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What is a PPO… 
A Preferred Provider Organization is simply a network of healthcare practitioners and providers 
that agree to certain terms and conditions stated in their contract. Patients with coverage under 
a PPO receive better benefits for using practitioners and providers within the network than they 
do if they are treated outside the network.  

 
… and how does it work? 
Employers like to offer benefits through PPOs because they help manage costs without being as 
restrictive as some other healthcare arrangements. Many employers who offer our product are 
self-funded which means that the employer assumes the financial risk for medical claims 
incurred, rather than paying monthly premiums to an insurance company. These employers hire 
third-party administrators (TPAs), also known as claims administrators, to determine eligibility, 
administer benefits and/or pay claims for their employees. 

 
… and what about OhioHealth Group? 
OhioHealth Group is unique because it is owned and managed by practitioners and hospitals. 
Employers contract with OhioHealth Group because they want access to this network of 
healthcare professionals; many also use OhioHealth Group to obtain services for prescription 
drug programs. 
 
OhioHealth Group does not process claims or eligibility. As noted above, employers hire TPAs 
for these services. Therefore, if you have claims, eligibility or precertification questions, call 
the number listed on the Member’s ID card or our Client Plan Summery which can be found on 
our website at www.ohiohealthgroup.com. Keep in mind, OhioHealth Group cannot answer 
your claim’s questions, however the TPA can. 
 
Practitioners and providers can identify members participating in the OhioHealth Group, PPO 
network by referring to the member’s ID card. OhioHealth Group has two products; the 
HealthReach PPO and the HealthReach Preferred (OhioHealth employees). Please see below for 
a sample of the network logos. 
 
 
 

 
 
 

         

 
 
 
 

http://www.ohiohealthgroup.com/
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YOUR ROLE IN THE OHIOHEALTH GROUP, HEALTHREACH  
AND HEALTHREACH PREFERRED NETWORK 

 

 
PRACTITIONERS… 

• Verify patient eligibility for benefits with the administrator named on the ID card or 

on the Client Plan Summary. 

• Provide services to anyone covered by OhioHealth Group, HealthReach and 

HealthReach Preferred 

• Refer patients to other practitioners/providers within the HealthReach and 

HealthReach Preferred networks to ensure that patients receive their highest level 

of benefits. 

• Preauthorize all inpatient admissions and required services. 

• Hospitalize patients only at participating network facilities. 

• Cooperate with the utilization management programs. 

• Submit claims for services. 

• Collect copayments, deductibles, coinsurance, and charges for non-covered services 

from the patient. 

• Accept the OhioHealth Group, HealthReach and HealthReach Preferred fee 

schedules as payment in full. 

 

HOSPITALS/ANCILLARIES… 
• Verify patient eligibility for benefits with the administrator named on the ID card or 

on the Client Plan Summary. 

• Provide services to anyone covered by OhioHealth Group, HealthReach and 

HealthReach Preferred. 

• Refer/Discharge patients to services within the OhioHealth Group network to 

ensure that patients receive their highest level of benefits. 

• Authorize all inpatient admissions and required services. 

• Cooperate with the utilization management programs. 

• Submit claims for services. 

• Collect copayments, deductibles, coinsurances, and charges for non-covered 

services from the patient. 

• Accept the OhioHealth Group, HealthReach and HealthReach Preferred 

reimbursement arrangement as payment in full. 
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SECTION 1 – PROVIDER CONDITIONS OF PARTICIPATION 
  
1.1 NETWORK ELIGIBILITY 

To receive HealthReach and HealthReach Preferred Reimbursement, a practitioner/provider of 
service must have entered into, and maintain, a valid participation agreement with the 
OhioHealth Group PPO network. Each practitioner/provider type has specific enrollment criteria, 
e.g., licensure, certification, malpractice insurance, etc., which must be met.  
 
 1.1A PROVIDER ELIGIBILITY 
 

Providers such as; free standing facilities, surgery centers, laboratories, ect., who want 
to enroll in the HealthReach and HealthReach Preferred PPO to receive payments for 
qualified beneficiaries must submit a copy of their state license and documentation of 
their malpractice insurance. They must also complete a short enrollment form which 
can be found on our website at ohiohealthgroup.com/Ancillary Provider Application or 
by contacting OhioHealth Group, Provider Network Development Dept at 800-455-4460. 
 
1.1B PRACTITIONER ELIGIBILITY 
 
Practitioners who want to enroll in the HealthReach and HealthReach Preferred PPO 
must be enrolled with CAQH and have a CAQH number which can be supplied to our 
Credentialing Dept to initiate the credentialing process. Practitioners enrolling in the 
PPO must meet certain criteria, as well as executing a participating practitioner 
agreement to be eligible to participate. Practitioners interested in participating can 
contact our Credentialing Dept at 800-455-4460.  (Refer to Section 3, Credentialing, for 
specific enrollment criteria) 
 
 

1.2 NOTIFICATION OF CHANGES 
 

A practitioner/provider must notify the Provider Network Development Dept promptly by mail 
or fax of: 

• Change of provider/practitioner address. This is necessary to ensure all checks and 

correspondence is sent to the correct location. 

