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CREDENTIALING/RECREDENTIALING OF PROFESSIONALS
I. PURPOSE:

To describe the process by which:

· Credentialing/re-credentialing activities may be delegated; 

· Qualifications of licensed professionals and Qualified Mental Health Professional- Community Services (QMHP-CS) are assessed, verified, and reviewed for approval;

· Applicants are notified of approval or denial;

· Denial decisions may be appealed.

II. SCOPE:

This operating procedure applies to all MHMRTC programs and providers offering mental health or mental retardation services.

III. OVERVIEW:
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IV. PROCEDURE:

A. Delegation of Credentialing/Re-credentialing ActivitiesPRIVATE 

Step
Action
01 MHMRTC Authority may delegate credentialing/re-credentialing activities to accredited organizations whose accrediting body's credentialing/re-credentialing requirements are equally or more stringent than those of MHMRTC.

Step
Action

02 Joint Commission on Accreditation of Healthcare Organizations (JCAHO) accredited facilities are delegated Credentialing/Re-Credentialing activities.  If a complaint against the facility is made by an MHMRTC client, the MHMR of Tarrant County Credentialing Coordinator reserves the right to perform on site visits, procedural reviews and audits of credentialing files.  The facility must maintain their accreditation with JCAHO and must supply copies of their current certificate on an annual basis or as requested.  The Credentialing Coordinator/Designee maintains a credentialing file on each facility which includes a copy of the facility’s current JCAHO accreditation.

03 Credentialing/re-credentialing activities which may be delegated include:

· Application process

· Primary source verification

· Approval process, including internal committee structures

· Notification and appeals process

· Ongoing monitoring of license renewals

04 To initiate consideration for delegation, Providers submit:

· Completed MHMRTC Application for Delegation of Credentialing/Re-credentialing Activities,

· Description of credentialing/re-credentialing activities and the Providers’ accountability for them, 

· Copy of their organization’s operating procedure relating to credentialing/ re-credentialing for review and approval by MHMRTC Authority, and 

· Copy of the most recent accreditation survey findings in the area of credentialing/re-credentialing to the MHMRTC Credentialing Coordinator/ designee.

05 The Credentialing Coordinator/designee verifies whether the applicant's accrediting body's requirements meet or exceed those of MHMRTC.

· If yes, he/she:

· Performs an on-site visit.

· Surveys 5 percent or 50 files, whichever is less, with a minimum of 10 credentialing and 10 recredentialing files to ensure required documentation is present and current.

· Reviews the accreditation survey rating given.

· If no, he/she:

·  Notifies the applicant in writing of the denial, 

· Performs the activities proposed for delegation, and 

· Ends the delegation process.

Step
Action
06 The Credentialing Coordinator/designee documents the review activities and submits results to the Credentialing/Re-credentialing Committee, along with a recommendation for approval or denial.

07 Following the Credentialing/Re-credentialing Committee’s determination, the Credentialing Coordinator/designee notifies the applicant in writing of the approval, denial, or need for additional information.

· If the request for delegation of credentialing/re-credentialing activities is approved, the Credentialing Coordinator/designee notifies the delegate in writing and provides the delegate with a list of requirements, including:

· Monthly report of credentialing/re-credentialing activity status to include:

· A current roster of credentialed providers

· Changes from the previous month's report in terms of additions, deletions, and placed on inactive status

· License renewals

· Immediate notification of suspensions or verification of criminal activity of any credentialed provider authorized to render services under the MHMRTC contract.

· An annual on-site survey of 5 percent or 50 files, whichever is less, with a minimum of 10 credentialing and 10 recredentialing files to ensure required documentation is present and current.

· If the request for delegation of credentialing/re-credentialing activities is denied, the Credentialing Coordinator/designee notifies the organization in writing and performs the activities proposed for delegation.

· If the applicant chooses not to appeal the decision, practitioners may submit applications for credentialing/re-credentialing to the committee.

· If the Credentialing Committee determines that additional information is needed, the Credentialing Coordinator/designee notifies the applicant in writing that their delegate status is inactive, pending response to the request for information.

· When received, the Credentialing Coordinator/designee submits the applicant’s response to the Credentialing Committee and notifies the applicant in writing of the committee’s decision to approve or deny delegation of credentialing/re-credentialing activities.

