
Molina Healthcare of California 

New Provider Orientation 



Welcome to Molina Healthcare of California

Molina Healthcare of California (Molina) strongly values our relationship with you and welcomes you 
to our Molina family and our network of providers.  As a physician founded and operated Health Plan, 
Molina shares a common mission with our providers which includes:   

Ensuring the delivery of high-quality 
healthcare services

Increasing the delivery of preventive 
health services and access to care

Removing barriers to healthcare

Advocating strongly for the well-being of 
our members and their families 

Ensuring healthcare is available to those 
who are vulnerable and most in need 

Providing the right care, in the right 
setting, at the right time.  

Your new provider orientation and attached welcome packet will help acquaint you to Molina, highlight 
key policies and procedures, and provide administrative information to assist you in effectively servicing 
our members. We encourage you to visit our provider website at www.MolinaHealthcare.com where you 
will find the electronic version of our Provider Manual, frequently used forms, health resources and other 
important communication. Providers will also be able to create an online account to access our secure 
web-portal to verify member eligibility/benefits, manage service requests/authorizations, review status of 
a claim, and have access to needed services or other healthcare services reports.

Please do not hesitate to contact your regional provider services representatives for any questions, 
require additional information or have any concerns.  Our Molina Provider Services team is dedicated 
to building and strengthening our relationship with you and your staff, providing timely and informative 
communication, conducting training and education, addressing any questions and providing exceptional 
customer service.

Thank you again and welcome to Molina. 
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Tab 1. - Molina Healthcare Background Information 



Sacramento

Riverside

San Bernardino

Los Angeles

San Diego Imperial

Molina Healthcare of California
Established 1985

2730691CA1016

Molina Healthcare of California provides government-funded 
care for low-income individuals. Our mission is to provide 
quality health care to people receiving government assistance. As 
of September 2016, the company serves approximately 683,000 
members through Medi-Cal, Marketplace (Covered California), 
Medicare, and Medicare-Medicaid (Cal MediConnect) health 
programs. Additionally, Molina owns and operates 19 primary care 
clinics throughout the state.

Key Health Plan Facts
Membership:  683,000*
Employees:  909
Lines of Business
• Medi-Cal

 - Aged, Blind, and Disabled (ABD)
 - Temporary Assistance for Needy  

Families (TANF)
 - Expansion

• Health Insurance Marketplace (through 
Covered California)

• Medicare
 - Molina Medicare Options Plus  

(HMO SNP)
 - Molina Medicare Options (HMO)

• Medicare-Medicaid Plan (MMP)
 - Molina Dual Options Cal    

MediConnect Plan
Provider Network
• Molina Medical primary care  

clinics - 19
• Primary care physicians - 5,446
• Specialists - 17,384
• Hospitals - 100
NCQA Accreditation
• Medicaid - Accredited
• Marketplace - Accredited

Health Plan Leadership
Deborah Miller, Plan President
Yunkyung Kim, Chief Operating Officer
James Cruz, MD, Chief Medical Officer

(562) 499-6191  ∙  MolinaHealthcare.com

*Membership as of 9/30/2016

Molina Healthcare Corporate Facts
Total Membership:  4,246,000*
Health Plans: CA, FL, IL, MI, NM, NY, OH, PR, SC, TX, UT,  
WA, WI 
Primary Care Clinics: 26
• More than 35 years of service and experience
• FORTUNE 500 company

Recent News: 
• September 2016 Molina Healthcare of California creates 

100 jobs with administrative hub in San Bernardino 
• September 2016 Molina Healthcare of California partners 

with the Tzu Chi Medical Foundation at the Care 4 a 
Healthy IE event located in San Bernardino where 444 
services are rendered including Free Medical, Dental, 
Vision, Acupuncture and for the first time access to a 
Mental Health Specialist 

• August 2016 300 employees from Molina Healthcare of 
California partners with Downey Unified School District, 
Downey High School and the City of Downey, as part of 
the Helping Hands employee volunteer program, to give 
away 120,000 books donated by the Molina Foundation to 
120 designated local non-profits and organizations

• July 2016 To support children in need, Molina supplies 
55 elementary students from San Bernardino with large 
goody bags filled with gifts while on their first field trip to 
the Aquarium of the Pacific

• June 2016 Molina Healthcare of California donates $3,000 
to the Brawley Boys & Girls Club for dire repairs needed 
for their air conditioning units

Service Areas: 

Molina Medical
(primary care clinics)

Molina operates in  
6 counties

Medi-Cal and Medicare 

Health Insurance Marketplace

Health Insurance 
Marketplace and MMP



The Molina Healthcare Story

Three Decades of Delivering  
Access to Quality Care
Molina Healthcare was founded more than 35 years ago by  
Dr. C. David Molina, an emergency room physician. Dr. Molina 
opened his first medical clinic to serve the patients he frequently 
treated in the ER simply because they did not have their own primary 
care doctor. 

From that clinic, Molina Healthcare continued to grow for the 
next three decades to become what it is now—a national health 
care company that provides care through government-sponsored 
programs across the country. We have evolved over the years, but 
the mission has remained the same—providing quality health care to 
people receiving government assistance. This mission is carried out 
today by our founder’s children. Dr. J. Mario Molina heads up the 
company as its CEO and president, continuing Molina Healthcare’s 
distinctive legacy as a physician-led organization. John Molina serves 
as the CFO and Dr. Martha Molina Bernadett leads the company 
as the chief innovation officer. It is our story that makes us proud 
to call ourselves an extended family to the members, partners and 
communities we serve.

Today, Molina Healthcare serves the diverse needs of members across 
the United States through programs such as Medicaid, Medicare 
and the Health Insurance Marketplace. Our subsidiary, Pathways by 
Molina, provides behavioral and mental health services. We also offer 
health information management and business process outsourcing 
solutions for state Medicaid programs through our subsidiary, Molina 
Medicaid Solutions. Additionally, we continue to expand our primary 
care clinics across the country through Molina Medical.

Facts about Molina Healthcare
• Molina Healthcare is a leader in quality with  

the majority of its health plans accredited and 
rated by the National Committee for Quality 
Assurance (NCQA).  

• Molina Healthcare ranked #10 largest health  
insurer based on 2015 market share in the U.S. 
Department of the Treasury’s annual report on the 
insurance industry.

• 11 of our 13 plans have earned the Multicultural 
Health Care Distinction from NCQA, for 
organizations that meet or exceed its rigorous 
requirements for providing care in a culturally-
sensitive manner.

• Molina Healthcare was established by a physician and 
remains a physician-led organization.

• Molina Healthcare is committed to giving back to 
support the communities we serve. The Molina 
Helping Hands employee volunteer program and 
Community Champions Awards recognize and affirm 
the contributions of everyday community heroes.

• Molina Healthcare serves the diverse health care 
needs of more than 4 million members across the 
nation through licensed, quality-focused health plans.
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A Story of Change and Growth

Molina Healthcare 
is born. Originally 
named Molina 
Medical Centers, 
our primary care 
clinics begin serving 
communities in 
Southern California.

1980
FIRST PATIENT

Molina Healthcare begins 
serving communities in 
California through its first 
licensed health plan.

1994
100,000 MEMBERS

Molina Healthcare 
begins serving 
communities in Utah.

Molina Healthcare 
begins serving 
communities in 
Michigan.

1997
110,000 MEMBERS

Molina Healthcare 
begins serving 
communities in 
Washington.

2000
250,000 MEMBERS

Molina Healthcare  
becomes a publicly- 
traded company  
and is listed on the 
New York Stock 
Exchange as MOH.

2003
500,000 MEMBERS

Molina Healthcare 
begins serving 
communities in 
New Mexico.

2004
750,000 MEMBERS

Molina Healthcare 
begins offering 
services to people 
with Medicare.

2006
1 MILLION MEMBERS

Molina Healthcare 
begins operating 
Fairfax County 
clinics in Virginia.

Molina Healthcare 
begins serving 
communities in 
Florida.

2008
1.25 MILLION MEMBERS

Molina Healthcare is 
named a FORTUNE 500 
company.

Molina Medicaid 
Solutions’ system in 
Idaho receives full 
federal certification.

2012
1.8 MILLION MEMBERS

Molina Healthcare 
begins offering  
services through 
Molina Medicaid 
Solutions.

Molina Healthcare 
begins serving 
communities in 
Wisconsin.

2010
1.6 MILLION MEMBERS

Molina Medicaid 
Solutions’ system in 
Maine receives full 
federal certification.

2011
1.7 MILLION MEMBERS

Molina Healthcare 
begins serving 
communities in Texas.

Molina Healthcare
begins serving
communities in Ohio.

2005
900,000 MEMBERS

2013
1.9 MILLION MEMBERS

Molina Healthcare begins 
serving communities in Illinois.

Molina Healthcare implements 
first-ever MMIS partnership 
model between a state and U.S. 
territory.

2014
2.6 MILLION MEMBERS

Molina Healthcare begins 
serving communities in 
South Carolina.

Molina Healthcare begins 
serving dual- eligible 
populations in California, 
Illinois and Ohio.

Molina Healthcare starts 
offering services through 
the Health Insurance 
Marketplace.

2015
3.5 MILLION MEMBERS

Molina Healthcare begins 
serving communities in 
the Commonwealth of 
Puerto Rico.

Molina Healthcare begins 
serving dual-eligible 
populations in Michigan, 
South Carolina and Texas.

Molina Healthcare adds 
Pathways by Molina 
behavioral and mental 
health services across 
the US.

2016
4.2 MILLION MEMBERS
Molina Healthcare 
awarded Multicultural 
Health Care 
Distinction by NCQA

Molina Healthcare 
begins serving 
communities in  
New York.
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Provider Quick Reference Guide | IMPORTANT N U M B E R S  
 

DEPARTMENT MEDI-CAL MARKETPLACE MEDICARE DUAL OPTIONS 

Behavioral Health Services (888) 665-4621 

(866) 472-0596 (fax) 

(888) 858-2150 

(866) 472-0596 (fax) 

(800) 665-0898 

(866) 472-0596 (fax) 

(855) 665-4627 

(866) 472-0596 (fax) 

Claims (EDI Vendor: Emdeon) 

Emdeon Payer ID: 38333 

(888) 665-4621, 

 ext. 751123 

(888) 858-2150,  

ext. 751123 

(800) 665-0898,  

ext. 751123 

(855) 665-4627 

ext. 751123 

Community Engagement   (855) 665-4621  (855) 665-4621  (855) 665-4621  (855) 665-4621 

Cultural & Linguistic Specialist 

 

(888) 665-4621,  

ext. 121306 

(888) 858-2150,  

ext. 121306 

(800) 665-0898,  

ext. 121306 

(855) 665-4627,  

ext. 121306 

Dental Services  N/A (855) 230-5530 

(DentaQuest) 

(855) 214-6779 

(Avesis) 

(855) 704-0433 

(Avesis) 

Encounter Data Submission 

Emdeon Payer ID: 33373 

P.O. Box 22807 

Long Beach, CA 90801 

P.O. Box 22807 

Long Beach, CA 90801 

P.O. Box 22802 

Long Beach, CA 90801 

P.O. Box 22802 

Long Beach, CA 90801 

Enrollment Line (800) 898-9892 (866) 772-4190 (866) 408-9501 (855) 665-4627 

Health Education (888) 665-4621,  

ext. 127524 

(888) 858-2150,  

ext. 127524 

(800) 665-0898,  

ext. 127524 

(855) 665-4627,  

ext. 127524 

Hearing Services (Avesis) N/A N/A  (800) 327-4462 N/A 

Fraud, Waste, & Abuse Tip Line (866) 606-3889 (866) 606-3889 (866) 606-3889 (866) 606-3889 

Member Eligibility (888) 665-4621 (888) 858-2150 (800) 665-0898 (855) 665-4627 

Member Services Contact Center (888) 665-4621 (888) 858-2150 (800) 665-0898 (855) 665-4627 

Pharmacy (CVS CareMark) (888) 665-4621  

(866) 508-6445 (fax) 

(888) 858-2150 (800) 665-0898 

(866) 290-1309 (fax) 

(855) 665-4627 

Provider Services (855) 322-4075 (855) 322-4075 (855) 322-4075 (855) 322-4075 

Provider Disputes (562) 499-0633 (fax) 

P.O. Box 22722 

Long Beach, CA 90801 

(562) 499-0633 (fax) 

P.O. Box 22722 

Long Beach, CA 90801 

(562) 499-0633 (fax) 

P.O. Box 22817 

Long Beach, CA 90801 

(562) 499-0633 (fax) 

P.O. Box 22722 

Long Beach, CA 90801 

Quality Improvement (888) 665-4621,  

ext. 126137 

(888) 858-2150, 

ext. 126137 

(800) 665-0898,  

ext. 126137 

(855) 655-4627,  

ext. 126137 

Transportation Services  (888) 665-4621 (888) 858-2150 (800) 665-0898 (855) 665-4627 

Utilization Management (844) 557-8434 (844) 557-8434 (855) 322-4075 (855) 322-4075 

Vision Services 

 

(844) 336-2724 

(March Vision Care) 

(855) 868-4561 

(Vision Service Plan/VSP) 

(844) 336-2724 

(March Vision Care) 

(844) 336-2724 

(March Vision Care) 

Web Portal Help Desk (866) 449-6848 (866) 449-6848 (866) 449-6848 (866) 449-6848 

24 Hour Nurse Advice Hotline (888) 275-8750 (888) 275-8750 (888) 275-8750 (888) 275-8750 

 

 

Molina Healthcare of California 

Contact List 
 

UPDATED: 12/2019 



 

 

  
  

  
     

 

 
  

   
   

  

  
 

 
 

 
 

 
   

 

     

 
 

 
 

    

  

  

  
 

 
     

 
 
 

 

 

 

 
 

Paul Van Duine 

Paul.VanDuine@MolinaHealthcare.com 

 

VP, Network Management (855) 322-4075, ext. 127003 

Jennifer Bamberg  

Jennifer.Bamberg@MolinaHealthcare.com 

 

Director, Provider Services     (562) 912-6744, ext. 116744 

 

REGION REPRESENTATIVE EXTENSION 

IMPERIAL 

1607 W. Main St 

El Centro, CA 92243 

Phone: (855) 322-4075     Fax: (760) 679-5705 

Email: MHCImperialProviderServices@MolinaHealthcare.com 

 

Jessie Villanueva – PCPs, Spec & Ancillary  ext. 125682 

Diana Peacher – Hospitals & IPAs ext. 125666 

 

 LOS ANGELES/ORANGE 

200 Oceangate, Suite 100 

Long Beach, CA 90802 

Phone: (855) 322-4075 x123017     Fax: (855) 278-0312 

Email: MHC_LAProviderServices@MolinaHealthcare.com 

Hayat Allam – Los Angeles, San Gabriel 

Valley  
ext. 111113 

Estela Garcia – East/San Fernando Valley, 

South Bay/Orange County 
ext. 127657 

TBD TBD 

 
 

RIVERSIDE/SAN BERNARDINO 

550 E. Hospitality Lane, Suite 100 

San Bernardino, CA 92408 

Phone: (855) 322-4075 x120613     Fax: (909) 890-4403 

Email: MHCIEProviderServices@MolinaHealthcare.com 

Deletha Foster – San Bernardino ext. 127684 

Luana McIver – Riverside/San Bernardino  ext. 120618 

Dee Moreno – Riverside  ext. 121805 

   

 SACRAMENTO 

2180 Harvard St., Suite 500  

Sacramento, CA  95815  

Phone: (888) 562-5442     Fax: (858) 503-1210  

Email: MHCSacramentoProviderServices@MolinaHealthcare.com 

TBD TBD 

Mayra Rowe (Interim) ext. 121599 

 SAN DIEGO 

9275 Sky Park Court, Suite 400 

San Diego, CA 92123 

Phone: (855) 322-4075 x121735    Fax: (858) 503-1210 

Email: MHCsandiegoproviderservices@MolinaHealthcare.com 

Janina Granados – Central/North ext. 127709 

Summer Alayian – South ext. 121413 

Shagan Jabaar – East ext. 121401 

Mayra Rowe – Hospital and IPAs ext. 121599 

             UPDATED: 04/2020 

 

Molina Healthcare of California 

Your Provider Services Team 

Provider Quick Reference Guide | IMPORTANT N U M B E R S  
 



 
 
 
 
 

MOLINA HEALTHCARE AND INTEGRATED HEALTH PARTNERS PROVIDER AGREEMENT 

FREQUENTLY ASKED QUESTIONS 

 
The purpose of this guide is to create a better understanding with the relationship between Molina Healthcare and 
Integrated Health Partners. 
 

1. Who is Integrated Health Partners (IHP)?  
Integrated Health Partners is a clinically integrated network (comparable to an IPA) committed to improving 
clinical performance of members that is currently composed of FQHC (Federally Quality Health Center) 
Clinics in San Diego County:  
o Borrego Community Health Foundation 
o Community Health Systems, Inc. 
o Imperial Beach Health Center 
o Neighborhood Healthcare 
o North County Health Services 
o San Diego American Indian Health Centers 
o San Diego Family Care 
o San Ysidro Health Center  
o St. Vincent de Paul Village, Inc. 
o Vista Community Clinic 
 

2. Who is MedPOINT Management? 
MedPOINT Management is a Management Service Organization responsible for overseeing and 
administering certain IHP delegated functions. 
 

3. What type of contract does IHP have with Molina Healthcare? 
The contract between IHP and Molina Healthcare is a Primary Care Provider (PCP) services agreement.  All 
services rendered by the Primary Care Clinics to assigned IHP enrollees, regardless of place of service (POS), 
will be capitated to IHP.  
 

4. Who is responsible for Specialty authorizations? 
Referral request(s) to specialists outside of the IHP Network will require authorization by Molina Healthcare. 
All IHP Health Centers will be responsible for requesting authorization from Molina Healthcare (Please refer 
to www.molinahealthcare.com for additional authorization information).  
*Please note that an authorization will not be required if the Specialty Provider is billing under an IHP clinic 
TIN.  
 

5. How do I submit an authorization request? 
Authorizations requests can be submitted via the Provider Portal or faxed to the following numbers based 
on Line of Business. http://www.molinahealthcare.com/providers/ca/marketplace/forms/Pages/fuf.aspx 
o Medi-Cal: (800) 811-4804 
o Medicare: (844) 251-1450 
o Marketplace: (800) 811-4804 
*Please refer to your NPO (New Provider Orientation Manual) for additional information 
 
 
 

http://ihpsocal.org/
http://www.molinahealthcare.com/
http://www.molinahealthcare.com/providers/ca/marketplace/forms/Pages/fuf.aspx


 
 
 
 
 

MOLINA HEALTHCARE AND INTEGRATED HEALTH PARTNERS PROVIDER AGREEMENT 

FREQUENTLY ASKED QUESTIONS 

6. Will there be a notification faxed back if a request has been approved, modified or denied? 
Yes, a notification will be faxed if a request has been approved, modified or denied. 
 

7. Who is responsible for payment of specialty services?  
All claims should be directed to Molina Healthcare through the provider’s clearinghouse or through Molina’s 
Provider Portal: https://provider.molinahealthcare.com/Provider/Login 
Please contact your assigned Molina Healthcare Provider Services Representative for any issues, questions    
or concerns.  
 

8. How are IHP members assigned?  
All IHP members should be assigned to each individual FQHC Clinic and not a specific provider. 
 

9. Do members receive new ID Cards referencing IHP? 
Members do not receive new ID cards, the IHP reference will be associated through member eligibility.  
 

10. How is member’s eligibility verified? 
Providers may check eligibility via the Provider Portal: 
https://provider.molinahealthcare.com/Provider/Login or they may call Member Eligibility. 
o Medi-Cal: (888) 665-4621 
o Medicare: (800) 665-0898 
o Dual Options (855) 665-4627 
o Marketplace: (888) 858-2150 
 

11. Where may members go for Urgent Care services? 
Members may go to any Molina Healthcare contracted Urgent Care, please refer to the Molina Healthcare 
website www.molinahealthcare.com for additional information.  
 

12. What hospitals may be used? 
Please refer to the Molina Healthcare website www.molinahealthcare.com for a list of contracted facilities.  
 

13. Do all providers have to have a Facility Site Review (FSR)? 
Although the providers are part of a FQHC, each primary doctor/provider must have a valid FSR.  
 

14. Why can’t the clinic FSR be used for Providers? 
Each provider has their own Manual Medical Record (MMR) review by the state. The FSR can be shared, 
however the provider is still required by the state to have their own MMR review. 
 

15. What are required from new clinic Providers? 
If a new provider is enrolled at the clinic, they may share their records with the clinic but are also required to 
provide their last MMR review audit score. 
 

16. Where should issues or concerns be addressed to? 
Please contact your assigned Molina Healthcare Provider Services Representative for any issues or concerns. 
 

http://ihpsocal.org/
https://provider.molinahealthcare.com/Provider/Login
https://provider.molinahealthcare.com/Provider/Login
http://www.molinahealthcare.com/
http://www.molinahealthcare.com/


TRANSPORTATION SERVICES 
 

 

Emergency Medical Transportation 
 

 Emergency transportation (ambulance), or ambulance transport services, provided through 

the “911” emergency response system, will be covered when medically necessary. 
 
 
Non- Medical Transportation 

 
 Non-Medical Transportation (NMT) is covered for medically necessary covered services. 

NMT is transportation by a car, taxi, or other public or private way of getting to your 

medical appointment.  

 

Non-Emergency Medical Transportation 
 

 Non-Emergency Medical Transportation (NEMT) is covered for medically necessary 

covered services. NEMT is transportation by ambulance, litter van, wheelchair van or air. 

 A primary care physician or specialist will need to complete a Provider Certification 

Statement form prior to the member receiving NEMT services.  The Physician 

Certification Statement from can be downloaded at: 

http://www.molinahealthcare.com/providers/ca/medicaid/forms/Pages/fuf.aspx 

 

Scheduling Transportation Services 
 

 Please call Secure Transportation at 1 (844) 292-2688 at least three (3) business days 

(Monday-Friday) before the scheduled appointment. 
 

 



If you are not contracted with Molina and wish to opt out of the Just the Fax, call (855) 322-4075, ext. 127413 
Please leave provider name and fax number and you will be removed within 30 days. 

 

 

 

 

REMINDER: 

NON-EMERGENCY MEDICAL AND NON-MEDICAL 
TRANSPORATION SERVICES 

 

This is a reminder notification to inform our Molina Healthcare of California 

(MHC) network providers about the changes to Non-Emergency Medical (NEMT) 

and Non-Medical Transportation (NMT) benefits for Medi-Cal managed care 

members effective July 1, 2017. 

