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I. INTRODUCTION 

This Credentialing and Recredentialing Plan (“Credentialing Plan”) identifies the policies and procedures of Avera 
Health Plans for credentialing and recredentialing its providers and facilities (“Providers”). All Providers identified in 
its network are subject to this Credentialing Plan. 

Providers who provide health care services to Members under their out-of-network benefits or on an emergency 
basis are not subject to this Credentialing Plan. Throughout this Credentialing Plan, any reference to Provider is 
applicable to individual Providers and facilities as appropriate. 

Avera Health Plans credentials Providers (Providers and facilities) who meet established credentialing standards. 
Avera Health Plans’ credentialing and recredentialing decisions are not made on the basis of sex, sexual orientation, 
race, age, creed, ethnic/national identity, patient type (e.g. Medicaid), types of procedures performed, or disability 
unrelated to the capability to fulfill the duties and responsibilities of the Provider’s profession without reasonable 
accommodation and the Avera Health Plans Participating Provider Agreement per the Avera Health Plans 
Credentialing Policy. Avera Health Plans does not discriminate against any Provider who is acting within the scope of 
the applicable license or certification under State law, solely on the basis of the license or certification. 

Avera Health Plans Credentialing Policy consists of this Credentialing Plan and any policies that may be adopted and 
approved by the Credentialing Committee and/or Board of Directors. 

The Credentialing Plan and Policies are reviewed annually and amended as necessary. Revisions are based on 
national accreditation standards and Avera Health Plans business needs and requirements. The following process is 
employed: 

A. Review and/or revision of the Credentialing Plan by a multidisciplinary team which may include a 
representative of a delegated credentialing entity, Avera Health Plans Director of Provider Operations and 
Credentialing Physician Designee (CPD). 

B. Presentation of the Credentialing Plan with any recommended changes to the Credentialing Committee for 
review, modification, and approval. 

C. Presentation of the Credentialing Plan approved by the Credentialing Committee and by the Avera Health 
Plans Credentialing Physician Designee to the Board of Directors. 

Nondiscrimination. Avera health Plans does not make credentialing decisions based on an applicant’s race, 
ethnic/national identity, gender, age, sexual orientation or patient type (e.g., Medicaid) in which the practitioner 
specializes. [CR 1.A.7 Bullet 1] Discrimination is prevented by maintaining a diverse Credentialing Committee. All 
committee members sign affirmation statements that they do not discriminate when making credentialing decisions. 
Additionally, committee members do not receive information on any applicant’s race, ethnic/national identity, 
gender, age, sexual orientation or patient type in which the practitioner specializes. [CR 1.A.7 Bullet 2] At least 
annually, monitoring is conducted to ensure that practitioners are not discriminated against. These monitoring 
audits are tracked on the credentialing checklist and note who completed the audit and the date it is completed. 
Audits are completed by the Credentialing Manager with representative samples of in-process and approved 
applications and each denied application. Monitoring of practitioner complaints alleging discrimination is completed 
at least annually. Results of annual audits and complaints alleging discrimination, along with findings of investigation, 
are reported to the Credentialing Committee at least annually. [CR 1.A.7 Bullet 3] 
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II. BOARD OF DIRECTORS AND COMMITTEES 

A. Board of Directors. Policies and procedures regarding credentialing are approved by the Board of Directors 
and reviewed on an annual basis. The Board of Directors has the authority for approval or denial of a 
Providers’ Avera Health Plans participation 

B. Credentialing Committee. 
1. Authority. The Credentialing Committee is accountable to the Board of Directors. The Credentialing 

Committee operates as a peer review organization pursuant to state and federal laws and as a 
professional review organization pursuant to the Health Care Quality Improvement Act of 1986, 42 
U.S.C. § 11101 et seq. Recommendations for Avera Health Plans participation will be presented to the 
Board of Directors. 

2. Committee Membership. [CR 1.A.10] 
a. The Avera Health Plans Credentialing Physician Designee is the Chairperson of the 

Credentialing Committee and will cast a tie-breaking vote when necessary. 
b. Membership details are identified in the Credentialing Committee Charter which shall be 

incorporated by reference into this credentialing Plan. 
3. Meetings. At a minimum, meetings are held monthly. Meetings are held more often at the call of the 

Credentialing Committee Chairperson. Minutes are recorded for all meetings. See Credentialing 
Committee Charter. 

4. Quorum and Voting. See Credentialing Committee Charter. 
5. Functions. See Credentialing Committee Charter. 
6. Consultation. The Credentialing Committee may, at its discretion, request advice and consultation 

regarding an applicant’s credentials or professional practice history from appropriate Avera Health 
Plans Providers whose specialty or discipline is not represented on the Credentialing Committee. 