• Change of ownership of business. A new participation agreement may be required. 

• Change of Licensure.  

• Change of Tax Identification Number. This is necessary to ensure all claims are 

eligible for in network payment. 

• Or any change that will inadvertently affect your network participating such as 

provider name change, business name change, etc. 

• Changes to mal-practice coverage 

This request is to ensure that participating practitioners/providers do not have a disruption in 
payment eligibility, preauthorization eligibility, or referrals. Notification of changes can be sent 
via mail to OhioHealth Group 445 Hutchinson Ave Ste 550 Columbus, OH 43235, or fax to 614-



10 

 

566-0484. The notification of change form can be found on our website at 
ohiohealthgroup.com/all forms and documents/physician office change form. 
 
1.3 TERMINATION 

 

1.3A  RIGHT TO TERMINATE RELATIONSHIP WITH NETWORK PARTICIPANTS  

 

Participating providers/practitioners must comply with all state laws, policies, and 

regulations, as well as policies, regulations, and laws of the federal government. A 

provider/practitioner must also comply with all policies, procedures, and legal language 

contained in the Participating Provider Agreement. Failure to comply with the above will 

result in termination from the OhioHealth Group, PPO network. For further information 

please refer to your Participating Provider Agreement, Section VII. Term and 

Termination.  

 

1.3B PARTICIPANTS RIGHT TO TERMINATE RELATIONSHIP WITH NETWORK 
 
Participating providers/practitioners wishing to terminate their affiliation with 
OhioHealth Group, PPO may do so by providing OhioHealth Group, PPO with a written 
request for termination 90 days prior to the desired termination date. 
 

1.4 BALANCE BILLING 
 
Providers/Practitioners may request payment from the member for coinsurance, 
copayments, and deductibles only. Services that are non- covered services may be billed 
to the member as long as the member is notified prior to the service being rendered 
that charges will be the patient’s responsibility. Provider/practitioners should look solely 
to the Third Party Administrator for payment in full unless otherwise stated on the EOB. 
Balance billing a member for additional payment outside of the guidelines above or 
otherwise stated on the EOB is breach of the provider/practitioner’s contract with the 
OhioHealth Group, PPO. 

 
1.5 IN NETWORK REFERRALS 
  

When network practitioners or providers are referring an OhioHealth Group member to 
another doctor for “service of care”, all referrals must be to an “in network “ 
participating practitioner/provider. For a list of participating practitioners and providers 
please refer to our website directory at www.ohiohealthgroup.com. 

 
When a referral to a non-Network Practitioner/Provider is necessary, the referring 
practitioner/provider must contact the member’s UM vendor on the back of their ID 
card for prior authorization of out of network services. Please note that by doing this the 
member will be subject to a reduction in covered benefits which will lead to a larger out 
of pocket expense. 

 

 

http://www.ohiohealthgroup.com/
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SECTION 2 – CLAIMS INFORMATION AND SUBMISSION 
 
All participating practitioners and providers should refer to their explanation of benefits (EOBs) 
for direction on write off amounts and proper billing of copayments, deductibles, and 
coinsurance to members. Network practitioners and providers should accept the HealthReach 
and HealthReach Preferred fee schedule as payment in full, less any copayments, deductibles, 
coinsurances, and administrative fee. 
 
2.1 THIRD PARTY ADMINISTRATORS  
 

Third party administrators identified by OhioHealth Group for the sole purpose of the 
payment of network claims can be found on the members ID cards. A list of all the third 
party administrators, claims remit address, and phone number information can be 
found on our website at ohiohealthgroup.com/provider office resources/client plan 
summary report. 
 

 2.1A  ELECTRONIC CLAIMS SUBMISSION 
 

For electronic claims submission please contact the third party administrator on the 
members ID card to request their EDI number. 
 

 2.1B OVERPAYMENT OF CLAIMS 
 

OhioHealth Groups’ third party administrator may routinely conduct overpayment 
audits. If during a review an overpayment is identified, the third party administrator in 
charge may pursue reimbursement. The participating provider/practitioner will be 
responsible for the repayment of the identified overpayment. 
  

 2.1C BUNDLING OF CLAIMS 
  

Bundling is a process that third party administrators’ use to group, or bundle, two 
charges billed for the same service of care visit the TPA feels should be all-inclusive. 
Most of the CPT code pairs that Medicare bundles are published in the "Correct Coding 

Initiative (CCI) Edits Manual" available from National Technical Information Service. 
Medicare also lets physicians know about other bundling edits in its annual Physician 

Fee Schedule. 
 
