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I. PURPOSE 

To ensure that non-urgent, or standard, pre-service requests for authorization of services received 

from Referring Providers and/or Facilities are handled in compliance with regulatory and accreditation 

standards for consistent application of clinical guidelines, timeliness of decision making and 

timeliness and content of notice.  
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If necessary, allow the treating provider an opportunity to discuss a request with a Peer Reviewer 

prior to the issuance of an organization determination.  

II. DEFINITIONS 

Certification/Authorization: A determination by an organization that a health care service has been 

reviewed and, based upon the information provided, meets the clinical requirements for medical 

necessity, appropriateness, level of care, or effectiveness under the auspices of the applicable health 

benefit plan.  

Pre-Service Request (NCQA): A request for coverage of medical care or services that the 

organization must approve in advance, in whole or in part.  

Nonurgent request (NCQA): A request for medical care or services for which application of the time 

periods for making a decision does not jeopardize the life or health of the member or the member’s 

ability to regain maximum function and would not subject the member to severe pain.  

Organization Determination (CMS): When an enrollee has made a request for a service or an 

organization determination (i.e., an approval or denial) made by the MA plan or its delegated entity 

with respect to the following: payment for temporarily out of area renal dialysis services, emergency 

services, post-stabilization care, or urgently needed services; payment for any other health services 

furnished by a provider (other than the MA plan), that the enrollee believes are covered under 

Medicare, or if not covered under Medicare, should have been furnished, arranged for, or reimbursed 

by the MA plan. Refusal to authorize, provide, or pay for services, which the enrollee believes should 

be furnished or arranged by the MA plan; reduction, or premature discontinuation, of a previously 

authorized ongoing course of treatment or failure of the MA plan to approve, furnish, arrange for, or 

provide payment for health care services in a timely manner, or to provide timely notice of an adverse 

determination such that a delay would adversely affect the health of the enrollee. 

Timeframes for Determinations: 

NCQA: 

A. Urgent preservice decisions: The organization makes decisions within 72 hours of receipt of the 

request. NCQA considers 24 hours to be equivalent to 1 calendar day and 72 hours to be 

equivalent to 3 calendar days. 

B. Nonurgent preservice decisions, the organization makes decisions within 15 calendar days of 

receipt of the request.  

C. Post service decisions, the organization makes decisions within 30 calendar days of receipt of the 

request.  

D. Urgent concurrent decisions: For commercial and Marketplace, the organization makes decisions 

within 24 hours of receipt of the request 

CMS: 

A. Standard organization determination: When an enrollee or their provider has made a request for a 

service, the Medicare health plan must notify the enrollee of its determination as expeditiously as 

the enrollee’s health condition requires, but no later than 72 hours for Part B and Part D drugs 

and 14 calendar days for pre-services after the date the organization receives the request for a 

standard determination. The Medicare health plan can extend the time up to 28 days for pre-

services. 
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B. Expedited organization determination: The Medicare health plan must automatically provide an 

expedited organization determination if a physician indicates, either orally or in writing, that 

applying the standard time for making a determination could seriously jeopardize the life or health 

of the enrollee or the enrollee’s ability to regain maximum function (the physicians does not have 

to use the exact words). For a request made by an enrollee, the Medicare health plan must 

expedite the review of a determination if the plan finds that applying standard time for making a 

determination could seriously jeopardize the enrollee’s health, life, or ability to regain maximum 

function. If the Medicare health plan decided to expedite the request, it must render a decision as 

expeditiously as the enrollee’s health condition might require, but no later than 24 hours for Part B 

and Part D drugs and 72 hours for pre-services after receiving the enrollee’s request. The 

Medicare health plan can extend the time up to 17 days for pre-services. 

III. POLICY 

A. New Century Health issues a determination: 

1. As soon as possible based on the clinical situation, but in no case later than  

a. 24 hours for Medicare Part B and Part D drugs, from the receipt of request for a utilization 

management determination, if it is a case involving urgent care or  

b. 72 hours for Medicare Pre-Service, from the receipt of request for a utilization 

management determination, if it is a case involving urgent care; or 

c. within 14 calendar days for a Medicare Pre-Service, from the receipt of request for a 

utilization management determination, if it is a non-urgent case or  

d. 15 calendar days per NCQA and URAC, from the request for a utilization management 

determination, if it is a non-urgent case or  

e. 72 hours for Medicare Part B and Part D drugs, from the receipt of request for a utilization 

management determination, if it is a non-urgent case; and 

2. For non-urgent cases, this period may be extended one time by the organization for up to 15 

calendar days: 

a. Provided that the organization determines that an extension is necessary because of 

matters beyond the control of the organization; and 

b. notifies the patient, prior to the expiration of the initial 15 calendar day period, of the 

circumstances requiring the extension and the date the plan expects to make a decision; 

and 

c. if a patient fails to submit necessary information to decide the case, the notice of 

extension must specifically describe the information and the patient must be given at 

least 45 calendar days from receipt of notice to respond to the plan request for more 

information. 

B. New Century Health will process requests for authorization of services or medications in a timely 

manner and will provide notice to members and/or their legal representatives and requesting 

providers in accordance with applicable regulatory and accreditation standards and/or contractual 

agreements. Timeframes associated with authorizations are monitored through the QM program. 

In the absence of more rigorous contractual agreements or federal and state requirements, New 

Century Health will comply with timeframes established by CMS and/or NCQA. NCH follow the 

more stringent timeframe for compliance.  
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C. New Century Health does not use UR criteria as the sole basis for determination of medical 

necessity and appropriateness. Consideration is given to enrollee’s individual circumstances and 

the applicable contract language concerning benefits and exclusions.  

D. New Century Health is not delegated to perform concurrent review 

E. New Century Health will process requests for authorization of services in a timely manner and will 

provide notice to members, their legal representatives, and providers in accordance with 

applicable regulatory and accreditation standards, and/or contractual agreements. Time frames 

associated with authorizations are monitored through the QM program. In the absence of more 

rigorous contractual agreements, federal, state, or other accreditation standards, New Century 

Health will comply with timeframes established by URAC and/or NCQA, follow the more stringent 

timeframe and as follows:  

1. As soon as possible based on the clinical situation, but no later than 24 hours for Part B drug 

and Part D or 72 hours after receipt of request for a UM determination, if it is a case involving 

urgent care;  

2. Within 14 (Medicare pre-service) or 15 calendar days (NCQA/URAC) or 72 hours (Medicare 

Part B drug and Part D) calendar days of receipt of request for UM determination if it is a non-

urgent case;  

3. For non-urgent cases this period may be extended one time by New Century for up to 14 

calendar days 

a. Provided that New Century Health determines that an extension is necessary because of 

matters beyond the control of New Century  

b. New Century Health notifies the patient, prior to the expiration of the initial 14 calendar 

day period of the circumstances requiring the extension and the date when New Century 

Health expects to make a decision  

c. If a patient fails to submit necessary information to decide the case, the notice of 

extension must specifically describe the required information, and the patient must be 

given at least 45 calendar days from receipt of notice to respond to New Century Health’s 

request for more information 

d. Medicaid Managed Care Timeframes (New York) requests adhere to standard (non-

urgent) prospective timeframes of determination completed within 24 hours after all 

necessary information is received but cannot exceed 14 days from the receipt of the 

request. Refer to: UM_1110 Medical Necessity Determination Process and Timeframes 

F. Processing timeframes begins when any unit within New Century Health receives a request. “Day 

one” starts the day after the receipt of the request (Day/days are calendar days unless otherwise 

specified and includes weekends and holidays). Refer to UM_1110 Medical Necessity 

Determination and Process Timeframes for client specific service level agreements. 

G. Medicare Advantage: In circumstances where there is a question whether or not the plan will 

cover an item or service, the enrollee, enrollee’s representative, or the provider on behalf of the 

enrollee, has the right to request a pre-service organization determination (prior authorization) 

from the plan or the delegated entity.  

