nursing 

Facility services (M/S).

When the plan document includes these services as a plan 

benefit, please refer to response #12.

When the plan document includes these services as a plan 

benefit, please refer to response #12.

14

Describe the retrospective review 

requirements for alternative levels of 

care (e.g., PHP, IOP).

Please refer to response #12. Please refer to response #12.
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Question Medical/Surgical  Behavioral Health Non-Standard Considerations

15

Describe the retrospective review 

requirements for outpatient services.

Pre-Claim Retrospective Review Post-service: When the Plan is 

contacted by an in-network provider who was unable to obtain 

prior authorization due to a qualifying mitigating circumstance, 

a medical necessity review will be conducted only for certain 

outpatient services. For all other services, the in-network 

provider can provide this additional information upon appeal.

If the Medical Director determines that the service was not 

medically appropriate, the member and providers will be 

notified consistent with state, federal or accreditation 

requirements and applicable appeal rights are provided.

If the reviewer believes that the service is not medically 

necessary, the request will be sent to the medical director for 

review. If the medical director determines that the service was 

not medically necessary, the member and providers will be 

notified consistent with state, federal or accreditation 

requirements and applicable appeal rights are provided.

Post-Claim Retrospective Review: If prior authorization is 

required and no prior authorization is on file, the claim is denied 

administratively for "no-prior auth on file". However, if the in-

network provider has the Med-Nec addendum, the provider can 

request a medical necessity review. If the service is reviewed 

and determined to not be medically necessary, then the claim 

will deny in full and provide appeal rights. If there are 

extenuating circumstances for not obtaining a prior 

authorization and the reviewer (a mid-level provider, such as a 

nurse for Med/Surg benefits) believes that the service is not 

medically necessary, the provider will be asked for more 

information. 

When the Medical Director determines whether the service is 

medically necessary, the provider will be notified of the 

determination. If denied, then the notice will include appeal 

rights and follow all applicable state, federal or accreditation 

requirements.

Pre-Claim Retrospective Review: If the in-network provider is 

not able to obtain prior authorization due to an urgent situation 

or the provider who obtained authorization but during the 

course of that service needed to perform an additional/different 

medically necessary service for which he/she did not obtain 

prior authorization, the Plan will perform a post- service, pre-

claim review to determine if the service is medically necessary.

Post-Claim Retrospective Review: If prior authorization is 

required and no prior authorization is on file, the claim is denied 

administratively for "no-prior auth on file". However, the 

provider can request a medical necessity review post claim. If 

UMR determines that the service was medically necessary, the 

claim will be paid. If the review is performed and the service is 

determined not to be medically necessary, then the claim will 

deny in full and provide appeal rights. 

If there are extenuating circumstances for not obtaining a prior 

authorization and the reviewer (a mid-level provider, such as a 

licensed masters-level clinician such as a RN or LPC for MH/SUD 

benefits) believes that the service is not medically necessary, the 

request will be sent to the Medical Director for review.  

When the Medical Director determines whether the service is 

medically necessary, the provider will be notified of the 

determination. If denied, then the notice will include appeal 

rights and follow all applicable state, federal or accreditation 

requirements.
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16

Describe the utilization/case 

management approach that is 

applied to inpatient services.

Utilization Management is not a standalone NQTL; rather, it is 

comprised of several different techniques or means by which 

the plan evaluates whether a service or benefit is clinically 

appropriate, medically necessary and a covered service under 

the benefit plan. Although Utilization Management may limit 

the scope or duration of treatment, Case Management does not 

limit the scope or duration of treatment. 

The Plan Utilization Management program includes the 

following NQTLs: 

• Concurrent Review

• Prior Authorization

• Medical Necessity Criteria (including clinical guidelines)

• Experimental or Investigational or Unproven Services

• Retrospective Review

The criteria used to apply those NQTLs are described in the 

analyses for each individual NQTL. 

Utilization Management is not a standalone NQTL; rather, it is 

comprised of several different techniques or means by which 

the plan evaluates whether a service or benefit is clinically 

appropriate, medically necessary and a covered service under 

the benefit plan. Although Utilization Management may limit 

the scope or duration of treatment, Case Management does not 

limit the scope or duration of treatment. 

The Plan Utilization Management program includes the 

following NQTLs: 

• Concurrent Review

• Prior Authorization

• Medical Necessity Criteria (including clinical guidelines)

• Experimental or Investigational or Unproven Services

• Retrospective Review

The criteria used to apply those NQTLs are described in the 

analyses for each individual NQTL. 

17

Describe the utilization/case 

management approach applied to 

Residential Treatment Facility 

services (MH/SUD) and Skilled 

Nursing Facility services (M/S).