08 A provider may appeal the decision according to the process described in Procedure E and/or reapply whenever there is additional information to be considered, such as an updated accreditation survey finding.

09 The MHMRTC Authority retains the right to:

· Approve new providers and sites and terminate or suspend individual providers.

· Impose sanctions up to and including termination as a provider if evidence exists that the delegate falsified information on the application or attachments.

· Formally review the effectiveness of the delegate’s credentialing/ re-credentialing processes at least annually.

· Request a non-site survey for cause at the time of the Authority’s choosing

010 If at any time the Credentialing Coordinator/designee identifies problems in the delegate’s execution of the delegated credentialing/re-credentialing activities, he/she:

· Notifies the delegate in writing of deficiencies, which may render the delegate’s processes unsatisfactory.

· Presents the evidence to the Credentialing Committee for review and determination of corrective action needed.

· Notifies the delegate in writing of the Credentialing Committee’s determination and corrective actions needed.

011 The delegate must submit a corrective action plan within 10 working days of the date of the notification letter.

· If the delegate fails to submit a plan within the designated time frame, the Credentialing Coordinator recommends to the Credentialing Committee that the delegation of credentialing/re-credentialing activities be terminated.

· The Credentialing Coordinator notifies the delegate in writing of the committee’s decision to terminate the delegation agreement, impose other sanctions, extend the deadline, or other actions.

012 If the corrective action plan is accepted, the Credentialing Coordinator/designee monitors the delegate’s implementation of the plan on a monthly basis.

· When satisfied that the corrective actions have brought about the needed changes, the Credentialing Coordinator/designee recommends to the Credentialing Committee that the monthly monitoring requirement be waived and random monitoring activities be conducted. 

· If approved, the Credentialing Coordinator notifies the delegate in writing of the committee’s decision.

· If not approved, the Credentialing Coordinator carries out the recommendation of the committee.

013 If the Credentialing Committee does not accept the action plan or determines that an accepted plan is not being followed, it may terminate the delegation of credentialing/ re-credentialing activities.

· The Credentialing Coordinator notifies the delegate, Director of Provider Relations, Director of Network Management, and the Quality Management Committee in writing of the termination and the subsequent requirements for credentialing/re-credentialing.

B. Application and Verification Process - Licensed Professionals 

Step
Action

01 The credentialing process applies to licensed professionals who provide direct services to clients, provide clinical supervision to staff providing direct services to clients, or to staff occupying any other position where credentialing is deemed appropriate including, but not limited to:

· Physicians

· Advanced Nurse Practitioners (ANP)

· Registered Nurses (RN)

· Licensed or Provisional Psychologists

· Licensed Clinical Social Workers (LCSW)
· Licensed Professional Counselors (LPC)

· Licensed Marriage and Family Therapists (LMFT)

· Licensed Chemical Dependency Counselors ( LCDC) - addiction issues only

· Licensed Vocational Nurses (LVNs)

02 Practitioners submit to the Credentialing Coordinator/designee the following materials to initiate the credentialing process:

· Completed application with attestation that must be signed and dated within 90 days of the credentialing decision.

· A statement ensuring the practioner of their right to review information obtained by the Credentialing Coordinator/designee will be contained within the application.  This does not include allowing the practitioner to review references or recommendations or other information that is peer review protected.  The Credentialing Coordinator/designee may inform the practioner that information reported on the application is different than information obtained through the NPDB, but may not share information it received.  The practioner must query the NPDB himself or herself.

· The application will contain a statement of confidentiality, ensuring the confidentiality of all information received and reviewed by the Credentialing Coordinator/designee and the Credentialing/Re-credentialing Committee.

· Documentation of malpractice insurance coverage

· Resume, vita or other written documentation of work history for past 5 years

· Professional liability claims history

· A copy of professional license or licensing board notification letter if the respective board does not allow copying of the original license.

· Physicians only, if applicable:

· Copy of DEA and DPS certifications; Board Certification(s).

· Confirmation of facility admitting privileges and good standing.

03 The Credentialing Coordinator/designee obtains a letter annually from each licensing board documenting their primary verification of education prior to licensure.