7. Conflict of Interest - The process of evaluating a Provider’s credentials requires an objective assessment 
of the Provider’s qualifications and factual presentation of relevant information. A Credentialing 
Committee member who is a partner, associate, relative, employee, employer or in direct economic 
competition is expected to abstain in the investigation, deliberations, or votes regarding such applicant 
if the employee or committee member believes participation in the process represents a conflict of 
interest. The Avera Health Plans Credentialing Physician Designee can excuse the Credentialing 
Committee member from participation if the Credentialing Physician Designee is aware that a conflict 
of interest may exist. 

C. Credentialing Program Director: The Avera Health Plans Director of Provider Operations is responsible for 
the overall program of Provider credentialing to include: 

a. Interfacing and communicating with applicants regarding credentialing and recredentialing 
issues and problems. 

b. Serve as liaison between participating providers and Avera Health Plans credentialing staff 
in the credentialing process. 

c. Ensure credentialing operations, policies, procedures, and plan are in compliance with Federal, 
State and NCQA accreditation requirements  

d. Communication with Credentialing Physician Designee and Credentialing Committee related to: 
i. Clean Files to review 

ii. Monthly Committee Packet creation, presentation and minute generation 
iii. Proposal of changes to credentialing operations or credentialing plan.  

e. Communication and alignment of credentialing operations to key stakeholders 
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D. Credentialing Physician Designee. The Avera Health Plans Credentialing Physician Designee(CPD) is 
responsible for the oversight of the Credentialing Committee and credentialing file review process to 
include: [CR 1.A.10] 
1. Chairperson of the Credentialing Committee. 
2. Responsible for all clinical aspects of the credentialing and recredentialing process. 
3. Review for approval of Provider applications that meet both Level I and Level II Criteria for Participation. 

The Avera Health Plans Credentialing Physician Designee may also delegate the approval of Providers 
who meet both Level I and Level II Criteria for Participation to a  designated Medical Director or an 
equally qualified physician.[CR 1.A.5, CR 2.A.3] 

4. Interfacing and communicating with applicants regarding credentialing and recredentialing issues 
and problems. 

5. Select, train, and monitor members of the Credentialing Committee. 
6. Participate in the reconsideration process of any denied or terminated Provider. 
7. Reviews and approves Credentialing Committee meeting minutes. 

E. Appeals Committee. The Appeals Committee shall hear selected appeals from Providers after the 
Credentialing Committee has recommended denial or termination of Avera Health Plans participation 
status or other discipline based on professional conduct or competence. The Appeals Committee may 
conduct hearings and recommend upholding, rejecting, or modifying the recommendations of the 
Credentialing Committee and may exercise other powers given to it by the Board of Directors. 
1. Committee Membership 

a. Appeals Committee shall be composed of no fewer than three (3) individuals selected on an 
ad hoc basis by the Avera Health Plans Credentialing Physician Designee or his/her designee. 

b. Avera Health Plans shall use its best efforts to ensure that the majority of the members of the 
Appeals Committee are peers of the Provider who is the subject of the hearing, but who are 
not in direct economic competition. 

c. Members of the Appeals Committee may be Avera Health Plans network Providers or 
members of the Avera Health Plans Pharmacy and Therapeutics Committee, or Quality 
Improvement Committee. 

d. A Chairperson shall be elected from amongst the Committee membership. 
2. Hearing Officer. The Hearing Officer shall be an attorney from the Avera Health Office of General 

Counsel. 
3. See Section X for Appeals Committee procedure. 
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III. CREDENTIALING PROCESS 

A. Provider Eligibility. The Avera Health Plans credentialing program applies to physicians and certain other 
independent Providers (those permitted by law to provide patient care without direction or supervision) 
who wish to provide services in a contracted facility or contract for the network. Certain Allied Health 
Providers who cannot practice independently are also subject to credentialing. Providers included are listed 
in Criteria for Participation found in Section XVI. 