This notification is based on an All Plan Letter (APL) 17-010, which can be found 

in full on the DHCS website at 

http://www.dhcs.ca.gov/formsandpubs/Pages/AllPlanLetters.aspx 

BACKGROUND 

Medi-Cal benefit changes effective July 1, 2017: 

1. NMT is a covered benefit, subject to utilization controls and permissible 

time and distance standards, for a member to obtain medically necessary 

covered services. 

2. NEMT will require Physician Certification Statement (PCS) Forms. 

NMT SERVICES 

Effective July 1, 2017, MHC covers round trip Non-Medical Transportation (NMT) 

for medically necessary covered services. NMT transportation services include 

private car (not driven by the member), taxicab, and public transportation. 

Starting October 1, 2017, MHC covers NMT for all Medi-Cal covered services. 

These include but not limited to, specialty mental health, substance use 

disorder, dental, and any other benefits delivered through the Medi-Cal Fee for 

Service delivery system.  NMT for these services are available upon the 

member’s request. 

NEMT SERVICES 

NEMT services require a Physician Certification Statement (PCS) form for all 

NEMT services (please see template below) except when a member is 

transferred from an acute care hospital, immediately following an inpatient stay 

at the acute level of care, to a skilled nursing facility or an intermediate care 

facility licensed pursuant to Health and Safety Code (HSC) Section 1250. Please 

submit the completed PCS form to MHC at least 4 business days prior to a 

member’s scheduled trip. Forms should be sent via fax at (844) 860-3698 

or secure email at MHCTransportationMailbox@MolinaHealthCare.com to 

THIS CA UPDATE HAS BEEN 
SENT TO THE FOLLOWING:  
 

COUNTIES: 
 

☒ Imperial 

☒ Riverside/San Bernardino 

☒ Los Angeles  

☐ Orange 

☒ Sacramento 

☒ San Diego 
 

LINES OF BUSINESS: 
 

☒  Molina Medi-Cal 

     Managed Care 

☐  Molina Medicare  

     Options Plus 

☐  Molina Dual Options Cal 

MediConnect Plan 

(Medicare-Medicaid Plan) 

☐  Molina Marketplace  

     (Covered CA) 
 

PROVIDER TYPES: 
 

☒  Medical Group/        

IPA/MSO 
 

     Primary Care  

☒  IPA/MSO 

☒  Directs 
 

     Specialists 

☒  Directs 

☒  IPA 
 

☒  Hospitals 
 

     Ancillary  

☒  CBAS 

☒  SNF/LTC 

☒  DME 

☒  Home Health 

☐  Other 
 

FOR QUESTIONS CALL 
PROVIDER SERVICES: 
(855) 322-4075, Extension: 
 

Los Angeles/Orange 
Counties 

122233 117079 
120104 127657 

  
Riverside/San  
Bernardino Counties 

128010 127709 
127684  
  

Sacramento County 

126232 121360 
121031  
  

San Diego County 

120056 121588 
120630  
  

Imperial County 

125682 120153 

  
 

Page 1 of 2 

JUST THE FAX 
February 26, 2018 www.molinahealthcare.com 

http://www.dhcs.ca.gov/formsandpubs/Pages/AllPlanLetters.aspx
mailto:MHCTransportationMailbox@MolinaHealthCare.com
http://www.molinahealthcare.com/


To opt out of Just the Fax: Call (855) 322-4075, ext. 127413. 
Please leave provider name and fax number and you will be removed within 30 days. 

adhere to HIPAA standards for member information.  NEMT transportation services include 

ambulance/gurney van, litter van, wheelchair van, and air transport. 

The Physician Certification Statement form can also be downloaded at 

http://www.molinahealthcare.com/providers/ca/medicaid/forms/Pages/fuf.aspx 

 

REQUESTING TRANSPORTATION  

Member can request NMT or NEMT services, by calling Secure Transportation at 1 (844) 292-2688 

at least three (3) business days (Monday-Friday) before their appointment. 

Please note that MHC is subject to State regulatory audits and is responsible for ensuring 

downstream compliance with State program initiatives and requirements. As such, PCPs 

and Independent Physician Associations (IPAs) must ensure that internal operations are 

consistent and compliant with these requirements. MHC may conduct periodic audits and 

request copies of applicable policies and procedures and/or documentation that 

demonstrates compliance within your organization. Failure to submit any requested 

documents may result in a Corrective Action Plan. 

QUESTIONS 

If you have any questions regarding the notification, please contact your Molina Provider Services 

Representative at (855) 322-4075. 

 

http://www.molinahealthcare.com/providers/ca/medicaid/forms/Pages/fuf.aspx


If you are not contracted with Molina and wish to opt out of the Just the Fax, call (855) 322-4075, ext. 127413 
Please leave provider name and fax number and you will be removed within 30 days. 

 

 

 

Change in Transportation Provider for Molina 
Healthcare Medicare Members 

 
This is an advisory notification to Molina Healthcare of California (MHC) 
network providers regarding Change in Transportation Provider for 
Molina Healthcare Medicare Members. 

Beginning January 1, 2020, Access2Care will be the primary Non-
Emergency Medical Transportation (NEMT) / Non-Emergency 
Transportation (NET) Services vendor for Molina Healthcare of 
California’s Medicare Line of Business for all applicable counties. There is 
no change to the transportation service provider for Cal MediConnect, 
Marketplace and Medi-Cal lines of business as Secure Transportation will 
continue to provide transportation for Molina Healthcare of California’s 
Cal MediConnect, Marketplace and Medi-Cal lines of business.  

Hospitals/Facilities employees that need to arrange 
transportation services for Medicare Line of Business Members 
only: 
 

Please contact Access2Care’s Facility Line at (877) 299-4811. 
 
*Please Note: Access2Care’s Facility Line Number is for internal 
use only by Hospitals / Facilities and not to be disseminated to 
members.  

To make an appointment for transportation services, Medicare Line of 
Business Members may contact Access2Care’s Reservation Line at no 
cost at (888) 994-4833, Monday through Friday, 8 A.M. – 8 P.M. Local 
Time.  

To make an appointment for transportation services, Medi-Cal, Cal 
MediConnect and Marketplace Lines of Business Members may contact 
Secure Transportation Reservation Line at no cost at (844) 292-2688, 24 
hours a day, 7 days a week. 

You may contact Molina Healthcare of California’s Member Services 
Department at (800) 665-0898 for any concerns or questions.  
 
QUESTIONS 
If you have any questions regarding the notification, please contact your 
Molina Provider Services Representative at (888) 562-5442. Please refer 
to the extensions to the left.  

THIS CA UPDATE HAS BEEN 
SENT TO THE FOLLOWING: 

COUNTIES: 
☒ Imperial 
☒ Riverside/San Bernardino 
☒ Los Angeles 
☐ Orange 
☒ Sacramento 
☒ San Diego 

LINES OF BUSINESS: 
☐ Molina Medi-Cal 

Managed Care 
☒ Molina Medicare  

Options Plus 
☐ Molina Dual Options Cal 

MediConnect Plan 
(Medicare-Medicaid Plan) 

☐ Molina Marketplace  
(Covered CA) 

PROVIDER TYPES: 
☒ Medical Group/ 

IPA/MSO 
Primary Care  

☒ IPA/MSO 
☐ Directs 

Specialists 
☐ Directs 
☒ IPA 
☒ Hospitals 

Ancillary  
☐ CBAS 
☐ SNF/LTC 
☐ DME 
☐ Home Health 
☐ Other 

FOR QUESTIONS CALL 
PROVIDER SERVICES: 
(888) 562-5442, Extension: 

Los Angeles/Orange 
Counties 

X123017  
   

Riverside/San 
Bernardino Counties 

X120613 
 

 

Sacramento County 
X121599 
 

  

San Diego County 
X121735  
  

Imperial County 
X125682  
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If you are not contracted with Molina and wish to opt out of the Just the Fax, call (855) 322-4075, ext. 127413 
Please leave provider name and fax number and you will be removed within 30 days. 

 

 

 

 

STATE LEGISLATION SENATE BILL (SB) 137 
 
This is an advisory notification to Molina Healthcare of California (MHC) network 

providers regarding State Legislation Senate Bill (SB) 137. 

 

Overview: 

SB 137 is intended to give consumers accurate, up-to-date information about 

which doctors, hospitals, clinics and other providers are in a Health Plan’s 

network. This information will help consumers choose the plan that’s right for 

them as well as reduce the possibility of getting services from an out-of-network 

provider. 

 

SB 137 requires health plans, among other requirements, to comply with the 

following requirements by July 1, 2016: 

 Publish and maintain accurate provider directory or directories with 

information on contracting providers.  

 Verify provider directory information with contracted providers on a 

periodic basis.  

 Update the provider online directory weekly and printed directory quarterly.  

 Ensure contracted providers notify the Health Plan when they are accepting 

new patients or no longer accepting new patients 

 

Action Requested 

To verify your records, MHC and other health plans in California have partnered 

with a third party vendor, BetterDoctor, Inc., to save providers the trouble of 

verifying your records with each Health Plan individually. Health Plans are 

streamlining compliance through a partnership with BetterDoctor, Inc.  

BetterDoctor may reach out to you. We ask that you respond to their 

request to provide your information by May 31st, 2016. They will ask you 

to confirm that the information in the provider directory is current and accurate 

or update the information required to be in the directory or directories, including 

whether or not the provider or provider group is accepting new patients for each 

plan product.  

If unable to verify whether the provider’s information is correct or requires 

updates, MHC shall provide a notice 10 days in advance of providers being 

removed in the directory. The provider shall be removed from the provider 

directory at the next scheduled update after the 10 business day notice period.  

 

QUESTIONS 

If you have any questions regarding the notification, please contact your Molina 

Provider Services Representative at (855) 322-4075. 

 

 
 

THIS CA UPDATE HAS BEEN 
SENT TO THE FOLLOWING:  
 

COUNTIES: 
 

☒ Imperial 

☒ Riverside/San Bernardino 

☒ Los Angeles  

☒ Sacramento 

☒ San Diego 
 

LINES OF BUSINESS: 
 

☒  Molina Medi-Cal 

     Managed Care 

☐  Molina Medicare  

     Options Plus 

☐  Molina Dual Options Cal 

MediConnect Plan 

(Medicare-Medicaid Plan) 

☒  Molina Marketplace  

     (Covered CA) 
 

PROVIDER TYPES: 
 

☒  Medical Group/        

IPA/MSO 
 

     Primary Care  

☒  IPA/MSO 

☒  Directs 

☒  MMG 
 

     Specialists 

☒  Directs 

☒  IPA 
 

☒  Hospitals 
 

     Ancillary  

☒  CBAS 

☒  SNF/LTC 

☒  DME 

☒  Home Health 

☐  Other 

 
FOR QUESTIONS CALL 
PROVIDER SERVICES: 
(855) 322-4075, Extension: 
 

Los Angeles County 

122233 127685 111131 
127690 127657 114378 
120104 127879 127651 

 

Riverside/San  
Bernardino Counties 

128007 123251 126556 
128010 127709  

 

Sacramento County 

127140 
128543 

126232 
 

 

San Diego County 

121592 120019 126236 
121587 121056  

 

Imperial County 

125680 121588 
120082  
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PROVIDER INFORMATION MANAGEMENT 

 

 

Checklist for Adds, Terminations, and Changes 
 

Requirements for all submissions (this first criteria should be used with all request): 

  Change type: Add, Termination (“Term”), or Change 

  Name: Provider’s first and last name 

  Tax ID 

  NPI 

  County 

 
Additional Requirements for Terminations: 

  Group affiliated with 

  Termination effective date 

  Termination reason 

 
Additional Requirements for Changes: 

1.   Change of Address 

  New address 

  Comments stating what address to terminate 

  Effective date of change 

2.   Change of Tax ID 

  New taxpayer identification numbers (TIN) 

  W-9 

  Comments saying what TIN to terminate from 

  Effective date of change 

  What line of business (LOB), e.g., Medi-Cal, Medicare, should be affiliated 
  What contracts should be affiliated 

3.   Change of Specialty 

  New specialty 

  Comments stating what specialty to terminate 

  Effective date of change 

  Board certification, Board name, effective and expiration dates 

  Will the provider be changing to or from a PCP status? 

i.   If “Yes” (changing status to PCP) 

  PCP indicator 

  Open Panel 

  Minimum age 
  Maximum age 

4.   Change of Name 

  New name 

  New W-9 

5.   Change of LOB 

  New LOB 

  Effective date of change 

  Comments, i.e., adding a new LOB, changing an existing one 

  Affiliated contract 
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                   Emergency Care Reference Sheet 
 

 
Molina Healthcare of California (MHC) requires all Providers/Practitioners to provide access to 
Emergency or Urgent Care services for all MHC members’ 24-hours a day, 7 days a week. In 
addition, all Hospitals are required to request authorization for post-stabilization services before 
the services are provided.  
 
MHC has a 24-hour, 7 days a week Nurse Advice Line for the purpose of screening and 
directing members to the appropriate levels of care.  The Nurse Advice Line has the authority to 
provide tracking numbers for post stabilization treatment for emergency room, hospital 
admissions, and urgent care visits.  There is an on-call physician available at all times to 
support the Nurse Advice Line. 
 
Providers/Practitioners or members can reach MHC’s Nurse Advice Line by calling: 

 
(888) 275-8750 – English    
(866) 648-3537 – Spanish 

 
The MHC Access Standards to Care for Emergency and Urgent Care Services are as 
follows: 
 
EMERGENCY CARE: Emergency care is available immediately for all members without prior 
authorization.  Emergency care is defined using the prudent layperson definition defined by the 
Department of Health Services, Title 22.  Emergency Departments are to coordinate care with 
the members Primary Care Physician (PCP).   
 
Upon medical determination by the Emergency Physician, a member that is identified to have a 
non-emergent condition should be referred to their assigned PCP for follow-up care and be 
instructed to call MHC’s Nurse Advice Line if they have additional questions or need assistance 
in obtaining access to care after business hours. 
 
URGENT CARE: Telephone assistance for Providers/Practitioners and members is available 
24-hours a day, 7 days a week through MHC’s Nurse Advice Line.  A tracking mechanism 
overseen by MHC is in place to follow-up on the disposition of members as indicated, i.e. 
inpatient admission, urgent care or emergency care level treatment, need for specialty care.   
 
EMERGENCY AND AFTER-HOURS ACCESS INSTRUCTIONS: Providers/ Practitioners or 
their designee must be available 24-hours a day, 7 days a week.  All Providers/ Practitioners 
must have back-up (on call) coverage after hours or during the Provider’s/ Practitioner’s 
absence or unavailability.  Providers/Practitioners must also maintain a 24-hour, 7 days a week 
phone service.  This access may be through an answering service or a recorded message after 
office hours.  The service or recorded message must instruct members to hang up and call 911 
if this is an emergency or go to the nearest emergency room. 
 
EMERGENCY ROOM DISCHARGE AND AFTER CARE: After-care instructions should be 
documented in the emergency facility medical record and communicated to the patient, parent, 
or guardian.  Discharge from the emergency facility requires a physician order. 
 
NOTIFICATION REQUIREMENTS: Emergency room staff is required to notify MHC of a 
member’s emergency room visit by calling the Nurse Advice Line.  Any emergency services 
resulting in an inpatient admission requires notification of MHC within 24-hours (or the next 
business day) of the admission.  “Out-of-Area” and/or non-contracted facility emergency 
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                   Emergency Care Reference Sheet 
 
admissions may be transferred into the MHC network when the patient’s condition is deemed 
medically stable for transport. 
 
 
SYSTEM AND/OR PROTOCOL FAILURE REPORTING PROCESS: MHC has implemented a 
system to report any difficulties experienced with the Nurse Advice Line or MHC emergency 
care systems or protocol failures.  Please contact the Provider Services Department during 
regular office hours (8:30am-5:30pm, Monday through Friday). 
 

Telephone:  (800) 526-8196  
Fax:    (562) 951-1529 

 
ELIGIBILITY VERIFICATION: To verify member eligibility 24-hours a day, call the Interactive 
Voice Response (IVR) System at (800) 357-0172 or log onto MHC’s Provider Self-Services 
ePortal at www.molinahealthcare.com.  
 
The IVR will provide the following information: 
 
□ Member’s Last Name   □ Member’s Date of Birth 
□ Member’s First Initial   □ Eligibility Status 
 
Many members have the same first initial and last name.  Make sure the last name, first initial, 
and date of birth all agree with the information you have. 
 
Providers/Practitioners can also go online to MHC’s website and log onto the Provider Self-
Services ePortal to utilize the Eligibility search function to view member eligibility status and 
complete member benefit information. 
 
The information you will receive is the information that MHC has according to the member 
eligibility information received from DHCS (for Medi-Cal), Managed Risk Medical Insurance 
Board (MRMIB-for Healthy Families), and Centers for Medicare and Medicaid (CMS-for Molina 
Advantage) eligibility rosters.  If it does not match the information you have on record for the 
member, please contact MHC’s Member Services Department. 
 
Our Member Services Representatives are available to assist your during extended office hours 
(7:00am to 7:00pm, Monday through Friday). 
 

Telephone:  (888) 665-4621  
Fax:    (562) 901-9632 

 
UTILIZATION MANAGEMENT (UM) DEPARTMENT STAFF: The UM Department Staff is 
available by telephone, fax, and email 8:30am to 5:30pm, Monday through Friday.  
 

Telephone:  (800) 526-8196 
Fax:    (800) 811-4804  

 
After-hour communications is available through fax, email, and the Nurse Advice Line. 
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PRESCRIPTION DRUG PRIOR AUTHORIZATION OR STEP THERAPY EXCEPTION REQUEST FORM 
Plan/Medical Group Name: ________________________________ Plan/Medical Group Phone#: (_______)  
Plan/Medical Group Fax#: (_______)________________________ Non-Urgent     Exigent Circumstances    

Instructions: Please fill out all applicable sections on both pages completely and legibly.  Attach any additional documentation that is 
important for the review, e.g. chart notes or lab data, to support the prior authorization or step-therapy exception request.  Information 
contained in this form is Protected Health Information under HIPAA. 
 

 Patient Information 

First Name:  Last Name:  MI: Phone Number: 

Address:  City:  State: Zip Code:  

Date of Birth:  Male 
 Female  

Circle unit of measure 
Height (in/cm): ______Weight (lb/kg):______ 

Allergies: 

Patient’s Authorized Representative (if applicable): Authorized Representative Phone Number: 

Insurance Information 

Primary Insurance Name: Patient ID Number:  

Secondary Insurance Name: Patient ID Number: 

Prescriber Information 

First Name: Last Name:  Specialty: 

Address: City:  State:  Zip Code:  

Requestor (if different than prescriber): Office Contact Person: 

NPI Number (individual): Phone Number: 

DEA Number (if required): Fax Number (in HIPAA compliant area): 

Email Address:  

Medication / Medical and Dispensing Information 

Medication Name: 
  

 New Therapy     Renewal    Step Therapy Exception Request 
If Renewal:  Date Therapy Initiated:                                                       Duration of Therapy (specific dates): 

How did the patient receive the medication? 
 Paid under Insurance Name:  Prior Auth Number (if known):  
 Other (explain): 

Dose/Strength: Frequency: Length of Therapy/#Refills: Quantity: 

Administration: 
 Oral/SL  Topical  Injection  IV  Other: 

Administration Location: 
 Physician’s Office 
 Ambulatory Infusion Center 

 

 Patient’s Home 
 Home Care Agency 
 Outpatient Hospital Care 

 Long Term Care 
 Other (explain):  
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PRESCRIPTION DRUG PRIOR AUTHORIZATION OR STEP THERAPY EXCEPTION REQUEST FORM 

Patient Name:  ID#: 

Instructions: Please fill out all applicable sections on both pages completely and legibly.  Attach any additional documentation that is 
important for the review, e.g. chart notes or lab data, to support the prior authorization or step therapy exception request. 

1.  Has the patient tried any other medications for this condition?  YES (if yes, complete below)  NO 

Medication/Therapy 
(Specify Drug Name and Dosage) 

Duration of Therapy  
(Specify Dates) 

Response/Reason for Failure/Allergy 

2.  List Diagnoses:  ICD-10: 

  

3.  Required clinical information - Please provide all relevant clinical information to support a prior authorization or step therapy 
exception request review.   

Please provide symptoms, lab results with dates and/or justification for initial or ongoing therapy or increased dose and if patient has any 
contraindications for the health plan/insurer preferred drug.  Lab results with dates must be provided if needed to establish diagnosis, or 
evaluate response.  Please provide any additional clinical information or comments pertinent to this request for coverage, including 
information related to exigent circumstances, or required under state and federal laws.  

 Attachments 

 

 

 

 

 

 

 

Plan/Insurer Use Only: Date/Time Request Received by Plan/Insurer: ________________     Date/Time of Decision_____________ 
 
Fax Number (              ) __________________ 

 Approved  Denied Comments/Information Requested:   

  

Confidentiality Notice:  The documents accompanying this transmission contain confidential health information that is legally privileged. If you 
are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of 
these documents is strictly prohibited. If you have received this information in error, please notify the sender immediately (via return FAX) 
and arrange for the return or destruction of these documents. 

Attestation:  I attest the information provided is true and accurate to the best of my knowledge. I understand that the Health Plan, insurer, 
Medical Group or its designees may perform a routine audit and request the medical information necessary to verify the accuracy of the 
information reported on this form. 

Prescriber Signature or Electronic I.D. Verification:   Date:  
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REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION 

This form may be sent to us by mail or fax:         
 
   Address:    

7050 S Union Park Center Drive Suite 200   
      Midvale, Utah 84047  

Fax Number: 
  (866) 290-1309     

     
    
You may also ask us for a coverage determination by phone at (877) 901-8181 or through our 
website at www.molinamedicare.com/duals. 
 
Who May Make a Request:  Your prescriber may ask us for a coverage determination on your 
behalf. If you want another individual (such as a family member or friend) to make a request for 
you, that individual must be your representative. Contact us to learn how to name a representative. 
 
Enrollee’s Information 

Enrollee’s Name Date of Birth   
 

Enrollee’s Address 
 

City State Zip Code 
 

Phone Enrollee’s Member ID #   
 

 
Complete the following section ONLY if the person making this request is not the enrollee 
or prescriber: 

Requestor’s Name 
 

Requestor’s Relationship to Enrollee 
 

Address 
 

City State Zip Code 
 

Phone 
 

Representation documentation for requests made by someone other than enrollee or the 
enrollee’s prescriber: 

Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent).  For more 

information on appointing a representative, contact your plan or 1-800-Medicare. 
 