· If such verification is not conducted, Credentialing Coordinator/designee performs primary verification of education through the university/educational institution rather than the licensing board.

04 The Credentialing Coordinator/designee reviews the applications and verifies the following information from the designated primary sources:

	Credentialing Area
	Source

	Licensure, certification
	Licensing board, certifying organization

	Education
	Licensing board and/or universities

	Physicians
	AMA Physician Master File, American Board of Medical Specialties Compendium or other approved sources to verify education and Board Certification

	Professional liability claims
	National Practitioner Data Bank (NPDB), other authorized data bank or written documentation of claims payment history or refusal to provide requested information from malpractice carrier

	Sanction/licensure limitations
	Licensing board or approved data bank

	Medicare and Medicaid sanctions
	NPDB, HCFA, OIG exclusions listing, or state reports for previous 3 years

	Nurse Aide Registry and Employee Misconduct Registry
	Texas Department of Human Services

	Clinical privileges
	Granting institution


05 The Credentialing Coordinator/designee ensures that:

· Licensure status is verified and NPDB queries are conducted within 90 days of credentialing decision.

· DEA certificate is current at the time of the credentialing decision.

· DPS Certificate is current at the time of the credentialing decision.

· Board Certification (MD’s and DO’s) are verified through the ABMS Official Directory of Board Certified Medical Specialists based on the most current edition.

· All documentation is date stamped upon receipt to verify receipt date in relation to credentialing/re-credentialing decision.

· When verification is verbal, the Credentialing Coordinator/designee records the verifying organization, staff, and date the information was obtained.  Written documentation of the verbal verification is obtained when possible.


Step
Action
06 If verification data conflicts with information reported on the credentialing application:

· The Credentialing Coordinator/designee notifies the practitioner in writing via mail, fax, or e-mail of the discrepancies, unless the information is protected by law, and of the process to correct the information in question.

· The practitioner submits a written response with supporting documentation within 30 days of the notification letter date.  The Credentialing Coordinator submits the application and response to the Credentialing Committee for review.

· If the practitioner does not respond within 30 days, the Credentialing Coordinator/designee voids the application. If the practitioner wishes to seek credentialing at a later date, he/she submits a new application.

· The Credentialing Coordinator/designee places the practitioner on inactive status, pending the resolution of the discrepancies.

07 The Contract Monitoring department of the Quality Management Division conducts an initial site review and review of medical record keeping practices to each new contract applicant for credentialing and high volume behavioral health providers to ensure compliance with MHMRTC and NCQA standards, as well as state and federal guidelines.

C. Application and Verification Process - Qualified Mental Health Professional- Community Services (QMHP-CS’s)

Step
Action
01 Qualified Mental Health Professional-– Community Services (QMHP-CS), as defined in the Mental Health Community Standards, are individuals providing designated services who:

· Have at least a bachelor’s degree from an accredited college or university with a major in social, behavioral, or human services (as defined by TDMHMR) or are registered nurses;

· Are clinically supervised by a physician, doctoral level psychologist, LCSW, LPC, or LMFT; 

· Are registered nurses or licensed vocational nurses supervised in accordance with MHMRTC OP PSY-011, Supervision of Nurses; and

· Have demonstrated competency in the work to be performed.

02 QMHP-CS credentialing supervision  requirements:

· Do not apply to persons meeting the requirement for clinical supervisor. 

· Do not apply to persons with temporary licenses (LMSW, LPC-I, LMFT-A.)  The supervision required by their licensing boards fulfills the QMHP supervision requirements.
Step
Action

03 QMHP-CS candidates submit a completed Application for Certification as MHMRTC QMHP-CS to the Credentialing Coordinator/designee to initiate the credentialing process.

· A licensed QMHP-CS applicant completes the licensed professional’s application.

· Newly hired staff that meet criteria for credentialing as a QMHP-CS, but have not completed the credentialing process, may perform assessment services only under the direct supervision (physical presence) of their Clinical Supervisor or a fully credentialed Qualified Mental Health Professional- Community Services.

04 The Credentialing Coordinator/designee verifies education through an official transcript and verification of institutional accreditation. For licensed QMHP-CS, verification through the relevant licensing board.