When the plan document includes these services as a plan 

benefit, please refer to response #16.

When the plan document includes these services as a plan 

benefit, please refer to response #16.

18

Describe the utilization/case 

management approach applied to 

alternative levels of care (e.g., PHP, 

IOP).

Please refer to response #16. Please refer to response #16.

19

Describe the utilization/case 

management approach applied for 

outpatient services.

Please refer to response #16. When the plan includes utilization review for outpatient 

services, please refer to response #16.
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20

Describe the programs in place to 

detect fraud, waste and abuse.

The standard program includes the following:

The Plan utilizes a comprehensive program for the detection of 

potential fraud, waste and abuse. The program is structured to 

ensure compliance with all state and federal contractual and 

regulatory requirements.

Payment Analytics  

Payment analytics are developed in response to industry 

information from entities like the Centers for Medicare & 

Medicaid Services (“CMS”) or the National Health Care Anti-

Fraud Association (“NHCAA”) or from internal data 

mining/research indicating there is a known Fraud Waste Abuse 

(FWA) scheme, vulnerability, or area where we know there is 

frequently FWA. 

Reimbursement Policies

Reimbursement policies outline the strategies and goals of 

improving or enforcing adherence to coding and billing 

standards. The Plan uses the Reimbursement Policy Process to 

improve or enforce provider adherence to coding and billing 

standards. 

FWA Investigations

Payment Integrity receives internal and external referrals or tips 

related to potential allegations of FWA. Claims also stop for 

potential FWA.  In both instances, investigations or reviews are 

conducted to validate the claim and/or referral/tip.  

The standard program includes the following:

The Plan utilizes a comprehensive program for the detection of 

potential fraud, waste and abuse. The program is structured to 

ensure compliance with all state and federal contractual and 

regulatory requirements.

Payment Analytics  

Payment analytics are developed in response to industry 

information from entities like the Centers for Medicare & 

Medicaid Services (“CMS”) or the National Health Care Anti-

Fraud Association (“NHCAA”) or from internal data 

mining/research indicating there is a known Fraud Waste Abuse 

(FWA) scheme, vulnerability, or area where we know there is 

frequently FWA. 

Reimbursement Policies

Reimbursement policies outline the strategies and goals of 

improving or enforcing adherence to coding and billing 

standards. The Plan uses the Reimbursement Policy Process to 

improve or enforce provider adherence to coding and billing 

standards. 

FWA Investigations

Payment Integrity receives internal and external referrals or tips 

related to potential allegations of FWA. Claims also stop for 

potential FWA.  In both instances, investigations or reviews are 

conducted to validate the claim and/or referral/tip.

21

Describe the process for handling 

appeals and grievances and timing of 

each.

The appeals and grievances process is outlined in the member's 

SPD. All federal appeals and grievance requirements with 

letters, notifications, and timing are followed.

The appeals and grievances process is outlined in the member's 

SPD. All federal appeals and grievance requirements with 

letters, notifications, and timing are followed.

22

Describe the process for handling 

adverse benefit determinations and 

timing.

With adverse benefit determinations, the member, provider, 

and facility (if applicable) are notified and federal notification 

and timing requirements are followed.

With adverse benefit determinations, the member, provider, 

and facility (if applicable) are notified and federal notification 

and timing requirements are followed.

23

Describe the process for handling 

and referring cases to an MD for lack 

of medical necessity.

The clinical staff, including medical directors/clinicians, review 

the service requested against the applicable clinical policies 

and/or guidelines, criteria, and Plan terms, and then render a 

coverage determination. Only medical directors/clinicians issue 

adverse determinations.

The clinical staff, including medical directors/clinicians, review 

the service requested against the applicable clinical policies 

and/or guidelines, criteria, and Plan terms, and then render a 

coverage determination.  Only medical directors/clinicians issue 

adverse determinations.
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24

Describe the policy and procedure 

around care that is deemed 

experimental or investigational. 

Describe the exclusions in place with 

respect to experimental, 

investigational and unproven 

services.

The standard program includes the following:

Determination of whether a service is experimental or 

investigational or unproven begins with the definition of 

“Experimental or Investigational Service(s)” as well as the 

definition of “Unproven Service(s)” under the Plan terms. And 

then, application of applicable clinical policy and criteria to the 

specific service to evaluate whether the service is considered 

Experimental or Investigational or Unproven. 

The Plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. 

