To the extent permitted by law, this application will be kept confidential by the state insurance regulatory authority.
STATE OF WEST VIRGINIA
OFFICES OF THE INSURANCE COMMISSIONER

WORKERS’ COMPENSATION MANAGED HEALTH CARE PLAN 

NON-FIDUCIARY APPLICATION

APPLICATION GUIDELINES FOR

CERTIFICATE OF APPROVAL

CHAPTER 33 OF THE WEST VIRGINIA CODE

TITLE 85

TITLE 85 EXEMPT LEGISLATIVE RULE SERIES 01

TITLE 85 EXEMPT LEGISLATIVE RULE SERIES 20

TITLE 85 EXEMPT LEGISLATIVE RULE SERIES 21

CHAPTER 23 OF THE WEST VIRGINIA CODE

TITLE 64 JOINT LEGISLATIVE RULE SERIES 89

Deliver Completed Application to:

WV Offices of the Insurance Commissioner

Medical Rates and Plans

Mailing address:

PO Box 11683

Charleston, West Virginia  25339

Physical address:

1124 Smith St., Greenbrooke Bldg., Room 304

Charleston, West Virginia  25301

Pursuant to Chapter 23 and Chapter 33 of the West Virginia Code, Title 85, Title 85 Exempt Legislative Rule Series 01, Title 85 Exempt Legislative Rule Series 20, Title 85 Exempt Legislative Rule Series 21, and Title 64 Joint Legislative Rule Series 89 the application is hereby submitted to form and operate a Non-Fiduciary Managed Health Care Plan (“MHCP”), hereinafter referred to as a Managed Health Care Plan (“MHCP”).

Name, trade name and address of the Managed Health Care Plan Applicant:

§85-21-5.1.a1


NAME:


TRADE NAME:


FEIN:


ADDRESS:

CITY:

STATE:




ZIP CODE:

PHONE:

Attorney or Principal filing this application on behalf of the Managed Health Care Plan Applicant:


NAME:

ADDRESS:

CITY:

STATE:




ZIP CODE:

PHONE:
INTRODUCTION


A Managed Health Care Plan (MHCP) is a plan that establishes, operates or maintains a network of health care providers that have entered into agreements with the plan to provide health care services to injured workers to whom the plan has the ultimate obligation to arrange for the provision of or payment for services through organizational arrangements for ongoing quality assurance, utilization review programs or dispute resolution.  §85-21-3.6


To operate in West Virginia, a MHCP must apply for and receive a Certificate of Approval from the Offices of the Insurance Commissioner (OIC).  Each application must set forth and be accompanied by the information and documentation requested.  The Commissioner shall issue or deny a Certificate of Approval to any person filing an application within 60 days after the receipt of the completed application.  IMPORTANT:  An application will not be considered complete until all information and documentation requested have been submitted to the Commissioner, and the applicant has fully complied with all provisions or requirements of these guidelines or applicable laws.

The OIC shall notify the applicant in writing and specify items deemed deficient in meeting requirements for certification, recertification or expansion.  §85-21-6.3

INSTRUCTIONS
1. A completed application, requested documentation and OIC forms attached to this application (if applicable) must be submitted.

2. Information may be submitted via paper or electronic filing.

3. Information submitted via paper must be submitted in triplicate, tabbed and organized in accordance with application, noting section and page number where information may be found.  An electronic copy of county grid and provider list must be included with paper copy.
4. Information submitted via electronic filing must be all inclusive and organized in accordance with application.  Each application item must have noted section and page number where information may be found in file.

5. The document page numbers should correspond to the numbering system in the application below and be clearly marked on each of the spaces provided on the application.

NOTE:  The information requested by the Application constitutes the minimum necessary to begin the 60-day Approval review cycle.  The Commissioner reserves the right to ask for and obtain additional information and/or documents from an applicant at any time prior to the deemer date in order to determine whether to grant a Certificate of Approval.

APPLICATION FILING
1. Each application for a Certificate of Approval must be verified by an officer or authorized representative of the applicant.

Section_______Page_____  a.  A verification form entitled 
“CERTIFICATION” is included as an attachment to this application 
and must be completed and filed with each application.


Section_______Page_____  b.  Attach a copy of the corporate resolution 
appointing the individual as the authorized representative of the 
MHCP.

2. Section_______Page_____  Attach a check in the amount of $200.00 made payable to the “Insurance Commissioner of West Virginia.”

3. Section_______Page_____  Verification that a copy of the cover page of this application has been filed with:






Health Care Cost Review Authority




100 Dee Drive, Suite 201




Charleston, WV  25311-1692

ORGANIZATIONAL / MANAGERIAL

4. Section_______Page_____  Submit WV Secretary of State’s Certificate of Existence which must be dated no later than (30) days before the first submission of this application.  §85-21-5.1

5. Section_______Page_____  Submit in chronological order a 10 year legal history listing predecessor corporations and/or organizations, mergers, reorganizations and changes of ownership.  Be specific as to dates and parties involved.
6. Section_______Page_____  Submit a statement declaring that the applicant’s books and records shall be maintained to include the following and provide the location thereof.  The books and records to be kept should include:
· Original Articles of Incorporation and By-Laws with all changes and amendments to both instruments; 

· Copies of all correspondence with the Commissioner and the Secretary of State’s Office covering the filings of the documents listed above;

· All corporate correspondence;

· All stockholder records including a list of stockholders or a copy of all stock certificates if the MHCP is a wholly owned subsidiary and a separate listing of stockholdings by officers and directors;

· The names, address and phone number of the Compliance Officer(s) of the MHCP;

· A listing of the various committees and include committee functions and the names of all members;

· Records showing compensation, fees and expense allowances received by each director and/or officer; 

· Minutes of all meetings of shareholders or policyholders, directors and committees;

· Copies of any agency, management, service, employment or other contracts between current companies or personnel;

· Copies of any contracts, consultant or retirement arrangements with former officers, directors or employees with any stock option plans in existence; 

· Any inter-company agreements;

· Copies of expense sharing arrangements – percentages and method of allocation together with other pertinent data;

· Name and other necessary information concerning the company’s or the holding company’s stock transfer agent; and 

· All policy forms and related documents.