Name of prescription drug you are requesting (if known, include strength and quantity 
requested per month):    

 
 



 

Type of Coverage Determination Request 

☐ I need a drug that is not on the plan’s list of covered drugs (formulary exception).*  

☐ I have been using a drug that was previously included on the plan’s list of covered drugs, but is 

being removed or was removed from this list during the plan year (formulary exception).*   

☐ I request prior authorization for the drug my prescriber has prescribed.* 

☐ I request an exception to the requirement that I try another drug before I get the drug my 

prescriber prescribed (formulary exception).* 

☐ I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so 

that I can get the number of pills my prescriber prescribed (formulary exception).* 

☐ My drug plan charges a higher copayment for the drug my prescriber prescribed than it charges 

for another drug that treats my condition, and I want to pay the lower 
copayment (tiering exception).* 

☐ I have been using a drug that was previously included on a lower copayment tier, but is being 

moved to or was moved to a higher copayment tier (tiering exception).*   

☐ My drug plan charged me a higher copayment for a drug than it should have. 

☐I want to be reimbursed for a covered prescription drug that I paid for out of pocket.  

*NOTE: If you are asking for a formulary or tiering exception, your prescriber MUST provide 
a statement supporting your request.  Requests that are subject to prior authorization (or 
any other utilization management requirement), may require supporting information.  Your 
prescriber may use the attached “Supporting Information for an Exception Request or Prior 
Authorization” to support your request. 

 

Additional information we should consider (attach any supporting documents): 

 
 
 
 

 

Important Note:  Expedited Decisions 

If you or your prescriber believe that waiting 72 hours for a standard decision could seriously harm 
your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.  
If your prescriber indicates that waiting 72 hours could seriously harm your health, we will 
automatically give you a decision within 24 hours.  If you do not obtain your prescriber's support for 
an expedited request, we will decide if your case requires a fast decision.  You cannot request an 
expedited coverage determination if you are asking us to pay you back for a drug you already 
received. 

☐CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS (if you 

have a supporting statement from your prescriber, attach it to this request). 

Signature: Date:  

 

 
 



Supporting Information for an Exception Request or Prior Authorization 

FORMULARY and TIERING EXCEPTION requests cannot be processed without a prescriber’s 
supporting statement.  PRIOR AUTHORIZATION requests may require supporting information. 

☐REQUEST FOR EXPEDITED REVIEW:  By checking this box and signing below, I certify 

that applying the 72 hour standard review timeframe may seriously jeopardize the life or 
health of the enrollee or the enrollee’s ability to regain maximum function. 

Prescriber’s Information 

Name 
 

Address 
 

City State Zip Code 
 

Office Phone Fax 
 

Prescriber’s Signature Date 
 
 

Diagnosis and Medical Information  

Medication:  Strength and Route of Administration:  Frequency:  
 

New Prescription OR Date Expected Length of Therapy:  Quantity:  
Therapy Initiated: 
 

Height/Weight:  Drug Allergies:  Diagnosis:  
 
 

Rationale for Request  

☐ Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g., 

toxicity, allergy, or therapeutic failure Specify below: (1) Drug(s) contraindicated or tried; (2) 
adverse outcome for each; (3) if therapeutic failure, length of therapy on each drug(s) 

☐ Patient is stable on current drug(s); high risk of significant adverse clinical outcome with 

medication change Specify below: Anticipated significant adverse clinical outcome  

☐ Medical need for different dosage form and/or higher dosage Specify below: (1) Dosage 

form(s) and/or dosage(s) tried; (2) explain medical reason 

☐ Request for formulary tier exception Specify below: (1) Formulary or preferred drugs 

contraindicated or tried and failed, or tried and not as effective as requested drug; (2) if therapeutic 
failure, length of therapy on each drug and adverse outcome; (3) if not as effective, length of 
therapy on each drug and outcome  

☐ Other (explain below) 

Required Explanation  
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REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMINATION 

This form may be sent to us by mail or fax:         
 

  Address:      Fax Number: 
  7050 S Union Park Center Drive Suite 200      (866) 290-1309 
                        Midvale, Utah 84047  
        
You may also ask us for a coverage determination by phone at (888) 665-1328 or through our 
website at www.molinamedicare.com. 
 
Who May Make a Request:  Your prescriber may ask us for a coverage determination on your 
behalf. If you want another individual (such as a family member or friend) to make a request for 
you, that individual must be your representative. Contact us to learn how to name a representative. 
 

Enrollee’s Information  
Enrollee’s Name _____________________________________    Date of Birth _______________ 
 
Enrollee’s Address _______________________________________________________________ 
 
City ___________________________   State______________   Zip Code _______________ 
 
Phone ___________________________ Enrollee’s Member ID #__________________________ 
 
Complete the following section ONLY if the person making this request is not the enrollee 
or prescriber: 
 

Requestor’s Name ____________________________________________________________ 
 
Requestor’s Relationship to Enrollee _____________________________________________ 
 
Address____________________________________________________________________ 
 
City __________________________________   State ________   Zip Code ______________ 
 
Phone _____________________________ 

 
Representation documentation for requests made by someone other than enrollee or the 

enrollee’s prescriber: 
Attach documentation showing the authority to represent the enrollee (a completed 
Authorization of Representation Form CMS-1696 or a written equivalent).  For more 

information on appointing a representative, contact your plan or 1-800-Medicare. 

 

Name of prescription drug you are requesting (if known, include strengthand quantity requested 
per month):    
 
 
 
 
 
 

  

 

   

  

 



Type of Coverage Determination Request 

  I need a drug that is not on the plan’s list of covered drugs (formulary exception).* 

  I have been using a drug that was previously included on the plan’s list of covered drugs, but is 
being removed or was removed from this list during the plan year (formulary exception).* 

  I request prior authorization for the drug my prescriber has prescribed.* 

  I request an exception to the requirement that I try another drug before I get the drug my 
prescriber prescribed (formulary exception).* 

  I request an exception to the plan’s limit on the number of pills (quantity limit) I can receive so 
that I can get the number of pills my prescriber prescribed (formulary exception).* 

  My drug plan charges a higher copayment for the drug my prescriber prescribed than it 
charges for another drug that treats my condition, and I want to pay the lower copayment (tiering 
exception).* 

  I have been using a drug that was previously included on a lower copayment tier, but is being 
moved to or was moved to a higher copayment tier (tiering exception).* 

  My drug plan charged me a higher copayment for a drug than it should have. 

  I want to be reimbursed for a covered prescription drug that I paid for out of pocket. 

 

*NOTE: If you are asking for a formulary or tiering exception, your prescriber MUST provide 
a statement supporting your request.   Requests that are subject to prior authorization (or 
any other utilization management requirement), may require supporting information.  Your 
prescriber may use the attached “Supporting Information for an Exception Request or Prior 
Authorization” to support your request. 

 
Additional information we should consider (attach any supporting documents): 
 
 

 

 
 

Important Note:  Expedited Decisions 

If you or your prescriber believe that waiting 72 hours for a standard decision could seriously harm 
your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.  
If your prescriber indicates that waiting 72 hours could seriously harm your health, we will 
automatically give you a decision within 24 hours.  If you do not obtain your prescriber's support for 
an expedited request, we will decide if your case requires a fast decision.  You cannot request an 
expedited coverage determination if you are asking us to pay you back for a drug you already 
received. 
 

CHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS (if you 
have a supporting statement from your prescriber, attach it to this request). 
 

Signature of person requesting the coverage determination (the enrollee, or the 
enrollee’s prescriber or representative):  
 

 Date:  



Supporting Information for an Exception Request or Prior Authorization 

 
FORMULARY and TIERING EXCEPTION requests cannot be processed without a 
prescriber’s supporting statement.  PRIOR AUTHORIZATION requestsmay require 
supporting information. 
 

REQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, I certify 
that applying the 72 hour standard review timeframe may seriously jeopardize the life or 
health of the enrollee or the enrollee’s ability to regain maximum function. 
 

Prescriber'sInformation 
Name _________________________________________________________________________ 

Address _______________________________________________________________________ 

City ____________________________________ State _______   Zip Code _________________ 

Office Phone_____________________________  Fax__________________________________ 

Prescriber’s Signature ______________________________________ Date________________ 

 

Diagnosis and Medical Information  

Medication:  
 

Strength and Route of Administration:  Frequency:  

New Prescription OR Date 
Therapy Initiated: 

 

Expected Length of Therapy:  Quantity:  

Height/Weight: 
 

 Drug Allergies:  Diagnosis:  

Rationale for Request  

 Alternate drug(s) contraindicated or previously tried, but with adverse outcome, e.g., 
toxicity, allergy, or therapeutic failure [Specify below: (1) Drug(s) contraindicated or tried; (2) 
adverse outcome for each; (3) if therapeutic failure, length of therapy on each drug(s)] 

 Patient is stable on current drug(s); high risk of significant adverse clinical outcome with 
medication change [Specify below: Anticipated significant adverse clinical outcome] 

 Medical need for different dosage form and/or higher dosage[Specify below: (1) Dosage 
form(s) and/or dosage(s) tried; (2) explain medical reason] 

 Request for formulary tier exception [Specify below: (1) Formulary or preferred drugs 
contraindicated or tried and failed, or tried and not as effective as requested drug; (2) if 
therapeutic failure, length of therapy on each drug and adverse outcome; (3) if not as effective, 
length of therapy on each drug and outcome] 

 Other (explain below) 
Required Explanation:___________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 

 
Covered Not Covered 

Infectious 
Diseases 

1. Involve the central nervous system 

and produce disabilities requiring 

surgical and/or rehabilitation 

services;  

2. Involve bone;  

3. Involve eyes leads to blindness;  

4. Congenitally acquired and for which 

postnatal treatment is required and 

appropriate.  
 

1. Osteomyelitis 
2. Periostitis 
3. Infections of the eye when left untreated may lead to permanent visual 

impairment/blindness. 
4. Infections of the CNS which have produced a neurologic impairment that results in 

physical disability requiring surgery or rehabilitation services to regain or improve 
function, such as movement or speech, which was limited or lost as a result of the 
function. 

5. The following acquired in uteral requiring postnatal treatment: 
a. Toxoplasmosis 
b. Cytomegalovirus 
c. Rubella 
d. Herpes Simplex 
e. Syphilis 

6. HIV confirmed by laboratory tests 

 

 

 ICD-10 A00-
B99 

 
Title 22 - 

Section 

41515.2 

Neoplasms 1. All malignant neoplasms 
2. Benign neoplasms when they 

constitute a significant disability, 
visible deformity, or significantly 
interfere with function. 

1. All Malignant neoplasms 
2 .  Leukemia 
3 .  Benign neoplasms that meet CCS criteria 
 

 ICD-10 C00-
D49  

 
Title 22 - 
Section 41516 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 

 
Covered Not Covered 

Endocrine, 

Nutritional, 
Metabolic 

Diseases, and 
Immune 
Disorders 

1. In general, these conditions are 

eligible.  

2. Examples of eligible conditions 

include diseases of the pituitary, 

thyroid, parathyroid, adrenal, 

pancreas, ovaries and testes; 

growth hormone deficiency, 

diabetes mellitus, diseases due to 

congenital or acquired 

immunologic deficiency 

manifested by life-threatening 

complications, various inborn 

errors of metabolism; cystic 

fibrosis. 

3. Nutritional disorders such as 

failure to thrive and exogenous 

obesity are not eligible. 

1.  Delayed onset of puberty primary amenorrhea after age 15 
2. Sexual development prior to age 8 for females, and nine for males 
3. Feminization of a male 
4. Virilization of a female 
5. Diabetes mellitus 
6. Phenylketonuria 
7. Homocystinuria 
8. Galactosemia 
9. Glycogen storage disease 
10. Maple Syrup Urine Disease 
11. Cystic Fibrosis 

 

 ICD-10 E00-E89 

 

Title 22 - 

Section 

41516.1 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 

 
Covered Not Covered 

Diseases of 
Blood and 

Blood-Forming 
Organs 

In general, these conditions are eligible. 1. Anemias due to abnormal production of RBCs or Hgb 
2 .  Iron deficiency anemia when there are life-threatening complications 
3 .  Vitamin deficiency anemia when there are life-threatening 

Complications 
4. Hemolytic anemias: 

a .  Congenital spherocytosis 
b .  Sickle cell anemia 
c. Hemophilia 

d. Thalassemias and Erythroblastosis fetalis  

5. Hemolytic anemia from infection only when life threatening (overwhelming sepsis) 
6. Pancytopenia such as acquired Aplastic Anemia 
7. Acquired and congenital neutropenia 
8. Chronic Granulomatous Disease 
9. Hemophilas 
10. von Willebrand disease 
11. Disorders of platelets if life-threatening 
12. Polycythemia, heperslenism & hypercoagulable states. 

 ICD-10 D50-
D89  

 

Title 22 - 

Section 

41516.3 

Mental 
Disorders and 
Mental 
Retardation 

In general, these conditions are not 
eligible except when the disorder is 
associated with or complicates an 
existing CCS-eligible condition. 

1.   Mental disorders related to a CCS-eligible condition  
 

ICD-10 F01-F99 
 
Title 22 - 
Section 41517 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 

 
Covered Not Covered 

Diseases of the 
Nervous System

Diseases of the nervous system are in 
general eligible when they produce 
physical disability that significantly 
impairs daily function. 
 
* When the eligibility criteria listed in 
certain regulation have not been present 
for at least one year, eligibility shall 
cease. 
 
 

1.    Brain tumor 
2 .  Cerebral palsy with onset in early childhood resulting from non-progressive 
lesion in the brain manifested by the presence of mon or more of the following: 

a. Rigidity or spasticity 
b. Hypotonia, with normal or increased deep tendon reflexes, and 
exaggeration of or persistence of primitive reflexes beyond the normal age 
range. 
c. Involuntary movements that are described as thetoid, choreoid, or 
dystonic 
d. Ataxia manifested by incoordination of voluntary movement, 
dysdiadochokinesia, intention tremor, reeling or shaking of trunk and 
head, staggering or stumbling, and broad based gait. 

3. Seizure disorder when either of the following occur: 
a. It is a component of or secondary to a CCS-eligible condition; or 
b. It is of unknown origin and one of the following exists: 

i. The frequency or duration of the seizures requires more than 4 
changes in dosage or type of medications in the 12 months 
preceding the initial subsequent determination of medical 
eligibility; 
ii.  The frequency or duration of the seizures requires 2 or more 
types of seizure medication each day; 
iii.  The frequency or duration of the seizures requires at least a 
monthly medical office visit for assessment of the applicant’s 
clinical status and periodic blood tests for medication levels or 
presence of blood dyscrasia; or 
iv.  The applicant has experienced and episode of Status 
Epilepticus in which case medical eligibility shall extend for one 
year following that event. 

4. Congenital anomalies of the nervous system which meet regulatory criteria 
 

 
 

ICD-10 G00-
G99  

Title 22 - 

Section 

41517.3 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 

 
Covered Not Covered 

Diseases of the 
Eye 

Chronic infections or diseases of the eye 
are eligible when they produce visual 
impairment and/or require complex 

management or surgery. 

1. Strabismus when surgery is required 
2. Keratitis 
3. Choroiditis 
4. Cataract 
5. Glaucoma 
6. Retinal detachment 
7. Optic atrophy or hypoplasia 
8. Optic neuritis 
9. Lens dislocation 
10. Persistent hyperplastic primary vitreous 
11. Ptosis 
12. Retinopathy of prematurity 
13. Congenital anomalies of the eye which meet regulatory criteria. 

 

 
 

ICD-10 H00-
H59  

 
Title 22 - 
Section 
41517.7 
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CATEGORY 
GENERALLY 

COVERED SUB-

CATEGORIES 

EXAMPLES  

REFERENCE 
Covered N

ot Diseases of the 
Ear and 
Mastoid 

Diagnostic services are available to 
determine the presence of 
hearing loss when applicant: 
1.    Fails 2 pure tone audiometric 

hearing screening tests 
performed at least 6 weeks 
apart  

2. Fails to have normal auditory 
brain stem evoked response 
or 

3. Fails otoacoustic emission or 
behavioral responses to 
auditory stimuli by 2 tests, 6 
weeks apart or 

4.    Fails to pass Newborn and 
Infant 

Hearing 

Screening or 
5. Exhibits symptoms 

that may indicate a 
hearing loss or 

6.    Has documentation of 1 of the 
risk factors associated with a 
sensorineural hearing or 
conductive hearing loss. 

1. Family history of congenital or childhood onset impaired hearing 
2. Congenital infection known or suspected to be associated with hearing loss 
3. Craniofacial anomalies 
4. Hyperbilirubinemia at a level exceeding the indication fo an exchange 

transfusion 
5. Ototoxic medications used for more than five days 
6. Bacterial meningitis 
7. Servere depression at birth, defined as: 

a. Apgar ≤ 3 
b. Failure to initiate spontaneous respirations by ten minutes of age; or 
c. Hypotonia persisting to 2 hours of age. 

8. Perforation of the tympanic membrane that requires tympanoplasty 
9. Mastoiditis 
10. Cholesteatoma 
11. Congenital anomalies of the ear and mastoid process per regulation 

 ICD-10 H60-
H95  
 

Title 22 - 

Section 41518 

Diseases of the 

Circulatory 
System 

Conditions involving the heart, 
blood 
vessels and lymphatic 
system are generally 
eligible. 

1. Diseases of the endocardium, myocardium, or pericardium 
2. Cardiac dysrhythmias requiring medical or surgical intervention 
3. Embolism 
4. Thrombosis 
5. Aneurysms 
6. Periarteritis  
7. Cerebral & subarachnoid hemorrhage 
8. Chronic disease of the lymphatic system 
9. Primary hypertension that requires medication to control 
10. Congenital anomalies of the circulatory system that meet criteria 

 ICD-10 I00-I99  
 
Title 22 - 
Section 
41518.2 
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CATEGORY 
GENERALLY 

COVERED SUB-

CATEGORIES 

EXAMPLES  

REFERENCE 
Covered N

ot Diseases of the 

Respiratory 
System 

Lower respiratory tract conditions 
are eligible if they are chronic, 
cause significant disability, and 
respiratory obstruction; or 
complicate the management of a 
CCS-eligible condition. 

1 .  Chronic pulmonary infections such as abscess or bronchiectasis  
2 .  Cystic fibrosis 
3 .  Chronic Lung Disease (CLD) of infancy, such as Bronchopulmonary Dysplasia 

(BPD) when either (1) or (2) below is met: 
a. Hx of care in NICU that includes all of the following: 

i. Mechanical ventiliation > 6 days 
ii. O2 concentration >60% for >4 days of ventilation; and 

iii. Need for supplemental O2>30 days; or 
iv. The presence in an infant of at least 1 of the following: 

1. Radiographic changes characteristic of CLD such as 
areas of hyperinflation, areas of radiolucency, and 
areas of radio densitity due to peribronchial 
thickening or patchy atelectasis: 

2. Imparied pulmonary function, as manifested by 
regulatory criteria 

3. Cardiovascular sequelae such as pulmonary or 
systemic hypertension or right or left ventricular 
hypertrophy. 

5. Asthma when it has produced chronic lung disease  
7. Chronic disorders of the lung that are the result of chemical injury. 

metabolic disorder, genetic defect, immunologic disorders other than 
asthma;  

Respiratory failure requiring ventilatory assistance 
8.    Hyaline membrane disease; or 
9.    Aspiration Pneumonia when associated with or related to a 

CCS-eligible condition 

10.  Congenital anomalies of the respiratory system per CCS criteria 
 

 
 

ICD-10 J00-J99  

 

Title 22 - 

Section 

41518.3 
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CATEGORY 
GENERALLY 

COVERED SUB-

CATEGORIES 

EXAMPLES  

REFERENCE 
Covered N

ot Diseases of the 

Digestive 
System 

1. Diseases of the liver, chronic 
inflammatory diseases of the 
gastrointestinal (GI) tract and 
most congenital abnormalities 
of the GI system are eligible; 
and gastroesophageal reflux as 
per regulation. 

2. Malocclusion is eligible when 
there is severe impairment of 
occlusal function and is 
subject to CCS screening and 
acceptance for care. 

1. Acute liver failure 
2. Chronic liver disease 
3. Pancreatitis, chronic 
4. Peptic ulcer 
5. Ulcerative colitis 
6. Regional enteritis 
7. Diverticulitis 
8. Cholecystitis chronic 
9. Chronic intestinal failure 
10. Gastroesophageal reflux when it is part of or complicates the management of a 

CCS condition 
11. Esophageal stricture 
12. Chronic aspiration pneumonia 
13. Congenital anomalies of the digestive system that meet CCS criteria. 

 

 ICD-10 K00-
K95  

 
Title 22 - 
Section 
41518.4 

Diseases of the 

Genitourinary 
System 

Chronic genitourinary conditions 
and renal failure are eligible.  Acute 
conditions are eligible when 
complications are present. 

1. Acute glomerulonephritis with acute renal failure, malignant 
hypertension or congestive heart failure 

2. Chronic glomerulonephritis 
3. Chronic nephrosis 
4. Chronic nephrotic syndrome 
5. Chronic renal insufficiency 
6. Obstructive urophathies 
7. Vesicoureteral reflux, grade II or greater 
8. Renal calculus 
9. Congenital anomalies of the GU system that meet CCS criteria 
 

 ICD-10 N00-
N99  

 

Title 22 - 

Section 

41518.5 

Diseases of the 

Skin and 
Subcutaneous 
Tissue 

These conditions are eligible if they 
are disfiguring, disabling, and 
require plastic or reconstructive 
surgery and/or prolonged and 
frequent multidisciplinary 
management. 

1. Persistent or progressive diseases of the skin or subcutaneous tissue, such as 
pemphigus and epidermolysis bullosa which : 

a. Are disabling or life-threatening; and 
b. Require multidisciplinary management 

2. Scars when surgery is required and at least one of the following criteria is met: 
a. There is limitation of or loss of mobility of a major joint, such as the 

ankle, knee, hip, wrist, elbow, or shoulder; or 
b. They are disabling or severely disfiguring. 