1. Whenever an enrollee contacts an MA plan or its delegated entity to request a service, the 

request itself indicates that the enrollee believes the MA plan, or its delegated entity should 

provide or pay for the service.  

2. However, when a provider declines to furnish a service requested by an enrollee, this is not 

an organization determination because the provider is making a treatment decision (which 
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may be based on the provider’s judgment about whether the item or service should be part of 

the enrollee’s treatment plan or whether the provider is willing to furnish the item or service, 

regardless of coverage by the plan).  

3. If the enrollee wishes to request information about coverage of the benefit, the enrollee must 

contact the MA plan or its delegated entity to make a coverage request for the service in 

question, or the provider may make the coverage request on the enrollee’s behalf.  

4. The MA plan or its delegated entity must educate enrollees and providers that when there is 

a disagreement with a provider’s decision to decline to furnish a service or a course of 

treatment, in whole or in part, the enrollee has a right to request and receive an organization 

determination from the MA plan or its delegated entity about whether coverage of the benefit 

would be provided; such determination about coverage would likely address if the item or 

service is medically necessary. Further, enrollees have the right to seek treatment from other 

providers (such as from another provider in the network). 

5. Enrollees, their representative, contract, or non-contract provider/physician that furnishes, or 

intends to furnish, services to the enrollee or staff of said provider’s/physician’s office acting 

on said physician’s behalf (e.g., request is on said physician’s letterhead or otherwise 

indicates staff is working under the direction of the provider) may submit a request for initial 

determination.  

H. New Century Health does not issue non-certifications/denials/adverse determinations based on 

initial screening.  

I. Non-Clinical staff may not conduct any activities that require interpretations of clinical information 

to include the choosing of a set of criteria to use for handling a request for health care services or 

treatment.  

J. Non-Clinical staff may inform callers of a list of procedure codes that do not require pre-

authorization. 

K. New Century conducts Peer clinical reviews for all cases where an authorization/certification is 

not issued through initial screening or initial clinical review. All medical necessity non-

certifications must be done by a Peer Reviewer. If any portion of requested services is not 

approved in initial clinical review, the entire case is referred for Peer Review.  

1. Peer Clinical Reviewers are individuals who conduct peer clinical review who:  

a. Hold an active, unrestricted license or certification to practice medicine or a health 

profession in a state or territory of the United States; 

b. Unless expressly allowed by state or federal law or regulation, are located in a state or 

territory of the United States when conducting peer clinical review; 

c. Are qualified, as determined by the medical director or clinical director, to render a clinical 

opinion about the medical condition, procedures and treatment under review; 

L. Health professionals that conduct Peer Review are available to discuss review determinations 

with the ordering provider by phone, in person or electronically.  

M. All clinical Peer Reviews are documented in the case record and include the specific reasons for 

the decision. The Peer Reviewer must ensure that the documentation is legible and contains the 

identity and credentials of the clinical reviewer.  

IV. PROCEDURE 

A. The Client Services Staff (CSS) will receive requests for authorization of services from providers 

in writing, or by facsimile. Providers have the option of submitting pre-service requests in writing 
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to New Century using a “Prior Authorization Request” form (See Attachment A). The Client 

Service Staff may take a telephonic authorization request. 

B. While New Century Health recommends online submissions of pre-service request for 

authorizations via provider’s web-portal access, the following forms may be used for pre-service 

request in specific states. Refer to attachments for authorization request forms. 

C. New Century utilizes Protected Health Information (PHI) to make utilization review determinations 

and enters determinations into its secure Medical Management system in compliance with all 

standards for security and privacy. The following minimum information is required to make these 

determinations: 

1. Current diagnosis with signs and symptoms 

2. Pertinent previous medical history and treatment (where applicable) 

3. Member age/sex 

4. Member benefits (where applicable) 

D. The CSS, utilizing written criteria directives established by the UM Committee or as instructed by 

a peer reviewer, may request additional information in cases where the minimum necessary 

information required for an authorization is not provided. The CSS may: 

1. Contact the requesting provider’s office by telephone and in writing to obtain the required 

information as per the Lack of Information Policy and Procedure. The contact attempts must 

be documented in the case file.  

2. The authorization request will be placed in a pended status pending receipt of missing 

demographic and/or clinical information. The CSS will monitor the request on a daily basis to 

ensure compliance with notice timeframes.  

3. If clinical information is not received within 14 calendar days from receipt of the request, the 

appropriate written notice by a peer reviewer is issued to the provider/member with a copy to 

the requesting provider (see Lack of Information Policy and Procedure). 

E. If the request automatically meets clinical guidelines the New Century Health’s electronic system 

will generate an authorization number and notify the provider via facsimile in accordance with the 

appropriate regulatory and contractual requirements.  

F. In cases where the request does not automatically authorize against clinical guidelines, the CSS 

refers the case to a Nurse, Pharmacist or Peer Reviewer within one (1) business day.  

G. The Nurse, Pharmacist or Peer Reviewer is an appropriate health professional who is qualified to 

render a clinical opinion about the medical condition, procedure, and treatment under review. 

H. Clinical Reviewers, who are Pharmacists, hold current and valid license to practice, and if 

applicable by regulatory requirements in the state in which they are referring a determination. 

Pharmacists hold an active, unrestricted license or certification to practice pharmacy in a state or 

territory of the United States. Are located in a state or territory of the United States when 

conducting drug utilization review. Pharmacists are not permitted to conduct peer clinical review 

when: 

1. State UM Law prohibits Pharmacists from rendering non-certifications as part of the UM 

process, or 

2. The ordering provider and /or patient request that a physician conduct the review, or; 
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3. A patient’s response to treatment requires a physician intervention as indicated by medical or 

scientific evidence or clinical practice guidelines in circumstances that require the 

involvement of a physician such as: 

a. Patient has an adverse reaction to the treatment, or  

b. Is not responding to treatment, or  

c. Regresses to an earlier level of functioning or disease state 

I. The Nurse, Pharmacist or Peer Reviewer will review the clinical information submitted with the 

request for authorization of services against established national Clinical Guidelines. In addition, 

Peer Reviewers may consider special circumstances, local medical practices and local delivery 

system when rendering a determination. 

J. The Peer Reviewer has the discretion to escalate a request to an expedited time frame based 

upon the clinical information and the health status of the member, regardless of whether the 

requesting provider requests an expedited review.  

K. The Nurse, Pharmacist or Peer Reviewer may authorize the request based upon available clinical 

information. The provider (and member as required) are then notified of approval and given an 

authorization number for billing purposes.  

L. The Peer Reviewer or Pharmacist may choose to contact the referring provider to obtain 

additional clinical information and/or discuss the appropriateness and/or medical necessity of the 

requested service based upon the clinical information provided.  

1. The requesting provider and Peer Reviewer or Pharmacist may come to agreement regarding 

a modification of the request based upon nationally recognized standards of care. The 

requesting provider will then be given an opportunity to withdraw the original request and 

submit the modified request during the peer conversation. 

2. If the Peer Reviewer believes the request should be modified based upon the clinical 

information provided and, after physician discussion, the requesting provider does not agree 

to modify the request, a Recommended Adverse Determination is issued (based on 

contractual agreements) and will include appeal and grievance rights and processes 

appropriate to the line of business.  

3. When New Century Health is delegated for adverse determination, if the Peer Reviewer 

cannot approve after peer to peer discussion or attempts for peer discussion an adverse 

determination will be issued. The adverse determination will include the appeal and grievance 

rights and processes appropriate to the line of business. 