7. Submit the following:


Section_______Page_____  a.  The names, addresses, phone number and 
principal occupations of each corporate officer and director, the 
person who will be the day-to-day plan administrator  of the MHCP 
and all persons or entities holding 5% or more of the stock or 
controlling interest of the organization responsible for the 
applicant’s conduct.  §85-21-5.1.a3, §85-21-5.1.a4


Section_______Page_____  b.  Organizational charts.  Please submit an 
organizational chart for the Managed Health Care Plan as well as a 
corporate organizational chart.  Also, if MHCP is part of a holding 
company system, include copies of all Insurance Holding Company 
Filings. §85-21-5.1.a7

FINANCIAL

8. Section_______Page_____  Submit a statement that demonstrates sufficient financial resources and professional expertise to perform all the necessary functions of a managed health care plan. §85-21-5.1.c 

Section_______Page_____  a.  If applicant has an audited financial 
statement for preceding year please submit.

9. Section_______Page_____  In the event the applicant has previously provided managed care or other similar medical and/or administrative services in WV, provide a list of clients (e.g. carriers / TPA’s / employers) including a summary and description of the services provided. §85-21-5.1.c1
10. Section_______Page_____  Provide a list of current clients (if applicable) including a summary and description of medical and/or administrative services provided.

MANAGED HEALTH CARE PLAN / APPLICANT
11. Section_______Page_____  Submit statement describing proposed operations and proposed service area(s).  NOTE:  “Service area” means the geographic areas to be approved by the Commissioner within which the applicant may provide or arrange for health care services for its subscribers.  Per §85-21-4.1.c Primary Care available within 75 miles of the employer’s facility is presumed to be geographically reasonable unless the standard of care within the community extends this distance.  (The OIC will accept 2 primary care providers per county as meeting this minimum requirement.)  Primary care providers would be:  Internal Medicine, General / Family Health, Chiropractor and Occupational Medicine.  Adequate specialty and subspecialty providers, and general and specialty hospitals must be provided for to afford employees reasonable choice and convenient geographic accessibility to all categories of licensed care.  The availability of secondary and tertiary care shall not be governed by the 75 mile standard. §85-21-4.1.b  A MHCP may include physical and vocational rehabilitation providers as part of the MHCP network. §85-21-4.2

Section_______Page_____ 1.  Complete the attached OIC grids (Summary 
of Ancillary and Specialty Providers and Hospitals by County; 
Summary of Physicians by County).


Section_______Page_____  2.  Attach map of the MHCP’s service area. 
§85-21-5.1.b1  


Section_______Page_____  3.  Submit a provider directory, which includes a 
list of all physicians, hospitals and other providers with whom the 
applicant has contracted for services.  The list must be 
alphabetized by provider last name and sorted by county and 
specialty.  Each list should include:  State of practice, county of 
practice(s), provider type, specialty, provider last name, provider 
first name, physical address, city, state, zip and phone number.  
(Please note that electronic copy of this provider directory 
information should be submitted in EXCEL format for both paper 
and electronic filing types). §85-21-5.1.b2  


Section_______Page_____  4.  Describe medical cost containment 
procedures, including but not limited to fee schedules. NOTE:  The 
OIC fee schedule serves as a "maximum allowable" and is applied 
to all workers' compensation medical care except for care provided 
under an OIC approved Managed Health Care Plan exempt from 
the fee schedule.

 Section_______Page_____  5.  Oversight of any delegated service activities 
to contractors including but not limited to case management, 
credentialing, quality assurance, utilization review, etc.  If 
applicable, include a written description of:


Section_______Page_____  a.  Delegated activities;



Section_______Page_____  b.  Delegated accountability for these 


activites;




Section_______Page_____  c.  Frequency of reporting complaints and 

grievances and injured worker survey data;



Section_______Page_____  d.  Process by which the delegation will 


be evaluated;



Section_______Page_____  e.  Process of approval of the delegate’s 


services program;  and



Section_______Page_____  f.  Evaluation of regularly specified 


reports.


12.  Submit policies or statements that the MHCP includes the following:


Section_______Page_____a.  Co-payments or deductibles shall not be 


required. 
§85-21-4.1.a


Section_______Page_____b.  An employee reporting an injury alleged to be 
work-related or files for adjustment of a claim shall execute a 
medical release and waiver with respect to any reasonably related 
complaint or condition.  §85-21-9.1


Section_______Page_____c.  Services shall be audited regularly by MHCP 
to assure that charges are not duplicated and do not exceed those 
authorized by the particular plan.  §85-21-4.1.h


Section_______Page_____d.  Provisions to allow for the OIC to audit the 
MHCP operations.  §85-21-4.1.k


Section_______Page_____e. Any investment interest of a referring 
provider for medical services or treatment shall be disclosed to the 
employee, OIC and the employer or third party administrator 
responsible for paying for the medical services or treatment within 
30 days from the date the referral was made.  §85-21-9.2

Section_______Page_____f. Temporary total disability must be certified by a 
provider within the approved MHCP, unless the opt-out provisions 
of this rule have been satisfied.  §85-21.9.5
CREDENTIALING


13. Section_______Page_____  A copy of written policies and procedures for the 
credentialing process.  (§85-21-4.1.g4)  Credentialed providers include but 
are not limited to subcontracted providers, networks, organizations, etc. [Per 
WV Title 64, Series 89 all applicants must use the credentialing and re-
credentialing forms found on the OIC website under Uniform Credentialing 
of Health Care Practitioners located at the following link: 
http://www.wvinsurance.gov/credentialing/uniform_cred_instructions.htm]

Section_______Page_____  a.  Does the MHCP delegate credentialing or 
recredentialing activities, such as a certified verification agency?  If 
so, state agency name, location and verification statement that their 
policy is in compliance with WV Title 64, Series 89 and includes each 
item listed under this credentialing section.  If applicant performs 
credentialing, ensure the procedure includes the following:  §64-
89.7.1 

Section_______Page_____  b.  Frequency of credentialing and recredentialing 
by the MHCP’s Credentialing Committee.

Section_______Page_____  c.  Evidence of a Credentialing Committee or 
other peer review body that makes recommendations for on-going 
and up-to-date credentialing decisions.