B. Application Process. 
1. Applications. Applicants for credentialing must complete an application on a prescribed application 

form, either an Avera application form or an application form that has been approved by Avera. 
2. Supporting documentation must be included with the application and consists of the following: 

a. Copy of current state professional licenses and/or certificates showing expiration date. Copy 
of licenses/certificates are required for each state where the Provider intends to provide 
covered services. 

b. Copy of current professional liability insurance certificate in an amount not less than 
$1,000,000 per occurrence and $3,000,000 in aggregate through provided insurance coverage 
or through a combination of private insurance and state sponsored coverage. 

c. Copy of current Federal Drug Enforcement Agency (DEA) registration, if applicable. 
d. Copy of current state-controlled substance license, if applicable. 
e. Copy of documentation for board certification, if applicable. 
f. Work history, at a minimum a 5-year work history included on application, must be in mm/yy 

format. 
C. Disclosure Questionnaire. The Provider must complete the ‘Disclosure Questionnaire’ section of the 

application concerning any sanctions including, but not limited to, loss of licensure, loss or limitation of 
Hospital privileges, history of felony convictions, or any disciplinary actions. The Provider must disclose any 
reasons for an inability to perform the essential functions of the position, with or without accommodation, 
and any current substance abuse. The provider must furnish a detailed written description of the 
circumstances surrounding any affirmative response to questions in the ‘Disclosure Questionnaire’ section 
of the application or any other such questions on any other Avera approved application. 
1. An Attestation by the applicant to the accuracy and completeness of the application must be signed 

and dated. The applicant also signs and dates a release allowing Avera to verify and investigate 
credentials. Faxed, digital, electronic, scanned or photocopied signatures are acceptable, but signature 
stamps are not accepted. 

2. A signed and dated release relieving any person, entity, institution or organization that provides 
information as part of the application process from liability. 

3. The application must include a statement informing the applicant that the National Provider Data Bank 
(“NPDB”), the relevant state licensing board(s) and the Medicare and Medicaid Sanctions and 
Reinstatement Report will be queried and reviewed as part of the application review process. 

4. The application must include a statement that a report may be submitted to appropriate state licensing 
boards and NPDB in the event that the application is denied. 

5. Credentialing Physician Designee may review a disclosure statement and make a determination of a 
clean file if disclosure involved a: 
a. Minor offense occurring prior to graduation from medical school or ten years prior to application 

with no recent offenses. Offenses or activities reviewed in previous credentialing reviews will not 
be reviewed by the Credentialing Committee in subsequent reviews. 
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b. Loss of clinical privileges was related to a voluntary change in employment. Losses reviewed in 
previous credentialing reviews will not be reviewed by the Credentialing Committee in subsequent 
reviews. 

D. Ineligible Applicants. Applications are not accepted and are closed and returned to the Provider with a 
written explanation as to the reasons for non-acceptance under the following circumstances: 
1. The application is from a type of Provider that Avera Health Plans does not include in the network. 
2. Provider does not meet Level I Criteria for Participation as identified in Section XVI. 
3. Provider does not meet Level II Criteria for Participation and waiver of the criteria is not granted. 
4. Applicant does not have a provider contract to participate in the Avera Health Plans network. 

E. Incomplete Applications. Incomplete applications are held open for fifteen (15) calendar days to allow the 
applicant an opportunity to supply any required missing information or documentation. This would include, 
but is not limited to, the following: 
1. The Provider has not provided an explanation for any affirmative response to questions in the 

‘Disclosure Questionnaire’ section of the application. 
2. The Provider has not provided necessary copies of documents such as license, insurance certificates, 

board certification certificates, work history, etc. 
3. The ‘Disclosure Questionnaire’ section of the application is not completed. 
4. The application ‘Release and Attestation’ is not signed and dated. Stamped signatures are not 

accepted. 
5. The Provider has failed to comply with any other procedure or to provide any other information 

necessary to process the application. 
6. Application processing will not begin until all missing documentation/information is received. If 

information is not received within fifteen (15) calendar days of the request for missing/additional 
information, the application is considered withdrawn, and the application process is closed. 

F. Credentialing Verification. Credentialing verification is conducted to ensure the information furnished by 
the Provider is complete, current, and accurate. 
1. Verification of the following are obtained through primary sources, contracted agents of primary 

sources and/or NCQA-accepted sources listed for the credential: [CR 1.A.2] 
a. Licensure 
b. DEA/CDS/CSR 
c. Professional Liability Coverage 
d. Board Certification 
e. Education/training 
f. Post-graduate training 
g. Clinical privileges 
h. Professional liability claims history 
i. Work history 
j. NPI Number (NPPES) 
k. Social Security Death Master File 

2. In addition, information regarding the Provider is obtained from the following, as applicable: 
a. National Provider Data Bank 
b. Federation of State Medical Boards 
c. Federation of Chiropractic Licensing Boards 
d. Federation of Podiatric State Medical Boards 
e. Other credible information made known to Credentialing Committee Members. 
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3. The specific Criteria for Participation and verification requirements for each type of Provider can be 
found under Section XVI, Criteria for Participation. 

4. Time Sensitive factors, such as verifications cannot be more than one hundred and twenty (120) 
calendar days old at the time of approval. 

G. Office Site Visit. The office site reviews may be incorporated into the credentialing decision making, quality 
improvement and performance monitoring processes. Office site visits can also be conducted for Providers 
relocating their practice locations. 