To know if the bundling is usual and appropriate for your patient claims that are billed 
please refer to the below websites for a refer of “appropriate bundling” guidelines. 
 
The "Correct Coding Initiative (CCI) Edits Manual" can be purchased since it is 
considered proprietary information, but this is easy to do. Visit the publisher, National 
Technical Information Service at www.ntis.gov/products/families/cci or call (800) 363-
2068.  

The CCI manual contains two general categories of Medicare edits: component and 

mutually exclusive. 

http://www.ntis.gov/products/families/cci
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Component edits describe pairs of codes Medicare considers subsets of one another. 

That is, if you submit a claim with one CPT code in the pair, you can't also submit the 

second code because Medicare considers that procedure clinically part of the first 

procedure. 

Mutually exclusive code pairs represent "services that cannot reasonably be done in the 

same session”. 

If you feel a claim has been inappropriately bundled please contact the third party 

administrator for guidelines on their appeals process for reconsideration. 

 
 2.1D PREPAYMENT REVIEW 
 

Claims submitted for reimbursement to a third party administrator for the OhioHealth 
Group PPO network are subject to prepayment review. Any claim identified as needing 
additional supporting medical documentation will be suspended and the provider 
notified. The provider must follow all instructions provided by the third party 
administrator to ensure proper payment of the claim.  
 

 2.1E CLAIMS PROCESSING TIME 
 

Third party administrators are obligated by law to process all clean claims within 30 days 
of the receipt of the claim. 
 

 2.1F RESOLUTION OF DISPUTES 
 

OhioHealth Group will work with the third party administrator to ensure that a 
procedure has been implemented for resolving disputes between practitioner/providers 
and TPA relative to fees or the determination of whether a Health Care Service is a 
medically necessary Covered Service. 
 
The third party administrator will make available upon request a copy of their claim 
appeals process stating the guidelines in which to follow to submit an appeal. These 
guidelines will inform practitioners/providers which department to address the appeal 
to, where to mail the appeal, and in what time frame the appeal should be filed. If you 
should have additional questions please contact the appropriate third party payor on 
the back of the members’ ID card. 
 

 2.1G LOCUM TENENS 
 

In instances when a contracted practitioner has a locum tenen covering for a short 
period of time, it will be the contracted practitioner’s responsibility to ensure 
appropriate licensure, malpractice insurance coverage, and any other pertinent 
information before the member can be treated by the supervised locum tenen. 
Claims must be submitted under the contracted practitioner’s name and tax ID.   
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2.2 HOW TO SUBMIT CLAIMS 
 
 2.2A PRACTITIONER AND HOSPITAL CLAIMS FORMS 
 
  Practitioner:   use HCFA-1500 
 
  Hospitals/Facilities:   use UB-92 
 
  Facility/Ancillary: UB-92 or HCFA 1500 
 
 2.2B REQUIRED CLAIMS INFORMATION 
 

• Insured employer name, address, social security number or alternant ID, date of 

birth, sex. 

• Name, date of birth, and sex of patient. 

• Client (employer) group number. If this is not supplied, claims may be returned if 

the employer cannot be identified. 

• Practitioner/Provider name, federal tax ID number, or social security number. 

• NPI number 

• Date of service. 

• Practitioner/Provider HCFA claims: use ICD-9CM, CPT 4 codes or appropriate HCPC 

codes. 

• Facility claims: use ICD-9CM and revenue codes. 

• For unlisted procedures CPT codes ending in 99 and all 99070 supply codes), written 

descriptions are necessary. 

• Name of the location where the service was rendered, if applicable. 

• For complex or difficult procedures, bill with a 22 modifier after the CPT code and 

attach the operative report. 

• AMA place-of-service code (example: 11, 21, 22, 23). 

• Usual and customary charges for each procedure; do not deduct any copayment 

that you have collected. 

• Total charges for each CPT code or HCPC code. 

• Referring practitioner’s full name. 

• Other insurance coverage the patient may have. 

 
2.2C PAYMENT 
 
Your agreement with OhioHealth Group states that you will accept as payment in full 
the lesser of the HealthReach and HealthReach Preferred negotiated fee or your usual 
and customary charges. (Unlisted procedures) or new codes with no Medicare allowable 
available may require operative reports , invoices, or additional documentation so a fee 
determination can be made on a case by case basis. 
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2.2D COPAYMENT 
 
Office visits often require a set amount that is the patient’s responsibility. The 
copayment amount is usually on the ID card. You may collect the copayment from the 
patient at the time of the office visit. This amount should not be deducted from your 
charges on the claim form. 
 
2.2E COINSURANCE 
 
Some services may require a percentage from the patient. It will be deducted from the 
payment you receive from the TPA and identified on the Explanation of Benefits. 
 
2.2F EXPLANATION OF BENEFITS 
 
The TPA will provide you with an Explanation of Benefits that identifies the network, 
illustrates the payments, disallowances, or denials. Reasons for the latter may include: 
 
• Services not covered by the Member’s plan. 