4. When New Century Health is delegated for adverse determination, New Century Health 

ensures that the statements of clinical rationale for adverse determinations will, at minimum 

identify: 

a. The enrollee and the nature of his/her medical condition; 

b. The medical service, treatment of procedure in questions; 

c. The basis or bases on which the utilization review agent determined that the service, 

treatment, or procedure is or was not medically necessary or experimental/investigational 

(with specific use of terms), which shall demonstrate that the agent considered enrollee-

specific clinical in its determination 

5. New Century Health ensure that statements of reason and clinical rationale for adverse 

determination will be sufficiently specific to enable the enrollee and the enrollee’s health care 

provider to make an informed judgement regarding 1) whether or not to appeal the adverse 

determination, and 2) the grounds for such appeal.  



PROPRIETARY AND CONFIDENTIAL  

UM_1009 Standard Pre-Service Request for Authorization_08262022 

© 2021 New Century Health                                                               8 

M. A written notice of determination will be issued to the member with a copy to the requesting 

provider in accordance with applicable regulatory and accreditation standards. All written 

notifications will contain a tracking number and contain information pertinent to the review.  

1. When the authorization request is approved, the appropriate approval letter will be issued. 

(see Attachment B) 

2. When the authorization request results in an adverse determination, the appropriate notice 

will be issued including clinical rationale and appeal rights. (See Attachment C) 

N. New Century Health may extend the timeframe if: a) the enrollee requests an extension; or b) 

there is a justifiable need for additional information to render a determination. The peer reviewer 

will document in the case file how the delay is in the best interest of the enrollee. 

1. In cases where New Century Health initiates the extension, the appropriate notice will be 

issued to the member with a copy to the requesting provider. (See Attachment D) 

2. The organization determination will be made, and written notice will be issued to the member 

(with a copy to requesting provider) before the expiration date of the extension, or 28 

calendar days after receipt of the authorization request. 

O. New Century Health will comply with the most stringent timeframes and issue a UM determination 

for non-urgent cases within 72 hours for Medicare Part B and Part D drugs, 14 calendar days for 

Medicare Pre-Service, or 15 calendar days, per NCQA and URAC. 

1. New Century Health’s system will automatically (same day or within 14 calendar days of 

receipt of request) fax the Medication Request Authorization (MRA)/Service Request 

Authorization (SRA) to the physician/provider/treating facility once a certification decision has 

been rendered. 

2. When New Century Health is delegated to send notice of non-urgent member notification of 

UM decisions, NCH notifies the member of the decision with a written notification within 72 

hours for Medicare Part B and Part D drugs, 14 calendar days for Medicare Pre-Service, or 

15 calendar days, per NCQA and URAC, from the receipt of request. NCH will follow the 

policy and procedure outlined in UM_1016 Written Notice of Organization Determination and 

UM_4006 Mailing of Notification Letters to Members in order to meet required timeframe for 

notifying the enrollee of the determination.  

P. In the event a Provider desires to alter an authorization at the point of service, they must call and 

obtain a new authorization number for the new service requested. 

Q. In the event a Provider desires to alter the service requested at the point of service to a service 

not included in the original request for authorization, the provider must call and obtain a new 

authorization number and approval for the new service requested. Such a request may require 

peer review. The provider must have clinical information to support the modification. This meets 

the standard for an expedited request if the patient is at a provider’s office for the purpose of 

receiving care or services. (See Expedited Pre-Service Request for Authorization Policy and 

Procedure) 

R. Written confirmation of continued authorization of a previously approved service will include the 

number of extended days or units of service, the next anticipated review point, the new total 

number of days or services approved and the date of onset of services. New Century Health 

ensures that the frequency of review for the extension of initial determinations is based on the 

severity or complexity of the patient’s condition or on necessary treatment. 

V. APPROVAL AUTHORITY 
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A. Review – Utilization Management Department 

B. Final Approval – Utilization Management Committee 

VI. ATTACHMENTS 

A. Attachment A: Prior Authorization Request Form (Chemotherapy Treatment Request (CTR) 

Form) 

B. Attachment B: Authorization Approval Letter (Medication Request Authorization (MRA) Form-

Oncology; Service Request Authorization (SRA) Form-Cardiology, Imaging 

C. Attachment C: Denial Notices with appeal rights 

D. Attachment D: Sample Extension Notification Letter 

E. Attachment E:  South Carolina Addendum- Review Timeframes & Information for Utilization 

Review 

F. Attachment F: Missouri Addendum 

G. Attachment G: Tennessee Addendum 

H. Attachment H: Louisiana Pre-Service Requests 

I. Attachment I: Minnesota Addendum 

J. Attachment J: Maryland Addendum 

K. Attachment K: South Carolina Medicaid Universal Medication Prior Authorization Form 

L. Attachment L: Absolute Total Care Specialty Medication Prior Authorization Form 

M. Attachment M: New Mexico Uniform Prior Authorization Form 

N. Attachment N: Pennsylvania Addendum and Pennsylvania Notice of Adverse Determination 

O. Attachment O: New York Reasonable Effort Phone Policy  

P. Attachment P: Connecticut Addendum 

Q. Attachment Q: Service Level Agreements (SLAs) for New Century Health 

VII. REFERENCES 

A. Parts C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals 

Guidance: https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/Downloads/Parts-C-

and-D-Enrollee-Grievances-Organization-Coverage-Determinations-and-Appeals-Guidance.pdf. 

B. NCQA UM 2022 Standards and Elements. 
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Attachment A: Prior Authorization Request Form (Chemotherapy Treatment Request (CTR) Form) 
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Attachment B: Authorization Approval Letter (Medication Request Authorization (MRA) Form-

Oncology; Service Request Authorization (SRA) Form-Cardiology, Imaging 
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Attachment C: Denial Notices with appeal rights 
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Attachment D: Sample Extension Notification Letter 

<Insert Date> 
 

<Insert Patient name> 
<Insert Patient Address> 
<Insert City, State, Zip> 

 
Member: <insert patient name>  
Member ID #: <insert insurance ID> 
Health Plan: <insert HP/client name> 

Requesting Provider’s Name: <insert MD name> 

Type:  Notification of Extension request for Retrospective Review  

Dear [Member’s Name]: 

This letter is in response to your post service (retrospective) request or your physician’s request on [insert 
date of service] for the following service/request <insert specific request information service/medication>.   
 
New Century Health requires additional time in order to obtain all the necessary clinical information to 
render a decision. The required (missing) information has been requested from your physician but has not 
been received or the information received to date is insufficient to render a determination. New Century 
Health clinical reviewers are unable to make a determination on the service request based on the information 
that has been submitted with your request.  

We are requesting additional information be faxed to (800) 214-9910 within 45 calendar days (insert 
calendar date). A decision will be made within 15 calendar days of receipt of the requested information. If 
New Century does not obtain additional information by this deadline (insert calendar date), your health plan 
may have to issue a denial for this retrospective request.  

The specific information that is required is: <insert specific information needed from the provider/medical 
records>.  

Please note that this letter is for information purposes only, there is no action required by you at this 
time.  
New Century Health has requested additional information from your provider in order to process the request. 
You may however contact your provider to inquire if they have submitted the additional information to New 
Century Health to complete our review.  

Thank you for your patience during this process. If you have any questions about this process or would like 
additional information, please do not hesitate to contact the UM Department at 888.999.7713.  

Sincerely, 

Name and Credentials 
Title 
New Century Health 
Health Utilization Management Department 
915 W. Imperial Hwy., Suite 200 
Brea, CA 92821 

CC:  <insert Client Contact> 
<insert Provider or Treating Facility Contact Person and Fax Number> 
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Attachment E:  South Carolina Addendum- Review Timeframes & Information for Utilization 
Review 
Review Timeframes & Information for Utilization Review- South Carolina 

New Century Health only reviews requests for outpatient services and will ensure that all requests for 
outpatient services are completed and parties notified per the regulations of the state of South Carolina. 

1. New Century Health will collect all required information and if necessary complete a discussion with 
the ordering provider as appropriate in order to render a determination. If required by the health 
plan client, a second opinion review will be completed. 

