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I. PURPOSE 

To ensure that retrospective utilization review requirements and time frames established by URAC 

are consistently followed unless more stringent requirements and/or timeframes are required by rules 

and regulations governing state license, line of business or contractual performance standards. 

II. DEFINITIONS 

Post-service Request Retrospective Review: Health Utilization Management review conducted 

after services (including outpatient procedures and services) have been provided to the patient. 

Timeframes for Determinations:  

A. NCQA: 

1. 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. 

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

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

of the request.  

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

decisions within 24 hours of receipt of the request 

B. CMS: 

1. 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. 

1. 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. The organization issues a determination following the most stringent timeframes when federal, 

state, contractual and/or accreditation timeframes differ: 

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

B drug and Part D or 72 hours of the receipt of request for a utilization management 

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

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

Part B drug and Part D)  of receipt of request for a utilization management determination, if it 

is a non-urgent case and 

3. 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. 
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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.  

C. Retrospective medical necessity determinations are considered utilization management and 

subject to all applicable regulatory and accreditation standards for Utilization Management 

activities. 

D. 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. Within 30 calendar days (NCQA/URAC) calendar days of receipt of request for UM 

determination if it is a retrospective case;  

2. For retrospective cases this period may be extended one time by New Century for up to 15 

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 30 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 

3. Processing timeframes begins when any unit within New Century Health receives a request 

or by the plan (if misdirected). “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 Section VII. Reference A. 

4. Refer to UM_1110 Medical Necessity Determination and Process Timeframes for client 

specific service level agreements. 

E. New Century Health bases retrospective review determinations solely on the medical information 

available at the time to the requesting provider at the time the medical care was provided.  

F. If the provider or the member submits clinical information that was obtained subsequent to the 

time the care/service was provided, this information may not be given consideration in the 

retrospective review determination. 

G. Requests designated as retrospective will be clearly marked as such, electronically or manually. 

IV. PROCEDURE 
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A. Providers should submit supporting clinical documentation with the request for retrospective 

review and payment. 

B. Members requesting retrospective review should submit, or arrange for the rendering provider to 

submit, clinical documentation needed to conduct clinical review of medical necessity. 

C. New Century Health confirms member eligibility and the availability of benefits at the time the 

service was provided. 

D. New Century Health will issue a retrospective review determination and notify the member and 

requesting provider of the determination within 30 calendar days of the receipt of request for a 

UM determination or more stringent timeframe based on federal, state, or contractual requirement 

1. New Century Health’s system will automatically (same day or within 30 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. Per contractual agreements, the health plan is responsible for verbal and written notifications 

to the member regarding certification and non-certification determinations. 

3. 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 the 

agreed contractual timeframe 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. 

4. Refer to UM_1110 Medical Necessity Determination and Process Timeframes for client 

specific service level agreements. 

E. Current contractual agreements do not allow for timeframe extension for reviews.  

F. Should a contract agreement be amended to allow extensions of retrospective review timeframe, 

New Century Health would make a one-time extension up to 15 calendar days under the following 

circumstances: 

1. Client contractual agreement allows for extension of timeframes by New Century Health, 

otherwise per client direction, NCH will complete case as a recommend adverse 

determination for lack of information to health plan/client to make final determination.  

2. New Century Health determines that an extension is necessary because of matters beyond 

the control of New Century Health. 

3. New Century Health notifies the patient, prior to the expiration of the initial 30 calendar day 

period of the circumstances requiring the extension and the date when the plan expects to 

make a decision, and, 

4. When a patient fails to submit necessary information to decide the case, the notice of 

extension specifically describes the required information, and the patient is given at least 45 

calendar days from receipt of notice to respond to the plan request for more information. 

Refer to Attachment D: Notification of Extension Template Letter. 

G. The reasons for the extension will be documented in the case file including the dates the 

extension started and ended. A copy of the extension letter will be appended to the case file. 

1. In cases where an extension to the process is permitted under the Department of Labor 

regulations, i.e. to obtain additional information to consider the case, URAC or NCQA 

timeframes will be suspended during the extension. 
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2. In cases where there is a Peer to Peer consultation prior to the issuance of the determination, 

there would not be an extension of the timeframes specified in URAC or NCQA standards for 

prospective, retrospective and/or concurrent review. 

3. In cases where New Century Health makes repeated attempts to obtain necessary 

information to render a determination, but the referring physician is not available, it would be 

considered an event outside of the control of New Century Health, which would entitle New 

Century Health to an extension of the timeframes. 

H. New Century Health is  delegated adverse determinations based on contractual agreements. 

When issuing an adverse determination, the Peer Reviewer clearly documents the reasons and 

notifies the provider, including the following information: 

1. Details of peer to peer conversation OR attempts made to obtain additional information 

2. Documentation of attempts to conduct a peer to peer if unsuccessful 

3. The reasons for the determination including the clinical rationale for determining that the 

care/service does not meet the criteria for medical necessity. 

4. Instructions on how to initiate a standard, expedited, and external appeal, as appropriate, and 

5. Notice of the availability, upon the request of the provider, member, or his/her designee, of 

the clinical review criteria relied upon to make the determination and what, if any, additional 

information must be provided to, or obtained by, New Century Health in order to render a 

decision on an internal appeal. 