Section_______Page_____  d.  Evidence of Credentialing Committee’s 
actions for any provider whose license, registration, or certification 
has been suspended, revoked or sanctioned by any of the following 
organizations:  


Section_______Page_____  1.  National Practitioner Data Bank;


Section_______Page_____  2.  The appropriate State licensing 
boards such as the Board of Medicine, Chiropractic Board, 
Osteopathic Board and/or Dental Board; 

Section_______Page_____  3.  Medicare/Medicaid;

Section_______Page_____  4.  West Virginia Workers’ 
Compensation Commission or its predecessors; and

Section_______Page_____  5.  WV Public Employees Insurance 
Agency (PEIA).

Section_______Page_____  e.  Does the policy and procedure include 
provisions for the recredentialing, recertification or performance 
appraisal process to review data from:  injured worker complaints 
and grievances; results of quality reviews; utilization review; injured 
worker satisfaction surveys; and medical record reviews?
PROVIDER EDUCATION / CONTRACTS
14. Section_______Page_____  Assurance each participating provider shall maintain in full force and effect a professional malpractice policy with limits of no less than $1,000,000 for an occurrence of professional negligence. §85-21-5.1.b2

15. Section_______Page_____  Submit a copy of the Provider handbook and 
provider contract utilized by the applicant.  (Contracts may be between 
the MHCP and hospitals, providers, physician, etc.) §85.21-5.1.b3  The 
provider information must include:

Section_______Page_____  a.  Assurance that all insurance, licensing, 
registration, credentialing or certification requirements have been 
met and are current for the providers to practice in WV (or border 
states wherein the provider practices). §85-21.5.1.b2,    §64-89

Section_______Page_____  b.  Provisions required by W.Va. Code §33-45-

2, Ethics and Fairness in Business Practices.

Section_______Page_____  c.  A specification that contractors, providers, 
including hospitals, will allow the MHCP access to the medical 
records of their injured workers.

Section_______Page_____  d.  A statement that medical records are 
maintained in a manner that is current, detailed, organized, and 
permits effective patient care and quality review.


Section_______Page_____  e.  A provision that the MHCP allows open 
provider-injured worker communication regarding appropriate 
treatment alternatives and that the MHCP does not penalize the 
provider for discussing medically necessary or appropriate care for 
the injured worker.


Section_______Page_____  f.  Verification that any physician, psychiatrist, 
chiropractor, podiatrist, hospital or health care provider shall within 
a reasonable time after written request by the employee, employer 
or OIC provide the requesting party with any information or written 
material reasonably related to any injury or disease for which the 
employee claims compensation.  §85-21-9.1


Section_______Page_____  g.  Verification that the MHCP provides a copy 
of policies on injured workers’ rights, responsibilities and 
confidentiality to all participating providers. 


Section_______Page_____  h.  A detailed description of the provider 
grievance procedure shall be included in all provider contracts.  


§85-21-10.1.
CLIENT EDUCATION / CONTRACTS

16. Section_______Page_____  Within 15 days of entering into an agreement with       a client (e.g. carrier, TPA, employer) the MHCP shall submit notification thereof to the OIC.  §85-21-7.2
17. Section_______Page_____  Submit a copy of the client handbook and any contract utilized by the applicant. (Examples include but are not limited to:  blank contracts between applicant and TPA’s, employers, contractors, insurance carriers, and any and all other contractual arrangements with any entities providing a service through or for the applicant.)  §85.21-5.1.b3 


Section_______Page_____  a. Provide a copy of materials directed at  


employer management staff informing how to channel injured 


workers to the MHCP providers.  §85-21-5.1.b5


Section_______Page_____  b.  Provide a copy of materials directed at 


employer management staff informing of how to report an injury to 


the employer, carrier and the MHCP.  §85-21-5.1.b5


Section_______Page_____  c.  Written process of the time and means by 
which materials shall be delivered to employers. §85-21-5.1.b4
18.   Submit policy and copy of the following:


Section_______Page_____  a.  Verification that each client providing 
medical services through a MHCP will provide to the injured 
employee a written certification of coverage and ID card as soon as 
practicable following notice of compensable injury or disease.  The 
verification and ID card shall contain:  §85-21.12.1

1.  Employer name, address and phone number

2.  Name and telephone number of the MHCP to be 
contacted; and 

3.  Employee name and Social Security number

Note: Possession of verification or ID card is not to be construed as authorization for medical service or payment.  §85-21.12.2
EMPLOYEE EDUCATION


19. Section_______Page_____  Submit a copy of the employee informational 
materials and provide written policy and evidence that the following 
information is provided to employees: 

Section_______Page_____  a.  Written process of the time and means by 
which materials shall be delivered to employees. §85-21-5.1.b4


Section_______Page_____  b.   Means of accessing services and treatment 
within and outside of the service area.   Informational materials 
should include contact information for MHCP, including address 
and telephone number. §85-21-5.1.b4


Section_______Page_____  c. Twenty four hour toll free phone number by 
which information may be obtained regarding plan operations, after-
office-hours care and 24 hour access to emergency care.§85-21-
4.1.l


Section_______Page_____  d.  Requirements and restrictions of the plan. 
§85-21-5.1.b4, WV Code §23-4-3(a)-4(a); WV Code §23-4-3(a)-
4(b); §23-4-3a(2)


Section_______Page_____  e.  Injured worker allowed to obtain second 
opinion, at the employer’s expense, from a qualified physician 
within the plan, if available, if a MHCP physician recommends 
surgery. §85-21.4.1.e


Section_______Page_____  f.  Restrictions on provider selection imposed 
by the MHCP shall not apply to emergency medical care; §85-21-
4.1.i


Section_______Page_____  g.  Injured workers’ right to seek care from a 
provider outside of the approved plan or op-out provider at his or 
her own expense is not precluded or otherwise limited.  §85-21-4.3


Section_______Page_____  h.  A detailed description of the employee 
grievance procedure shall be included in informational materials 
provided to employees.  §85-21-10.1.


Section_______Page_____  i.  Injured workers’ rights, responsibilities and 
confidentiality. 