05 Using established criteria, the Credentialing/Re-credentialing Committee evaluates transcripts of applicants whose degrees are in areas not specified by TDMHMR as acceptable (social, behavioral, or human services) to determine whether they meet the education requirement.

· An applicant may meet the education requirement if the Credentialing/ Re-credentialing Committee reviews his/her transcript and verifies at least 30 hours of course work in areas identified by TDMHMR as acceptable (social, behavioral, or human services).

· The Credentialing/Re-credentialing Committee will review all submitted applications and make a decision on each within 30 days of receipt of the application.

06 Successful participation in clinical supervision is a requirement in QMHP-CS job descriptions, and clinical supervisors have input into QMHP-CS performance evaluations. 

07 Requirements for clinical supervision include:

· Clinical supervisors provide at least 12 hours of supervision to each QMHP-CS every year; 4 of those hours must be one-on-one.  The remaining 8 hours may be provided in a group format   QMHP-CS’ participate in at least 4 hours of training per year, (1 of those hours must be in ethics or professional boundaries) verified by their clinical supervisor, beyond that required for their job.
· RNs are supervised by Advanced Nurse Practitioners or, in the absence of an ANP, by physicians.

· Clinical supervisors perform a clinical review of at least 1 client record per QMHP-CS supervisee per quarter.

· The clinical supervisor’s focus during chart reviews is not to replicate QM audits, but to examine whether the QMHP-CS is providing clinically appropriate interventions and services and properly documenting those actions.

· QMHP-CSs who hold licenses in the behavioral sciences, or are an RN, are exempt from clinical supervision activities, however are involved in a peer review process and the license verification process.

08 The clinical supervisor is responsible for notifying the administrative supervisor of identified clinical issues.

09 Supervisors are responsible for collaborating and communicating with each other regarding policies and information needed to integrate the supervision functions.

010 The Credentialing Coordinator/designee verifies the licensure of clinical supervisors.

011 The clinical supervisor documents on the QMHP-CS Clinical Supervision Summary form demonstrated competency in the following areas:

· Adequate screening and crisis intervention skills, including knowledge of MHMRTC procedures

· Consistently acting with respect and concern for the dignity of the client and family members

· Cultural awareness and sensitivity

· Recognizing, reporting, and recording side effects of psychotropic medications

· Proper completion of the  Uniform Assessment Benefit Design (UABD)

· Measurable outcomes in the comprehensive treatment plan

· Maintaining progress notes in the clinical record which reflect progress toward outcomes in the treatment plan and other clinically significant activities or events

· Integration of the UABD, treatment plan, and progress note information as evidenced in documentation and QMHP-CS interventions

· Consistent professional therapeutic boundaries, ethical behavior, and consultation with clinical or administrative supervisor as needed

NOTE: Clinical supervisors may deem a competency area not applicable, based on the job duties of the QMHP-CS supervisee, documenting with an “N/A” notation and signature.

012 The Credentialing/Re-credentialing Committee may grant provisional credentialing (good for 90 days from the date of employment) as a QMHP-CS for applicants whose education has been verified but whose demonstrated competency has not been verified by the clinical supervisor.  The provisional credentialing will be effective on the last date of required training and after the Medical Director and Credentialing Committee have given their approval.
013 The clinical supervisor submits documentation of demonstrated competency (the Clinical Chart Review) to the Credentialing Coordinator/designee within 90 days of the QMHP-CS’ date of hire.  Additionally, the staff in the MH Division must complete the MH Privileging form and return it to the Training Department within 90 days of employment.
Step
Action
014 The Credentialing Coordinator/designee reviews the Clinical Chart Review and grants full QMHP-CS certification if all areas of demonstrated competence receive at least a rating of  “acceptable”, or score of ‘3’.  If any area of applied competence receives a rating of less than acceptable, or a score of ‘2’ or below, the Credentialing Coordinator notifies the Credentialing/Re-credentialing Committee who makes a determination to: 

· Request additional information 

· Revoke provisional credentialing status

015 The Credentialing Coordinator/designee notifies the QMHP-CS, clinical supervisor and administrative supervisor in writing regarding the committee’s determination. 