3. Congenital anomalies of the skin or subcutaneous tissue that meet CCS criteria. 

 ICD-10 L00-L99 
 
Title 22 - 
Section 
41518.6 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 
Covered Not Covered 

Diseases of the 

Musculoskelet
al System and 

Connective 
Tissue 

Chronic diseases of the musculoskeletal 
system and connective tissue are 
eligible. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Toeing-in, knock knee, or flat feet may be eligible if expensive 
bracing, multiple casting, and/or surgery is required. (See 
Accidents, Poisonings, Violence, and Immunization Reactions 
below) 

2. Acute and chronic suppurative infections of the joint 
3. Chronic, progressive or recurrent inflammatory disease of the 

connective tissue or joints, such as rheumatoid arthritis, 
inflammatory polyarthropathy, lupus erythematosus, 
dermatomyositis, and scleroderma; 

4. Chronic, progressive, or degenerative diseases of muscles and 
fascia, such as myasthenias, myotonias, dystrophies, and 
atrophies that lead to atrophy, weakness, contracture and 
deformity, and motor disability; 

5. Intervertebral disc herniation 
6. Scoliosis with a curvature of 20 degrees or greater; 
7. Other disease of the bones and joints, except fractures, resulting 

in limitation of normal function and requiring surgery, complex 
customized bracing, or more than 2 castings; or 

8. Congenital anomalies of the musculoskeletal system or 
connective tissue that meet CCS criteria 

1. Minor orthopedic conditions which 
only require special shoes, splints, 
and/or simple bracing are not eligible 
such as: 

a .  Toeing-in 
b .  Knock knee 
c .  Flat feet 
d .  Tibial torsion 
e .  Femoral anteversion 

2 .  Fractures not resulting in limitation of 
normal function and not requiring 
surgery, complex customized bracing, or 
more than 2 castings 

ICD-10 M00-
M99  

 

Title 22 - 

Section 

41518.7 

Congenital 
Anomalies 

Congenital anomalies of the various 
systems are eligible if the condition limits 
a body function, is disabling or 
disfiguring, amenable to cure, correction, 
or amelioration, as per regulations. 

 1.  Inguinal & umbilical hernia 
2.  Hydrocele 
3.  Unilateral undescended testicle 

ICD-10 Q00-
Q99 

 
Title 22 - 
Section 
41518.8 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 
Covered Not Covered 

Perinatal 

Morbidity and 

Mortality 

Neonates who have a CCS eligible 
condition and require care in a CCS-
approved neonatal intensive care unit 
(NICU) because of the eligible 
condition. 

Critically ill neonates who do not have an identified CCS-eligible 

condition but who require one or more of the following services in a 

CCS-approved NICU: 

 Invasive or non-invasive positive ventilatory assistance.  

 Supplemental oxygen concentration by hood of greater than or 

equal to 40 percent.  

 Maintenance of an umbilical artery (UA) or peripheral arterial 

catheter (PAC) for medically necessary indications, such as 

monitoring blood pressure or blood gases.  

 Maintenance of an umbilical venous catheter or other central 

venous catheter for medically necessary indications, such as 

pressure monitoring or cardiovascular drug infusion.  

 Maintenance of a peripheral line for intravenous pharmacological 

support of the cardiovascular system.  

 Central or peripheral hyperalimentation.  

 Chest tube.  

Neonates and infants who do not have an identified CCS-eligible 

condition but who require two or more of the following services in a 

CCS-approved NICU: 

 Supplemental inspired oxygen.  

 Maintenance of a peripheral intravenous line for administration of 

intravenous fluids, blood, blood products or medications other 

than those used in support of the cardiovascular system.  

 Pharmacological treatment for apnea and/or bradycardia episodes. 

 Tube feedings.  

 

 
 

ICD-10 P00-
P96 
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CATEGORY 
GENERALLY COVERED 

SUB-CATEGORIES 
EXAMPLES  

REFERENCE 
Covered Not Covered 

Accidents, 

Poisonings, 

Violence, and 
Immunization 
Reactions 

Injuries of the central or peripheral 
nervous and vital organs may be 
eligible if they can result in permanent 
disability or death. Fractures of the 
skull, spine, pelvis, or femur which 
when untreated would result in 
permanent loss of function or death. 
Burns, foreign bodies, ingestion of 
drugs or poisons, lead poisoning, and 
snake bites may be eligible, as per 
regulations. 

The following fractures may be eligible if when untreated would result 
in permanent loss of function or death: 

1. Skull fractures 
2 .  Spine fractures 
3 .  Pelvis fractures 
4 .  Femur fractures 

The following may be eligible per regulations: 
1. Burn: 

a .  2nd & 3rd degree burns of greater than 10% for 
children <10 yrs. of age 

b .  2nd & 3rd degree burns of greater than 20% for 
children >10 yrs. of age 

c. 3rd degree burns of >5% for any age group. 
d. Burns involving signs or symptoms of inhalation 

injury or causing respiratory distress 
e .  2nd & 3rd degree burns of the face, ear, the mouth 

and throat, genitalia, perineum, major joints, the 
hands and feet; or 

f .  Electrical injury or burns caused by lightning 
2. Foreign bodies when if not surgically removed, would result 

in death or a permanent limitation or compromise 
3. Ingestion of drugs or poisons that result in life threatening 

events and require IP hospital treatment; 
4. Lead poisoning ≥ 20 µg/dl 
5. Poisonous snake bites that require complex medical 

management and that may result in sever disfigurement, 
permanent disability or death; 

6. Other envenomation, such as spider bites, that require 
complex medical management and that may result in severe 
disfigurement, permanent disability or death; or 

7 .  Severe adverse reactions to an immunization requiring 
extensive medical care. 

 ICD-10 S00-T88 

 

Title 22 - 

Section 

41518.9 
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State of California—Health and Human Services Agency Department of Health Care Services 
California Children’s Services/Genetically Handicapped Persons Program 

NEW REFERRAL CCS/GHPP CLIENT SERVICE AUTHORIZATION REQUEST (SAR) 

Provider Information 
1. Date of request 2. Provider name 3. Provider number 

4. Address (number, street) City State ZIP code 

5. Contact person 6. Contact telephone number 

( )
7. Contact fax number 

( )

Client Information 
8. Client name—last first middle 

9. Alias (AKA) 10. Gender 

Male Female 
11. Date of birth (mm/dd/yy)

12. CCS/GHPP case number 13. Medical record number (hospital or office) 14. Home phone number 

( )
15. Cell phone number 

(   )
16. Work phone number

(    )
17. Email address

20. County of residence 21. Language spoken 22. Name of parent/legal guardian 

23. Mother’s first name 24. Primary care physician (if known) 25. Primary care physician telephone number 

( )

Insurance Information 
26.a.  Enrolled in Medi-Cal? 

Yes No 
26.b. If yes, client index number (CIN) 26.c.  Client’s Medi-Cal number 

27. Enrolled in commercial insurance plan 

Yes No 
If yes, type of commercial insurance plan 

PPO HMO Other 
Name of plan 

Diagnosis 
28. 

Diagnosis (DX)/ICD-10: DX/ICD-10: DX/ICD-10:  

Requested Services 
29.* 

CPT-4/ 
HCPCS Code/NDC 

30. 

Specific Description of Service/Procedure 

31. 
From 

(mm/dd/yy) 
To 

(mm/dd/yy) 

32. 
Frequency/ 

Duration 

33. 

Units 

34. 
Quantity 

(Pharmacy Only) 

* A specific procedure code/NDC is required in column 27 if services requested are other than ongoing physician authorizations, hospital days, or special care center authorizations. 

35. Other documentation attached 

Yes 
36. Enter facility name (where requested services will be performed, if other than office). 

Inpatient Hospital Services 
37. Begin date 38. End date 39. Number of days

Additional Services Requested from Other Health Care Provider 

40. Provider’s name Provider number Telephone number 

( ) 
Contact person 

Address (number, street) City State ZIP code 

Description of services Procedure code Units Quantity 

Additional information 

Privacy Statement (Civil Code Section 1798 et seq.) 

The information requested on this form is required by the Department of Health Care Services for purposes of identification and document processing. Furnishing the 
information requested on this form is mandatory. Failure to provide the mandatory information may result in your request being delayed or not be processed. 
41. Signature of physician/provider or authorized designee 42. Date 

18. Residence address (number, street) (DO NOT USE P.O. BOX) City State ZIP code 

19. Mailing address (if different) (number, street, P.O. box number) City State ZIP code 
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Instructions 
 

1. Date of the request: Date the request is being made. 

Provider Information 

2. Provider’s name: Enter the name of the provider who is requesting services. 

3. Provider number: Enter National Provider Identification (NPI) number (no group numbers). 

4. Address: Enter the requesting provider’s address. 

5. Contact person:  Enter the name of the person who can be contacted regarding the request; all authorizations should be addressed to the contact 

person. 

6. Contact telephone number: Enter the phone number of the contact person. 

7. Contact fax number: Enter the fax number for the provider’s office or contact person. 

Client Information 

8. Client name: Enter the client’s name—last, first, and middle. 

9. Alias (AKA): Enter the patient’s alias, if known. 

10. Gender: Check the appropriate box. 

11. Date of birth: Enter the client’s date of birth. 

12. CCS/GHPP case number: Enter the client’s California Children’s Services (CCS)/Genetically Handicapped Persons Program (GHPP) number. If not 

known, leave blank. 

13. Medical record number:  Enter the client’s hospital or office medical record number. 

14. Home phone number: Enter the home phone number where the client or client’s legal guardian can be reached. 

15. Cell phone number: Enter the cellular phone number where the client or client’s legal guardian can be reached. 

16. Work phone number: Enter the work phone number where the client or client’s legal guardian can be reached. 

17. Email address:  Enter the email address of the client or client’s legal guardian. 

18. Residence address:  Enter the address of the client. Do not use a P.O. Box number. 

19. Mailing address:  Enter the mailing address if it is different than number 18. 

20. County of residence: Enter residential county of the client. 

21. Language spoken:  Enter the client’s language spoken. 

22. Name of parent/legal guardian:  Enter the name of client’s parent/legal guardian. 

23. Mother’s first name: Enter the client’s mother’s first name. 

24. Primary care physician: Enter the client’s primary care physician’s name. If it is not known, enter NK (not known). 

25. Primary care physician telephone number:  Enter the client’s primary care physician phone number. 

Insurance Information 

26a.   Enrolled in Medi-Cal?  Mark the appropriate box.  If the answer is yes, enter the client’s index number in box 26.b. and the client’s Medi-Cal 

number in box 26.c. 

27.  Enrolled in a commercial insurance plan?  Mark the appropriate box, if the answer is yes, mark the type of insurance plan and enter the n a m e  of the 
commercial insurance plan on the line provided. 

Diagnosis 

28. Diagnosis and/or ICD-10: Enter the diagnosis or ICD-10 code, if known, relating to the requested services. 

Requested Services 

29. CPT-4/HCPCS code/NDC: Enter the CPT-4, HCPCS code or NDC code being requested. This is only required if services requested are other than 
ongoing physician authorizations or special care center authorizations. Also not required for inpatient hospital stay requests. 

30. Specific description of procedure/service:  Enter the specific description of the procedure/service being requested. 

31. From and to dates: Enter the date you would like the services to begin. Enter the date you would like the services to end. These dates are not 

necessarily the dates that will be authorized. 

32. Frequency/duration: Enter the frequency or duration of the procedures/service being requested. 

33. Units:   For NDC, enter total number of fills plus refills.   For all other codes, enter the total number/amount of services/supplies requested for 

SAR effective dates. 

34. Quantity:  Use only for products identified by NDC.  For drugs, enter the amount to be dispensed (number, ml or cc, gms, etc.).  For lancets or test 

strips, enter the number per month or per dispensing period. 

35. Other documentation attached: Check this box if attaching additional documentation. 

36. Enter facility name: Complete this field with the name of the facility where you would like to perform the surgery you are requesting. 

Inpatient Hospital Services 

37. Begin date: Enter the date the requested inpatient stay shall begin. 

38. End date: Enter the end date for the inpatient stay requested. 

39. Number of days: Enter the number of days for the requested inpatient stay. 

Additional Services Requested from Other Health Care Providers 

40.    Provider’s name:  Enter name of the provider you are referring services to. 

Provider number:  Enter the provider’s National Provider Identification (NPI) number. Telephone: Enter provider’s telephone number. 

Contact person:  Enter the name of the person who can be contacted regarding the request. Address: Enter 

address of the provider. 

Description of services: Enter description of referred services. 

Procedure code:  Enter the procedure code for requested service other than ongoing physician services. 

Units:   For NDC, enter total number of fills plus refills.   For all other codes, enter the total number/amount of services/supplies requested for 

SAR effective dates. 

Quantity:   Use only for products identified by NDC.  For drugs, enter the amount to be dispensed (number, ml or cc, gms, etc.).  For lancets or test 

strips, enter the number per month or per dispensing period. 
Additional information: Include any written instructions/details here. 

Signature 

41. Signature of physician or provider: Form must be signed by the physician, pharmacist, or authorized representative. 

42. Date: Enter the date the request is signed. 



Is 

State of California—Health and Human Services Agency Department of Health Care Services 
California Children’s Services/Genetically Handicapped Persons Program 

 
 

ESTABLISHED CCS/GHPP CLIENT SERVICE AUTHORIZATION REQUEST (SAR) 
Provider Information 

1.  Date of request 2.  Provider name 3. Provider number 

4.  Address (number, street) City State ZIP code 

 
5.  Contact person 6.   Contact telephone number 

( ) 
7.   Contact fax number 

( ) 

Client Information 
8.  Client name—last First Middle 

 
9.  Gender 

Male Female 
10.  Date of birth (mm/dd/yyyy) 11.  CCS/GHPP case number 

12.  Client index number (CIN) 13. Client’s Medi-Cal number 

Diagnosis 

14. 

Diagnosis (DX)/ICD-10:  DX/ICD-10:  DX/ICD-10:    
 

 

15. Service Authorization Request for (Check one) 

a. CCS/GHPP New SAR 

b. Authorization extension (If checked, enter authorization number: ) 
 

Requested Services 
16.* 

CPT-4/ 
HCPCS Code/NDC 

17. 
 

Specific Description of Service/Procedure 

18. 
From 

(mm/dd/yy) 

 

To 
(mm/dd/yy) 

19. 
Frequency/ 

Duration 

20. 
 

Units 

21. 
Quantity 

(Pharmacy Only) 

       

       

       

       

       

       

       

* A specific procedure code/NDC is required in column 16 if services requested are other than ongoing physician authorizations, hospital days, or special care center authorizations. 
 

22.  Other documentation attached 

Yes 
23.  Enter facility name (where requested services will be performed, if other than office.) 

Inpatient Hospital Services 
24.  Begin date 25.  End date 26.  Number of days 27.  Extension begin date 28.  Extension end date 29.  Number of extension days 

Additional Services Requested from Other Health Care Providers 
30.  Provider’s name Provider number Telephone number 

( ) 
Contact person 

Address (number, street) City State ZIP code 

 
Description of services Procedure code Units Quantity 

Additional information 

 
31.  Provider’s name Provider number Telephone number 

( ) 
Contact person 

Address (number, street) City State ZIP code 

 
Description of services Procedure code Units Quantity 

 Additional information 
 

Privacy Statement (Civil Code Section 1798 et seq.) 

The information requested on this form is required by the Department of Health Care Services for purposes of identification and document processing. Furnishing the information 
requested on this form is mandatory. Failure to provide the mandatory information may result in your request being delayed or not be processed. 
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32.  Signature of physician/provider or authorized designee 33.  Date 



INSTRUCTIONS 

1. Date of the request: Date the request is being made. 

Provider Information 

2. Provider’s name: Enter the name of the provider who is requesting services. 
3. Provider number: Enter billing number (no group numbers). 
4. Address: Enter the requesting provider’s address. 
5. Contact person:  Enter the name of the person who can be contacted regarding the request; all authorizations should be 

addressed to the contact person. 
6. Contact telephone number: Enter the phone number of the contact person. 
7. Contact fax number: Enter the fax number for the provider’s office or contact person. 

Client Information 

8. Client name: Enter the client’s name—last, first, and middle. 
9. Gender: Check the appropriate box. 

10. Date of birth: Enter the client’s date of birth. 
11. CCS/GHPP case number: Enter the client’s California Children’s Services (CCS)/Genetically Handicapped Persons Program 

(GHPP) number. If not known, leave blank. 
12. Client index number (CIN): Enter the client’s CIN number. If not known, leave blank. 
13. Client’s Medi-Cal number: Enter the client’s Medi-Cal number. If number is not known, leave blank. 

Diagnosis 

14. Diagnosis and/or ICD-10: Enter the diagnosis or ICD-10 code, if known, relating to the requested services. 

Requested Services 

15. a. CCS/GHPP New SAR: Check if requesting a new authorization for an established CCS/GHPP client. 
b. Authorization extension:   Check if requesting an extension of an authorized request.   Please enter the authorization 

number on the line. 
16. CPT-4/HCPCS code/NDC: Enter the requested CPT-4, HCPCS code, or NDC code. This is only required if services 

requested are other than ongoing physician authorizations or special care center authorizations. Also not required for 
inpatient hospital stay requests. 

17. Specific description of procedure/service: Enter the specific description of the procedure/service being requested. 
18. From and to dates:  Enter the date you would like the services to begin.  Enter the date you would like the services to end. 

These dates are not necessarily the dates that will be authorized. 
19. Frequency/duration: Enter the frequency or duration of the procedures/services being requested. 
20. Units: For NDC, enter the total number of fills plus refills. For all other codes, enter the total number/amount of 

services/supplies requested for SAR effective dates. 
21. Quantity:  Use only for products identified by NDC.  For drugs, enter the amount to be dispensed (number, ml or cc, gms, 

etc.). For lancets or test strips, enter the number per month or per dispensing period. 
22. Other documentation attached: Check this box if attaching additional documentation. 
23. Enter facility name:  Complete this field with the name of the facility where you would like to perform the surgery you are 

requesting. 

Inpatient Hospital Services 

24. Begin date: Enter the date the requested inpatient stay will begin. 
25. End date: Enter the date the requested inpatient stay will end. 
26. Number of days: Enter the number of days for the requested inpatient stay. 
27. Extension begin date: Enter the date the requested extension of authorized inpatient stay will begin. 
28. Extension end date: Enter the date the requested extended stay will end. 
29. Number of extension days: Enter number of days for the requested extension inpatient stay. 

Additional Services Requested from Other Health Care Providers 

30. and 31. Provider’s name: Enter name of the provider you are referring services to. 
Provider number: Enter the provider’s provider number. 
Telephone: Enter provider’s telephone number. 
Contact person: Enter the name of the person who can be contacted regarding the request. 
Address: Enter address of the provider. 
Description of services: Enter description of referred services. 
Procedure code: Enter the procedure code for requested service other than ongoing physician services. 
Units: For NDC, enter the total number of fills plus refills. For all other codes, enter the total number/amount of 
services/supplies requested for SAR effective dates. 
Quantity:  Use only for products identified by NDC.  For drugs, enter the amount to be dispensed (number, ml or cc, gms, 
etc.). For lancets or test strips, enter the number per month or per dispensing period. 
Additional information: Include any written instructions/details here. 

Signature 

32. Signature of physician or provider: Form must be signed by the physician, pharmacist, or authorized representative. 
33. Date: Enter the date the request is signed. 
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Estimated Time of Completion:

California Children’s Services 

(CCS) / Regional Center / EPSDT

Provider Training



EARLY AND PERIODIC SCREENING, 

DIAGNOSTIC, AND TREATMENT 

SERVICES

(EPSDT)



BACKGROUND

The EPSDT benefit provides comprehensive screening, 

diagnostic, treatment, and preventive health care services 

for children under age 21 who are enrolled in Medi-Cal, 

and is key to ensuring that children who are eligible for 

EPSDT services receive appropriate preventive, dental, 

mental health, developmental, and specialty services.  

This benefit is more robust than what is covered for adults 

and strives to ensure that eligible children receive early 

detection and preventive care in addition to medically 

necessary treatment services, so that health problems 

are averted or diagnosed and treated as early as 

possible.

EPSDT



MHC contracted network providers are required to ensure the provision of 

screening, preventive, and medically necessary diagnostic and treatment 

services for individuals under the age of 21. 

EPSDT services, at minimum, include the following:

• Screening services which include a comprehensive health and 

developmental history, a comprehensive unclothed physical exam, 

appropriate immunizations, laboratory tests, and health education.

• Vision services which include diagnosis and treatment for defects in 

vision, including eyeglasses.

• Dental services which include treatment for relief of pain and infections, 

restoration of teeth, and maintenance of dental health.*

• Hearing services which include diagnosis and treatment for defects in 

hearing, including hearing aids.

• Other necessary health care, diagnostic services, treatment, and 

measures to correct or ameliorate defects and physical and mental 

illnesses and conditions discovered by the screening services.

EPSDT  REQUIREMENTS



• Members under the age of 21 must receive EPSDT screenings designed to identify 

health and developmental issues as early as possible. Molina is responsible for 

providing medically necessary Behavioral Health Treatment (BHT) services for 

children that meet eligibility criteria for services per DHCS APL 18-006.

• Blood Lead Level screening will include the provision of oral or written anticipatory 

guidance to the parent(s) or guardian(s) of a child that at a minimum, includes 

information that children can be harmed by exposure to lead. This anticipatory 

guidance must be performed at each periodic health assessment, starting at 6 

months of age and continuing until 72 months of age. Providers are to use 

appropriate Common Procedure Terminology (CPT) coding of blood lead 

screenings.

• The EPSDT benefit includes case management and targeted case management 

services designed to assist children in gaining access to necessary medical, social, 

educational, and other services. Molina must ensure that comprehensive case 

management is provided to each beneficiary. Molina maintains procedures for 

monitoring the coordination of care provided to beneficiaries, including but not 

limited to all medically necessary services delivered both within and outside the 

Molina provider network. 

EPSDT  REQUIREMENTS



• When through screening, a Molina provider identifies that a 

member has a CCS-eligible condition, the provider must refer the 

member to the local county CCS office for determination of 

eligibility. If the local CCS program does not approve eligibility, the 

provider remains responsible for the provision of all medically 

necessary covered services for the individual. If CCS denies a 

particular medically necessary service, Molina may provide 

services through providers within the Molina network. If the local 

CCS program denies authorization for any service, Molina 

remains responsible for providing the medically necessary service 

as determined by the Molina provider. In addition, Molina will 

provide necessary transportation services, including medical and 

non-medical transportation services. 

EPSDT  REQUIREMENTS, Cont.



Molina will provide appointment scheduling assistance 

and necessary transportation, including non-emergency 

medical transportation (NEMT) and non-medical 

transportation (NMT), to and from medical appointments 

for medically necessary services. Molina is also 

responsible for providing NMT to obtain covered Medi-Cal 

medical, dental, mental health and substance use 

disorder services. Molina will make the best effort to refer 

and coordinate NEMT for non-covered services. In 

addition, Molina must refer for and coordinate NMT to and 

from appointments for all Medi-Cal services that are 

carved-out, including specialty mental health, substance 

use disorder, dental, and any other services provided 

through the Medi-Cal fee-for-service (FFS) delivery 

system. 

EPSDT  REQUIREMENTS, Cont.



Molina ensures that members under the age of 21 who 

are eligible for EPSDT services and their parents or 

guardians know what services are available and have 

access to the health care resources they need. Molina 

provides health education, including anticipatory 

guidance, to enrollees under age 21 and to their parents 

or guardians in order to effectively use those resources, 

including screenings and treatment.