• Fees exceeding the HealthReach or HealthReach Preferred maximum allowable 

charge. 

• Deductions of copayments, deductibles, coinsurance or, if applicable, contracted 

administrative fee. 

• Services rendered before the effective date or after the termination of the 

Member’s coverage 

• Payments made by another insurer using the Coordination of Benefits process. 

Contact the TPA if you have any questions or want more specific information about the 
Explanation of Benefits. 

 
2.2G SUPERVISING PRACTITIONER/NON-CREDENTIALED PRACTITIONER 
 
Supervising practitioner must be an in-network practitioner and noted in Box 31 of the 
HCFA 1500 form. Box 24K of the HCFA 1500 form should list the non-credentialed 
practitioner that performed the service. 

 

 

 

 

 

 

 

 

 

 

 



16 

 

 

 

 

 

SECTION 3 

 

 

 

 

 

 

 

CREDENTIALING 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



17 

 

 

 

SECTION 3-CREDENTIALING 

 
3.1 INITIAL CREDENTIALING  
 
 3.1A OBJECTIVES 
 

OhioHealth Group Credentialing Services’ goal is to ensure that the qualifications of 
practitioners are evaluated objectively prior to acceptance in the network and 
periodically thereafter.  
 
This will be accomplished by: 
 
1. Evaluating and recommending the acceptance, or rejection of a prospective 

practitioner. 

2. Evaluating and recommending the continued participation or termination of 

contracts for practitioners. 

3. Implementing all credentialing criteria for provider applicants. 

4. Biennially reviewing and evaluating criteria for acceptance, recredentialing, and 

termination of practitioners. 

5. Credentials Committee approval will be a prerequisite to execution of a contract for 

all new practitioners. 

3.1B REPORTING RESPONSIBILITIES 
 
Credentialing will comply with applicable federal and state laws and regulations 
requiring the reporting of quality issues under review. 
 
3.1C STATEMENT OF CONFIDENTIALITY 
 
All individuals engaged in the credentialing processes shall maintain the confidentiality 
of all information obtained and discussed during the credentialing and recredentialing 
process. 
 
Confidential written records regarding deficiencies found, the plan of action taken, and 
the recommended follow-up will be maintained in a secure fashion. The procedures and 
minutes of the committee will be open to review only as directed by the Medical 
Director, the Board of Directors, or when required by law.  
 
Medical Directors, Credentialing Committee members, the Board of Directors, executive 
staff, and designated support staff have access to the confidential records for the 
purpose of executing the credentialing procedures. 
 
An individual practitioner, in the presence of a staff designee of the Credentialing 
Committee, may review information in their file. Practitioners may not make any 
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notations in the file or copy reference letters, NPDB reports, correspondence or other 
confidential information. 
 
3.1D CONFLICT OF INTEREST 
 
No person may participate in the review, evaluation, or credentialing of a practitioner 
with whom he/she has been professionally involved or where judgment may be 
compromised. 
 
 
3.1E PRIMARY VERIFICATION 
 
The Credentialing Committee, or designee, is responsible for obtaining primary 
verification. Verification includes, but is not limited to the following items: 
 

1. Current, valid license to practice in the state. 

2. Current, valid DEA license. 

3. Board certification by the following Boards: 

• American Board of Medical Specialties 
• American Osteopathic Association 
• American Board of Pediatric Surgery (ABPS) 
• American Board of Oral Maxillofacial Surgery 
• American Board of Orthopedic & Primary Pediatric Medicine 
(ABPOPPM) 
 

4. Education & Training. Primary source verification of education and training 

will be obtained for applicants who are not board certified as follows: 

 

Practitioners.   For practitioners who have completed a 

residency/fellowship, verification of completion of residency/fellowship will 

be obtained. For those individuals who have not completed a residency 

program, verification of graduation from medical school will be obtained. 

 

Dentists.   Verification of completion of dental school will be obtained 

primary source. The appropriate specialty programs will confirm residency 

training (when applicable). 

 

Podiatrists.   For a podiatrist who has completed a residency, verification of 

completion of residency will be obtained. For those individuals who have 

not completed a residency program, verification of graduation from 

podiatry medical school will be obtained. 
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Psychologist.   Verification of completion of doctrine of psychology from 

professional school will be obtained. Three years post licensure experience 

is a requirement to be a participating practitioner for OhioHealth Group. 

 

5. Clinical privileges in good standing at the hospital designated by the 

practitioner as the primary admitting facility. 

6. Work history. 

7. Current, adequate malpractice insurance ($1 million per occurrence/$3 

million aggregate). 

8. Professional liability claims history. 

9. NPDB (includes Medicare/Medicaid sanctions) – sanctions or limitations on 

licensure. 