016 If the Clinical Supervision Summary/MH Privileging Form is not received within 90 days of employment, the Credentialing Coordinator/designee notifies the QMHP-CS, clinical supervisor, administrative supervisor and the Program Director that the provisional certification will be revoked.
· The Credentialing Coordinator/designee presents to the Credentialing/Re-credentialing Committee for revocation of provisional QMHP-CS credentialing persons whose documentation is not received within 90 days of employment.
· The Credentialing Coordinator/designee notifies the QMHP-CS, clinical supervisor, administrative supervisor, Client Accounting, Director of QM and the Program Director in writing of the committee’s determination. 

017 After full credentialing has been awarded, the QMHP-CS is responsible for submitting signed documentation of clinical supervision and demonstrated competency annually to the Credentialing Coordinator.

018 If verification data conflicts with information reported on the QMHP-CS application, the Credentialing Coordinator/designee:

· Notifies the practitioner in writing via mail, fax, or e-mail of the discrepancies, unless the information is protected by law, and of the process to correct the information in question.

· The practitioner must submit a written response with supporting documentation within 30 days of the notification letter date.  The Credentialing Coordinator then submits the application and response to the Credentialing Committee for review.

· The Credentialing Coordinator/designee notifies the QMHP-CS, clinical supervisor and administrative supervisor in writing regarding the committee’s determination. 

· If the practitioner does not respond within the 30 days, the Credentialing Coordinator/designee voids the application. If he/she wishes to seek credentialing at a later date, he/she submits a new application package.

· Places the practitioner on inactive status, pending resolution of the discrepancies

D. Application and Verification Process – Qualified Mental Retardation Professional (QMRPs)

Step
Action
01
Qualified Mental Retardation Professionals (QMRPs), as defined in the Code of Federal Regulations (42CFR483.430), are individuals providing designated services who:

· Have at least one year of experience working directly with persons with mental retardation or other developmental disabilities; and

· Are one of the following:

· A doctor of medicine or osteopathy.

· A registered nurse

· An individual who holds at least a bachelor’s degree in a human services field   (including, but not limited to: sociology, special education, rehabilitation counseling, and psychology).

· Individuals must participate in on-going staff development and training in both formal and informal settings with other professional, paraprofessional, and nonprofessional staff members.

02
QMRP credentialing requirements:

· Do not apply to persons meeting the requirements for Licensed Practitioners of the Healing Arts (LPHAs).

· Apply to persons with temporary licenses until an unrestricted license is obtained.

· Apply to LMSW’S, Temporary LPCs and LMFTs, RNs, LSWs, and unlicensed staff.

03
QMRP candidates submit a completed Application for Certification as a QMRP to the Credentialing Coordinator/designee to initiate the credentialing process.

04
The Credentialing Coordinator/designee verifies education through an official transcript and verification of institutional accreditation.  For licensed QMRPs, verification through the relevant licensing board.

05
The Credentialing/Re-credentialing Committee reviews all submitted applications and makes a decision on each within 30 days of receipt of the application.

06
Written notification is sent to the QMRP applicant and administrative supervisor within 48 hours of the committee’s decision.

07
Requirements for on-going staff development and training include at least 6 hours per year (one of which must be in ethics), verified by their administrative supervisor, beyond that required for their job.

E.
Application and Verification Process - Organizations 

Step
Action

01
Organizations that are externally accredited may be eligible for delegation of credentialing activities (SEE SECTION A. DELEGATION OF CREDENTIALING/ RE-CREDENTIALING ACTIVITIES). 

02 Organizations that are not eligible for delegation of credentialing/re-credentialing activities may apply for credentialing if they will be the payees.

· If individual staff members will be the payees, they should apply for credentialing as licensed professionals or QMHP-CSs.

03
Prior to a contract being offered, the Credentialing Coordinator/designee verifies the organization:

· Adequately meets health and safety code requirements.

· Performs criminal history checks for all staff to be assigned to MHMRTC clients.

· Is licensed or certified, or organization's training policies meet or exceed licensing or certification standards.

During Recredentialing, the Credentialing Coordinator/designee verifies that required training is current for all staff assigned to MHMRTC clients.


04
The Credentialing Coordinator presents any unusual or questionable situations to the Credentialing/Re-credentialing Committee for review and reports to the Committee the credentialing of organizations that meet all requirements. 