2. Only the information necessary to issue a certification will be collected. 

3. Health care providers will not be required to supply numeric diagnosis codes as a condition of 
receiving certification. However, New Century Health may ask the provider if they are able to supply 
the numeric diagnosis code in order to expedite the utilization review. 

4. New Century Health will not routinely request a copy of the medical record on all utilization reviews. 
NCH will only request copies of pertinent medical records that may be required to complete the 
certification or retrospective review. 

5. Determinations will be made within two (2) working days of receipt of the necessary information to 
render a determination and under no circumstance more than thirty (30) days from the receipt of the 
request. 
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Attachment F: Missouri Addendum 

New Century Health is not delegated member services, concurrent review, emergency services or care, 
adverse determinations, or appeals. New Century Health will assist the health plan and will abide by the 
statures set in the State of Missouri RSMO chapter 376. 

Utilization review decisions, procedures. 

376.1363. 1. A health carrier shall maintain written procedures for making utilization review decisions and 
for notifying enrollees and providers acting on behalf of enrollees of its decisions. For purposes of this 
section, "enrollee" includes the representative of an enrollee.  

2. For initial determinations, a health carrier shall make the determination within two working days of 
obtaining all necessary information regarding a proposed admission, procedure or service requiring a review 
determination. For purposes of this section, "necessary information" includes the results of any face-to-face 
clinical evaluation or second opinion that may be required:  

(1) In the case of a determination to certify an admission, procedure or service, the carrier shall notify the 
provider rendering the service by telephone within twenty-four hours of making the initial certification, and 
provide written or electronic confirmation of the telephone notification to the enrollee and the provider 
within two working days of making the initial certification;  

(2) In the case of an adverse determination, the carrier shall notify the provider rendering the service by 
telephone within twenty-four hours of making the adverse determination; and shall provide written or 
electronic confirmation of the telephone notification to the enrollee and the provider within one working day 
of making the adverse determination.  

3. For concurrent review determinations, a health carrier shall make the determination within one working 
day of obtaining all necessary information:  

(1) In the case of a determination to certify an extended stay or additional services, the carrier shall notify by 
telephone the provider rendering the service within one working day of making the certification, and provide 
written or electronic confirmation to the enrollee and the provider within one working day after the 
telephone notification. The written notification shall include the number of extended days or next review 
date, the new total number of days or services approved, and the date of admission or initiation of services;  

(2) In the case of an adverse determination, the carrier shall notify by telephone the provider rendering the 
service within twenty-four hours of making the adverse determination and provide written or electronic 
notification to the enrollee and the provider within one working day of the telephone notification. The service 
shall be continued without liability to the enrollee until the enrollee has been notified of the determination.  

4. For retrospective review determinations, a health carrier shall make the determination within thirty 
working days of receiving all necessary information. A carrier shall provide notice in writing of the carrier's 
determination to an enrollee within ten working days of making the determination.  

5. A written notification of an adverse determination shall include the principal reason or reasons for the 
determination, the instructions for initiating an appeal or reconsideration of the determination, and the 
instructions for requesting a written statement of the clinical rationale, including the clinical review criteria 
used to make the determination. A health carrier shall provide the clinical rationale in writing for an adverse 
determination, including the clinical review criteria used to make that determination, to any party who 
received notice of the adverse determination and who requests such information.  
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6. A health carrier shall have written procedures to address the failure or inability of a provider or an enrollee 
to provide all necessary information for review. In cases where the provider or an enrollee will not release 
necessary information, the health carrier may deny certification of an admission, procedure or service. 

Reconsideration of an adverse determination, when.  

376.1365. 1. In a case involving an initial determination or a concurrent review determination, a health 
carrier shall give the provider rendering the service an opportunity to request on behalf of the enrollee a 
reconsideration of an adverse determination by the reviewer making the adverse determination.  

2. The reconsideration shall occur within one working day of the receipt of the request and shall be conducted 
between the provider rendering the service and the reviewer who made the adverse determination, or a 
clinical peer designated by the reviewer if the reviewer who made the adverse determination is not available 
within one working day.  

3. If the reconsideration process does not resolve the difference of opinion, the adverse determination may be 
appealed by the enrollee or the provider on behalf of the enrollee. Reconsideration is not a prerequisite to a 
standard appeal or an expedited appeal of an adverse determination.  

 
Emergency services benefit determination, coverage required, when.  

376.1367. When conducting utilization review or making a benefit determination for emergency services:  

(1) A health carrier shall cover emergency services necessary to screen and stabilize an enrollee and shall not 
require prior authorization of such services;  

(2) Coverage of emergency services shall be subject to applicable co-payments, coinsurance and deductibles;  

(3) When an enrollee receives an emergency service that requires immediate post evaluation or post 
stabilization services, a health carrier shall provide an authorization decision within sixty minutes of 
receiving a request; if the authorization decision is not made within thirty minutes, such services shall be 
deemed approved.  

Certification of compliance, when.  

376.1369. A health carrier shall annually provide a written certification to the director that the utilization 
review program of the health carrier or its designee complies with all applicable state and federal laws 
establishing confidentiality and reporting. 
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Attachment G: Tennessee Addendum 

Title 56 Insurance, Chapter 6 Agents, Solicitors and Administrators, Part 7 Health Care Service Utilization 
Review Act 
Tenn. Code Ann. § 56-6-705 (2012) 

 
56-6-705.  Utilization review agents -- Minimum standards. Amended effective January 1, 2012.  
  (a) All utilization review agents shall meet the following minimum standards: 
 
   (1) Notification of a determination by the utilization review agent shall be mailed or otherwise 
communicated to the provider of record or the enrollee or other appropriate individual within two (2) 
business days of the receipt of the request for determination and the receipt of all information necessary to 
complete the review; 
 
   (2) Any determination by a utilization review agent as to the necessity or appropriateness of an admission, 
service, or procedure shall be reviewed by a physician or determined in accordance with standards or 
guidelines approved by a physician; 
 
   (3) Any notification of determination not to certify an admission or service or procedure must include the 
principal reason for the determination and the procedures to initiate an appeal of the determination; 
 
   (4) Utilization review agents shall maintain and make available a written description of the appeal 
procedure by which the enrollee or the provider of record may seek review of a determination by the 
utilization review agent. The appeal procedure shall provide for the following: 
 
      (A) On appeal, all determinations not to certify an admission, service, or procedure as being necessary or 
appropriate shall be made by a physician in the same or a similar general specialty as typically manages the 
medical condition, procedure or treatment under discussion as mutually deemed appropriate. For mental 
health and chemical dependency care, the person performing the utilization review in these appeal 
determinations must be both licensed at the independent practice level and in an appropriate mental health 
or chemical dependency discipline like that of the provider seeking authorization for the care denied; 
 
      (B) Utilization review agents shall complete the adjudication of appeals of determinations not to certify 
admissions, services, and procedures no later than thirty (30) days from the date the appeal is filed and the 
receipt of all information necessary to complete the appeal; and 
 
      (C) When an initial determination not to certify a health care service is made prior to or during an ongoing 
service requiring review, and the attending physician believes that the determination warrants immediate 
appeal, the attending physician shall have an opportunity to appeal that determination over the telephone on 
an expedited basis. A representative of a hospital or other health care provider or a representative of the 
enrollee or covered patient may assist in an appeal. Utilization review agents shall complete the adjudication 
on an expedited basis. Utilization review agents shall complete the adjudication of expedited appeals within 
forty-eight (48) hours of the date the appeal is filed and the receipt of all information necessary to complete 
the appeal. Expedited appeals which do not resolve a difference of opinion may be resubmitted through the 
standard appeal process; 
 
   (5) Utilization review agents shall make staff available by toll-free telephone at least forty (40) hours per 
week during normal business hours; 
 