10. ECFMG Certification – For foreign medical graduates. 

 3.1F SELECTION AND EVALUATION CRITERIA 
 
Applicants to the Network must meet the criteria which are listed below: 
 

1. The applicant must have a current, unlimited, non-probationary license to 

practice medicine in the state in which the applicant practices. 

2. The applicant must be able to demonstrate insurability for liability 

malpractice insurance in the per-occurrence amount of $1,000,000 and the 

aggregate of $3,000,000. 

3. The applicant must complete the standard Ohio Department of Insurance 

(ODI application), including execution of a release granting the PPO access 

to the records of any medical society, medical board, college of medicine, 

hospital or other institution, organization or entity which does or may 

maintain records concerning the applicant. 

4. The applicant must fully disclose all judgments, settlements, awards or 

pending claims in professional liability cases; imposed and pending 

sanctions including, but not limited to Medicare, Medicaid or DEA; and 

criminal convictions or indictments (excluding non-moving traffic violations, 

only) for the past ten (10) years. 

5.  The physical and mental health status of the applicant must permit him/her 

to practice medicine. 

6. The applicant must be free of impairment due to chemical/substance abuse. 

Practitioners with previous impairment must be willing to undergo 

monitoring if directed by the Credentialing Committee. 

7. The applicant must demonstrate willingness to practice in a managed care 

environment and to cooperate with quality improvement and utilization 

management programs designated by the PPO or such programs as might 

be agreed upon through a contract. 
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8. The applicant must fulfill a need for service necessary to the PPO operation. 

9. The applicant must agree to and continue to abide by the terms of his/her 

agreement or contract. 

10.  

The following are criteria which may be met on an exception basis: 
 

1. The applicant must have a satisfactory practice profile of quality indicators 

and utilization, when profiles are available. 

2. The applicant must have an unrestricted Drug Enforcement Agency (DEA) 

certificate. An exemption is made for providers who do not prescribe 

medications. 

3. The applicant, who admits to a hospital, must have clinical privileges in good 

standing at the hospital designated by the practitioner as his/her admitting 

facility. 

No practitioner shall be denied inclusion in the PPO on the basis of sex, race, creed, 
color, age, or national origin. 
 
3.1G REVIEW OF APPLICATION FOR PARTICIPATION 
 
The Provider Network Development Committee will review applications to determine if 
established criteria for the network participation are met. Once this has been 
established the Credentialing Committee will review and verify that all information is 
accurate and current. 
 

1. The Credentialing Committee shall not seek to execute a provider 

agreement until the application is completed in its entirety. An application 

shall be deemed to be completed only after the information in the 

application is verified by the Credentialing Committee, or its designee. 

2. The Credentialing staff or its designee shall verify all information in the 

application, by contacting original sources for such information. If 

verification of the information contained in the application cannot be 

obtained within thirty (30) days, a second request for information will be 

made to original sources. If verification has not been obtained by original 

sources after sixty (60) days, a third and final request will be sent to the 

original sources. A copy of the third and final request will be sent to the 

practitioner requesting that he/she contact the primary source to assist PPO 

in obtaining the necessary information. 

IN ALL CASES, THE BURDEN IS ON THE APPLICANT  
TO PROVIDE THE NECESSARY DOCUMENTATION. 

 
3. The Credentials Committee decision date for an applicant will be the 

effective date for approve/denial of the applicant’s application. 
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4. Board of Directors may accept reject or modify the Credentialing Committee 

decision or may refer the matter to the Credentials Committee for further 

consideration. 

5. The Board of Director’s recommendation shall be deemed to be final. 

 
3.1H DESCRIPTION OF PROCEDURE FOR CREDENTIALING 
 
Practitioners for the PPO will be credentialed according to the above policy using the 
following procedures: 
 

1. Practitioners are invited to join the plan by the Provider Network 

Contracting Dept staff and/or Board of Directors. Practitioners may also 

request participation in OhioHealth Group (OHG) health plan. 

2. Credentialing Services has implemented the new credentialing forms, 

processes, and timelines that resulted from the passage of Ohio’s Health 

Care Simplication Act (HB 125). As a result of this change, OhioHealth Group 

Credentialing Services is participating with the Council of Affordable Quality 

HealthCare (CAQH) Universal Credentialing Database initiative. This is an 

online service where physicians can provide standardized credentialing 

information to multiple organizations without filling out multiple forms. 

Simply enter your information into the data base and authorize users to 

access it.  

3. A CAQH number is given to PPO by the practitioner to start the credentialing 

process. A request for participation form for practitioners already 

participating with CAQH can be found in the “Forms” section of the Program 

Manual or on our website at 

www.ohiohealthgroup.com/credentialingservices/newapplicantnotificationf

orm.  

4. This form can be printed, the CAQH number to the form, and submitted to 

our Credentialing Services representative so that the credentialing process 

can start. 