20.  Submit policy and evidence that the MHCP includes the following Opt-
Out Standards. §85-21.13.


a.  Injured workers may access providers who are not participating 


plan providers.  §85-21.13.1

Section_______Page_____  1.  Employee allowed access to 
emergency care when access to a health care provider 
within the MHCP is unobtainable for the acute phase of care.  
§85-21-13.1.a

Section_______Page_____  2.  When authorized treatment is 
unavailable through the MHCP.  §85-21-13.1.b

Section_______Page_____  3.  Obtain second opinion when a MHCP 
physician recommends surgery and another qualified 
physician within the plan is not available for consultation.  
§85-21.13.1.c
b. Injured workers may access providers who are not

participating plan providers for treatment purposes only if the injured worker has established by competent evidence ALL of the following:  §85-21.13.2

Section_______Page_____  1.  Evidence of having been treated for 
one year, has not made progress toward recovery, proposed 
treatment would provide better clinical outcomes, and opt-
out conditions are for treatment only and not for rating 
purposes.  §85-21.13.2.a,b,c,d.
CASE MANAGEMENT


21. Section_______Page_____  The name, address and phone number of the 
Certified Case Manager(s) of the MHCP along with their specific 
certifications; §85-21-5.1.a6

22. Submit policy and evidence of the following case management 
processes:


Section_______Page_____  a.  Case management must be delivered by 


either a certified case manager, certified rehabilitation counselor, 


certified insurance rehabilitation specialist or a certified 



rehabilitation registered nurse.  §85-21-4.1.n


Section_______Page_____  b.  The MHCP shall describe the circumstances 

under which injured employees shall be subject to case 



management and the services and coordination to be provided. 


§85-21-4.1.n


Section_______Page_____  c.  Promote an appropriate, prompt return to 


work; and facilitate communication between the parties of the claim.  

§85-21-4.1.n


Section_______Page_____  d.  Plan to transition current injured workers to 


providers within the approved MHCP; provided that said transfer 


shall not be mandated any sooner than 60 days from the date 


approval is received for MHCP.  §85-21-5.1.b6


Section_______Page_____  e.  Procedure for change or termination by 


injured worker of a primary care or specialty provider and the 


process for selecting a new provider.


Section_______Page_____  f.    System to provide authorization to medical 


providers and health facilities where preauthorization or continued 


stay review is required by the plan.  Authorization must be recorded 

in the treatment section of the appropriate billing forms.  §85-21-


4.1.m


Section_______Page_____  g. Submit policy describing treatment and/or 


services requiring pre-authorization.
UTILIZATION REVIEW


23. Section_______Page_____  Submit a detailed description of MHCP’s utilization 
review (UR) program.  At a minimum it should include the following.  §85-
21.2, §85-21.3.8,  §85-21.4.1.f, §85-21.4.1.g, §85-21.4.1.g.1, §85-
21.4.1.g.2., §85-20.

Section_______Page_____  a.  Description of the UR program including 
policies and procedures to evaluate medical necessity and that 
diagnostic procedures are not unnecessarily duplicated, criteria 
used, information sources, and the process used to review and 
approve the provision of medical services. 


Section_______Page_____  b.  Written utilization review decision protocols.


Section_______Page_____  c.  Mechanism for updating the UR program 
description on a periodic basis.


Section_______Page_____  d.  Evidence that qualified medical 
professionals supervise review decisions where procedures are 
used for preauthorization and concurrent review.


Section_______Page_____  e.  Evidence that a duly licensed physician 
conducts a review for medical appropriateness on any denial.


Section_______Page_____  f.  Evidence that the MHCP utilizes, as needed, 
licensed physician consultants from appropriate specialty areas of 
medicine.


Section_______Page_____  g.  The mechanism for checking the 
consistency of application of criteria across reviewers.


Section_______Page_____  h.  Written procedures for evaluating the effects 
of the program using injured worker satisfaction data, employer 
satisfaction data, provider satisfaction data, and /or other 
appropriate means.  


Section_______Page_____  i.  Pharmaceuticals reviewed for 
appropriateness and are not unnecessarily prescribed. 


Section_______Page_____  j.  Written procedures to evaluate the 
appropriate use of new medical technologies or new applications of 
established technologies, including medical procedures, drugs and 
devices.


Section_______Page_____  k. Written policy that ongoing and proposed 
treatment is not experimental, cost ineffective, or harmful to the 
employee.


Section_______Page_____  l.  Mechanisms to prevent inappropriate, 
excessive or medically unnecessary medical services.  


Section_______Page_____  m.  Mechanisms requiring periodic review to 
determine that continued treatment is reasonable, appropriate and 
medically necessary.  


Section_______Page_____  n.  Treatment standards conform to prevailing 
standards in the medical community of which the plan provider is a 
member; shall conform to any practice parameters or guidelines for 
clinical practice adopted by the OIC (such as 85-20, etc).
QUALITY ASSURANCE


24. Section_______Page_____  Has the MHCP received a nationally recognized 
accreditation?  If so, provide copy of certificate and current quality 
assurance report submitted by accrediting organization.  
25. Submit a detailed description and evidence of MHCP’s quality assurance (QA) program.  At a minimum it should include the following:  §85-21.2., §85-21.3.6, §85-21.3.8, §85-21.4.1.g.4

Section_______Page_____  a.  Evidence of committee members involved in 
QA activities;  frequency of committee meetings; and redacted 
sample of minutes.

Section_______Page_____  b.  Statement that QA program is reviewed 
annually and updated as necessary.  


Section_______Page_____  c.  Name, address and telephone number of 
senior executive responsible for program implementation.

Section_______Page_____  d.  Evidence that providers participate actively 
in the QA committee.


Section_______Page_____  e. To establish quality measurement and 
improvement provide evidence that MHCP has developed quality 
indicators that are objective, measurable and based on current 
knowledge and clinical experience.  Evidence that quality indicators 
are used to monitor and evaluate each important aspect of 
care/service and that improvements are effective.


Section_______Page_____  f. Evidence that QA information is used in 
recredentialing, recontracting, and /or annual performance 
evaluations.

Section_______Page_____  g.  Evidence that QA activities are coordinated 
with other performance monitoring activities, including utilization 
review, risk management and resolution, and monitoring of 
complaints and grievances.


Section_______Page_____  h.  Evidence of linkage between QA and other 
management functions of the MHCP, e.g. network changes, 
benefits redesign, medical management systems, practice 
feedback to providers and injured worker education.


Section_______Page_____  i.  A copy of the annual QA work plan, or 
schedule of activities, that includes the following:


Section_______Page_____  1.  Objectives, scope, and planned 
projects or activities for the coming year;

Section_______Page_____  2.  Planned monitoring of previously 
identified issues, including tracking thereof over time; and

Section_______Page_____  3.  Planned evaluation of the QA 
program.