EPSDT  REQUIREMENTS, Cont.



*Please note: Dental services are a carved-out benefit. However, a 

dental screening must be completed as part of the initial health 

assessment and as part of every periodic assessment for members 

under the age of 21.  A dental screening shall be performed with all 

health assessments by the PCP.  The screening shall include, but 

may not be limited to, a brief dental history, examination of the teeth, 

examination of the gum, and dental education.  The PCP may 

administer topical fluoride varnish to children up to 6 years of age, 

and up to three times a year in a 12 month period.

EPSDT  REQUIREMENTS, Cont.



For members under the age of 21, the PCP will:

• Follow The Patient Protection and Affordable Care Act (ACA) mandated 

use of the current American Academy of Pediatrics periodicity schedule 

and Bright Futures guidelines and anticipatory guidance when delivering 

the EPSDT benefit, including but not limited to, screening services, vision 

services, and hearing services. 

• Provide all age specific assessments and services.

• Provide screening, preventive, and medically necessary diagnostic and 

treatment services.

• The PCP may request Prior Authorization for EPSDT supplemental 

services through the Molina Prior Authorization process (CA-HCS-CAM 

325, Authorization Process). Any contracting Molina practitioner, including 

a physician, clinic, home health agency, medical equipment supplier, 

psychologist, speech therapist, or audiologist, may provide EPSDT 

supplemental services.  

EPSDT  REQUIREMENTS, Cont.



California Children’s Service



• Develop a general knowledge of California Children’s 

Services

• Recognize CCS eligible conditions

• Properly identify members with CCS eligible conditions

• Refer members to CCS

• Identify and access other available resources

Goals and Objectives



• California Children's Services (CCS) is a state program 

for children with certain diseases or health problems. 

Through this program, children up to 21 years old can 

get the health care and services they need. The 

program arranges and pays for medical care, 

equipment and rehabilitation when these services are 

authorized by the program. 

• The CCS program is administered as a partnership 

between county health departments and the California 

Department of Health Care Services (DHCS).

What is CCS?



• Examples of CCS-eligible conditions include, but are 

not limited to, chronic medical conditions such as cystic 

fibrosis, hemophilia, cerebral palsy, heart disease, 

cancer, traumatic injuries, and infectious diseases 

producing major sequelae. CCS also provides medical 

therapy services that are delivered at public schools.

• The CCS program provides diagnostic and treatment 

services, medical case management, physical and 

occupational therapy services to children under age 21 

with CCS-eligible medical conditions. 

What is CCS? (cont.)



• Health and Safety Code, Section 123800 et seq. is the enabling 

statute for the CCS program. The explicit legislative intent of the 

CCS program is to provide necessary medical services for 

children with CCS medically eligible conditions whose parents are 

unable to pay for these services, wholly or in part. The statute 

also requires the DHCS and the county CCS program to seek 

eligible children by cooperating with local public or private 

agencies and providers of medical care to bring potentially eligible 

children to sources of expert diagnosis and treatment.

• The CCS program is mandated by the Welfare and Institutions 

Code and the California Code of Regulations (Title 22, Section 

51013) to act as an “agent of Medi-Cal” for Medi-Cal beneficiaries 

with CCS medically eligible conditions. Medi-Cal is required to 

refer all CCS-eligible clients to CCS for case management 

services and authorization for treatment. The statute also requires 

all CCS applicants who may be eligible for the Medi-Cal program 

to apply for Medi-Cal.

Legislative Authority



A. Infectious Diseases (ICD-10 A00-B99) (Title 22 - Section 41515.2)

• Involve the central nervous system and produce disabilities requiring surgical and/or 

rehabilitation services; 

• Involve bone; 

• Involve eyes leads to blindness; 

• Congenitally acquired and for which postnatal treatment is required and appropriate. 

B. Neoplasms (ICD-10 C00-D49) (Title 22 - Section 41516)

• All malignant neoplasms, including those of the blood and lymph systems.

• Benign neoplasms when they constitute a significant disability, visible deformity, or significantly 

interfere with function.

C. Endocrine, Nutritional, and Metabolic Diseases, and Immune Disorders (ICD-10 E00-E89) 

(Title 22 - Section 41516.1)

• In general, these conditions are eligible. 

• Examples of eligible conditions include diseases of the pituitary, thyroid, parathyroid, adrenal, 

pancreas, ovaries and testes; growth hormone deficiency, diabetes mellitus, diseases due to 

congenital or acquired immunologic deficiency manifested by life-threatening complications, 

various inborn errors of metabolism; cystic fibrosis.

• Nutritional disorders such as failure to thrive and exogenous obesity are not eligible.

CCS ICD-10 Medical Eligibility



D. Diseases of Blood and Blood-Forming Organs (ICD-10 D50-D89) (Title 22 - Section 

41516.3)

In general, these conditions are eligible. 

E. Mental Disorders and Mental Retardation (ICD-10 F01-F99 ) (Title 22 - Section 41517)

In general, these conditions are not eligible except when the disorder is associated with or 

complicates an existing CCS-eligible condition.

F. Diseases of the Nervous System (ICD-10 G00-G99) (Title 22 - Section 41517.3)

Diseases of the nervous system are in general eligible when they produce physical disability that 

significantly impairs daily function.

* When the eligibility criteria listed in certain regulation have not been present for at least one year, 

eligibility shall cease.

CCS Medical Eligibility, cont.



G. Diseases of the Eye (ICD-10 H00-H59) (Title 22 - Section 41517.7)

Chronic infections or diseases of the eye are eligible when they produce visual 

impairment and/or require complex

management or surgery.

H. Diseases of the Ear and Mastoid (ICD-10 H60-H95) (Title 22 - Section 41518)

Diagnostic services are available to determine the presence of hearing loss when 

applicant:

• Fails 2 pure tone audiometric hearing screening tests performed at least 6 weeks 

apart 

• Fails to have normal auditory brain stem evoked response or

• Fails otoacoustic emission or behavioral responses to auditory stimuli by 2 tests, 6 

weeks apart or

• Fails to pass Newborn and Infant Hearing Screening or

• Exhibits symptoms that may indicate a hearing loss or

• Has documentation of 1 of the risk factors associated with a sensorineural hearing or 

conductive hearing loss.

CCS Medical Eligibility, cont.



I. Diseases of the Circulatory System (ICD-10 I00-I99) (Title 22 - Section 41518.2)

Conditions involving the heart, blood vessels and lymphatic system are generally eligible.

J. Diseases of the Respiratory System (ICD-10 J00-J99) (Title 22 - Section 41518.3)

Lower respiratory tract conditions are eligible if they are chronic, cause significant 

disability, and respiratory obstruction; or complicate the management of a CCS-eligible 

condition.

K. Diseases of the Digestive System (ICD-10 K00-K95 ) (Title 22 - Section 41518.4)

Diseases of the liver, chronic inflammatory diseases of the gastrointestinal (GI) tract and 

most congenital abnormalities of the GI system are eligible; and gastroesophageal reflux 

as per regulation.

Malocclusion is eligible when there is severe impairment of occlusal function and is 

subject to CCS screening and acceptance for care.

CCS Medical Eligibility, cont.



L. Diseases of the Genitourinary System (ICD-10 N00-N99) (Title 22 - Section 41518.5)

Chronic genitourinary conditions and renal failure are eligible.  Acute conditions are eligible when 

complications are present.

M. Diseases of the Skin and Subcutaneous Tissues (ICD-10 L00-L99) (Title 22 – Section 

41518.6)

These conditions are eligible if they are disfiguring, disabling, and require plastic or reconstructive 

surgery and/or prolonged and frequent multidisciplinary management.

N. Diseases of the Musculoskeletal System and Connective Tissue (ICD-10 M00-M99) (Title 

22 - Section 41518.7)

Chronic diseases of the musculoskeletal system and connective tissue are eligible.

CCS Medical Eligibility, cont.



O. Congenital Anomalies (ICD-10 Q00-Q99) (Title 22 - Section 41518.8)

Congenital anomalies of the various systems are eligible if the condition limits a body 

function, is disabling or disfiguring, amenable to cure, correction, or amelioration, as 

per regulations.

P. Accidents, Poisonings, Violence, and Immunization Reactions (ICD-10 S00-

T88) (Title 22 - Section 41518.9)

Injuries of the central or peripheral nervous and vital organs may be eligible if they can 

result in permanent disability or death. Fractures of the skull, spine, pelvis, or femur 

which when untreated would result in permanent loss of function or death. Burns, 

foreign bodies, ingestion of drugs or poisons, lead poisoning, and snake bites may be 

eligible, as per regulations.

CCS Medical Eligibility, cont.



Q. Perinatal Morbidity and Mortality (ICD-10 P00-P96)

Neonates who have a CCS-eligible condition and require care in a CCS-approved 

neonatal intensive care unit (NICU) because of the eligible condition.

Critically ill neonates who do not have an identified CCS-eligible condition but who 

require one or more of the following services in a CCS-approved NICU:

• Invasive or non-invasive positive ventilatory assistance. 

• Supplemental oxygen concentration by hood of greater than or equal to 40 

percent. 

• Maintenance of an umbilical artery (UA) or peripheral arterial catheter (PAC) for 

medically necessary indications, such as monitoring blood pressure or blood 

gases. 

• Maintenance of an umbilical venous catheter or other central venous catheter for 

medically necessary indications, such as pressure monitoring or cardiovascular 

drug infusion. 

• Maintenance of a peripheral line for intravenous pharmacological support of the 

cardiovascular system. 

• Central or peripheral hyperalimentation. 

• Chest tube. 

CCS Medical Eligibility, cont.



• Congenital heart disease

• Cancers, tumors, 

• Hemophilia, sickle cell anemia

• Thyroid problems, diabetes 

• Serious chronic kidney problems  

• Liver or intestine disease 

• Cerebral palsy, uncontrolled seizures

• Rheumatoid arthritis

• AIDS

• Severe head, brain or spinal cord injuries

• Severe burns broken bone

• Problems caused by premature birth

• Severely crooked teeth

Common Eligible Medical Conditions



• Closed reduction, percutaneous pining 

• Supracondylar fracture without nerve involvement

• Asthma

• Meningitis (no neurologic impairment)

• Pneumonia only

• Cholelithiasis and cholecystitis

• Pyloric Stenosis (NICU)

• NEC (Necrotizing Entero-colitis) 

• Syndrome or related forms of chronic intestinal failure

• Sepsis (NICU)

• Apnea of prematurity (NICU)

• Respiratory distress without BPD (NICU)

Common Ineligible Conditions



http://www.dhcs.ca.gov/services/ccs/Pages/CCSProvider

s.aspx

CCS Paneled Providers





Apply to Become a Paneled Provider



• Check for paneled hospitals:

o http://www.dhcs.ca.gov/services/ccs/scc/Pages/SC

CName.aspx

• Non-CCS paneled hospitals will be denied by CCS

o Emergency services may be covered for trauma 

only, in a non-CCS paneled hospital

• County hospitals are usually paneled for most services 

but not all 

• Hospitals that perform deliveries usually have a CCS 

paneled NICU

• Other community hospitals are not likely to be paneled

o Very few Sacramento county hospitals are paneled

Which Hospitals are CCS Paneled?



• Not all hospitals are CCS paneled

• Not all parts of the hospital are CCS paneled

• If the patient is admitted to a non-CCS paneled 

hospital, CCS will not pay unless the patient is 

transferred to a CCS paneled hospital, or

• The hospital immediately notified CCS and receives 

day to day approval to provide care until the patient 

can be transferred to a CCS paneled hospital

• At least one of the physicians caring for the patient in 

the CCS paneled hospital must be CCS paneled

FAQs



o http://www.dhcs.ca.gov/services/ccs/Pages/default.a

spx

Referrals



• To learn more about CCS, services, visit:

o http://www.dhcs.ca.gov/services/ccs/Pages/default.a

spx

Resources



DHCS/CCS Website









Regional Center  

Early Start / Developmentally Delayed 

Services (DDS)



• Develop a general knowledge of Regional Center 

Services for Early Start and DDS

• Recognize eligible conditions

• Properly identify members with eligible conditions

• Screen members for eligibility

• Refer members to Regional Center for evaluation

• Identify and access other available resources

Goals and Objectives



http://www.dds.ca.gov/RC/

The Regional Center program encompasses Early Start and 

Developmental Disability Services, and is designed to establish a 

coordinated and integrated system for identifying and providing 

services for eligible members.

Visit the Regional Center Website



Early Start program promotes and facilitates early identification and 

access to service delivery for eligible infants and their families. Early 

Start covers infants and toddlers from birth to age 36 months may be 

eligible for early intervention services through Early Start if, through 

documented evaluation and assessment, they meet one of the 

following criteria: 

1) have a developmental delay of at least 33% in one or more areas 

of either cognitive, communication, social or emotional, adaptive, 

or physical and motor development including vision and hearing; 

or 

2) have an established risk condition of known etiology, with a high 

probability of resulting in delayed development; or 

3) considered at high risk of having a substantial developmental 

disability due to a combination of biomedical risk factors of which 

are diagnosed by qualified personnel.

Early Start



Developmental Disabilities Services are managed 

through Regional Centers for members who are either: 

1) age 36 months to 18 years old, who have a 

developmental delay in either cognitive, 

communication, social, emotional, adaptive, physical, 

motor development, including vision and hearing, or a 

condition known to lead to developmental delay, or 

those in whom a significant developmental delay is 

suspected, or whose early health history places them 

at risk for delay and/or 

2) who are at risk of parenting a child with a 

developmental disability. 

Developmental Disabilities Services



• To be eligible for services, a person must have a disability that 

begins before the person's 18th birthday, be expected to continue 

indefinitely and present a substantial disability as defined in 

Section 4512 of the California Welfare and Institutions Code. 

Eligibility is established through diagnosis and assessment 

performed by regional centers.

• Infants and toddlers (age 0 to 36 months) who are at risk of having 

developmental disabilities or who have a developmental delay 

may also qualify for services. The criteria for determining the 

eligibility of infants and toddlers is specified in Section 95014 of 

the California Government Code. In addition, individuals at risk of 

having a child with a developmental disability may be eligible for 

genetic diagnosis, counseling and other prevention services. For 

information about these services, see Early Start.

Who is Eligible for Regional Center?



Infants and toddlers from birth to age 36 months may be eligible for 

early intervention services through Early Start if, through documented 

evaluation and assessment, they meet one of the criteria listed 

below: 

1. Have a developmental delay of at least 33% in one or more areas 

of either cognitive, communication, social or emotional, adaptive, 

or physical and motor development including vision and hearing; 

or 

2. Have an established risk condition of known etiology, with a high 

probability of resulting in delayed development; or 

3. Be considered at high risk of having a substantial developmental 

disability due to a combination of biomedical risk factors of which 

are diagnosed by qualified personnel California Government 

Code: Section 95014(a); California Code of Regulations: Title 17, 

Chapter 2, Section 52022 

Determining Eligibility



The PCP shall complete an intake and assessment for 

members age 0-36 months with, or suspected to have a 

developmental disability:

1. Children shall receive a complete medical evaluation to 

confirm the diagnosis and determine the genetic and/or non-

genetic etiology.  This may include, but not be limited to:

a. Prenatal/perinatal history

b. Developmental history

c. Family history

d. Metabolic and chromosomal studies

e. Specialty consultations as indicated 

PCP Screening



2.  Regional Center Prevention Program - Medical Factors, 

Guidelines 

a. Prematurity <32 weeks gestation or low birth weight <1,500 

grams 

b. Small for gestational age, below the 3rd percentile.

c. Severe respiratory distress requiring assisted ventilation for 

>48 hours during the first 28 days of life.

d. Asphyxia neonatorum associated with five minutes apgar of 

three or less.

e. Hyperbilirubinemia requiring exchange transfusion.

f. Severe and persistent metabolic abnormality

g. Neonatal seizures or nonfebrile seizures during the first three 

years of life.

h. Central nervous system lesion or abnormality.

i. Central nervous system infection 

PCP Screening, cont.



j. Serious biomedical insult which may affect 

developmental outcome.

k. Multiple congenital anomalies or genetic disorders 

which may affect developmental outcome.

l. Prenatal exposure to know teratogens.

m. Positive neonatal toxicology screen or 

symptomatic neonatal drug withdrawal.

n. Clinical significant failure to thrive.

PCP Screening, cont.



• Referrals are made directly to the intake screener of 

the Regional Center. 

• Submit the referral to the RC as soon as possible. 

• Include:

o Reason for referral

o Complete medical history and physical examination, 

including appropriate developmental screens.

o Results of developmental assessment/psychological 

evaluation and other diagnostic tests as indicated.

Making Referrals to Regional Center



Some of the services and supports provided by the regional centers include:

• Information and referral

• Assessment and diagnosis

• Counseling

• Lifelong individualized planning and service coordination

• Purchase of necessary services included in the individual program plan

• Resource development

• Outreach

• Assistance in finding and using community and other resources

• Advocacy for the protection of legal, civil and service rights

• Early intervention services for at risk infants and their families

• Genetic counseling

• Family support

• Planning, placement, and monitoring for 24-hour out-of-home care

• Training and educational opportunities for individuals and families

• Community education about developmental disabilities

Services Provided by Regional Center



LIVING ARRANGEMENTS FOR PERSONS WITH DEVELOPMENTAL DISABILITIES

• Affordable Housing

• Community Care Facilities (CCFs)

• Family Home Agency

• Foster Family Agency

• Intermediate Care Facilities (ICFs)

• Supported Living Services

SUPPORT SERVICES

• In-Home Supportive Services

• Respite (In-Home) Services

• Transportation Services

• Day Program Services

• Dental Services Utilizing Denti-Cal

• Education Services

• Foster Grandparent and Senior Companion Programs

• Independent Living Program

• Self-Determination Program

• Work Services Program (formerly Habilitation)

• Supported Employment Services

• Work Activity Program Services

Living Arrangements/Supportive Services



PCP Responsibilities for 

Molina members receiving 

Carve-Out Program services



• PCPs continue to be responsible for providing primary 

care and preventive care needs for non-related CCS 

conditions

• The PCP is responsible to provide all Medically 

Necessary Covered Services for the member’s CCS 

eligible condition until CCS eligibility is 

confirmed. Once eligibility for the CCS program is 

established for a Member, the PCP shall continue to 

provide all Medically Necessary Covered Services that 

are unrelated to the CCS eligible condition. If the local 

CCS program does not approve eligibility, the PCP 

remains responsible for the provision of all Medically 

Necessary Covered Services to the Member.

PCP Responsibilities



 EPSDT screening

 Basic Case Management Services

 IHA

 Medically necessary diagnostic,

 Preventive and,

 Specialty referrals for treatment services

http://www.hhs.gov/healthcare/facts-and-features/fact-

sheets/preventive-care-for-children/index.html

CCS/RC Member PCP Requirements



1. Molina notifies PCP of member potential or confirmed 

eligibility in carve out program

2. Molina requests PCP return to Molina attestation of 

providing:
 EPSDT screening

 Basic Case Management Services

 IHA

 Medically necessary diagnostic,

 Preventive and,

 Specialty referrals for treatment services

3. Molina conducts random auditing of member medical 

records as evidence of providing services

Monitoring Process



• Corrective Action Plan (CAP) as a result of the audit 

results less than 90% compliant. 

• Provider Services will conduct an in-service of 

requirements to provide medically necessary 

diagnostic, preventive and treatment services

• Review of CAP and re-auditing of PCP medical records

Compliance



Questions



 California Children’s Services/Regional Center Case Management Team Contacts 

      

 

 March 5, 2019 

 

 

 

• AVP of Utilization Management:   

o Debra Armas, RN  

• CCS/Regional Center UM Manager: 

o Julie Moore, RN Ext. 121726 

• CCS/Regional Center Supervisors: 

o Gabriela Huerta, Ext. 123250  

o Marlene Grosch, LVN Ext 117808 

• Regional Center Liaisons: 

o Laura Marquez, Imperial County, Ext. 121148 

o Dalia Swadener, San Diego County, Ext. 121166 

o Maria McGraw, Inland Empire, Ext. 121150 

o Brook Pilon, Los Angeles County, Ext. 121156 

o Erik Salazar, Sacramento County, Ext. 110840 

 



 

 

 

 

 

 

 

 

 

 

Tab 5. Initial Health Assessment 



STAYING HEALTHY ASSESSMENT  

 

 

 

Staying Healthy Assessment 

The Staying Healthy Assessment (SHA) is a Department of Health Care Services requirement consisting of 

questionnaires for all Medi-Cal beneficiaries as part of their Initial Health Assessment (IHA). This assessment 

is designed to initiate dialogue between the member and Primary Care Provider (PCP) facilitating focused 

health education counseling addressing health behavior change. All providers of managed Medi-Cal members 

are required to use and administer the SHA for both new and existing patients.  

 

SHA Periodicity Table 

QUESTIONNAIRE ADMINISTER ADMINISTER/RE-ADMINISTER REVIEW 

Age Groups 
Within 120 Days of 

Enrollment 

1
st
 Scheduled Exam (after 

entering new age group) 
Every 3-5 Years 

Annually 

(intervening years) 

0 – 6 Months     

7 – 12 Months     

1 – 2 Years     

3 – 4 Years     

5 – 8 Years     

9 – 11 Years     

12 – 17 Years     

Adults     

Seniors     

 

 Annual re-administration is highly recommended for adolescents (12 – 17 Years) and Seniors due to 

frequently changing behavioral risk factors for this age group. 

 PCP should select the assessment (Adult or Senior) best suited for the member’s health and medical 

status, e.g., biological age, existing chronic conditions, mobility limitations 

 

SHA Completion by Member 

Self-completion is the preferred method of administering the SHA because it increases the likelihood of 

obtaining accurate responses to sensitive or embarrassing questions. Assure the member that SHA responses 

will be kept confidential in patient’s medical record and that the member has the right to skip any question. The 

SHA’s purpose and how it will be used by the Primary Care Provider (PCP) should be explained to the member. 

 A parent/guardian must complete the SHA for children under twelve (12) years of age 

 If preferred by the member or PCP, the PCP or other clinic staff may verbally ask questions and record 

the responses on the questionnaire 

Should a member refuse to complete the SHA, the refusal must be documented, dated, and signed by the PCP. 

Members who previously refused/declined to complete the SHA should be encouraged to complete an age-

appropriate SHA questionnaire each subsequent year during scheduled exams. 

 

 



STAYING HEALTHY ASSESSMENT  

 

 

 

PCP Responsibilities to Provide Assistance and Follow-up 

 PCP must review and discuss newly completed SHA with patient. Other clinic staff may assist if under 

supervision of the PCP, and if the medical issues are referred to the PCP. 