5. For practitioners not yet participating with CAQH, OhioHealth Group 

Credentialing Services can establish a CAQH number for practitioners not 

yet participating with CAQH. Please contact our office at 614-566-0010 opt 

2. Our representative will establish a CAQH number for you to submit your 

credentialing information on line. 

6. When the completed CAQH credentialing profile is received primary 

verification, written or oral is conducted. 

7. If questions or concerns arise regarding any of the application information, 

the issue is researched and an explanation is attached. The Credentialing 

Committee reviews the issue and explanation and decides whether the 

http://www.ohiohealthgroup.com/credentialingservices/newapplicantnotificationform
http://www.ohiohealthgroup.com/credentialingservices/newapplicantnotificationform
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applicant is a candidate for inclusion in the network. If the explanation is 

satisfactory, the credentialing process continues. 

8. Further investigation and actions which might occur are discussed in the 

examples below: 

a. If there is a malpractice claim or complaint and the description is 

not complete, further investigation will be done. A complete 

explanation of the case includes: type of case, full description of 

acts/omission/occurrence, resolution, amount of settlement, date 

of settlement. Further investigation may include: 

i. The chair or designee of the Credentialing Committee 

contacts the practitioner in question to obtain the 

missing information. 

b. If the practitioner answers “yes” to the questions regarding mental 

or physical disability or limitation or answers “yes” to any of the 

statements dealing with alcohol or chemical dependency/abuse, 

further investigation may include a letter from the treating 

professional requested by the practitioner seeking credentialing and 

forwarded to the Medical Director. This letter must include current 

therapy, if applicable. 

c. If the practitioner answers “yes” to any question dealing with 

restrictions of medical license of DEA registration, reduction of 

privileges, change in medical staff prerogatives or rights, criminal 

charges, Professional Review Organization or Medicare or Medicaid 

restrictions or sanctions and the information supplied by the 

practitioner is incomplete, information will be obtained by the chair 

or designee of the credentials committee. 

 
9. The completed Credentialing Application, any profiles, and explanations are 

compiled in the practitioner’s folder. The folder is reviewed by the 

Credentialing Committee. The Committee may require additional research 

and explanation or may make a recommendation for acceptance, rejection, 

or deferral to the Board of Directors based on the findings from the 

application and research. 

10. Written notification of Credentials Committee decisions is mailed to the 

practitioner within five (5) business days. A copy of the notification will be 

filed with the practitioner’s application. 

11. If the Credentialing Committee decision is adverse to the practitioner, the 

notification letter will: 

a. Include the reason for the rejection and specify actions which may 

be taken to initiate review of the adverse decision. The practitioner 

has the right to review the information submitted in support of 

his/her application (with the exception of peer review information). 
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b. Include the explanation that the practitioner failed to meet 

minimum credentialing standards. 

12. Reports for adverse recommendations, actions will be reported to the 

National Practitioners Data Bank (NPDB) in accordance with OhioHealth 

Group (OHG) policy. 

13. Credentialing files are maintained in a secure fashion and contain the 

following information: 

a. Completed Ohio Department of Insurance (ODI) application form. 

b. Completed OhioHealth Group (OHG) re-application form. 

c. References if applicable. 

d. Copies of licenses, DEA, malpractice, graduation certification, 

ECFMG, etc. requested on the application. 

e. Curriculum vitae. 

f. Quality, utilization, satisfaction survey findings and actions, if 

available. 

g. Communications regarding Committee/PPO actions. 

h. Committee/PPO investigations and decisions. 

 
3.1I REJECTION OF APPLICATION FOR PARTICIPATION 
 
An application may be rejected under any of the following circumstances: 
 

1. The applicant does not meet one or more of the “Selection and Evaluation 

Criteria”. 

2. The applicant’s general area of practice or specialty involves a service not 

covered by the PPO. 

3. The applicant has had restriction(s) placed on the practitioner’s practice by 

a hospital, medical review board, licensing board, or other similar body or 

government agency. 

4. The applicant has made a misrepresentation or knowingly misstated a fact 

or matter on the application for participation. 

5. The applicant fails to meet the hospital privileges statute: 

a. Hospital has denied privileges 

b. Revocation of privileges 

c. Voluntary withdrawal of privileges prior to suspension of privileges. 

6. Any other circumstances that cause the Credentialing Committee to believe 

that acceptance of the applicant would not be in the best interest of the 

PPO. 

7. The applicant’s general area of practice or specialty is already adequately 

covered by the PPO. 

8. Non-supportive reference. 

9. Malpractice history. 
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3.2 RECREDENTIALING 

 
All practitioners are recredentialed every two (2) years. The practitioner’s professional 
license, DEA license (if applicable), professional liability insurance, and network 
participating hospitals (if applicable) are verified prior to Credentials Committee Review. 
This recredentialing cycle does not preclude recredentialing for short time frames due to 
quality issues and/or per the direction of the Credentialing Committee. 
The OhioHealth Group recredentialing cycle by specialty can be found on our websites 
at www.ohiohealthgroup.com/CredentialingServices/2009-
2012ReappointmentSchedule. 
 