Section_______Page_____  j.  Does the QA program include an injured 
worker and /or provider satisfaction survey?  If so, provide copy of 
form(s) and latest summary.
GRIEVANCES & APPEALS

26.Section_______Page_____  Provide the name, address and telephone number of the grievance coordinator(s) who is/are responsible for the implementation of the grievance procedure.

27. Section_______Page_____  Submit a detailed description of MHCP’s injured 
worker and provider grievance and appeal procedures relative to the 
rendition of medical services. In all cases, resolution mechanisms shall be 
expeditious and where treatment matters are at issue reflect the need for 
prompt resolution.  The grievance and appeal procedure will include the 
following minimum requirements. §85-21-4.1.d §85-21-10.2.  §85-21-10.1.  
§85-21-10.1.d

Section_______Page_____  a.  Provide copy of grievance / appeal 


form included in informational materials to injured workers.  


§85-21-5.1.b.4.


Section_______Page_____  b.  A grievance is made when a written 


complaint or written request is delivered by the employee or 


provider to the MHCP setting forth the complaint and 



remedial action requested.  §85-21.10.2.a


Section_______Page_____  c.  The timeframe for employee or 


provider to file a grievance will be within 30 days of the 


occurrence of the event giving rise to the dispute.  §85-21-


10.2.b


Section_______Page_____  d.  MHCP shall render a written decision 


within 30 days of receipt by the MHCP of the grievance.  


§85-21.10.2.c


Section_______Page_____  e. MHCP may provide alternate dispute 


resolution including arbitration and mediation.   Alternate 


dispute resolution is not subject to the 30 day final resolution 

timeframe; however it shall be expeditious and prompt in 


resolution.  §85-21-10.2.d


Section_______Page_____  f.  MHCP shall maintain records for 2 


years of each formal grievance.  §85-21-10.3


Section_______Page_____  1.  Records must include 



description of grievance; employees name and 



address; names and addresses of the provider(s) 


relevant; MHCP and employers name and address.  


§85-21-10.3a


Section_______Page_____  2.  Records must include 



description of the MHCP findings, conclusions and 


disposition of the grievance.  §85-21-10.3.b


Section_______Page_____  g. MHCP shall notify the parties of its 


final decision so that a protestable order issued by self 


insured employer or carrier, setting forth the decision may be 

issued.  §85-21-10.4


Section_______Page_____  h.  A statement that there is physician 


involvement in the review of medically-related grievances.  


Section_______Page_____  i. MHCP shall provide an informal 



procedure for the expeditious resolution of disputes 



concerning rendition of medical services. §85-21-4.1.d
MEDICAL DIRECTOR


28.  Responsibilities of the Medical Director (M.D. or D.O. physician) shall 
include duties customarily associated with the Medical Director of a 
MHCP. §85-
21-4.1.p, §85-21-5.1a.5.

Section_______Page_____  a.  Name, address and telephone number of 
the Medical Director.


Section_______Page_____  b.  Is Medical Director full time or part time?


Section_______Page_____  c.  Description of duties.


Section_______Page_____  d.  Evidence that Medical Director has 
substantial involvement in QA activities.

Section_______Page_____  e.  Evidence that Medical Director has 
substantial involvement in UR activities.


Section_______Page_____  f.  Evidence that Medical Director has 
substantial involvement in credentialing activities.
PLAN MODIFICATIONS

           29.  Submit a statement that the MHCP acknowledges the following:

Section_______Page_____  a.  Geographical areas may be added upon the 
filing of a supplemental application.  §85-21-6.2   


Section_______Page_____  b.  MHCP implementing or experiencing 
material variations as to any matter set forth in the original 
application shall obtain approval for the modification by filing a 
request for modification with the OIC.  §85-21-7.1


Section_______Page_____  c.  Intended variations shall not be implemented 
until approved by the OIC.  §85-21-7.1a


Section_______Page_____  d. Modifications outside of the control of the 
system shall be filed with the OIC within 15 days of its occurrence.  
§85-21-7.1b


Section_______Page_____  e. When client initiates or terminates a 
contract with a MHCP, the MHCP shall file notification with the OIC 
within 15 days of the occurrence.  §85-21.7.2


Section_______Page_____  f.  Any change to any contract of parties 
involved in the MHCP shall be submitted to the OIC within 15 days.
REPORTING REQUIREMENTS  §85-21.11.1:


30. Section_______Page_____  Submit a statement acknowledging that the MHCP 
must submit an electronic report in EXCEL format semi-annually (based 
on calendar year) which shall include the following.  The applicant must 
use the EXCEL spreadsheet found at the OIC website, this semi-annual 
report should be submitted to the OIC on January 31st and July 31st of 
each year.    

a.  Number of employees treated.

b. Number of work-related injuries or diseases by ICD-9 code treated under the MHCP in preceding six (6) months.

c.  Breakdown by ICD-9 codes of injuries and diseases treated.

d.  Total Medical costs.

e.  Average medical cost per injured employee by type of injury.

f.  Average medical cost per diseased employee by type of disease.

g.  Breakdown of medical cost elements as to type of physician utilized, hospital costs, drug costs and other costs.

h.  Number of grievances filed and summary of action taken.

i.  Number of days by type of injury and disease for which an employee has been released from work.

      31. Section_______Page_____  Submit a statement acknowledging that every 30 
days MHCP must submit, in electronic format county grids and provider 
directory indicating any changes, additions and/or deletions to network 
that have occurred within the 30 days since prior submission.
APPLICATION PROVISIONS & REQUIREMENTS
32.  Submit a statement that the MHCP acknowledges the following:


Section_______Page_____  a.  Certificate of Approval is valid for 2 years 


and only for service area and MHCP or plans specified by the OIC.  