F.
Approval, Notification, and Appeals Process

Step
Action
01 The Credentialing Coordinator/designee submits to the Credentialing Committee all complete Licensed Professional and QMHP-CS credentialing applications, along with supporting documentation of verification activities.

The Credentialing Committee reviews the application packets, discusses any issues identified, and determines by majority vote to take 1 of the following actions on each application:

· Approve the request for credentialing

· Disapprove the request for credentialing, citing in writing reasons for the denial

· Request clarification or additional information

Step
Action

The Credentialing Coordinator/designee may elect to present an applicant to the credentialing committee via e-mail for approval by a unanimous vote, provided the applicant has an accepted degree and all verification activities reveal no unusual or questionable situations.

· If any member of the credentialing committee expresses a concern about the applicant in question, the Credentialing Committee will convene to review the application packet.

04 The Credentialing Coordinator/designee sends written notification to all applicants within 10 working days of the committee’s determination.

05 The Credentialing Coordinator/designee ensures that committee determinations and activities are documented through published minutes and maintains application records.

· Approved applicants’ files are maintained indefinitely.

· Denied applicants’ and incomplete files are maintained for 2 years.

06 The Credentialing Coordinator/designee instructs those who were not approved and wish to appeal the decision to submit within 10 working days any documentation they wish the committee to consider.

· If credentialing has been denied, the applicant may continue to perform designated duties as described in Section C, Step 03.

Within 30 days of receipt of the appeal applicant’s documentation, the Credentialing Coordinator/designee schedules a meeting of the Credentialing Committee to allow the applicant the opportunity to ask/answer questions and to share any relevant information that could affect the committee’s determination.

· After review of the new information submitted and presented, the committee decides by majority vote whether to uphold their original decision or to reverse it and approve the applicant’s request for credentialing.

07 The Credentialing Coordinator/designee instructs those whose appeal was denied and wish to file a second appeal to submit in writing within 10 working days a request for further appeal.

Within 30 days of receipt of the appeal applicant’s documentation, the Credentialing Coordinator/designee schedules a meeting of 3 members of the Quality Management Committee to allow the applicant the opportunity to ask/answer questions and to share relevant information that may affect the ad hoc panel’s decision.

· After review of the new information submitted and presented, the ad hoc panel decides by majority vote whether to uphold the original decision or to reverse it and approve the applicant’s request for credentialing.

· The decision of the ad hoc panel is final.

G.
Ongoing Monitoring

Step
Action
01
The Credentialing Coordinator/designee maintains current information regarding practitioners’ performance through membership in the Quality Management Committee and ongoing consultation with staff from the areas of Utilization Review, Network Management, Provider Relations, and Client Rights.

02 All licensed professional staff and licensed QMHP-CSs participate in an ongoing peer review process.  Documentation of this process is forwarded to the Credentialing Coordinator and maintained for review during the recredentialing process. 

03
The Credentialing Coordinator/designee requests written/verbal documentation from the state licensing boards of practitioners’ and clinical supervisors’ renewals of state licenses to practice within the month that the license expires.
· The Credentialing Coordinator/designee documents verbal verification.

04
The Credentialing Coordinator/designee requests a copy of the renewed license from the practitioner.  If a copy of the renewed license has not been received in the Credentialing Department within 30 days of expiration, a final request will be sent to the practitioner.  Documentation of all attempts to obtain a copy of the expired license will be placed in the practitioner’s credentialing file for audit purposes.  Supervisors will be included in all correspondence.
05
If the Credentialing Coordinator/designee is NOT able to verify, either on line or verbally, that a practitioner’s license has been renewed, a second request for a copy of the renewed license is sent within 2 weeks after expiration.


06
If the Credentialing Coordinator/designee is NOT able to confirm renewal of an expired license by the 30th day of expiration, a notice will be sent to: the practitioner; his/her supervisor; the Program Director; the Director of Contracts; Client Accounting; UM; QM; the Division Chief, and the Chief of Human Resources/Governmental Affairs explaining that the practitioner has been non-compliant with requests for copies of his/her current license and that billing/reimbursement must be suspended.  The only exception to this is in the case of licensing boards who grant grace periods.
 The Credentialing Coordinator/designee reviews documentation of clinical supervision of QMHP-CSs to monitor compliance with that requirement and reports any problems to the Credentialing Committee, Provider Relations, and other relevant entities.