 If responses indicate risk factor(s), the PCP should prioritize member’s health education needs and 

willingness to make lifestyle changes, provide tailored health education counseling, interventions, 

referral and follow-up. 

 Annually, PCP must review and discuss previously completed SHA with patient (intervening years) and 

provide appropriate counseling and follow-up on patient’s risk reduction plans, as needed. 

 

Required PCP Documentation 

 PCP must sign, print name and date the newly administered SHA to verify it was reviewed with member 

and assistance/follow-up was provided, as needed. 

 PCP must check appropriate boxes in “Clinical Use Only” section to indicate topics and type of 

assistance provided to member. 

 For subsequent annual reviews, PCP must sign, print name and date “SHA Annual Review” section to 

verify the annual review was conducted and discussed with the patient. 

 Signed SHA must be kept in patient’s medical record. Molina Healthcare Quality Improvement audits 

will check member’s medical record for completed assessment and appropriate provider notations.

 

Obtaining SHA Forms 

Should you need more SHA forms, please refer to the Department of Health Care Services (DHCS) website: 

http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx 

 

For assistance on navigating the DHCS website to obtain SHA forms, please follow the instructions below: 

1. Go to: www.dhcs.ca.gov  

2. Click on the “FORMS, LAWS & PUBLICATIONS” option on the top toolbar 

3. Click on the first option, “Forms” 

4. Under “All Forms,” click on “By Program” 

5. Click on “Staying Healthy Assessment (SHA)” toward the bottom of the listed options 

⁻ Age and language-specific SHA questionnaires may be found on this page 

http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx
http://www.dhcs.ca.gov/
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Staying Healthy 
Assessment 

0 – 6 Months 
   Child’s Name (first & last) 

 

 Date of Birth 

 
  Female 
  Male 

Today’  s Date 

 

  In Child/Day Care? 
     Yes    No 

  Person Completing Form 

 
  Parent      Relative 

  Other (Specify)   

 Friend      Guardian  Need Help with Form? 
     Yes    No 

Please answer all the questions on this form as best you can.    Circle “Skip” if you do not know 
an answer or do not wish to answer.    Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record.  

 Need Interpreter? 
     Yes    No 

 Clinic Use Only: 

1 Do you breastfeed your baby?   Yes   No  Skip 

N  u  t r  i t i  o  n   
 

2   Are you concerned about your baby’s weight?   No Yes   Skip 

P  h  y  s  i c  a  l  A  c  t i  v  i t  y   
 

 

3   Does your baby watch any TV?   No Yes   Skip 

4    Does your home have a working smoke detector?  Yes   No  Skip 

S  a  f  e t  y   
 

 

 

 

 

 

 

5  Have you turned your water temperature down to low-warm  
(less than 120 degrees)?   

Yes   No  Skip 

6   If your home has more than one floor, do you have safety 
guards on the windows and gates for the stairs?   

Yes   No  Skip 

7  Does your home have cleaning supplies, medicines, and 
 matches locked away?   

Yes   No  Skip 

8  Does your home have the phone number of the Poison 
 Control Center (800-222-1222) posted by your phone?   

Yes   No  Skip 

9   Do you always put your baby to sleep on her/his back?   Yes   No  Skip 

10  Do you always stay with your baby when she/he is in the 
bathtub?   

Yes   No  Skip 
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11 Do you always place your baby in a rear facing car seat in the 
back seat? 

Yes No Skip 

12 Is the car seat you use the right one for the age and size of 
your baby? 

Yes No Skip 

13 Does your baby spend time in a home where a gun is kept? No Yes Skip 

14 Do you give your baby a bottle with anything except formula, 
breast milk, or water? 

No Yes Skip 
D  e  n  t  a  l  H  e  a  l t  h  

15 Does your baby spend time with anyone who smokes? No Yes Skip 
T ob  a  c  c  o  E  xp  os  u  r  e  

16 Do you have any other questions or concerns about your 
baby’s health, development, or behavior? 

No Yes Skip 
O  t h  e  r  Q  u  e  s  t i o  n  s  

If yes, please describe: 

Clinic Use Only Counseled Referred 
Anticipatory

Guidance 
Follow-up 
Ordered 

Comments: 

Nutrition 

Physical Activity 

Safety 

Dental Health 

Tobacco Exposure Patient Declined the SHA 
PCP’s Signature: Print Name: Date: 
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Staying Healthy 
Assessment 

7 – 12 Months 
Child’s Name (first & last) Date of Birth Female 

Male 
Today’s Date In Child/Day Care? 

Yes No 

Person Completing Form Parent Relative Friend Guardian 

Other (Specify) 

Need Help with Form? 
Yes No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know an 
answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 
Yes No 

Clinic Use Only: 

1 Do you breastfeed your baby? Yes No Skip 

N  u  t r  i t i  o  n  

2 
Does your baby drink or eat 3 servings of calcium-rich foods 
daily, such as formula, breast milk, cheese, yogurt, soy milk, 
or tofu? 

Yes No Skip 

3 Are you concerned about your baby’s weight? No Yes Skip 

Ph  ys  i c  a  l  Ac  t i v i t  y  

4 Does your baby watch any TV? No Yes Skip 

5 Does your home have a working smoke detector? Yes No Skip 

S  a  f  e t  y  

6 Have you turned your water temperature down to low-warm 
(less than 120 degrees)? 

Yes No Skip 

7 If your home has more than one floor, do you have safety 
guards on the windows and gates for the stairs? 

Yes No Skip 

8 Does your home have cleaning supplies, medicines, and 
matches locked away? 

Yes No Skip 

9 Does your home have the phone number of the Poison 
Control Center (800-222-1222) posted by your phone? 

Yes No Skip 

10 Do you always put your baby to sleep on her/his back? Yes No Skip 
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11 Do you always stay with your baby when she/he is in the 
bathtub? 

Yes No Skip 

12 Do you always place your baby in a rear facing car seat in the 
back seat? 

Yes No Skip 

13 Is the car seat you use the right one for the age and size of 
your baby? 

Yes No Skip 

14 Does your baby spend time near a swimming pool, river, or 
lake? 

No Yes Skip 

15 Does your baby spend time in a home where a gun is kept?  No Yes Skip 

16 Do you give your baby a bottle with anything except formula, 
breast milk, or water? 

No Yes Skip 
D  e  n  t  a  l  H  e  a  l t  h  

17 Does your baby spend time with anyone who smokes?  No Yes Skip 
T  o b  a  c  c  o  E  x p  o s  u  r  e  

18 Do you have any other questions or concerns about your 
baby’s health, development or behavior?  

No Yes Skip 
Oth  er  Qu  es  t i on  s  

If yes, please describe: 

Clinic Use Only Counseled Referred 
Anticipatory

Guidance 
Follow-up 
Ordered 

Comments: 

Nutrition 

Physical Activity 

Safety 

Dental Health 

Tobacco Exposure Patient Declined the SHA 
PCP’s Signature: Print Name: Date: 
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Staying Healthy 
Assessment 

 
 1 –2 Years

 

Child’s Name (first & last) 

 

Date of Birth 

 

 Female 

 Male 

Today’s Date 

 

In Child/Day Care? 

  Yes     No 

Person Completing Form 

 

 Parent    Relative    Friend   Guardian 

 Other (Specify)  

Need Help with Form? 

  Yes     No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know 
an answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 

  Yes     No 

Clinic Use Only: 

1 Do you breastfeed your child? Yes No Skip 
N u t r i t i o n  

 

2  
Does your child drink or eat 3 servings of calcium-rich foods 

daily, such as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

 

3 
Does your child eat fruits and vegetables at least two times 

per day?  
Yes No Skip 

 

4 
Does your child eat high fat foods, such as fried foods, chips, 

ice cream, or pizza more than once per week? 
No Yes Skip 

 

5 
Does your child drink more than one small cup (4 – 6 oz.) of 

juice per day?   
No Yes Skip 

 

6 
Does your child drink soda, juice drinks, sports drinks, energy 

drinks, or other sweetened drinks more than once per week? 
No Yes Skip 

 

7 Does your child play actively most days of the week?  Yes No Skip 
P h y s i c a l  A c t i v i t y  

 

8 Are you concerned about your child’s weight?   No Yes Skip 
 

9 Does your child watch TV or play video games?  No Yes Skip 
 

10 Does your home have a working smoke detector?  Yes No Skip 
S a f e t y  

 

11 
Have you turned your water temperature down to low-warm   

(less than 120 degrees)? 
Yes No Skip 

 

12 
If your home has more than one floor, do you have safety 

guards on the windows and gates for the stairs? 
Yes No Skip 

 

13 
Does your home have cleaning supplies, medicines, and 

matches locked away? 
Yes No Skip 

 

14 
Does your home have the phone number of the Poison 

Control Center (800-222-1222) posted by your phone? 
Yes No Skip 
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15 
Do you always stay with your child when she/he is in the 

bathtub?  
 Yes No Skip 

 

16 
Do you always place your child in a rear facing car seat in the 

back seat?  
Yes No Skip 

 

17 
Is the car seat you use the right one for the age and size of 

your child?  
Yes No Skip 

 

18 
Do you always check for children before backing your car 

out?  
Yes No Skip 

 

19 
Does your child spend time near a swimming pool, river, or 

lake?  
No Yes Skip 

 

20 Does your child spend time in a home where a gun is kept?  No Yes Skip 
 

21 
Does your child always wear a helmet when riding a bike, 

skateboard, or scooter? 
Yes No Skip 

 

22 Do you help your child brush and floss her/his teeth daily?  Yes No Skip 
D e n t a l  H e a l t h  

 

23 Does your child spend time with anyone who smokes?  No Yes Skip 
Tob acco  E xp osu r e  

 

24 
Do you have any other questions or concerns about your 

child’s health, development or behavior?  
No Yes Skip 

O t h e r  Q u e s t i o n s  

 
If yes, please describe: 

   
 

Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 
 

 Nutrition   

 Physical Activity  

 Safety   

 Dental Health 

 Tobacco Exposure 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Patient Declined the SHA 

PCP’s Signature Print Name: Date: 

SHA ANNUAL REVIEW 
PCP’s Signature Print Name: Date: 
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Staying Healthy 
Assessment 

3 – 4 Years 

 

Child’s Name (first & last) 

 

Date of Birth 

 

 Female 

 Male 

Today’s Date 

 

In Child/Day Care? 

  Yes     No 

Person Completing Form 

 

 Parent    Relative    Friend   Guardian 

 Other (Specify)  

Need Help with Form? 

  Yes     No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know 
an answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 

  Yes     No 

Clinic Use Only: 

1  Does your child drink or eat 3 servings of calcium-rich foods 

daily, such as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

Nu t r i t i on  

 

2 Does your child eat fruits and vegetables at least two times 

per day?  
Yes No Skip 

 

3 Does your child eat high fat foods, such as fried foods, chips, 

ice cream, or pizza more than once per week?   
No Yes Skip 

 

4 Does your child drink more than one small cup (4 – 6 oz. cup) 

of juice per day?   
No Yes Skip 

 

5 Does your child drink soda, juice drinks, sports drinks, energy 

drinks, or other sweetened drinks more than once per week? 
No Yes Skip 

 

6 Does your child play actively most days of the week?  Yes No Skip 
Ph ys i ca l  Ac t i v i t y  

 

7 Are you concerned about your child’s weight?   No Yes Skip 
 

8 Does your child watch TV or play video games less than 2 

hours per day? 
Yes No Skip 

 

9 Does your home have a working smoke detector?  Yes No Skip 
Saf e t y  

 

10 Have you turned your water temperature down to low-warm 

(less than 120 degrees)? 
Yes No Skip 

 

11 If your home has more than one floor, do you have safety 

guards on the windows and gates for the stairs? 
Yes No Skip 

 

12 Does your home have cleaning supplies, medicines, and 

matches locked away? 
Yes No Skip 

 

13 Does your home have the phone number of the Poison 

Control Center (800-222-1222) posted by your phone? 
Yes No Skip 

 

14 Do you always stay with your child when she/he is in the 

bathtub?  
Yes No Skip 
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15 Do you always place your child in a forward facing car seat in 

the back seat? 
Yes No Skip  

16 Is the car seat you use the right one for the age and size of 

your child?  
Yes No Skip 

 

17 Do you always check for children before backing your car 

out?  
Yes No Skip 

 

18 Does your child spend time near a swimming pool, river, or 

lake?  
No Yes Skip 

 

19 Does your child spend time in a home where a gun is kept?  No Yes Skip 
 

20 Does your child always wear a helmet when riding a bike, 

skateboard, or scooter? 
Yes No Skip 

 

21 Has your child ever witnessed or been a victim of abuse or 

violence? 
No Yes Skip 

 

22 Do you help your child brush and floss her/his teeth daily?   Yes No Skip 
Den ta l  H ea l t h  

 

23 Does your child spend time with anyone who smokes?  No Yes Skip 
Tob acco  E xp osu r e  

 

24 
Do you have any other questions or concerns about your 

child’s development, health or behavior?   No Yes Skip 

Oth er  Qu es t i on s  

 
If yes, please describe:    

 

Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 
 

 Nutrition   

 Physical Activity  

 Safety   

 Dental Health 

 Tobacco Exposure 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Patient Declined the SHA 

PCP’s Signature Print Name: Date: 

SHA ANNUAL REVIEW 

PCP’s Signature Print Name: Date: 

PCP’s Signature Print Name: Date: 
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Staying Healthy 
Assessment 

5 – 8 Years 

Child’s Name (first & last) Date of Birth  Female 

 Male 

Today’s Date Grade in School? 

Person Completing Form  Parent    Relative  Friend   Guardian 

 Other (Specify)  

School Attendance 

Regular?   Yes  No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know 
an answer or do not wish to answer.  Be sure to talk to the doctor if you have questions 
about anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 

  Yes     No 

Clinic Use Only: 

1 
Does your child drink or eat 3 servings of calcium-rich foods 

daily, such as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

N u t r i t i o n  

2 
Does your child eat fruits and vegetables at least two times 

per day?  
Yes No Skip 

3 
Does your child eat high fat foods, such as fried foods, chips, 

ice cream, or pizza more than once per week?   
No Yes Skip 

4 
Does your child drink more than one small cup (4 - 6 oz.) of 

juice per day?   
No Yes Skip 

5 

Does your child drink soda, juice drinks, sports drinks, 

energy drinks, or other sweetened drinks more than once per 

week?     

No Yes Skip 

6 
Does your child exercise or play sports most days of the 

week?  
Yes No Skip 

Ph ys i ca l  Ac t i v i t y  

7 Are you concerned about your child’s weight?  No Yes Skip 

8 
Does your child watch TV or play video games less than 2 

hours per day? 
Yes No Skip 

9 Does your home have a working smoke detector? Yes No Skip 
S a f e t y  

10 
Have you turned your water temperature down to low-warm 

(less than 120 degrees)? 
Yes No Skip 

11 
Does your home have the phone number of the Poison 

Control Center (800-222-1222) posted by your phone? 
Yes No Skip 

12 
Do you always place your child in a booster seat in the back 

seat (or use a seat belt if your child is over 4’9”)? 
Yes No Skip 

13 
Does your child spend time near a swimming pool, river, or 

lake?  
No Yes Skip 

14 Does your child spend time in a home where a gun is kept?  No  Yes Skip 
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15 
Does your child spend time with anyone who carries a gun, 

knife, or other weapon? 
No Yes Skip 

16 
Does your child always wear a helmet when riding a bike, 

skateboard, or scooter? 
Yes No Skip 

17 
Has your child ever witnessed or been victim of abuse or 

violence? 
No Yes Skip 

18 Has your child been hit or hit someone in the past year? No Yes Skip 

19 
Has your child ever been bullied or felt unsafe at school or in 

your neighborhood (or been cyber-bullied)? 
No Yes Skip 

20  Does your child brush and floss her/his teeth daily?  Yes No Skip 

D e n t a l  H e a l t h  

21 Does your child often seem sad or depressed? No Yes Skip 

M e n t a l  H e a l t h  

22 Does your child spend time with anyone who smokes? No Yes Skip 

Tob acco  E xp osu r e  

23 
Do you have any other questions or concerns about your 

child’s health or behavior?   
No Yes Skip 

O t h e r  Q u e s t i o n s  

If yes, please describe:  

Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 

 Nutrition   

 Physical Activity  

 Safety   

 Dental Health 

 Tobacco Exposure   Patient Declined the SHA 

PCP’s Signature Print Name: Date: 

SHA ANNUAL REVIEW 
PCP’s Signature Print Name: Date: 

PCP’s Signature Print Name: Date: 

PCP’s Signature Print Name: Date: 
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Staying Healthy  
Assessment 

9 – 11 Years 

 

Child’s Name (first & last) 

 

Date of Birth 

 

 Female 

 Male 

Today’s Date 

 

Grade in School:   

 

Person Completing Form 

 

 Parent    Relative    Friend    Guardian  

 Other (Specify)  

School Attendance 

Regular?    Yes   No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know 
an answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 

  Yes     No 

Clinic Use Only: 

1 
Does your child drink or eat 3 servings of calcium-rich foods 

daily, such as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

N u t r i t i o n  

 

2 
Does your child eat fruits and vegetables at least two times 

per day?  
Yes No Skip 

 

3 
Does your child eat high fat foods, such as fried foods, chips, 

ice cream, or pizza more than once per week?   
No  Yes Skip 

 

4 
Does your child drink more than one cup (8 oz.) of juice per 

day?   
No  Yes Skip 

 

5 

Does your child drink soda, juice drinks, sports drinks, 

energy drinks, or other sweetened drinks more than once per 

week?      
No  Yes Skip 

 

6 
Does your child exercise or play sports most days of the 

week?  
Yes No Skip 

Ph ys i ca l  Ac t i v i t y  
 

7 Are you concerned about your child’s weight?   No  Yes Skip 
 

8 
Does your child watch TV or play video games less than 2 

hours per day? 
Yes No Skip 

 

9 Does your home have a working smoke detector?  Yes No Skip 
S a f e t y  

 

10 
Does your home have the phone number of the Poison 

Control Center (800-222-1222) posted by your phone? 
Yes No Skip 

 

11 
Do your child always use a seat belt in the back seat (or use 

a booster seat if under 4’9”)? 
Yes No Skip 

 

12 
Does your child spend time near a swimming pool, river, or 

lake?  
No  Yes Skip 

 

13 Does your child spend time in a home where a gun is kept?  No  Yes Skip 
 

14 
Does your child spend time with anyone who carries a gun, 

knife, or other weapon? 
No  Yes Skip 

 

15 
Does your child always wear a helmet when riding a bike, 

skateboard, or scooter? 
Yes No Skip 
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16 
Has your child ever witnessed or been a victim of abuse or 

violence?  
No  Yes Skip  

17 
Has your child been hit or has your child hit someone in the 

past year?   
No  Yes Skip  

18 
Has your child ever been bullied, felt unsafe at school or in 

your neighborhood (or been cyber-bullied)? 
No  Yes Skip 

 

19 Does your child brush and floss her/his teeth daily?   Yes No Skip 
D e n t a l  H e a l t h  

 

20 Does your child often seem sad or depressed?  No  Yes Skip 
M e n t a l  H e a l t h  

 

21 Does your child spend time with anyone who smokes?  No  Yes Skip 
Alcohol, Tobacco,  

Drug Use 

 

22 Has your child ever smoked cigarettes or chewed tobacco?  No  Yes Skip 
 

23 
Are you concerned your child may be using drugs or sniffing 

substances, such as glue, to get high? 
No  Yes Skip 

 

24 
Are you concerned that your child may be drinking alcohol, 

such as beer, wine, wine coolers, or liquor? 
No  Yes Skip 

 

25 
Does your child have friends or family members who have a 

problem with drugs or alcohol? 
No  Yes Skip 

 

26 
Has your child started dating or “going out” with boyfriends 

or girlfriends? 
No  Yes Skip 

S e x u a l  I s s u e s  

 

27 Do you think your child might be sexually active?   No  Yes Skip 
 

28 
Do you have any other questions or concerns about your 

child’s health or behavior?   
No  Yes Skip 

O t h e r  Q u e s t i o n s  

 If yes, please describe: 

 

 

 

    

Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 

 
 Nutrition   

 Physical activity   

 Safety   

 Dental Health 

 Mental Health   

 Alcohol, Tobacco, Drug Use 

 Sexual Issues 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Patient Declined the SHA  

PCP’s Signature: Print Name:  Date: 

SHA ANNUAL REVIEW 

PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date: 
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   Name (first & last) 

 

 Date of Birth 

 
  Female 
  Male 

Today’  s Date 

 

  Grade in School:  

 

 Person Completing Form     Parent  Relative   

   Other (Specify)  

 Friend     Guardian  School Attendance 
   Regular?    Yes   No 

   Please answer all the questions on this form as best you can.    Circle “Skip” if you do not know an answer or  
   do not wish to answer.    Be sure to talk to the doctor if you have questions about anything on this form.   

  Your answers will be protected as part of your medical record.  

Need Interpreter? 
  Yes       No 

 Clinic Use Only: 

 1  Do you drink or eat 3 servings of calcium-rich foods daily, such as 
   milk, cheese, yogurt, soy milk, or tofu? Yes  No   Skip 

N u t r i t i o n   
 
 

 

 

 2   Do you eat fruits and vegetables at least 2 times per day?  Yes  No   Skip 

3     Do you eat high fat foods, such as fried foods, chips, ice cream, or 
   pizza more than once per week?  No  Yes   Skip 

4       Do you drink more than 12 oz. (1 soda can) per day of juice drink, 
 sports drink, energy drink, or sweetened coffee drink? No  Yes   Skip 

5   Do you exercise or play sports most days of the week?  Yes  No   Skip P h y s i c a l  A c t i v i t y   
 
 

 

6    Are you concerned about your weight? No  Yes   Skip 

7     Do you watch TV or play video games less than 2 hours per day?  Yes  No   Skip 

8  Does your home have a working smoke detector?  Yes  No   Skip S a f e t y   
 
 

 

 

 

 

 

 

 

9   Does your home have the phone number of the Poison Control Center 
  (800-222-1222) posted by your phone? Yes  No   Skip 

 10  Do you always wear a seatbelt when riding in a car?  Yes  No   Skip 

 11  Do you spend time in a home where a gun is kept?  No  Yes   Skip 

 12  Do you spend time with anyone who carries a gun, knife, or other 
 weapon?  No  Yes   Skip 

 13   Do you always wear a helmet when riding a bike, skateboard, or 
scooter?  Yes  No   Skip 

 14 Have you ever witnessed abuse or violence?  No  Yes   Skip 

 15   Have you been hit, slapped, kicked, or physically hurt by someone  
   (or have you hurt someone) in the past year? No  Yes   Skip 

 16   Have you ever been bullied or felt unsafe at school or in your 
 neighborhood (or been cyber-bullied)?  No  Yes   Skip 

 17  Do you brush and floss your teeth daily? Yes  No   Skip D e n t a l  H e a l t h   
 

 18  Do you often feel sad, down, or hopeless?   No Yes   Skip M e n t a l  H e a l t h   
 

 19   Do you spend time with anyone who smokes? No  Yes   Skip Alc oh o l ,  Tob acco ,
 Dru g  Us e  
  

 

 

 
  

 20 Do you smoke cigarettes or chew tobacco?  No  Yes   Skip 

 21     Do you use or sniff any substance to get high, such as marijuana, 
   cocaine, crack, Methamphetamine (meth), ecstasy, etc.? No  Yes   Skip 
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22 Do you use medicines not prescribed for you? No Yes Skip 

23 Do you drink alcohol once a week or more? No Yes Skip 

24 If you drink alcohol, do you drink enough to get drunk or pass out? No Yes Skip 

25 Do you have friends or family members who have a problem with 
drugs or alcohol? No Yes Skip 

26 Do you drive a car after drinking, or ride in a car driven by someone 
who has been drinking or using drugs? No Yes Skip 

Your answers about sex and family planning cannot be shared with anyone, including your parents, without your permission. 