§85-21-6.2


Section_______Page_____  b. Certificates of Approval of a MHCP are not 


transferable.  §85-21-6.4

Section_______Page_____  c.  The approval of a MHCP by the OIC may be 

suspended or revoked.  §85-21-8.1


Section_______Page_____  d.  Clients may contract with multiple 



MHCP’s in order to maximize access for their employees.  §85-21-


9.4


Section_______Page_____  e.  Reapplication may be made upon written 


request at least 60 days prior to expiration of current certificate of 


approval.  §85-21-6.2  


Section_______Page_____  f.  The OIC may investigate the operations of a 


certified MHCP at any time and the plan and its providers shall 


cooperate in any investigation by the OIC.  §85-21-8.2


Section_______Page_____  g.  Should the OIC find that reasonable grounds 

for termination or suspension of a MHCP certificate of approval 


exist, written notice setting forth those grounds shall be mailed to 


the MHCP by certified mail, return receipt requested. §85-21-8.2

Section_______Page_____  h.  After 15 days from receipt or refusal by 


MHCP of notice the OIC shall render a written decision by which 


the approval of the plan may be terminated, suspended or 



conditionally continued to permit the correction of deficiencies 


directed.  §85-21-8.2


Section_______Page_____  i.  Denial of application by the OIC shall be final 

and unappealable.  §85-21-6.1


Section_______Page_____  j.  Should there be any updates/changes to 
provider contracts after submission and during the application 
process of this MHCP application, applicant shall notify the OIC 
with updated information as soon as possible. 
CERTIFICATION

State of ___________________________

County of _________________________

To-Wit:


I, ________________________________________, do swear or affirm that I have carefully examined each of the questions asked in the MANANGED HEALTH CARE PLAN APPLICATION AND CHECKLIST and each of the responses thereto and, to the best of my knowledge and ability, all responses, information, exhibits, and documentary evidence submitted in support thereof are true and correct. 







____________________________________







(Type or Print Name)







____________________________________







(Title)







____________________________________







(Signature)







____________________________________







(Date)

Sworn to and subscribed before me this ______ day of __________________, 20______.

My  commission expires: _______________________________________.

(SEAL)







____________________________________







(Notary Public)

Summary of Ancillary and Specialty Providers and Hospitals by County

(Indicate Number of Providers/Hospitals in Each County)

Name of Managed Care Organization:




For period Ending:

	Type of Provider
	Barbour
	Berkeley
	Boone
	Braxton 
	Brooke
	Cabell
	Calhoun
	Clay
	Doddridge
	Fayette
	Gilmer
	Grant

	A. Ancillary Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Optometrists
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologists
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Audiologists 
	
	
	
	
	
	
	
	
	
	
	
	

	Laboratory Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Radiology Imaging Centers
	
	
	
	
	
	
	
	
	
	
	
	

	A:  CAT Centers
	
	
	
	
	
	
	
	
	
	
	
	

	B: PET Centers
	
	
	
	
	
	
	
	
	
	
	
	

	C: MRI Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Home Health Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)  


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Specialty Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Inpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Outpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Skilled Nursing Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Hospice Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Radiation Oncology Therapy Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Transplant Facility
	
	
	
	
	
	
	
	
	
	
	
	

	A. In network
	
	
	
	
	
	
	
	
	
	
	
	

	B. Out of network
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	C. Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	General Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	Specialty Hospitals (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Ancillary and Specialty Providers and Hospitals by County

(Indicate Number of Providers/Hospitals in Each County)

Name of Managed Care Organization:




For period Ending:

	Type of Provider
	Greenbrier
	Hampshire
	Hancoch
	Hardy
	Harrison
	Jackson
	Jefferson
	Kanawha
	Lewis
	Lincoln
	Logan
	Marion

	A. Ancillary Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Optometrists
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologists
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Audiologists
	
	
	
	
	
	
	
	
	
	
	
	

	Laboratory Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Radiology Imaging Centers
	
	
	
	
	
	
	
	
	
	
	
	

	A:  CAT Centers
	
	
	
	
	
	
	
	
	
	
	
	

	B: PET Centers
	
	
	
	
	
	
	
	
	
	
	
	

	C: MRI Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Home Health Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)  


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Specialty Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Inpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Outpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Skilled Nursing Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Hospice Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Radiation Oncology Therapy Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Transplant Facility
	
	
	
	
	
	
	
	
	
	
	
	

	A. In network
	
	
	
	
	
	
	
	
	
	
	
	

	B. Out of network
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	C. Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	General Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	Specialty Hospitals (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Ancillary and Specialty Providers and Hospitals by County

(Indicate Number of Providers/Hospitals in Each County)

Name of Managed Care Organization:




For period Ending:

	Type of Provider
	Marshall
	Mason
	McDowell
	Mercer
	Mineral
	Mingo
	Monogalia
	Monroe
	Morgan
	Nicholas
	Ohio
	Pendleton

	A. Ancillary Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Optometrists
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologists
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Audiologists
	
	
	
	
	
	
	
	
	
	
	
	

	Laboratory Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Radiology Imaging Centers
	
	
	
	
	
	
	
	
	
	
	
	

	A:  CAT Centers
	
	
	
	
	
	
	
	
	
	
	
	

	B: PET Centers
	
	
	
	
	
	
	
	
	
	
	
	

	C: MRI Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Home Health Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)  


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Specialty Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Inpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Outpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Skilled Nursing Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Hospice Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Radiation Oncology Therapy Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Transplant Facility
	
	
	
	
	
	
	
	
	
	
	
	

	A. In network
	
	
	
	
	
	
	
	
	
	
	
	

	B. Out of network
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	C. Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	General Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	Specialty Hospitals (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Ancillary and Specialty Providers and Hospitals by County

(Indicate Number of Providers/Hospitals in Each County)

Name of Managed Care Organization:




For period Ending:

	Type of Provider
	Pleasants
	Pocahontas
	Preston
	Putnam
	Raleigh
	Randolph
	Ritchie
	Roane
	Summers
	Taylor
	Tucker
	Tyler

	A. Ancillary Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Optometrists
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologists
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Audiologists
	
	
	
	
	
	
	
	
	
	
	
	

	Laboratory Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Radiology Imaging Centers
	
	
	
	
	
	
	
	
	
	
	
	

	A:  CAT Centers
	
	
	
	
	
	
	
	
	
	
	
	

	B: PET Centers
	
	
	
	
	
	
	
	
	
	
	
	

	C: MRI Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Home Health Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)  


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Specialty Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Inpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Outpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Skilled Nursing Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Hospice Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Radiation Oncology Therapy Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Transplant Facility
	
	
	
	
	
	
	
	
	
	
	
	

	A. In network
	
	
	
	
	
	
	
	
	
	
	
	

	B. Out of network
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	C. Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	General Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	Specialty Hospitals (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Ancillary and Specialty Providers and Hospitals by County

(Indicate Number of Providers/Hospitals in Each County)

Name of Managed Care Organization:




For period Ending:









For counties outside of  WV indicate









State: ________________

	Type of Provider
	Upshur
	Wayne
	Webster
	Wetzel
	Wirt
	Wood
	Wyoming
	Total

Statewide
	Other
	Other
	Other
	Other

	A. Ancillary Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Optometrists
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Psychologists
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Therapists 
	
	
	
	
	
	
	
	
	
	
	
	

	Speech Therapists
	
	
	
	
	
	
	
	
	
	
	
	

	Audiologists
	
	
	
	
	
	
	
	
	
	
	
	

	Laboratory Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Diagnostic Radiology Imaging Centers
	
	
	
	
	
	
	
	
	
	
	
	

	A:  CAT Centers
	
	
	
	
	
	
	
	
	
	
	
	

	B: PET Centers
	
	
	
	
	
	
	
	
	
	
	
	

	C: MRI Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Home Health Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)  


	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	B. Specialty Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Inpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Outpatient Rehab. Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Skilled Nursing Facilities
	
	
	
	
	
	
	
	
	
	
	
	

	Hospice Agencies
	
	
	
	
	
	
	
	
	
	
	
	

	Radiation Oncology Therapy Centers
	
	
	
	
	
	
	
	
	
	
	
	

	Transplant Facility
	
	
	
	
	
	
	
	
	
	
	
	

	A. In network
	
	
	
	
	
	
	
	
	
	
	
	

	B. Out of network
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	C. Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	General Hospitals
	
	
	
	
	
	
	
	
	
	
	
	

	Specialty Hospitals (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Physicians by County

(Indicate Number of Providers in Each County)

Name of Managed Care Organization:





For the Period Ending:

	Type of Provider
	Barbour
	Berkeley
	Boone
	Braxton
	Brooke
	Cabell
	Calhoun
	Clay
	Doddridge
	Fayette
	Gilmer
	Grant

	A. Primary Care Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Family/General Practice
	
	
	
	
	
	
	
	
	
	
	
	

	Internal Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	B.  Specialty Care Physicians
	
	
	
	
	
	
	
	
	
	
	
	

	Allergist
	
	
	
	
	
	
	
	
	
	
	
	

	Anesthesiology
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiologist
	
	
	
	
	
	
	
	
	
	
	
	

	Chiropractor
	
	
	
	
	
	
	
	
	
	
	
	

	Colon-Rectal Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Dermatologist
	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Endocrinologist
	
	
	
	
	
	
	
	
	
	
	
	

	Gastroenterologist
	
	
	
	
	
	
	
	
	
	
	
	

	General Dentistry
	
	
	
	
	
	
	
	
	
	
	
	

	General Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Hematologist
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalists
	
	
	
	
	
	
	
	
	
	
	
	

	Immunologist
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Spec.
	
	
	
	
	
	
	
	
	
	
	
	

	Nephrologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurophysiology
	
	
	
	
	
	
	
	
	
	
	
	

	Neurosurgery
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Oncologist
	
	
	
	
	
	
	
	
	
	
	
	

	Ophthalmologist
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Orthopedist
	
	
	
	
	
	
	
	
	
	
	
	

	Osteopath
	
	
	
	
	
	
	
	
	
	
	
	

	Otolaryngologist
	
	
	
	
	
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	
	
	
	
	
	

	Pathology
	
	
	
	
	
	
	
	
	
	
	
	

	Physiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Plastic Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Podiatry
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonologist
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatology
	
	
	
	
	
	
	
	
	
	
	
	

	Urgent Care
	
	
	
	
	
	
	
	
	
	
	
	

	Urologist
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Physicians by County

(Indicate Number of Providers in Each County)

Name of Managed Care Organization:





For the Period Ending:

	Type of Provider
	Greenbrier
	Hampshire
	Hancoch
	Hardy
	Harrison
	Jackson
	Jefferson
	Kanawha
	Lewis
	Lincoln
	Logan
	Marion

	A. Primary Care Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Family/General Practice
	
	
	
	
	
	
	
	
	
	
	
	

	Internal Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	B.  Specialty Care Physicians
	
	
	
	
	
	
	
	
	
	
	
	

	Allergist
	
	
	
	
	
	
	
	
	
	
	
	

	Anesthesiology
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiologist
	
	
	
	
	
	
	
	
	
	
	
	

	Chiropractor
	
	
	
	
	
	
	
	
	
	
	
	

	Colon-Rectal Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Dermatologist
	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Endocrinologist
	
	
	
	
	
	
	
	
	
	
	
	

	Gastroenterologist
	
	
	
	
	
	
	
	
	
	
	
	

	General Dentistry
	
	
	
	
	
	
	
	
	
	
	
	

	General Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Hematologist
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalists
	
	
	
	
	
	
	
	
	
	
	
	

	Immunologist
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Spec.
	
	
	
	
	
	
	
	
	
	
	
	

	Nephrologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurophysiology
	
	
	
	
	
	
	
	
	
	
	
	

	Neurosurgery
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Oncologist
	
	
	
	
	
	
	
	
	
	
	
	

	Ophthalmologist
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Orthopedist
	
	
	
	
	
	
	
	
	
	
	
	

	Osteopath
	
	
	
	
	
	
	
	
	
	
	
	

	Otolaryngologist
	
	
	
	
	
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	
	
	
	
	
	

	Pathology
	
	
	
	
	
	
	
	
	
	
	
	

	Physiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Plastic Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Podiatry
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonologist
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatology
	
	
	
	
	
	
	
	
	
	
	
	

	Urgent Care
	
	
	
	
	
	
	
	
	
	
	
	

	Urologist
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Physicians by County

(Indicate Number of Providers in Each County)

Name of Managed Care Organization:





For the Period Ending:

	Type of Provider
	Marshall
	Mason
	McDowell
	Mercer
	Mineral
	Mingo
	Monongalia
	Monroe
	Morgan
	Nicholas
	Ohio
	Pendleton

	A. Primary Care Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Family/General Practice
	
	
	
	
	
	
	
	
	
	
	
	

	Internal Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	B.  Specialty Care Physicians
	
	
	
	
	
	
	
	
	
	
	
	

	Allergist
	
	
	
	
	
	
	
	
	
	
	
	

	Anesthesiology
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiologist
	
	
	
	
	
	
	
	
	
	
	
	

	Chiropractor
	
	
	
	
	
	
	
	
	
	
	
	

	Colon-Rectal Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Dermatologist
	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Endocrinologist
	
	
	
	
	
	
	
	
	
	
	
	

	Gastroenterologist
	
	
	
	
	
	
	
	
	
	
	
	

	General Dentistry
	
	
	
	
	
	
	
	
	
	
	
	

	General Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Hematologist
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalists
	
	
	
	
	
	
	
	
	
	
	
	

	Immunologist
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Spec.
	