   (6) Utilization review agents shall have a telephone system capable of accepting or recording incoming 
telephone calls during other than normal business hours and shall respond to these calls within two (2) 
working days; 
 
   (7) Utilization review agents shall comply with all applicable laws to protect the confidentiality of individual 
medical records; 
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   (8) Physicians or psychologists making utilization review determinations shall have current licenses from a 
state licensing agency in the United States; 
 
   (9) Utilization review agents shall allow a minimum of twenty-four (24) hours after an emergency 
admission, service, or procedure for an enrollee or the enrollee's representative to notify the utilization 
review agent and request certification or continuing treatment for that condition; and 
 
   (10)  (A) For outpatient mental health and chemical dependency care, the patient must register pursuant to 
the requirements of the policy or contract. After registration, the patient shall be approved for at least twelve 
(12) visits to a particular provider, except as otherwise provided in this section; 
 
      (B) Initial utilization review for such outpatient mental health or chemical dependency patients shall be 
limited to no more than a two (2) page form to be submitted via facsimile or internet and pursuant to state 
and federal privacy rules, security rules, and any final rules issued pursuant to the Health Insurance 
Portability and Accountability Act (HIPAA). After November 1, 2005, or sooner if required by HIPAA, the form 
shall be restricted to a single page. After November 1, 2005, the provider may no longer fax the form but is 
required to use the internet to submit necessary information if the utilization review agent so requires. In the 
event that the utilization review agent elects to restrict the submissions to the internet, provisions must be 
made to fax the information in the event of computer malfunction; 
 
      (C) After the initial utilization review, additional information or follow-up utilization review for outpatient 
mental health or chemical dependency patients shall be limited to no more than eighteen percent (18%) of 
the total number of outpatient mental health and chemical dependency patients' reviews performed by the 
utilization review agent for the previous calendar year adjusted for the difference of covered lives in this state 
for the present calendar year, or as otherwise required by the Utilization Review Accreditation Commission 
(URAC) or the National Committee for Quality Assurance (NCQA). The eighteen-percent limit shall not apply 
to utilization review applicable to at risk populations, patients seen more than two (2) visits a week and 
patients for which substance abuse is reported or suspected. Calls from reviews to providers for appointment 
follow-up calls or for the credentialing process shall also not be subject to the eighteen-percent limit; 
 
      (D) After utilization review as provided in this subdivision (a)(10), patients shall be authorized for at least 
twelve (12) additional visits or as otherwise recommended by the treatment plan; 
 
      (E) Nothing in this part shall be construed to require compliance with the final security and privacy rules 
of HIPAA prior to the compliance dates set by the secretary of health and human services; and 
 
      (F) Nothing in this part shall affect the policy or contract benefits nor shall it affect the Mental Health 
Parity Act, compiled in §§ 56-7-2601 and 56-7-2360. 
 
(b) With the exception of those standards contained in subdivision (a)(10), the commissioner shall exempt 
from the standards of this section any utilization review agent who has received accreditation by URAC or 
NCQA. 
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Attachment H: Louisiana Pre-Service Requests 

§2394. Licensure as a utilization review organization 

A. No health insurance issuer, or entity acting on behalf of, or agent of a health insurance issuer shall act as a 

utilization review organization unless authorized as such by the commissioner as provided in this Chapter. 

B. Any other entity may apply for and be issued a license pursuant to this Chapter to act as a utilization 

review organization on behalf of a health insurance issuer. 

C. An entity licensed as a utilization review organization shall notify the commissioner of any material change 

in fact or circumstance affecting its qualification for a license in this state within sixty days of the effective 

date of the change. The notice shall include any documentation that the commissioner may require. 

Changes in fact or circumstances shall include the following items: 

(1) Changes in control as defined in R.S. 22:691.2. 

(2) Amendments to the articles of incorporation. 

(3) Changes in officers and directors. 

(4) Merger or consolidation of the utilization or independent review organization with any other person or 

entity. 

(5) Use of a trade name in this state. 

Acts 2013, No. 326, §1, eff. Jan. 1, 2015. 
 

§2395. Procedure for application to act as a utilization review organization 

A. Any applicant for licensure as a utilization review organization, other than a health insurance issuer, shall 

submit an application to the commissioner and pay the application fee specified in R.S. 22:821(B)(36). The 

application shall be on a form and accompanied by any supporting documentation required by the 

commissioner and shall be signed and verified by the applicant. The information required by the 

application shall include but not be limited to the following: 

(1) The name of the entity operating as a utilization review organization and any trade or business names 

used by that entity in connection with making utilization review determinations. 

(2) The names and addresses of every officer and director of the entity operating as a utilization review 

organization, the name and address of the corporate officer designated by the utilization review 

organization as the corporate representative to oversee the utilization review, and such biographical 

information as may be requested by the commissioner. 

(3) The name and address of every person owning, directly or indirectly, ten percent or more of the entity 

operating as a utilization review organization as well as such biographical information as may be requested 

by the commissioner. 

(4) The principal place of business of the utilization review organization. 

(5) A general description of the operation of the utilization review organization which includes a statement 

that the utilization review organization does not engage in the practice of medicine or act to impinge upon 

or encumber the independent medical judgment of treating physicians or health care providers. 

(6) A copy of the utilization review organization's procedure manual which meets the requirements of this 

Chapter for making utilization review. 

(7) A sample copy of any contract, absent fees charged, for making utilization review determinations that is 

entered into with a health insurance issuer, nonfederal government health benefit plan, or other group 

health plan. 

(8) The names, addresses, and qualifications of individuals being designated to make utilization review 

determinations pursuant to this Chapter. 

B. A health insurance issuer holding a valid certificate of authority to operate in this state may be authorized 

to act as a utilization review organization under the requirements of this Chapter following submission to 
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the commissioner of appropriate documentation for review and approval that shall include but not be 

limited to the following: 

(1) A general description of the operation of the utilization review organization which includes a statement 

that the utilization review organization does not engage in the practice of medicine or act to impinge upon 

or encumber the independent medical judgment of treating physicians or health care providers. 

(2) A copy of the utilization review organization's program description or procedures manual which meets 

the requirements of this Chapter for making clinical or medical necessity determinations and resolving 

disputes in the internal claims and appeals process. 

(3) A sample copy of any contract, absent fees charged, for making utilization review determinations that is 

entered into with another health insurance issuer. 

Acts 2013, No. 326, §1, eff. Jan. 1, 2015. 
 

PART II. INTERNAL CLAIMS AND APPEALS PROCESS 

§2401. Requirements of federal laws and regulations; minimum requirements- Refer to UM_1019 Adverse 

Determinations and Appeals Process Policy; Louisiana Addendum.  
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Attachment I: Minnesota Addendum 

New Century Health will follow the regulations of the state of Minnesota pertaining to Notification to Claims 
Administrator in accordance with Minn. Stat. §62M.05 (Procedures to Review Determination) 
Subdivision 5.  
 
 
Notification to claims administrator. If the utilization review organization and 
the claims administrator are separate entities, the utilization review organization must forward, 
electronically or in writing, a notification of certification or determination not to certify to the appropriate 
claims administrator for the health benefit plan. If it is determined by the claims administrator that the 
certified health care service is not covered by the health benefit plan, the claims administrator must promptly 
notify the claimant and provider of this information. 
 