3.2A CRITERIA FOR RECREDENTIALING PRACTITIONERS 
 
Practitioners for the PPO must meet all the criteria listed in the “Selection and 
Evaluation Criteria” section of this plan. If a practitioner has been initially 
credentialed with six (6) months of a designated recredentialing cycle, the 
practitioner will be excluded from the process. 
 
The initial request will be due two weeks (14 days) from the date of the packet 
cover letter. The due date will be specified in the body of the packet cover 
letter. 
 
OHG will send second request notices three weeks (21 days) from the date of 
the first letter. The due date will be specified in the body of the second request 
notice. 
 
OHG will send a third and final notice two weeks (14 days) from the date of the 
second letter via certified mail. 
 
A response must be received sixty (60 days) from the date of the third and final 
notice to be processed as a request reappointment. The due date will be 
specified in the body of the third and final notice. 
 
A request for reappointment after sixty (60 days) from the date of the third and 
final notice will be processed as an initial appointment. 
 
3.2B REVIEW OF APPLICATION FOR CONTINUED PARTICIPATION 
 
The Credentialing Committee will: 
 

1. Review applications to determine if established criteria are met for 

the PPO. 

2. Review available quality and utilization data/profiles, member 

satisfaction and other available information relative to the provider 

being recredentialed. 

http://www.ohiohealthgroup.com/CredentialingServices/2009-2012ReappointmentSchedule
http://www.ohiohealthgroup.com/CredentialingServices/2009-2012ReappointmentSchedule
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Review for continued participation shall proceed as outlined in the “Review By 
the Credentialing Committee” section of this plan.  

  
3.3 DELEGATED CREDENTIALING PROCESS 

 
The credentialing process for OHG affiliated practitioners may be delegated to other 
credentialing bodies when signed delegated credentialing agreements are executed. In 
all cases, the OHG Board retains the ultimate authority over the process and engages in 
oversight activities to assure that OHG minimum standards are applied. 
 
Please note that if a practitioner is a member of a medical staff of Grant Medical Center, 
Riverside Methodist Hospital, Doctors Hospital, Dublin Hospital, and/or Grady Memorial 
Hospital or a member of The Medical Group of Ohio (MGO), a recredentialing process 
will take place and will override a delegated credentialing agreement. 
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SECTION 4-UTILIZATION AND CASE MANAGEMENT PROGRAM 
 
Utilization Management measures the use of healthcare facilities and services. Its purpose is to 
assure that the patient receives neither more nor less care than is needed. Review mechanisms 
are used to ascertain if the care and services: 
 
 • are medically necessary 
 • are appropriate to the setting 

• conform to criteria of optimal use, as determined by healthcare professionals. 
 

Compliance with Utilization Management guidelines is an important aspect of the OhioHealth 
Group PPO program and your OHG practitioner/provider agreement, whether the Utilization 
Management (UM) program is conducted by OhioHealth Group or a UM vendor selected by the 
employer group. Failure to follow the Utilization Management procedures may result in 
reduction or denial of benefits for patients. Repeated failure could result in remedial action 
under your OHG practitioner/provider agreement. 
 
When a OhioHealth Group PPO employer selects a non-OhioHealth Group UM vendor, the 
participating practitioners/providers must follow the policies and procedures of the UM vendor. 
 

4.1 ACCESS 
 
Contact information for UM vendors can be found on the Client Plan Summary and on 
the member’s ID card. A copy of the Client Plan Summary can be obtained by contact 
OhioHealth Group at (800) 635-7207.  

 
 4.2 SCOPE OF UTILIZATION MANAGEMENT SERVICES 
 

• Address entire continuum of care, including: patient, ambulatory, home 
care, physician office services, rehabilitation, hospice, and others. 

• Monitor patient need for services and diagnoses, including: medical, 
surgical, behavioral health, ObGyn, infertility, podiatric, chiropractic, 
health education, and others. 

• Measure case specific and aggregate utilization performance through 
prospective, concurrent and retrospective review processes. 

 
 4.3 COMPONENTS OF UTILIZATION MANAGEMENT 
 
  4.3A PROSPECTIVE REVIEW 
 

The prospective authorization process is performed to evaluate the proposed 
treatment plan, to begin the case management process (when applicable), and 
to assess the appropriateness of location and level of care prior to the actual 
delivery of care. 
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  4.3B CONCURRENT REVIEW 
 

The Concurrent Review process assesses whether ongoing care is medically 
necessary and appropriate. The process is conducted by using medical records 
and communication with the attending physician, patient/family and other 
members of the healthcare team. 
 