	
	
	
	
	
	
	
	
	
	
	

	Nephrologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurophysiology
	
	
	
	
	
	
	
	
	
	
	
	

	Neurosurgery
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Oncologist
	
	
	
	
	
	
	
	
	
	
	
	

	Ophthalmologist
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Orthopedist
	
	
	
	
	
	
	
	
	
	
	
	

	Osteopath
	
	
	
	
	
	
	
	
	
	
	
	

	Otolaryngologist
	
	
	
	
	
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	
	
	
	
	
	

	Pathology
	
	
	
	
	
	
	
	
	
	
	
	

	Physiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Plastic Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Podiatry
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonologist
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatology
	
	
	
	
	
	
	
	
	
	
	
	

	Urgent Care
	
	
	
	
	
	
	
	
	
	
	
	

	Urologist
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Physicians by County

(Indicate Number of Providers in Each County)

Name of Managed Care Organization:





For the Period Ending:

	Type of Provider
	Pleasants
	Pocahontas
	Preston
	Putnam
	Raleigh
	Randolph
	Ritchie
	Roane
	Summers
	Taylor
	Tucker
	Tyler

	A. Primary Care Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Family/General Practice
	
	
	
	
	
	
	
	
	
	
	
	

	Internal Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	B.  Specialty Care Physicians
	
	
	
	
	
	
	
	
	
	
	
	

	Allergist
	
	
	
	
	
	
	
	
	
	
	
	

	Anesthesiology
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiologist
	
	
	
	
	
	
	
	
	
	
	
	

	Chiropractor
	
	
	
	
	
	
	
	
	
	
	
	

	Colon-Rectal Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Dermatologist
	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Endocrinologist
	
	
	
	
	
	
	
	
	
	
	
	

	Gastroenterologist
	
	
	
	
	
	
	
	
	
	
	
	

	General Dentistry
	
	
	
	
	
	
	
	
	
	
	
	

	General Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Hematologist
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalists
	
	
	
	
	
	
	
	
	
	
	
	

	Immunologist
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Spec.
	
	
	
	
	
	
	
	
	
	
	
	

	Nephrologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurophysiology
	
	
	
	
	
	
	
	
	
	
	
	

	Neurosurgery
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Oncologist
	
	
	
	
	
	
	
	
	
	
	
	

	Ophthalmologist
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Orthopedist
	
	
	
	
	
	
	
	
	
	
	
	

	Osteopath
	
	
	
	
	
	
	
	
	
	
	
	

	Otolaryngologist
	
	
	
	
	
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	
	
	
	
	
	

	Pathology
	
	
	
	
	
	
	
	
	
	
	
	

	Physiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Plastic Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Podiatry
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonologist
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatology
	
	
	
	
	
	
	
	
	
	
	
	

	Urgent Care
	
	
	
	
	
	
	
	
	
	
	
	

	Urologist
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


Summary of Physicians by County

(Indicate Number of Providers in Each County)

Name of Managed Care Organization:





For the Period Ending:









For counties outside of  WV indicate









State: ________________

	Type of Provider
	Upshur
	Wayne
	Webster
	Wetzel
	Wirt
	Wood
	Wyoming
	Total

Statewide
	Other
	Other
	Other
	Other

	A. Primary Care Providers
	
	
	
	
	
	
	
	
	
	
	
	

	Family/General Practice
	
	
	
	
	
	
	
	
	
	
	
	

	Internal Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	B.  Specialty Care Physicians
	
	
	
	
	
	
	
	
	
	
	
	

	Allergist
	
	
	
	
	
	
	
	
	
	
	
	

	Anesthesiology
	
	
	
	
	
	
	
	
	
	
	
	

	Cardiologist
	
	
	
	
	
	
	
	
	
	
	
	

	Chiropractor
	
	
	
	
	
	
	
	
	
	
	
	

	Colon-Rectal Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Dermatologist
	
	
	
	
	
	
	
	
	
	
	
	

	Emergency Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Endocrinologist
	
	
	
	
	
	
	
	
	
	
	
	

	Gastroenterologist
	
	
	
	
	
	
	
	
	
	
	
	

	General Dentistry
	
	
	
	
	
	
	
	
	
	
	
	

	General Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Hematologist
	
	
	
	
	
	
	
	
	
	
	
	

	Hospitalists
	
	
	
	
	
	
	
	
	
	
	
	

	Immunologist
	
	
	
	
	
	
	
	
	
	
	
	

	Infectious Disease Spec.
	
	
	
	
	
	
	
	
	
	
	
	

	Nephrologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurologist
	
	
	
	
	
	
	
	
	
	
	
	

	Neurophysiology
	
	
	
	
	
	
	
	
	
	
	
	

	Neurosurgery
	
	
	
	
	
	
	
	
	
	
	
	

	Occupational Medicine
	
	
	
	
	
	
	
	
	
	
	
	

	Oncologist
	
	
	
	
	
	
	
	
	
	
	
	

	Ophthalmologist
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Surgeon
	
	
	
	
	
	
	
	
	
	
	
	

	Orthopedist
	
	
	
	
	
	
	
	
	
	
	
	

	Osteopath
	
	
	
	
	
	
	
	
	
	
	
	

	Otolaryngologist
	
	
	
	
	
	
	
	
	
	
	
	

	Pain Management
	
	
	
	
	
	
	
	
	
	
	
	

	Pathology
	
	
	
	
	
	
	
	
	
	
	
	

	Physiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Plastic Surgery
	
	
	
	
	
	
	
	
	
	
	
	

	Podiatry
	
	
	
	
	
	
	
	
	
	
	
	

	Psychiatrist
	
	
	
	
	
	
	
	
	
	
	
	

	Pulmonologist
	
	
	
	
	
	
	
	
	
	
	
	

	Rheumatology
	
	
	
	
	
	
	
	
	
	
	
	

	Urgent Care
	
	
	
	
	
	
	
	
	
	
	
	

	Urologist
	
	
	
	
	
	
	
	
	
	
	
	

	Other (please specify)
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