If New Century Health makes a contractual change with clients (health plan) to assume all aspects of the HUM 
process, NCH will notify the provider, member and claims administrator of certification and non-certification 
determinations. Under current contractual agreements, the health plan is responsible for notification of 
certification to the member and claims administrator and non-certification determination is made by the 
health plan with required notification to provider, member and claims administrator.  
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Attachment J: Maryland Addendum 

NCH is not delegated adverse determination of prospective or retrospective reviews or any levels of 

appeals.  NCH is not delegated concurrent review.  If in the future, NCH is delegated these functions, 

we will notify the Maryland Insurance Administration.  New Century Health will assist the health 

plan and abide by all applicable Maryland law, including the requirements as set forth in § 15-10B-

06(a) of the Insurance Article:  

(a)  (1) A private review agent shall: 

(i) make all initial determinations on whether to authorize or certify a 

nonemergency course of treatment for a patient within 2 working days after receipt 

of the information necessary to make the determination; 

(ii) make all determinations on whether to authorize or certify an extended stay in a 

health care facility or additional health care services within 1 working day after 

receipt of the information necessary to make the determination; and 

(iii) promptly notify the health care provider of the determination. 

(2) If within 3 calendar days after receipt of the initial request for health care services the 

private review agent does not have sufficient information to make a determination, the 

private review agent shall inform the health care provider that additional information must 

be provided. 
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Attachment K: South Carolina Medicaid Universal Medication Prior Authorization Form 
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Attachment L: Absolute Total Care Specialty Medication Prior Authorization Form 
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Attachment M: New Mexico Uniform Prior Authorization Form 
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Attachment N: Pennsylvania Addendum and Pennsylvania Notice of Adverse Determination 

(1) New Century Health is not currently delegated for denials but merely renders a 
determination of medical necessity and appropriateness and makes a recommendation to 
the health plan. The health plan renders the final determination and communicates the 
decision to the provider and enrollee verbally and in writing in accordance with PA 
requirements.  

(2) New Century Health will notify the health care provider within 48 hours of the request for 
service of additional facts, documents or information required to complete the UR.  

(3) Non-delegated:  
a. If a UR decision includes a denial, the health plan will include the contractual basis and 

clinical reasons for denial in the notice of determination.  
b. If a UR decision is a denial, or approves anything less than what was requested, the 

health plan client will include language informing the enrollee of how to appeal the 
decision, including location to which the appeal must be sent and the timeframes within 
which the appeal must be submitted.  

c. New Century Health will communicate its recommendations regarding medical 
necessity and appropriateness to the health plan client within 1 business day of receipt 
of all supporting information reasonably necessary to complete the review in order to 
allow the health plan adequate time to meet PA requirements. The plan is responsible 
for meeting all PA timeframes and requirements for decision-making and 
communication of decision.  

(4) Delegated:  
a. If a UR decision includes a denial, NCH will include the contractual basis and clinical 

reasons for denial in the notice of determination.  
b. If a prospective UR decision is a denial, or approves anything less than what was 

requested, NCH will include language informing the enrollee of how to appeal the 
decision, including location to which the appeal must be sent and the timeframes within 
which the appeal must be submitted.  

c. New Century Health will communicate prospective decisions to the health plan, enrollee 
and health care provider within 2 business days of receipt of all supporting information 
reasonably necessary to complete the review.  

(5) In the event that New Century Health accepts delegation of denials in the future, New 
Century Health will communicate prospective UR decisions to the plan, enrollee and 
provider within 2 business days of receipt of all supporting information reasonably 
necessary to complete the review. New Century Health will give the enrollee and the health 
care provider written or electronic confirmation of the decision within 2 business days of 
communicating the decision.  

(6) Concurrent Review:  
a. New Century Health does not currently conduct concurrent review.  
b. In the event that New Century Health conducts concurrent reviews in the future, the UR 

decision will be communicated to the plan, the enrollee and the health care provider 
within 1 business day of the receipt of all supporting information reasonably necessary 
to complete the review. Written notice or electronic confirmation of the decision will be 
sent to the provider and enrollee within 1 business day of communicating the decision.  
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Pennsylvania Notice of Adverse Determination 

Date: 

Member Name: 

Member ID Number: 

Address: 

Requesting Provider:  

Requesting Provider Phone#:  

Diagnosis: 

Service Requested:  

 

Authorization Request Date:   

 

Dear Ms. Doe, 

New Century Health reviews the medical necessity and appropriateness of requested services 

for [CLIENT]. 

New Century Health has reviewed a request from [Ordering Physician] for the following 

service:  [insert service]  

This service has been denied in accordance with your contractual benefits and/or clinical 

review guidelines. 

 

 The principal reason(s) for the adverse determination are as follows: [insert applicable 

contract language concerning benefits and exclusions used in determining denial, reduction, 

limitation or termination of services] 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

 The clinical basis for the adverse determination is:  [insert clinical rationale for denial, 

reduction, limitation or termination of services] 

_____________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

 The following clinical criteria/pathway was used as guidelines when rendering this 

determination: [insert applicable clinical criteria, i.e. “chemotherapy for stage 4 breast cancer” 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 
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NCH uses evidence based clinical guidelines to address variation in practice and resource 

utilization. Criteria are based on scientific evidence, current clinical principles and processes and 

appropriate specialty provider expert opinion. Regulatory input and pertinent specialty 

organization publications and standards are used when developing clinical guidelines. Criteria 

are posted on the NCH web site at www.newcenturyhealth.com. 

 

You may appeal this decision by following the enclosed instructions. You may contact [Client] 

at the address or phone number below if you need assistance in submitting your appeal.  

Appeals and Grievance Department 

Number One Health Plan 

100 Main Street 

Hometown, PA 

X-XXX-XXX-XXXX. 

 

*Client’s instructions for Pennsylvania membership will contain a description of the Client’s 

procedure for requesting an internal standard and/or expedited appeal/grievance, including 

notice to the enrollee of the enrollee's right to utilize the external grievance process and the 

procedures to obtain an external grievance review. 

 

Sincerely, 

 

Medical Management Department 

New Century Health 

 

cc: Ordering Physician  

 Member’s Designee  

 

Enc. {Client’s Complaint/Appeals/Grievance Instructions in English and Spanish 

  

 

 

 

 

 

 

 

http://www.newcenturyhealth.com/
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Attachment O: New York Reasonable Effort Phone Policy  

 

  



PROPRIETARY AND CONFIDENTIAL  

UM_1009 Standard Pre-Service Request for Authorization_08262022 

© 2021 New Century Health                                                               34 

Attachment P: Connecticut Addendum 

 

Utilization Review, Adverse Determination, Appeals and Grievances Timeframes 

 

New Century Health is not currently delegated member services, member notifications, concurrent 
reviews, adverse determinations, appeals and grievances, if in the future New Century Health is 
delegated with these activities, New Century Health will abide by the statues set in the State of 
Connecticut PA No 19-117 Section 241 to Section 243 

New Century Health is currently delegated utilization reviews for urgent, non-urgent pre-service requests 
and retrospective requests. New Century Health follows the timeframes set forth in the state of 
Connecticut PA No 19-117 Section 241 to Section 243 or timeframes agreed contractually with New 
Century Health’s health plan client whichever is more stringent.  

Sec. 241. Subdivision (1) of subsection (c) of section 38a-591d of the general statutes is repealed and the 

following is substituted in lieu thereof (Effective January 1, 2020): 

1. (A)  Unless the covered person or the covered person's authorized representative has failed to provide 
information necessary for the health carrier to make a determination and except as specified under 
subparagraph (B) of this subdivision, the health carrier shall make a determination as soon as possible, 
taking into account the covered person's medical condition, but not later than [seventy-two] forty-eight 
hours after the health carrier receives such request or seventy-two hours after such health carrier 
receives such request if any portion of such forty-eight-hour period falls on a weekend, provided,  if the 
urgent care request is a concurrent review request to extend a course of treatment beyond the initial 
period of time or the number of treatments, such request is made at least twenty-four hours prior to the 
expiration of the prescribed period of time or number of treatments. 

(B) Unless the covered person or the covered person's authorized representative has failed to 

provide information necessary for the health carrier to make a determination, for an urgent care 

request specified under subparagraph (B) or (C) of subdivision (38) of section 38a-591a, the health 

carrier shall make a determination as soon as possible, taking into account the covered person's 

medical condition, but not later than twenty-four hours after the health carrier receives such request, 

provided, if the urgent care request is a concurrent review request to extend a course of treatment 

beyond the initial period of time or the number of treatments, such request is made at least twenty-

four hours prior to the expiration of the prescribed period of time or number of treatments. 