  4.3C DISCHARGE PLANNING 
 

Discharge planning begins as early as when the provider calls to pre-certify an 
admission. Early discharge planning helps reduce transition time from one care 
setting to another. 
 

  4.3D RETROSPECTIVE REVIEW 
 

On a case specific basis, emergent or urgent care that has not been 
preauthorized will be reviewed retrospectively for medical necessity, 
appropriateness of setting and length of stay. Review of billed charges vs. 
authorized services will be conducted as appropriate. 
 
On an aggregate basis, retrospective data analysis provides information for 
utilization trending, provider profiling and care management. Patterns of 
patient care may be compared to peers, national or regional benchmarks, as 
well as to standards of care, and evidenced-based medicine protocols. Feedback 
may be given to Participating Practitioner on their individual and group 
performance. Identifying information will be masked in group reports. 
 

  4.3E AMBULATORY REVIEW 
 

As many services move from the inpatient to the ambulatory setting, some 
client groups have expanded the scope of its review program to include: 
hospice, home care (IV infusion, growth hormones, transplant medications, 
etc.), durable medical equipment, skilled nursing services and rehabilitation 
services. 
 

  4.3F CARE MANAGEMENT 
 

If a group elects Case Management services, they may be performed on 
catastrophic and chronic cases that involve high costs and require intervention 
to ensure continuity, availability, cost-effectiveness and quality care. 
Hospitalized patients are reviewed routinely and care is coordinated with 
physicians, family members, the patient, discharge planning, and social services 
to ensure a smooth transition from acute care to lesser care settings, as needed. 
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  4.3G CONFIDENTIALITY 
We recognize that the utilization management process is extremely sensitive 
and highly confidential, including information about both the patient and the 
provider of care. As such, patients and providers are identified in reports and 
profiles by alpha or numeric codes. 
 

  4.3H REFERRALS 
 

OhioHealth Group PPO practitioner/providers are required to refer patients only 
to other participating network practitioner/providers, except in the case of true 
medical emergencies as defined in your practitioner/provider agreement. Out-
of-network referrals typically result in additional out-of-pocket costs to the 
member. If you believe an out-of-network referral is medically necessary for an 
elective procedure, you must contact the client UM vendor, as listed on the 
Client Plan Summary and/or ID card, to request advance approval of the out-of-
network referral. If the UM vendor approves such a referral, the out of network 
penalty for the patient may be waived. 
 

  4.3I APPEALS PROCEDURE 
 

Practitioner/Provider or the member is entitled to appeal if you disagree with a 
decision made in the utilization review process. You are required to follow the 
appeals process of each UM vendor. The UM vendor contact information is 
listed on the member’s ID card or refer to  OhioHealth Group for a copy of our 
Client Plan Summary at (800) 635-7207. 
 
 
4.3J DEFINITIONS 
 
Medical Necessity – A service, procedure or level of care that is absolutely 
essential and indispensible for assuring the health and safety of the patient. 
 
Appropriateness of Setting and Services – The extent to which a particular 
procedure, treatment, test, or service is efficacious, clearly indicated for the 
patient, neither excessive nor deficient in number, timely (including correct 
sequence) and provided in the setting (inpatient, outpatient, home, etc.) best 
suited to the patient’s needs. 
 
Criteria – Predetermined elements against which the quality and/or 
appropriateness of a service may be compared. Vendors selected by employer 
groups may use other industry standard criteria. 
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SECTION 5-MISCELLANEOUS 
 

5.1 NEVER EVENTS 
 

Starting October 1, 2008, the Center of Medicare & Medicaid Services (CMS) announced 
new Medicare and Medicaid payment and coverage policies to improve safety for 
hospitalized patients. These patient safety policies are part of CMS’ efforts to promote 
higher quality and more efficient health care by the endorsement of “never events”. The 
Center for Medicare & Medicaid Services (CMS) will no longer reimburse the added 
costs of care related to “never events” claims. 
 
These “never events” are medical care errors and conditions that are clearly identifiable, 
preventable, and serious in their consequences for patients. 
 
Effective October 1, 2008, OhioHealth Group will support, as part of our commitment to 
improving patient safety, the CMS’ new initiative on “never events”. OHG is always 
searching for ways to help improve patient safety, and will encourage our Third Party 
Administrators in their initiative to identify and enforce “never events”. 

 
OhioHealth Group will endorse non-payment by the TPAs for procedure codes 
submitted or facility claims identified by audits that fall under the category of “never 
events”. For a list of medical events defined as “never events” please refer to the CMS 
website.  

 
 5.2 FREQUENTLY ASKED FOR “NETWORK SUPPORT FORMS” 

All of the network support documents attached can be found on our website at 
www.ohiohealthgroup.com. 

 

 Physician Office Change Form 

 

 IRS Form W-9 

 

 New Applicant Notification Form (to initiate credentialing 

process) 

 

   

 
 

  

http://www.ohiohealthgroup.com/