I. In the event that a non-certification or adverse determination is made without attempting to 

discuss the matter with the requesting provider, that provider has the opportunity to request a 

peer-to-peer conversation. Such peer-to-peer conversation shall occur within one (1) business 

day of receipt of the request. The peer-to-peer conversation may take place with a different peer 

clinical reviewer if the original peer clinical reviewer is not available within one (1) business day. 

1. Written notices are client/LOB specific and are developed in conjunction with the client to 

ensure compliance with all local, state, federal and accreditation requirements. 

2. New Century Health may use retrospective reviews to identify and refer potential quality 

and/or utilization issues and to initiate follow-up actions with providers who routinely fail to 

comply with pre- authorization requirements. 

3. In cases where a provider repeatedly delivers service without obtaining pre-authorization, the 

Provider Relations Department at both New Century Health and the client are notified. New 

Century Health will conduct additional provider training. If the issue remains unresolved, the 

provider will be referred to the QMIC for further action. 

4. In cases where a member repeatedly accesses care without obtaining pre-authorization or 

accesses care from a non-network provider, the information will be forwarded to the client 

who will then contact the member and attempt to re-educate them regarding pre-authorization 

policies and procedures. 

V. APPROVAL AUTHORITY 

A. Review – Utilization Management Department 

B. Final Approval – Utilization Management Committee 

VI. ATTACHMENTS 

A. Attachment A: Texas Addendum 

B. Attachment B: Pennsylvania Addendum 
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C. Attachment C: Humana Addendum 

D. Attachment D: Sample Extension Notification Letter 

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

Form) 

F. Attachment F: Authorization Approval Letter (Medication Request Authorization (MRA) Form – 

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

G. Attachment G: New York Reasonable Effort Phone Policy  

H. Attachment H: Connecticut Addendum 

I. Attachment I: 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: Texas Addendum 

Sec. 4201.305. Notice of adverse determination for retrospective utilization review: 
(a) Notwithstanding Sections 4201.302 and 4201.304, if a retrospective utilization review is 

conducted, the utilization review agent shall provide notice of an adverse determination under 
the retrospective utilization review in writing to the provider of record and the patient within a 
reasonable period, but not later than 30 days after the date on which the claim is received. 

(b) The period under Subsection (a) may be extended once by the utilization review agent for a 
period not to exceed 15 days, if the utilization review agent: 

(1) determines that an extension is necessary due to matters beyond the utilization review 
agent's control; and 

(2) notifies the provider of record and the patient before the expiration of the initial 30-day 
period of the circumstances requiring the extension and the date by which the utilization 
review agent expects to make a determination. 

(c) If the extension under Subsection (b) is required because of the failure of the provider of record 
or the patient to submit information necessary to reach a determination on the request, the 
notice of extension must: 

(1) specifically describe the required information necessary to complete the request; and 
(2) give the provider of record and the patient at least 45 days from the date of receipt of the 

notice of extension to provide the specified information. 
(d) If the period for making the determination under this section is extended because of the failure of 

the provider of record or the patient to submit the information necessary to make the 
determination, the period for making the determination is tolled from the date on which the 
utilization review agent sends the notification of the extension to the provider of record or the 
patient until the earlier of: 

(1) the date on which the provider of record or the patient responds to the request for 
additional information; or 

(2) the date by which the specified information was to have been submitted. 
(e) If the periods for retrospective utilization review provided by this section conflict with the time 

limits concerning or related to payment of claims established under Subchapter J, Chapter 843, 
the time limits established under Subchapter J, Chapter 843, control. 

(f) If the periods for retrospective utilization review provided by this section conflict with the time 
limits concerning or related to payment of claims established under Subchapters C and C-1, 
Chapter 1301, the time limits established under Subchapters C and C-1, Chapter 1301, control. 

(g) If the periods for retrospective utilization review provided by this section conflict with the time 
limits concerning or related to payment of claims established under Section 408.027, Labor Code, 
the time limits established under Section 408.027, Labor Code, control. 
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Attachment B: Pennsylvania Addendum 

New Century Health will follow Pennsylvania’s retrospective time frames, if delegated retrospective review 
by any client, for the members in Pennsylvania. 

§ 9.753. Time frames for UR (c) A retrospective UR decision shall be communicated to the plan, the enrollee, 
and the health care provider within 30 days of the receipt of all supporting information reasonably necessary 
to complete the review. The plan shall give the enrollee and the health care provider written or electronic 
confirmation of its decision within 15-business days of communicating the decision. 
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Attachment C: Humana Addendum 

New Century Health will abide by contractual agreements, while upholding state and federal regulations. 

New Century Health shall make a final determination for all Humana retrospective requests within fourteen 
(14) calendar days. The determination notification to the provider and the MIT Department within Humana 
shall follow the same process as a standard determination. For cases where New Century Health's final 
determination is a recommended adverse determination, the same process for notifying Humana for 
recommended adverse determinations shall prevail. 

Per contractual agreements, extensions of determinations must go to the client, Humana. 
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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> 

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: Prior Authorization Request Form (Chemotherapy Treatment Request (CTR) Form) 
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Attachment F: Authorization Approval Letter (Medication Request Authorization (MRA) Form – 

Oncology; Service Request Authorization (SRA) Form – Cardiology, Imaging 
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Attachment G: New York Reasonable Effort Phone Policy  
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Attachment H: 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 

 

(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 
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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 

 

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 
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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; 

(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; 
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(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; 

(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 
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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 I: 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