Sec. 242. Subdivision (1) of subsection (d) of section 38a-591e of the general statutes is repealed and 

the following is substituted in lieu thereof (Effective January 1, 2020): 

(d) (1) The health carrier shall notify the covered person and, if applicable, the covered 
person's authorized representative, in writing or by electronic means, of its decision within 
a reasonable period of time appropriate to the covered person's medical condition, but not 
later than: 

 

(A) For prospective review and concurrent review requests, thirty calendar days after the health carrier 
receives the grievance; 

(B) For retrospective review requests, sixty calendar days after the health carrier receives the 
grievance; 

(C) For expedited review requests, except as specified under subparagraph (D) of this subdivision, 
[seventy-two] forty-eight hours after the health carrier receives the grievance or seventy-two hours 
after such health carrier receives such grievance if any portion of such forty-eight-hour period falls 
on a weekend; and 
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(D) For expedited review requests of a health care service or course of treatment specified under 
subparagraph (B) or (C) of subdivision (38) of section 38a-591a, twenty-four hours after the health 
carrier receives the grievance. 

Sec. 243. Subdivision (1) of subsection (i) of section 38a-591g of the general statutes is repealed and the 

following is substituted in lieu thereof (Effective January 1, 2020): 

(i) (1) The independent review organization shall notify the commissioner, the health carrier, the covered 
person and, if applicable, the covered person's authorized representative in writing of its decision to 
uphold, reverse or revise the adverse determination or the final adverse determination, not later than: 

(A) For external reviews, forty-five calendar days after such organization receives the assignment 
from the commissioner to conduct such review; 

(B) For external reviews involving a determination that the recommended or requested health care 
service or treatment is experimental or investigational, twenty calendar days after such 
organization receives the assignment from the commissioner to conduct such review; 

(C) For expedited external reviews, except as specified under subparagraph (D) of this subdivision, as 
expeditiously as the covered person's medical condition requires, but not later than [seventy-two] 
forty-eight hours after such organization receives the assignment from the commissioner to 
conduct such review or seventy-two hours after such organization receives such assignment if 
any portion of such forty-eight-hour period falls on a weekend; 

 

(D) For expedited external reviews involving a health care service or course of treatment specified 
under subparagraph (B) or (C) of subdivision (38) of section 38a-591a, as expeditiously as the 
covered person's medical condition requires, but not later than twenty-four hours after such 
organization receives the assignment from the commissioner to conduct such review; and 

(E) For expedited external reviews involving a determination that the recommended or requested 
health care service or treatment is experimental or investigational, as expeditiously as the covered 
person's medical condition requires, but not later than five calendar days after such organization 
receives the assignment from the commissioner to conduct such review 

 

Adverse Determination Review 

 

When New Century Health is delegated Adverse Determination, all Adverse Determinations are based on medical 
necessity and must be issued by a peer clinical reviewer [CT Statues Section 38a-591a (7)*] New Century 
Health adheres to the most stringent timeframe to maintain compliance. 

 

*Section 38a-591a(7) - “Clinical peer” means a physician or other health care professional who (A) holds a 
nonrestricted license in a state of the United States and in the same or similar specialty as typically manages the 
medical condition, procedure or treatment under review, and (B) for a review specified under subparagraph (B) or 
(C) of subdivision (38) of this section concerning (i) a child or adolescent substance use disorder or a child or 
adolescent mental disorder, holds (I) a national board certification in child and adolescent psychiatry, or (II) a 
doctoral level psychology degree with training and clinical experience in the treatment of child and adolescent 
substance use disorder or child and adolescent mental disorder, as applicable, or (ii) an adult substance use 
disorder or an adult mental disorder, holds (I) a national board certification in psychiatry, or (II) a doctoral level 
psychology degree with training and clinical experience in the treatment of adult substance use disorders or adult 
mental disorders, as applicable 

 

 

 



PROPRIETARY AND CONFIDENTIAL  

UM_1009 Standard Pre-Service Request for Authorization_08262022 

© 2021 New Century Health                                                               36 

Sec. 38a-591-8. Notice to enrollees 

(a) Each health carrier that submits notices to a covered person or the covered person's authorized 

representative pursuant to section 38a-591d of the Connecticut General Statutes, including adverse 

determinations that involve a rescission, shall include with the Notice of Adverse Determination a 

description of the health carrier's procedures for initiating an internal grievance of an adverse determination 

including the procedures for requesting an expedited review. Such notification shall also include the 

procedures for filing an external review and an expedited external review. 

 

(b) Each health carrier that submits a notice to a covered person or the covered person's authorized 

representative pursuant to section 38a-591e of the Connecticut General Statutes shall include with the 

Notice of a Grievance Decision that upholds the adverse determination a description of the health carrier's 

procedures for initiating any remaining internal grievance rights including the procedures for requesting an 

expedited review. If the Notice of a Grievance Decision that upholds the adverse determination is the final 

adverse determination, or if the notice is issued due to the health carrier's failure to strictly adhere to the 

requirements of section 38a-591e(f)(1) of the Connecticut General Statutes, the notice shall also include a 

statement that all internal appeals have been exhausted. Such notice shall include the procedure for filing 

an external review and an expedited external review, as well as a copy of the external review application 

and a consumer guide to the external review process. The commissioner shall develop and make available 

to health carriers the external review application and consumer guide to the external review process. A 

copy of the external review application and consumer guide shall also be made available from the health 

carrier to a covered person or the covered person's authorized representative, upon request. 

Sec. 38a-591c. Utilization review criteria and procedures. 

(a)(1) Each health carrier shall contract with (A) health care professionals to administer such health 
carrier's utilization review program, and (B) clinical peers to evaluate the clinical appropriateness of an 
adverse determination. 

(2) (A) Each utilization review program shall use documented clinical review criteria that are based on 
sound clinical evidence and are evaluated periodically by the health carrier's organizational mechanism 
specified in subparagraph (F) of subdivision (2) of subsection (c) of section 38a-591b to assure such 
program's ongoing effectiveness. 

(B) Except as provided in subdivisions (3), (4) and (5) of this subsection, a health carrier may develop 
its own clinical review criteria or it may purchase or license clinical review criteria from qualified vendors 
approved by the commissioner, provided such clinical review criteria conform to the requirements of 
subparagraph (A) of this subdivision. 

(C) Each health carrier shall (i) post on its Internet web site (I) any clinical review criteria it uses, and (II) 
links to any rule, guideline, protocol or other similar criterion a health carrier may rely upon to make an 
adverse determination as described in subparagraph (F) of subdivision (1) of subsection (e) of section 38a-
591d, and (ii) make its clinical review criteria available upon request to authorized government agencies. 

(b) Each health carrier shall: 

(1) Have procedures in place to ensure that (A) the health care professionals administering such health 
carrier's utilization review program are applying the clinical review criteria consistently in utilization review 
determinations, and (B) the appropriate or required individual or individuals are being designated to conduct 
utilization reviews; 

(2) Have data systems sufficient to support utilization review program activities and to generate 
management reports to enable the health carrier to monitor and manage health care services effectively; 
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(3) Provide covered persons and participating providers with access to its utilization review staff through 
a toll-free telephone number or any other free calling option or by electronic means; 

(4) Coordinate the utilization review program with other medical management activity conducted by the 
health carrier, such as quality assurance, credentialing, contracting with health care professionals, data 
reporting, grievance procedures, processes for assessing member satisfaction and risk management; and 

(5) Routinely assess the effectiveness and efficiency of its utilization review program. 