The standard program includes the following:

Determination of whether a service is experimental or 

investigational or unproven begins with the definition of 

“Experimental or Investigational Service(s)” as well as the 

definition of “Unproven Service(s)” under the Plan terms. And 

then, application of applicable clinical policy and criteria to the 

specific service to evaluate whether the service is considered 

Experimental or Investigational or Unproven. 

The Plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. 

25

Is home health and skilled nursing 

covered? If yes, do you also cover 

these services in both M/S and 

MH/SUD services?

The standard program includes home health care and skilled 

nursing. The Summary Plan Description (SPD) outlines plan 

offering.

The plan covers medically necessary behavioral health care 

including services delivered in the member's home.

26

Describe the process for out-of-

network services and whether the 

process for out-of-network 

preauthorization different for in 

versus out-of-network?

If the plan has out-of-network benefits, prior authorization for 

out-of-network benefits applies substantially the same process 

and uses the same criteria as prior authorization for in-network 

benefits, with three differences. First, the member is 

responsible for obtaining the prior authorization per the plan 

documents; however, the out-of-network provider can obtain 

the prior authorization on behalf of the member. Second, out-of-

network providers and facilities have no obligation to cooperate 

with the Plan’s requests for information, documents, or 

discussions for purposes of prior authorization review. The Plan 

seeks the same types of clinical information from the out-of-

network provider or facility. Third, the provider may bill non-

reimbursable charges to the member.

 

Members may have prior authorization requirements as listed in 

the plan document. For a standard list of services that a 

member is responsible for when they go out-of-network see tab 

'OON Std Prior Auth'.

If the plan has out-of-network benefits, prior authorization for 

out-of-network benefits applies substantially the same process 

and uses the same criteria as prior authorization for in-network 

benefits, with three differences. First, the member is responsible 

for obtaining the prior authorization per the plan documents; 

however, the out-of-network provider can obtain the prior 

authorization on behalf of the member. Second, out-of-network 

providers and facilities have no obligation to cooperate with the 

Plan’s requests for information, documents, or discussions for 

purposes of prior authorization review. The Plan seeks the same 

types of clinical information from the out-of-network provider 

or facility. Third, the provider may bill non-reimbursable charges 

to the member.

Members may have prior authorization requirements as listed in 

the plan document. For a standard list of services that a member 

is responsible for when they go out-of-network see tab 'OON Std 

Prior Auth'. 
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27

List all outpatient M/S and MH/SUD 

policies and procedures that are 

subject to precertification/ 

preauthorization and/or concurrent 

review.

Prior authorization is required for the services and codes on the 

Prior Authorization List, which is posted on the provider portal.

Members may have prior authorization requirements as listed in 

the plan document. For a standard list of services that a 

member is responsible for when they go out-of-network see tab 

'OON Std Prior Auth'.

Prior authorization is required for the levels of care identified in 

the provider manual posted on the provider portal.

Members may have prior authorization requirements as listed in 

the plan document. For a standard list of services that a member 

is responsible for when they go out-of-network see tab 'OON Std 

Prior Auth'.

28

Describe any exclusions for unproven 

treatment or services?

The standard plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. 

The standard plan excludes services that are experimental or 

investigational, as well as unproven, to be effective for the 

treatment of the medical condition at issue. 

29

Describe any limits on ST/OT/PT for 

M/S and MH/SUD?

The standard plan document outlines plan limitations for 

ST/OT/PT.  

The standard plan document outlines plan limitations for 

ST/OT/PT.  

30

Describe the process for out-of-

network for concurrent review?

If the standard plan has out-of-network benefits, concurrent 

review for out-of-network benefits applies substantially the 

same process and uses the same criteria as concurrent review 

for in-network benefits, with two differences. First, out-of-

network providers and facilities have no obligation to cooperate 

with the Plan’s requests for information, documents, or 

discussions for purposes of prior authorization review. The Plan 

seeks the same types of clinical information from the out-of-

network provider or facility. Second, the provider may bill non-

reimbursable charges to the member.

If the standard plan has out-of-network benefits, concurrent 

review for out-of-network benefits applies substantially the 

same process and uses the same criteria as concurrent review 

for in-network benefits, with two differences. First, out-of-

network providers and facilities have no obligation to cooperate 

with the Plan’s requests for information, documents, or 

discussions for purposes of prior authorization review. The Plan 

seeks the same types of clinical information from the out-of-

network provider or facility. Second, the provider may bill non-

reimbursable charges to the member.

31
List any other limitations/exclusions. The standard plan document outlines plan limitations. The standard plan document outlines plan limitations.

32

Is there a requirement to access 

services through the EAP prior to 

receiving MH/SUD treatment?

This question is only applicable to Behavioral Health. No.
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