07
At any time during the credentialing period, the Credentialing Coordinator/designee may seek updated information regarding any credentialed Authority or Provider practitioner.  The Credentialing Coordinator/designee:

· Ensures a current consent to inspection of records is in effect before requesting information.

· Notifies staff in Utilization Review and Network Management of any significant changes in a credentialed practitioner’s status (failure to renew license, professional liability action, disciplinary action, or sanctions imposed).

H.
Re-credentialing Process

Step
Action
01 Practitioners must be re-credentialed at least every 3 years.

· A renewal system based on the applicant’s original credentialing date is used.

· Credentialing Coordinator/designee verifies licensure, professional liability claims, sanction/licensure limitations, Medicare and/or Medicaid sanctions, clinical privileges, and clinical supervision for QMHP-CSs.

At least 60 days prior to the expiration of the current credentialing status, the Credentialing Coordinator/designee distributes to credentialed practitioners the forms needed to apply for re-credentialing, including but not limited to:

· Copy of latest application with instructions to update any incorrect information 

· Requests for any additional licenses, certifications, or significant professional development activities since last credentialed

· A signed statement of:

· Reasons for any inability to perform the essential functions of the position with or without accommodation

· Lack of present illegal drug use

· Any loss of license and/or felony convictions since last credentialed

· Any limitation of privileges or disciplinary action since last credentialed

· Consent to inspection of records and documents pertinent to the application

· Correctness and completeness of the application

03
The Credentialing Coordinator/designee notifies the practitioner’s administrative supervisor of the up-coming re-credentialing and sends one reminder notification 30 days prior to expiration.

· Credentialed practitioners who are eligible for re-credentialing but who have not submitted completed applications for recredentialing within the 3 year time frame are presented to the Credentialing/Re-credentialing Committee for revocation of billing privileges (for MHMR staff) or suspension of reimbursement (for contractors).

· The Credentialing Coordinator/designee notifies the practitioner, clinical supervisor, administrative supervisor, Client Accounting, Director of QM and the Program Director in writing of the committee’s determination. 

04
Once the completed application has been received, the Credentialing Coordinator/designee reserves the right to make a site visit to contractors’ place of business and to perform an evaluation of the site and clinical record keeping practices to ensure conformance with State and Local Authority standards, documenting the results on the On-Site Review form. 

05
Prior to submission to the Credentialing Committee, the Credentialing Coordinator/designee ensures current information is included in each practitioner’s credentialing record in the following areas:

· Consumer complaints;

· Information from and results of quality reviews and other quality improvement activities;

· Utilization management, including provider profiles;

· Member satisfaction, including satisfaction surveys;

· Clinical record reviews;

· Peer review participation (all licensed staff);

· Site visits; and

· Reverification of hospital privilege(s) and current license(s).

V. OUTCOMES:

A. Staff/Providers

1. Application and verification guidelines

2. Description of approval, notification, and appeal processes

3. Re-credentialing guidelines

B. Documentation

1. Application for Credentialing as MHMRTC Provider

2. Application for Re-credentialing as MHMRTC Provider

3. MHMRTC Application for Delegation of Credentialing/Re-credentialing Activities

4. On-Site Review

VI. GLOSSARY:

Definitions for the following words used in this operating procedure may be found in the Glossary section of the Operating Procedure Manual:

· Credentialing

· Re-credentialing

· Delegation of credentialing/re-credentialing activities

VII. REFERENCES:

A. HB 2377 Authority/Provider Pilot Requirements for Credentialing

B. National Committee for Quality Assurance Standards

C. Nursing Practice Act

D. MHMRTC Operating Procedure, MC-013, Credentialing Committee 

E. DSHS Community Standards

F. DADS Community Standards

G. Texas State Board of Examiners of Licensed Professional Counselors Board Rules

H. Texas State Board of Examiners of Marriage and Family Therapists Board Rules

I. Texas State Board of Medical Examiners Rules

J. Texas State Board of Social Worker Examiners Rules

K. Mental Health Community Services Standards, Chapter 412, Subchapter G

L. Service Coordination, Chapter 412, Subchapter J
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