(c) If a health carrier delegates any utilization review activities to a utilization review company, the health 
carrier shall maintain adequate oversight, which shall include (1) a written description of the utilization 
review company's activities and responsibilities, including such company's reporting requirements, (2) 
evidence of the health carrier's formal approval of the utilization review company program, and (3) a process 
by which the health carrier shall evaluate the utilization review company's performance. 

(d) When conducting utilization review, the health carrier shall (1) collect only the information necessary, 
including pertinent clinical information, to make the utilization review or benefit determination, and (2) 
ensure that such review is conducted in a manner to ensure the independence and impartiality of the 
individual or individuals involved in making the utilization review or benefit determination. No health carrier 
shall make decisions regarding the hiring, compensation, termination, promotion or other similar matters of 
such individual or individuals based on the likelihood that the individual or individuals will support the denial 
of benefits. 

 

Sec. 38a-591d. Utilization review and benefit determinations. Urgent care requests. Information 

provided in notice of adverse determination. 

(e) Each health carrier shall provide promptly to a covered person and, if applicable, the covered person's 

authorized representative a notice of an adverse determination. 

(1) Such notice may be provided in writing or by electronic means and shall set forth, in a manner 
calculated to be understood by the covered person or the covered person's authorized representative: 

(A) Information sufficient to identify the benefit request or claim involved, including the date of service, if 
applicable, the health care professional and the claim amount; 

(B) The specific reason or reasons for the adverse determination, including, upon request, a listing of 
the relevant clinical review criteria, including professional criteria and medical or scientific evidence and a 
description of the health carrier's standard, if any, that were used in reaching the denial; 

(C) Reference to the specific health benefit plan provisions on which the determination is based; 

(D) A description of any additional material or information necessary for the covered person to perfect 
the benefit request or claim, including an explanation of why the material or information is necessary to 
perfect the request or claim; 

(E) A description of the health carrier's internal grievance process that includes (i) the health carrier's 
expedited review procedures, (ii) any time limits applicable to such process or procedures, (iii) the contact 
information for the organizational unit designated to coordinate the review on behalf of the health carrier, 
and (iv) a statement that the covered person or, if applicable, the covered person's authorized 
representative is entitled, pursuant to the requirements of the health carrier's internal grievance process, to 
receive from the health carrier, free of charge upon request, reasonable access to and copies of all 
documents, records, communications and other information and evidence regarding the covered person's 
benefit request; 
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(F) (i) (I) A copy of the specific rule, guideline, protocol or other similar criterion the health carrier relied 
upon to make the adverse determination, or (II) a statement that a specific rule, guideline, protocol or other 
similar criterion of the health carrier was relied upon to make the adverse determination and that a copy of 
such rule, guideline, protocol or other similar criterion will be provided to the covered person free of charge 
upon request, with instructions for requesting such copy, and (ii) the links to such rule, guideline, protocol 
or other similar criterion on such health carrier's Internet web site; 

(G) If the adverse determination is based on medical necessity or an experimental or investigational 
treatment or similar exclusion or limit, the written statement of the scientific or clinical rationale for the 
adverse determination and (i) an explanation of the scientific or clinical rationale used to make the 
determination that applies the terms of the health benefit plan to the covered person's medical 
circumstances or (ii) a statement that an explanation will be provided to the covered person free of charge 
upon request, and instructions for requesting a copy of such explanation; 

(H) A statement explaining the right of the covered person to contact the commissioner's office or the 
Office of the Healthcare Advocate at any time for assistance or, upon completion of the health carrier's 
internal grievance process, to file a civil action in a court of competent jurisdiction. Such statement shall 
include the contact information for said offices; and 

(I) A statement that if the covered person or the covered person's authorized representative chooses to 
file a grievance of an adverse determination, (i) such appeals are sometimes successful, (ii) such covered 
person or covered person's authorized representative may benefit from free assistance from the Office of 
the Healthcare Advocate, which can assist such covered person or covered person's authorized 
representative with the filing of a grievance pursuant to 42 USC 300gg-93, as amended from time to time, 
(iii) such covered person or covered person's authorized representative is entitled and encouraged to 
submit supporting documentation for the health carrier's consideration during the review of an adverse 
determination, including narratives from such covered person or covered person's authorized 
representative and letters and treatment notes from such covered person's health care professional, and 
(iv) such covered person or covered person's authorized representative has the right to ask such covered 
person's health care professional for such letters or treatment notes. 

 

Sec. 38a-591e. Internal grievance process of adverse determinations based on medical necessity. 

Expedited review of adverse determinations of urgent care requests 

I (1) The notice required under subsection (d) of this section shall set forth, in a manner calculated to be 
understood by the covered person or the covered person’s authorized representative: 

(A) The titles and qualifying credentials of the clinical peer or peers participating in the review process; 

(B) Information sufficient to identify the claim involved with respect to the grievance, including the date 
of service, if applicable, the health care professional and the claim amount; 

I A statement of such clinical peer’s or peers’ understanding of the covered person’s grievance; 

(D) The clinical peer’s or peers’ decision in clear terms and the health benefit plan contract basis or 
scientific or clinical rationale for such decision in sufficient detail for the covered person to respond further 
to the health carrier’s position; 

I Reference to the evidence or documentation used as the basis for the decision; 

(F) For a decision that upholds the adverse determination: 
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(i) The specific reason or reasons for the final adverse determination, including the denial code and its 
corresponding meaning, as well as a description of the health carrier’s standard, if any, that was used in 
reaching the denial; 

(ii) Reference to the specific health benefit plan provisions on which the decision is based; 

(iii) A statement that the covered person may receive from the health carrier, free of charge and upon 
request, reasonable access to and copies of, all documents, records, communications and other information 
and evidence not previously provided regarding the adverse determination under review; 

(iv) If the final adverse determination is based on a health carrier’s internal rule, guideline, protocol or 
other similar criterion, (I) the specific rule, guideline, protocol or other similar criterion, or (II) a statement 
that a specific rule, guideline, protocol or other similar criterion of the health carrier was relied upon to make 
the final adverse determination and that a copy of such rule, guideline, protocol or other similar criterion will 
be provided to the covered person free of charge upon request and instructions for requesting such copy; 

(v) If the final adverse determination is based on medical necessity or an experimental or investigational 
treatment or similar exclusion or limit, the written statement of the scientific or clinical rationale for the final 
adverse determination and (I) an explanation of the scientific or clinical rationale used to make the 
determination that applies the terms of the health benefit plan to the covered person’s medical 
circumstances, or (II) a statement that an explanation will be provided to the covered person free of charge 
upon request and instructions for requesting a copy of such explanation; 

(vi) A statement describing the procedures for obtaining an external review of the final adverse 
determination; 

(G) If applicable, the following statement: “You and your plan may have other voluntary alternative 
dispute resolution options such as mediation. One way to find out what may be available is to contact your 
state Insurance Commissioner.”; and 

(H) A statement disclosing the covered person’s right to contact the commissioner’s office or the Office 
of the Healthcare Advocate at any time. Such disclosure shall include the contact information for said 
offices. 

(2) Upon request pursuant to subparagraph (F)(iii) of subdivision (1) of this subsection, the health carrier 

shall provide such copies in accordance with subsection (b) of section 38a-591n 

 

 

Medical Criteria 

Links to clinical criteria used in adverse determination are accessible on New Century Health’s website. 
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Attachment Q: Service Level Agreements (SLAs) for New Century Health 

SLA Grids 

https://newcenturyhealth1.sharepoint.com/sites/NCHPoliciesandProcedures/Shared%20Documents/Forms/AllItems.aspx?id=%2Fsites%2FNCHPoliciesandProcedures%2FShared%20Documents%2FUtilization%20Management%20%28UM%29%2FSLA%20Grids%5F2022%2Epdf&parent=%2Fsites%2FNCHPoliciesandProcedures%2FShared%20Documents%2FUtilization%20Management%20%28UM%29