27 Have you ever been forced or pressured to have sex? No Yes Skip S  e x  u  a  l  I  s  s  u  e s  

28 Have you ever had sex (oral, vaginal, or anal)? If no, skip to question 35. No Yes Skip 

29 Do you think you or your partner could have a sexually transmitted 
infection (STI), such as Chlamydia, Gonorrhea, genital warts, etc.? No Yes Skip 

30 Have you or your partner(s) had sex with other people in the past year? No Yes Skip 

31 Have you or your partner(s) had sex without using birth control in the 
past year? No Yes Skip 

32 The last time you had sex, did you use birth control? Yes No Skip 

33 Have you or your partner(s) had sex without a condom in the past year? No Yes Skip 

34 Did you or your partner use a condom the last time you had sex? Yes No Skip 

35 
Do you have any questions about your sexual orientation (who you are 
attracted to) or gender identity (how you feel as a boy, girl, or other 
gender)? 

No Yes Skip 

36 Do you have any other questions or concerns about your health? No Yes Skip Other Questions 

If yes, please describe: 

Clinic Use Only Counseled Referred Anticipatory
Guidance 

Follow-up 
Ordered 

Comments: 

Nutrition 
Physical activity 
Safety 
Dental Health 
Mental Health 
Alcohol, Tobacco, Drug Use 
Sexual Issues Patient Declined the SHA 

PCP’s Signature: 

PCP’s Signature: 

Print Name: 

SHA ANNUAL REVIEW 
Print Name: 

Date: 

Date: 

PCP’s Signature: Print Name: Date: 

PCP’s Signature: Print Name: Date: 

PCP’s Signature: Print Name: Date: 
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Staying Healthy 
Assessment 

Adult 

 

Patient’s Name (first & last) 

 

Date of Birth 

 

 Female 

 Male 

Today’s Date 

 

Person Completing Form (if patient needs help)  Family Member   Friend   

 Other (Specify)   
Need help with form? 

 Yes   No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know an 
answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 
anything on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter?  
  Yes     No 

Clinic Use Only: 

1  
Do you drink or eat 3 servings of calcium-rich foods daily, 

such as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

Nu t r i t i on  

 

2 Do you eat fruits and vegetables every day?   Yes No Skip 
 

3 
Do you limit the amount of fried food or fast food that you 

eat?  
Yes No Skip 

 

4 Are you easily able to get enough healthy food? Yes No Skip 
 

5 
Do you drink a soda, juice drink, sports or energy drink most 

days of the week? 
No  Yes Skip 

 

6 Do you often eat too much or too little food?   No  Yes Skip 
 

7 Are you concerned about your weight? No  Yes Skip 
 

8 
Do you exercise or spend time doing activities, such as 

walking, gardening, swimming for ½ hour a day? 
Yes No Skip 

Ph ys i ca l  Ac t i v i t y  

 

9 Do you feel safe where you live? Yes No Skip 
Saf e t y  

 

10 Have you had any car accidents lately?   No  Yes Skip 
 

11 
Have you been hit, slapped, kicked, or physically hurt by 

someone in the last year? 
No  Yes Skip 

 

12 
Do you always wear a seat belt when driving or riding in a 

car? 
Yes No Skip 

 

13 Do you keep a gun in your house or place where you live?   No  Yes Skip 
 

14 Do you brush and floss your teeth daily? Yes No Skip 
Den ta l  H ea l t h  

 

15 Do you often feel sad, hopeless, angry, or worried? No  Yes Skip 
Men ta l  H ea l t h  

 

16 Do you often have trouble sleeping? No  Yes Skip 
 

17 Do you smoke or chew tobacco?   No  Yes Skip 
Alc oh o l ,  Tob acco ,  

 Dru g  Us e  

  

18 
Do friends or family members smoke in your house or place 

where you live?   
No  Yes Skip 

 



State of California — Health and Human Services Agency    Department of Health Care Services 

DHCS 7098 H (Rev 12/13)  SHA (Adult)   Page 2 of 2   

 

 

19 

In the past year, have you had: 

 (men) 5 or more alcohol drinks in one day? 

 (women) 4 or more alcohol drinks in one day?   

No  Yes Skip 

 

20 
Do you use any drugs or medicines to help you sleep, relax, 

calm down, feel better, or lose weight?   
No  Yes Skip 

 

21 Do you think you or your partner could be pregnant?   No  Yes Skip 
Sexu a l  Is su es  

 

22 

Do you think you or your partner could have a sexually 

transmitted infection (STI), such as Chlamydia, Gonorrhea, 

genital warts, etc.?   
No  Yes Skip 

 

23 
Have you or your partner(s) had sex without using birth 

control in the past year? 
No  Yes Skip 

 

24 
Have you or your partner(s) had sex with other people in the 

past year?   
No  Yes Skip 

 

25 
Have you or your partner(s) had sex without a condom in the 

past year?   
No  Yes Skip 

 

26 Have you ever been forced or pressured to have sex?   No  Yes Skip 
 

27 Do you have other questions or concerns about your health? No  Yes Skip 
Oth er  Qu es t i on s  

 

If yes, please describe: 

 
   

 

Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 
 

 Nutrition   

 Physical activity   

 Safety   

 Dental Health 

 Mental Health   

 Alcohol, Tobacco, Drug Use 

 Sexual Issues 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   Patient Declined the SHA 

PCP’s Signature: Print Name:  Date: 

SHA ANNUAL REVIEW 
PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date:  

PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date: 
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Staying Healthy  
Assessment 

Senior 

 

Patient’s Name (first & last) 

 

Date of Birth 

 

 Female 

 Male 

Today’s Date 

 

Person Completing Form (if patient needs help) 

 

 Family Member   Friend   

 Other (Specify)  

Need help with form? 

     Yes     No 

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know an 
answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about anything 
on this form.  Your answers will be protected as part of your medical record. 

Need Interpreter? 

  Yes     No 

Clinic Use Only: 

1 
Do you drink or eat 3 servings of calcium-rich foods daily, such 

as milk, cheese, yogurt, soy milk, or tofu? 
Yes No Skip 

Nu t r i t i on  

 

2 Do you eat fruits and vegetables every day?   Yes No Skip 
 

3 Do you limit the amount of fried food or fast food that you eat?  Yes No Skip 
 

4 Are you easily able to get enough healthy food? Yes No Skip 
 

5 
Do you drink a soda, juice drink, sports or energy drink most 

days of the week? 
No  Yes Skip 

 

6 Do you often eat too much or too little food?   No  Yes Skip 
 

7 Do you have difficulty chewing or swallowing?   No  Yes Skip 
 

8 Are you concerned about your weight? No  Yes Skip 
 

9 
Do you exercise or spend time doing activities, such as walking, 

gardening, or swimming for at least ½ hour a day? 
Yes No Skip 

Ph ys i ca l  Ac t i v i t y  

 

10 Do you feel safe where you live? Yes No Skip 
Saf e t y  

 

11 Do you often have trouble keeping track of your medicines? No  Yes Skip 
 

12 Are family members or friends worried about your driving? No  Yes Skip 
 

13 Have you had any car accidents lately?   No  Yes Skip 
 

14 Do you sometimes fall and hurt yourself, or is it hard to get up? No  Yes Skip 
 

15 
Have you been hit, slapped, kicked, or physically hurt by 

someone in the past year? 
No  Yes Skip 

 

16 Do you keep a gun in your house or place where you live?   No  Yes Skip 
 

17 Do you brush and floss your teeth daily? Yes No Skip 
Den ta l  H ea l t h  

 

18 Do you often feel sad, hopeless, angry, or worried? No  Yes Skip 
Men ta l  H ea l t h  

 

19 Do you often have trouble sleeping? No  Yes Skip 
 

20 
Do you or others think that you are having trouble remembering 

things? 
No  Yes Skip 
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Clinic Use Only Counseled Referred Anticipatory 
Guidance 

Follow-up 
Ordered 

Comments: 
 

 Nutrition   

 Physical activity   

 Safety   

 Dental Health 

 Mental Health   

 Alcohol, Tobacco, Drug Use 

 Sexual Issues 

 Independent Living 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Patient Declined the SHA 

PCP’s Signature: Print Name:  Date: 

SHA ANNUAL REVIEW 
PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date: 

PCP’s Signature: Print Name:  Date: 

 

21 Do you smoke or chew tobacco? No  Yes Skip 
Alc oh o l ,  Tob acco ,   

Dru g  Us e  

 

22 
Do friends or family members smoke in your house or where 

you live?   
No  Yes Skip 

 

23 
In the past year, have you had 4 or more alcohol drinks in one 

day? 
No  Yes Skip 

 

24 
Do you use any drugs or medicines to help you sleep, relax, 

calm down, feel better, or lose weight? 
No  Yes Skip 

 

25 

Do you think you or your partner could have a sexually 

transmitted infection (STI), such as Chlamydia, Gonorrhea, 

genital warts, etc.? 

No  Yes Skip 

Sexu a l  Is su es  

 

26 
Have you or your partner(s) had sex with other people in the 

past year? 
No  Yes Skip 

 

27 
Have you or your partner(s) had sex without a condom in the 

past year? 
No  Yes Skip 

 

28 Have you ever been forced or pressured to have sex? No  Yes Skip 
 

29 
Do you have someone to help you make decisions about your 

health and medical care? 
Yes No  Skip 

Independent Living  

30 
Do you need help bathing, eating, walking, dressing, or using 

the bathroom? 
No  Yes Skip 

 

31 
Do you have someone to call when you need help in an 

emergency?   
Yes No  Skip 

 

32 Do you have other questions or concerns about your health? No  Yes Skip 
O t h e r  Q u e s t i o n s  

 
If yes, please describe: 

   
 



 

EPSDT SERVICES 
 

 

REQUIREMENTS FOR COVERAGE OF EARLY AND PERIODIC 

SCREENING, DIAGNOSTIC, AND TREATMENT SERVICES FOR MEDI-

CAL BENEFICIARIES UNDER THE AGE OF TWENTY ONE  

(APL 14-017) 

 

This is an advisory notification to the Molina Healthcare of California (MHC) contracted 

provider network regarding the responsibility of providers to provide Early and Periodic 

Screening, Diagnostic, and Treatment (EPSDT) services to eligible children under the age of 

21.  This policy applies to all children and seeks to reinforce existing state and federal laws 

and regulations regarding the provision of Medi-Cal services.  This notification is based on 

APL 14-017, which can be found in full on the DHCS website at 

http://www.dhcs.ca.gov/formsandpubs/Pages/AllPlanLetters.aspx 

 

BACKGROUND 

The EPSDT benefit provides comprehensive screening, diagnostic, treatment, and 

preventive health care services for children under age 21 who are enrolled in Medi-Cal, and 

is key to ensuring that children who are eligible for EPSDT services receive appropriate 

preventive, dental, mental health, developmental, and specialty services.  This benefit is 

more robust than what is covered for adults and strives to ensure that eligible children 

receive early detection and preventive care in addition to medically necessary treatment 

services, so that health problems are averted or diagnosed and treated as early as possible. 

 

REQUIREMENTS 

MHC contracted network providers are required to ensure the provision of screening, 

preventive, and medically necessary diagnostic and treatment services for individuals under 

the age of 21.  

 

EPSDT services, at minimum, include the following: 

1. Screening services which include a comprehensive health and developmental history, 

a comprehensive unclothed physical exam, appropriate immunizations, laboratory 

tests, and health education. 

2. Vision services which include diagnosis and treatment for defects in vision, including 

eyeglasses. 

3. Dental services which include treatment for relief of pain and infections, restoration 

of teeth, and maintenance of dental health.* 

4. Hearing services which include diagnosis and treatment for defects in hearing, 

including hearing aids. 

5. Other necessary health care, diagnostic services, treatment, and measures to correct 

or ameliorate defects and physical and mental illnesses and conditions discovered by 

the screening services. 

 

 

 

http://www.dhcs.ca.gov/formsandpubs/Pages/AllPlanLetters.aspx


 

EPSDT SERVICES 
 

In addition, effective 9/15/14, medically necessary Behavioral Health Therapy (BHT) 

services must be provided for children with Autism Spectrum Disorder (ASD) that meet 

eligibility criteria for services. 

 

*Please note: Dental services are a carved-out benefit. However, a dental screening must 

be completed as part of the initial health assessment and as part of every periodic 

assessment for members under the age of 21.  A dental screening shall be performed with  

all health assessments by the PCP.  The screening shall include, but may not be limited to, a 

brief dental history, examination of the teeth, examination of the gum, and dental 

education.  The PCP may administer topical fluoride varnish to children up to 6 years of age, 

and up to three times a year in a 12 month period. 

 

MHC is available to provide appointment scheduling assistance and necessary 

transportation, including non-emergency medical transportation and non-medical 

transportation, to and from medical appointments for EPSDT related services. Please direct 

your patients to call Member Services toll-free at (888) 665-4621 (TTY: 711) for assistance.  

 

QUESTIONS 

If you have any questions or require further clarification regarding this notification, please 

contact your Molina Provider Services Representative. 
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2020 Pay-For-Performance
Medi-Cal HEDIS® Program Updates

• Effective 1/1/2020, Federally Qualified Health Centers and Rural Health Centers are 

no longer eligible for this program.

• Effective 1/1/2020, PCP must have at least 200 Medi-Cal Members assigned at the 

close of the measurement period in order to qualify for: Well Child Visits, Cervical 

Cancer Screening and A1C Control performance bonus.

• There is no panel requirement to qualify for: Prenatal, Postpartum, Childhood 

Immunization or Immunization for Adolescents performance bonus.

• Effective 1/1/2020, qualifying Cervical Cancer Screening, Diabetic HbA1c Control, 

and Well Child Visit incentives will follow quarterly payment cycle for services 

rendered in Quarter 1 and Quarter 2. Services rendered in Quarter 3 and Quarter 4, 

will be paid out in June 2021 if final HEDIS rate achieves the Minimum (50th

percentile) Performance Level. If final HEDIS rate does not achieve the Minimum 

Performance Level, no bonus will be issued. 

• Removed: Breast Cancer Screening, Asthma Medication Ratio, Adolescent Well-

Care Visit HEDIS measures from this bonus program. 

• Added: Immunizations for Adolescents and expanded Cervical Cancer Screenings to 

all counties for this bonus program.
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2020 Pay-For-Performance 
Medi-Cal HEDIS® Metrics and Bonus Amounts

Measure Performance Bonus
Panel 

Requirement
Bonus Frequency 

Cervical Cancer 

Screening

$25 per test/up to one 

payment per member per three 

years

Minimum 200 

Medi-Cal 

Members 

Qualifying 2020 Quarter 1 and Quarter 2 dates of service 

will be paid out following quarterly payment cycle. Quarter 

3 and Quarter 4 dates of service bonus will be made based 

off of final rate and NCQA benchmark achieved. If final 

Measurement Year 2020 rate achieves the 50th Percentile, 

Quarter 3 and Quarter 4 bonus will be issued. For final rate 

not achieving the 50th Percentile, no payment will be 

issued.

Comprehensive Diabetes 

Care: HbA1c Control

$75 per HbA1c control test 

result less than 8.0 /one-time 

payment in Q4 Reporting 

Period per member per year

Minimum  200 

Medi-Cal 

Members 

2020 annual bonus will be made based off of final rate and 

NCQA benchmark achieved. If final Measurement Year 

2020 rate achieves the 50th Percentile, annual bonus will 

be issued. For final rate not achieving the 50th Percentile, 

no payment will be issued.

Timeliness of Prenatal 

Care-First Trimester Visit
$200 per visit /up to one 

payment per member per year

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Timeliness of Post-

Partum Care (7-84 days 

post- delivery)

$150 per visit /up to one 

payment per member per year

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Directed to rendering, credentialed PCPs and OBGYN Specialists. Payments will be made directly to PCPs and Specialists. 

FQHCs and Rural Health Centers are not eligible for this incentive program. Selected services require a minimum of 

200 assigned Medi-Cal members in order to qualify. Please refer to table below. 
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2020 Pay-For-Performance 
Medi-Cal HEDIS® Metrics and Bonus Amounts

Measure Performance Bonus
Panel 

Requirement
Bonus Frequency 

Childhood Immunization 

Status – Combination 10

$100 for the completion of 

combination 10 immunizations 

before two years of age.                                          

Includes: 4 DTap, 3 IPV,  1 

MMR, 3 HiB, 3 HepB, 1 VZV, 4 

PCV, 1 HepA, 1 or 2 RV, 2 FLU

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Immunizations for 

Adolescents - Combo 2                                                                                                

$25 for the completion of 

combination 2 immunizations 

on or before 13 years of age.                                                      

Includes: 1 meningococcal 

conjugate vaccine, 1 Tdap or 

one Td vaccine, Two or Three 

separate doses of the HPV 

vaccine with a date of service 

at least 146 days apart

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Well Child Visits 34

$25 per visit /up to one 

payment per member per year 

for children ages 3-6 years old. 

Minimum  200 

Medi-Cal 

Members 

Qualifying 2020 Quarter 1 and Quarter 2 dates of service 

will be paid out following quarterly payment cycle. Quarter 

3 and Quarter 4 dates of service bonus will be made based 

off of final rate and NCQA benchmark achieved. If final 

Measurement Year 2020 rate achieves the 50th Percentile, 

Quarter 3 and Quarter 4 bonus will be issued. For final rate 

not achieving the 50th Percentile, no payment will be 

issued.

Directed to rendering, credentialed PCPs and OBGYN Specialists. Payments will be made directly to PCPs and Specialists. 

FQHCs and Rural Health Centers are not eligible for this incentive program. Selected services require a minimum of 

200 assigned Medi-Cal members in order to qualify. Please refer to table below. 



Marketplace Quality Partner Bonus Program

5

2020 Measures Included in Marketplace Quality Partner Bonus Program

Measure Bonus
Comprehensive Diabetes Care (CDC) –

HbA1c < 8.0%

$25 per HbA1c control test result less than 8.0 /one-time 

payment in Q4 per member per year

Timeliness of Prenatal Care-First 

Trimester Visit

$300 per visit /up to one payment per member per year



Medi-Cal Initial Health Assessment with Staying Healthy 

Assessment Bonus

6

MHC requires that New/Extended/Routine History of Physicals must be submitted with an Initial Health 

Assessment (IHA) AND Staying Health Assessment (SHA). Visit must be completed within 120 days of 

member’s enrollment date in order to qualify for incentive. MHC will incentivize complaint services for 

members age 0-18 years. Timely, accurate and complete submissions will qualify for $50 incentive.

For billing of services associated with the completion of the Comprehensive IHA and SHA, please note the 

following CPT codes:

Initial Health Assessment (IHA)

Medi-Cal Member Population CPT Billing Codes
Preventative Visit, New Patient 99381 - 99387

Staying Healthy Assessment (SHA)

Medi-Cal Member Population CPT Billing Codes

All Medi-Cal Members 96156 (Code Change for 2020)
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2020 Pay-For-Performance
Medi-Cal HEDIS® Payment Cycle

Reporting Period Months Under Evaluation Payment Type Payment Dates

1st Reporting Period January 1 – March 31 Per Service September 

2nd Reporting Period April 1 – June 30 Per Service December 

3rd Reporting Period July 1 – September 30 Per Service March 

4th Reporting Period October 1 – December 31 Per Service June 



Cervical Cancer Screening (CCS)

Measure Description: Women 21 – 64 years of age who received one or more Pap tests to screen for 

cervical cancer during the measurement year or the 3 years prior. Women age 30 to 64 years of age who 

had received at least one Pap test with HPV co-testing performed on the same day, every 5 years.

– Exclusions: Women who had a total hysterectomy with no residual cervix. Exclusions must be 

documented and properly coded.

8

Service Codes

Cervical Cytology CPT: 88141-88143, 88147, 88148, 88150, 88152-88154, 88164-88167, 88174, 88175

HCPCS: G0123, G1024, G0141, G0143-G0145, G0147, G0148, P3000, P3001, Q0091

UB Revenue: 0923

Cervical Cytology 

with

HPV Tests

CPT: 87620-87622, 87624, 87625

HCPCS: G0476

Exclusion CPT: 51925, 56308, 57540, 57550, 57555, 57556, 58150, 58152, 58200, 58210, 58240, 

58260, 58262, 58263, 58267, 58270, 58275, 58280, 58285, 58290 – 58294, 58548, 

58550, 58552 – 58554, 58570-58575, 58951, 58953, 58954, 58956, 59135

ICD-10: Z90.710, Z90.712



Comprehensive Diabetes Care (CDC)

Measure Description: Adults 18-75 
years of age with diabetes (type1 
and type 2) who had each of the 
following:

• HbA1c control <8.0%

• Eye exam (retinal or dilated) 
performed

– Diabetic retinal eye exam 
must be performed by an 
eye care professional

– Result and date of service 
must be documented in 
chart

• BP control (<140/90 mmHg)

– Most recent BP during the 
measurement year is used

9

Services Codes

Diabetes ICD-10 Dx: E10, E11, E13, O24

HbA1c Tests

CPT: 83036, 83037

CPT II: 3044F (<7%),  3051F (7%-8%), 

3052F (8%-9%), 3046F (>9%)

Diabetic Retinal 
Screening with 
Eye Care 
Professional 
billed by any 
provider

CPT II: 2022F, 2024F, 2026F, 3072F

HCPCS: S0620-S0621, S3000

Blood Pressure 

HTN ICD 10: I10

Systolic < 130 CPT II: 3074F

Systolic > 140 CPT 11: 3077F

Systolic 130 – 139 CPT 11: 3075F

Diastolic < 80 CPT II: 3078F

Diastolic 80 – 89 CPT II: 3079F

Diastolic > 90 CPT II: 3080F

<7% CPT II: 3044F

7%-9% CPT II: 3045F

>9% CPT II: 3046F



Prenatal Care (PPC)
Measure Description: Prenatal care visit in the first trimester or within 42 days of enrollment. If a 
member comes in with a positive pregnancy test from another facility or a positive POC test is done at 
the clinic you can do the prenatal care visit. 

1. Patient MUST be in the first trimester

2. Dx of pregnancy must be present in note

3. Documentation in the medical record must include a note indicating when the prenatal care visit 

occurred and evidence of ONE of the following 

• A basic physical OB exam

• Evidence that a prenatal care procedure was preformed
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Service Codes

Prenatal Care 

Visits Option 1

CPT: 99201-99205, 99211-99215, 99241-99245, 99483                         

UB Rev: 0514

HCPCS: T1015, G0463

ICD-10: Z36.0-Z36.5, Z36.81-Z36.89, Z36.8A, Z36.9

O36.8310-O36.8315, O36.8319-O36.8325; O36.8329-O36.8335, 

O36.8339, O36.8390-O36.8395, O36.8399

Prenatal Care 

Visits Option 2

CPT:  99500

CPT II: 0500F, 0501F, 0502F

HCPCS: H1000-H1004

ICD-10 Procedure: BY49ZZZ, BY4BZZZ, BY4CZZZ, BY4DZZZ, 

BY4FZZZ, BY4GZZZ

Note: Z33.1 is not a compliant code.

Tips to meet the measure:

• Fill out and return the Pregnancy 

notification form (PNF) to 

Molina upon pregnancy 

diagnosis.



Postpartum Care (PPC-Post)

Measure Description: Postpartum care visit to an OB/GYN, midwife, FP or other PCP 

between 7 and 84 days after delivery with one of the following:

– Pelvic Exam

– Evaluation of weight, BP, breast and abdomen

– Notation of “postpartum care”, PP check, PP care, 6-week check or

– Pre-printed “Postpartum Care” form in which information was documented during 

the visit
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Tips to meet this measure:

• Talk about the importance of postpartum care when a pregnant patient comes 

into the clinic. 

• Let patients know they can receive free diapers if they complete their 

postpartum visit.

Service Codes

Postpartum 

Visit

CPT: 57170, 58300, 59430, 99501

CPT II: 0503F    

HCPCS: G0101 

ICD-10-CM Diagnosis: Z01.411, Z01.419, Z01.42, Z30.430, 

Z39.1, Z39.2



Childhood Immunizations (CIS)

Measure Description: Children 2 years of age who had the following vaccines on or before 

their second birthday:

• 4 DTaP (diphtheria, tetanus and 

acellular pertussis)

• 4 PCV (pneumococcal conjugate)

• 3 IPV (polio)

• 3 HiB (H influenza type B)

• 3 Hep B (hepatitis B)

• 1 MMR (measles, mumps, rubella)

• 1 VZV (chicken pox)

• 2 or 3 RV (rotavirus)

• 1 Hep A (hepatitis A)

• 2 Influenza 
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Immunizations for Adolescents (IMA)

Measure Description: Adolescents 13 years of age who received the following vaccines on or before 

their 13th birthday

– One meningococcal conjugate vaccine on or between the 11th and 13th birthday.

– One Tdap or one Td vaccine on or between the 10th and 13th birthday. 

– Two or Three doses of the HPV vaccine on different dates of service on or between the 9th and 

13th birthdays. Vaccines must be administered 146 days apart.
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Description CPT Codes CVX Codes

Meningococcal 90734 108, 136, 147

Tdap 90715 115

HPV
90649, 90650, 

90651
62, 118, 137, 165



Well-Child Visits 3-6 Years Old (W34)

Measure Description: Children 3 to 6 years of age who had one or more well-child visits with a PCP 

during the measurement year.

– Physical Health & Developmental History Examples: eating balanced diet; nutrition assessment; 

growth chart; hop on 1 foot; after school sports; Tanner Stages/Scale; plays well with other children.

– Mental Health & Developmental History Examples: reaching; talking; understands No; tantrums; 

pretends play; does chores; grades in school; social interaction with peers.

– Physical Exam Examples: BP, Height & Weight; ROS; Eye/Skin/Mouth; Tanner Stages/Scale; Lab 

Work; Reflexes/Gait. 

– Health Education/Anticipatory Guidance Examples: advice about safety, exercise & nutrition, 

discipline, hygiene, sleeping, outdoor play, car seat/seatbelt use.
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Description Codes

Well-Child Visits

CPT: 99381-99385, 99391-99395, 99461

HCPCS: G0438, G0439

ICD-10: Z00.121, Z00.129, Z00.5, Z00.8, Z02.0-

Z02.6, Z02.71, Z02.79
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Q: Who receives the funds?

A: Generally paid at the practice level.

Q: How will medical groups know who their payment is for?

A: A report will accompany the P4P payment that details the physician and services by member.

Q: Which patients’ services will be eligible for P4P?

A: Only services for patients who are in the HEDIS-specified denominator will count for P4P. For 

select services, there are guidelines for the service frequency. 

Q: When will providers be paid?

A: Six months after the close of the quarter in which the service was delivered.

Q: What is the timeframe for submission?

A: Providers have sixty (60) days following the date of service to submit clean, complete and 

accurate data that follows the current HEDIS guidelines.  MHC will have 90 days to ensure data is all 

correct and then an additional 60 days to distribute bonus payments.

Q: Do you accept supplemental data for P4P?

A: Yes.

Q: If the provider’s IPA is the one who submits the claims and encounters and the IPA submits 

after the timeframe for submission will the provider still be eligible?

A: Yes, but the payment may be delayed one payment cycle.  If the physician submitted in a timely 

manner, the physician will not be penalized for the IPA submitting beyond the timeframe.

FAQs
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Feedback and Questions

Region Provider Services Questions P4P, HEDIS, and Gaps in Care Questions

Imperial
Provider Services Imperial Inbox

MHCImperialProviderServices@MolinaHealthCare.Com

Katie Mcmahon, Ext. 121083

Katie.Mcmahon@molinahealthcare.com

& 

Fernanda Garate, Ext. 123050

Fernanda.Garate@molinahealthcare.com

San Diego
Provider Services SD Inbox

MHCSanDiegoProviderServices@molinahealthcare.com

Katie Mcmahon, Ext. 121083

Katie.Mcmahon@molinahealthcare.com

&

Cindy Santa Cruz, Ext. 117535

Cindy.SantaCruz@molinahealthcare.com

Inland Empire
Provider Services IE Inbox

MHCIEProviderServices@molinahealthcare.com

Valerie Duarte, Ext. 110320

Valerie.Duarte@molinahealthcare.com

Los Angeles
Provider Services LA Inbox

MHC_LAProviderServices@molineahealthcare.com

Rocio Chavez, Ext. 127213

Rocio.Chavez1@molinahealthcare.com

Sacramento
Provider Services Sacramento Inbox

MHCSacramentoProviderServices@molinahealthcare.com

Valerie Duarte, Ext. 110320

Valerie.Duarte@molinahealthcare.com

W9’s and payment
Please send W9’s to your Provider Service Representatives 

or email them to MHCP4P@molinahealthcare.com

For HEDIS payment questions, please email 

MHCP4P@molinahealthcare.com no later 

than 30 days after payment



2020 HEDIS P4P 

Program Updates

San Diego/Los Angeles/ 

Sacramento
February 2020
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2020 Pay-For-Performance
Medi-Cal HEDIS® Program Updates

• Effective 1/1/2020, Federally Qualified Health Centers and Rural Health Centers are 

no longer eligible for this program.

• Effective 1/1/2020, PCP must have at least 200 Medi-Cal Members assigned at the 

close of the measurement period in order to qualify for: Well Child Visits, Cervical 

Cancer Screening and A1C Control performance bonus.

• There is no panel requirement to qualify for: Prenatal, Postpartum, and Childhood 

Immunization performance bonus.

• Effective 1/1/2020, qualifying Cervical Cancer Screening, Diabetic HbA1c Control, 

and Well Child Visit incentives will follow quarterly payment cycle for services 

rendered in Quarter 1 and Quarter 2. Services rendered in Quarter 3 and Quarter 4, 

will be paid out in June 2021 if final HEDIS rate achieves the Minimum (50th

percentile) Performance Level. If final HEDIS rate does not achieve the Minimum 

Performance Level, no bonus will be issued. 

• Removed: Breast Cancer Screening, Asthma Medication Ratio, Adolescent Well-

Care Visit HEDIS measures from this bonus program. 

• Expanded Cervical Cancer Screenings to all counties for this bonus program.
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2020 Pay-For-Performance 
Medi-Cal HEDIS® Metrics and Bonus Amounts

Measure Performance Bonus
Panel 

Requirement
Bonus Frequency 

Cervical Cancer 

Screening

$25 per test/up to one 

payment per member per three 

years

Minimum 200 

Medi-Cal 

Members 

Qualifying 2020 Quarter 1 and Quarter 2 dates of service 

will be paid out following quarterly payment cycle. Quarter 

3 and Quarter 4 dates of service bonus will be made based 

off of final rate and NCQA benchmark achieved. If final 

Measurement Year 2020 rate achieves the 50th Percentile, 

Quarter 3 and Quarter 4 bonus will be issued. For final rate 

not achieving the 50th Percentile, no payment will be 

issued.

Comprehensive Diabetes 

Care: HbA1c Control

$75 per HbA1c control test 

result less than 8.0 /one-time 

payment in Q4 Reporting 

Period per member per year

Minimum  200 

Medi-Cal 

Members 

2020 annual bonus will be made based off of final rate and 

NCQA benchmark achieved. If final Measurement Year 

2020 rate achieves the 50th Percentile, annual bonus will 

be issued. For final rate not achieving the 50th Percentile, 

no payment will be issued.

Timeliness of Prenatal 

Care-First Trimester Visit
$200 per visit /up to one 

payment per member per year

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Timeliness of Post-

Partum Care (7-84 days 

post- delivery)

$150 per visit /up to one 

payment per member per year

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Directed to rendering, credentialed PCPs and OBGYN Specialists. Payments will be made directly to PCPs and Specialists. 

FQHCs and Rural Health Centers are not eligible for this incentive program. Selected services require a minimum of 

200 assigned Medi-Cal members in order to qualify. Please refer to table below. 
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2020 Pay-For-Performance 
Medi-Cal HEDIS® Metrics and Bonus Amounts

Measure Performance Bonus
Panel 

Requirement
Bonus Frequency 

Childhood Immunization 

Status – Combination 10

$50 for the completion of 

combination 10 immunizations 

before two years of age.                                          

Includes: 4 DTap, 3 IPV,  1 

MMR, 3 HiB, 3 HepB, 1 VZV, 4 

PCV, 1 HepA, 1 or 2 RV, 2 FLU

No minimum 

panel requirement

All qualifying 2020 dates of service will be paid out 

following quarterly payment cycle.

Well Child Visits 34

$25 per visit /up to one 

payment per member per year 

for children ages 3-6 years old. 

Minimum  200 

Medi-Cal 

Members 

Qualifying 2020 Quarter 1 and Quarter 2 dates of service 

will be paid out following quarterly payment cycle. Quarter 

3 and Quarter 4 dates of service bonus will be made based 

off of final rate and NCQA benchmark achieved. If final 

Measurement Year 2020 rate achieves the 50th Percentile, 

Quarter 3 and Quarter 4 bonus will be issued. For final rate 

not achieving the 50th Percentile, no payment will be 

issued.

Directed to rendering, credentialed PCPs and OBGYN Specialists. Payments will be made directly to PCPs and Specialists. 

FQHCs and Rural Health Centers are not eligible for this incentive program. Selected services require a minimum of 

200 assigned Medi-Cal members in order to qualify. Please refer to table below. 



Marketplace Quality Partner Bonus Program
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2020 Measures Included in Marketplace Quality Partner Bonus Program

Measure Bonus
Comprehensive Diabetes Care (CDC) –

HbA1c < 8.0%

$25 per HbA1c control test result less than 8.0 /one-time 

payment in Q4 per member per year

Timeliness of Prenatal Care-First 

Trimester Visit

$300 per visit /up to one payment per member per year

*Not applicable to Sacramento



Medi-Cal Initial Health Assessment with Staying Healthy 

Assessment Bonus
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MHC requires that New/Extended/Routine History of Physicals must be submitted with an Initial Health 

Assessment (IHA) AND Staying Health Assessment (SHA). Visit must be completed within 120 days of 

member’s enrollment date in order to qualify for incentive. MHC will incentivize complaint services for 

members age 0-18 years. Timely, accurate and complete submissions will qualify for $50 incentive.

For billing of services associated with the completion of the Comprehensive IHA and SHA, please note the 

following CPT codes:

Initial Health Assessment (IHA)

Medi-Cal Member Population CPT Billing Codes
Preventative Visit, New Patient 99381 - 99387

Staying Healthy Assessment (SHA)

Medi-Cal Member Population CPT Billing Codes

All Medi-Cal Members 96156 (Code Change for 2020)
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2020 Pay-For-Performance
Medi-Cal HEDIS® Payment Cycle

Reporting Period Months Under Evaluation Payment Type Payment Dates

1st Reporting Period January 1 – March 31 Per Service September 

2nd Reporting Period April 1 – June 30 Per Service December 

3rd Reporting Period July 1 – September 30 Per Service March 

4th Reporting Period October 1 – December 31 Per Service June 



Cervical Cancer Screening (CCS)

Measure Description: Women 21 – 64 years of age who received one or more Pap tests to screen for 

cervical cancer during the measurement year or the 3 years prior. Women age 30 to 64 years of age who 

had received at least one Pap test with HPV co-testing performed on the same day, every 5 years.

– Exclusions: Women who had a total hysterectomy with no residual cervix. Exclusions must be 

documented and properly coded.
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Service Codes

Cervical Cytology CPT: 88141-88143, 88147, 88148, 88150, 88152-88154, 88164-88167, 88174, 88175

HCPCS: G0123, G1024, G0141, G0143-G0145, G0147, G0148, P3000, P3001, Q0091

UB Revenue: 0923

Cervical Cytology 

with

HPV Tests

CPT: 87620-87622, 87624, 87625

HCPCS: G0476

Exclusion CPT: 51925, 56308, 57540, 57550, 57555, 57556, 58150, 58152, 58200, 58210, 58240, 

58260, 58262, 58263, 58267, 58270, 58275, 58280, 58285, 58290 – 58294, 58548, 

58550, 58552 – 58554, 58570-58575, 58951, 58953, 58954, 58956, 59135

ICD-10: Z90.710, Z90.712



Comprehensive Diabetes Care (CDC)

Measure Description: Adults 18-75 
years of age with diabetes (type1 
and type 2) who had each of the 
following:

• HbA1c control <8.0%

• Eye exam (retinal or dilated) 
performed

– Diabetic retinal eye exam 
must be performed by an 
eye care professional

– Result and date of service 
must be documented in 
chart

• BP control (<140/90 mmHg)

– Most recent BP during the 
measurement year is used
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Services Codes

Diabetes ICD-10 Dx: E10, E11, E13, O24

HbA1c Tests

CPT: 83036, 83037

CPT II: 3044F (<7%),  3051F (7%-8%), 

3052F (8%-9%), 3046F (>9%)

Diabetic Retinal 
Screening with 
Eye Care 
Professional 
billed by any 
provider

CPT II: 2022F, 2024F, 2026F, 3072F

HCPCS: S0620-S0621, S3000

Blood Pressure 

HTN ICD 10: I10

Systolic < 130 CPT II: 3074F

Systolic > 140 CPT 11: 3077F

Systolic 130 – 139 CPT 11: 3075F

Diastolic < 80 CPT II: 3078F

Diastolic 80 – 89 CPT II: 3079F

Diastolic > 90 CPT II: 3080F

<7% CPT II: 3044F

7%-9% CPT II: 3045F

>9% CPT II: 3046F



Prenatal Care (PPC)
Measure Description: Prenatal care visit in the first trimester or within 42 days of enrollment. If a 
member comes in with a positive pregnancy test from another facility or a positive POC test is done at 
the clinic you can do the prenatal care visit. 

1. Patient MUST be in the first trimester

2. Dx of pregnancy must be present in note

3. Documentation in the medical record must include a note indicating when the prenatal care visit 

occurred and evidence of ONE of the following 

• A basic physical OB exam

• Evidence that a prenatal care procedure was preformed
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Service Codes

Prenatal Care 

Visits Option 1

CPT: 99201-99205, 99211-99215, 99241-99245, 99483                         

UB Rev: 0514

HCPCS: T1015, G0463

ICD-10: Z36.0-Z36.5, Z36.81-Z36.89, Z36.8A, Z36.9

O36.8310-O36.8315, O36.8319-O36.8325; O36.8329-O36.8335, 

O36.8339, O36.8390-O36.8395, O36.8399

Prenatal Care 

Visits Option 2

CPT:  99500

CPT II: 0500F, 0501F, 0502F

HCPCS: H1000-H1004

ICD-10 Procedure: BY49ZZZ, BY4BZZZ, BY4CZZZ, BY4DZZZ, 

BY4FZZZ, BY4GZZZ

Note: Z33.1 is not a compliant code.

Tips to meet the measure:

• Fill out and return the Pregnancy 

notification form (PNF) to 

Molina upon pregnancy 

diagnosis.



Postpartum Care (PPC-Post)

Measure Description: Postpartum care visit to an OB/GYN, midwife, FP or other PCP 

between 7 and 84 days after delivery with one of the following:

– Pelvic Exam

– Evaluation of weight, BP, breast and abdomen

– Notation of “postpartum care”, PP check, PP care, 6-week check or

– Pre-printed “Postpartum Care” form in which information was documented during 

the visit
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Tips to meet this measure:

• Talk about the importance of postpartum care when a pregnant patient comes 

into the clinic. 

• Let patients know they can receive free diapers if they complete their 

postpartum visit.

Service Codes

Postpartum 

Visit

CPT: 57170, 58300, 59430, 99501

CPT II: 0503F    

HCPCS: G0101 

ICD-10-CM Diagnosis: Z01.411, Z01.419, Z01.42, Z30.430, 

Z39.1, Z39.2



Childhood Immunizations (CIS)

Measure Description: Children 2 years of age who had the following vaccines on or before 

their second birthday:

• 4 DTaP (diphtheria, tetanus and 

acellular pertussis)

• 4 PCV (pneumococcal conjugate)

• 3 IPV (polio)

• 3 HiB (H influenza type B)

• 3 Hep B (hepatitis B)

• 1 MMR (measles, mumps, rubella)

• 1 VZV (chicken pox)

• 2 or 3 RV (rotavirus)

• 1 Hep A (hepatitis A)

• 2 Influenza 
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Well-Child Visits 3-6 Years Old (W34)

Measure Description: Children 3 to 6 years of age who had one or more well-child visits with a PCP 

during the measurement year.

– Physical Health & Developmental History Examples: eating balanced diet; nutrition assessment; 

growth chart; hop on 1 foot; after school sports; Tanner Stages/Scale; plays well with other children.

– Mental Health & Developmental History Examples: reaching; talking; understands No; tantrums; 

pretends play; does chores; grades in school; social interaction with peers.

– Physical Exam Examples: BP, Height & Weight; ROS; Eye/Skin/Mouth; Tanner Stages/Scale; Lab 

Work; Reflexes/Gait. 

– Health Education/Anticipatory Guidance Examples: advice about safety, exercise & nutrition, 

discipline, hygiene, sleeping, outdoor play, car seat/seatbelt use.
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Description Codes

Well-Child Visits

CPT: 99381-99385, 99391-99395, 99461

HCPCS: G0438, G0439

ICD-10: Z00.121, Z00.129, Z00.5, Z00.8, Z02.0-

Z02.6, Z02.71, Z02.79
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Q: Who receives the funds?

A: Generally paid at the practice level.

Q: How will medical groups know who their payment is for?

A: A report will accompany the P4P payment that details the physician and services by member.

Q: Which patients’ services will be eligible for P4P?

A: Only services for patients who are in the HEDIS-specified denominator will count for P4P. For 

select services, there are guidelines for the service frequency. 

Q: When will providers be paid?

A: Six months after the close of the quarter in which the service was delivered.

Q: What is the timeframe for submission?

A: Providers have sixty (60) days following the date of service to submit clean, complete and 

accurate data that follows the current HEDIS guidelines.  MHC will have 90 days to ensure data is all 

correct and then an additional 60 days to distribute bonus payments.

Q: Do you accept supplemental data for P4P?

A: Yes.

Q: If the provider’s IPA is the one who submits the claims and encounters and the IPA submits 

after the timeframe for submission will the provider still be eligible?

A: Yes, but the payment may be delayed one payment cycle.  If the physician submitted in a timely 

manner, the physician will not be penalized for the IPA submitting beyond the timeframe.

FAQs
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Feedback and Questions

Region Provider Services Questions P4P, HEDIS, and Gaps in Care Questions

Imperial
Provider Services Imperial Inbox

MHCImperialProviderServices@MolinaHealthCare.Com

Katie Mcmahon, Ext. 121083

Katie.Mcmahon@molinahealthcare.com

& 

Fernanda Garate, Ext. 123050

Fernanda.Garate@molinahealthcare.com

San Diego
Provider Services SD Inbox

MHCSanDiegoProviderServices@molinahealthcare.com

Katie Mcmahon, Ext. 121083

Katie.Mcmahon@molinahealthcare.com

&

Cindy Santa Cruz, Ext. 117535

Cindy.SantaCruz@molinahealthcare.com

Inland Empire
Provider Services IE Inbox

MHCIEProviderServices@molinahealthcare.com

Valerie Duarte, Ext. 110320

Valerie.Duarte@molinahealthcare.com

Los Angeles
Provider Services LA Inbox

MHC_LAProviderServices@molineahealthcare.com

Rocio Chavez, Ext. 127213

Rocio.Chavez1@molinahealthcare.com

Sacramento
Provider Services Sacramento Inbox

MHCSacramentoProviderServices@molinahealthcare.com

Valerie Duarte, Ext. 110320

Valerie.Duarte@molinahealthcare.com

W9’s and payment
Please send W9’s to your Provider Service Representatives 

or email them to MHCP4P@molinahealthcare.com

For HEDIS payment questions, please email 

MHCP4P@molinahealthcare.com no later 

than 30 days after payment
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