H. Notification of Conflicting Information. If information is obtained during credentialing verification that 
varies substantially from the information submitted by the Provider, Avera Health Plans contacts the 
Provider via letter and/or email with notification of the discrepancy. The notification is sent promptly after 
the discrepancy is detected. [CR 1.A.8, CR 1 B.2] When a substantial discrepancy is identified, the applicant 
is notified of the discrepancy and the applicant is given the opportunity to submit in writing, within fifteen 
(15) calendar days, any corrections of erroneous information obtained from other sources or an explanation 
of discrepancies. This explanation is placed in the Provider’s electronic file. The foregoing does not require 
Avera Health Plans to alter or delete information contained in the file. Avera Health Plans keeps the 
corrected information and documentation on file with the original application. Examples of instances where 
the Provider will be notified of discrepancies include, but are not limited to, actions on a license, disciplinary 
actions, malpractice claims history, hospital privilege restrictions or termination, or board-certification 
status. 
1. Failure to respond to a request for additional information will deem the application to be 

incomplete. 
I. Provider’s Responsibility to Provide Information. The Provider bears the burden of producing current, 

accurate, and sufficient information for the Credentialing Committee to properly evaluate his or her 
qualifications and has the burden of resolving any doubts about his or her qualifications for Avera Health 
Plans participation. The Provider verifies that information submitted is accurate and complete and has the 
burden of updating the information, if necessary, to keep it current during the application process. 

J. Failure to respond to a request for updated information will deem the application to be incomplete. 
K. Provider’s Right to Review Application Information. Providers have a right to review information obtained 

to evaluate their credentialing application. This evaluation includes information obtained from any outside 
primary source (malpractice insurance carriers, state licensing boards). This does not include disclosure of 
information prohibited by law or references or recommendations or other information that is peer review 
protected. The review is conducted in the offices of Avera Health Plans by appointment. Provider’s Right to 
be Informed of Status of Credentialing or Recredentialing. Upon request, Providers have a right to be 
informed of the status of their credentialing or recredentialing application. A request for information 
regarding status can be made via written request or by phone. Requests for current status information will 
be directed to the credentialing staff member assigned to and responsible for processing the application. 
Application status information will be discussed with the Provider including, but is not limited to, missing 
information, requests for additional information, Avera Health Plans contract return, and credentialing time 
frames. Status information does not include disclosure of information prohibited by law, references, 
recommendations or information that is peer-review protected. Providers are notified of their rights, 
including the right to review application information, the right to be informed of the status of credentialing 
or recredentialing and the right to correct erroneous information in the Provider Manual, which is available 
online and distributed to all applicants upon initial application and initiation of the recredentialing process. 
[CR 1.B] 

L. Confidentiality. [CR 1.A.11] 
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1. Avera Health Plans complies with all state and federal laws and regulations regarding the confidentiality 
of individual medical records and Provider information. Provider information obtained from any source 
during the credentialing process is considered strictly confidential and is used only for the purpose of 
determining the provider’s eligibility to participate with Avera Health Plans. This information is shared 
only with those persons or organizations who have authority to receive such information, or who have 
a need to know in order to perform credentialing related functions. 

2. Documents in custody of Avera Health Plans’ credentialing staff, which may contain confidential patient 
or Provider information, is destroyed when such information is no longer necessary for credentialing 
functions, or when no longer required to be maintained by law. 

3. Individual Provider paper files containing credentialing information including history of sanctions and 
disciplinary actions are stored in locked cabinets. Access to electronic credentialing information is 
restricted to authorized personnel via sign-on security. All credentialing department employees and 
Credentialing Committee members sign confidentiality statements. 

4. All information and data collected, developed, or considered by the Credentialing Committee is kept 
confidential and not disclosed except as required to be disclosed under applicable law. The proceedings 
of the Credentialing Committee are also confidential. 

5. Information not considered confidential includes the following: 
a. Provider name 
b. License designation 
c. Degree 
d. Gender 
e. Practice name 
f. Practice address 
g. Practice phone number 
h. Board certification status 
i. Specialty 
j. Hospital Affiliations 
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IV. CREDENTIALING DECISION 

A. Credentialing Information Time Limits. 
1. All credentialing information must be available to the Credentialing Committee or its designee at the 

time a decision regarding Avera Health Plans participation is made. Under no circumstances will a 
provisional status be offered in lieu of complete credentialing information and completion of the 
credentialing process. 

B. Streamlined Credentialing. 
1. “Streamlined Credentialing” refers to the process used when a Provider to the Credentialing Plan has 

submitted all required application materials and it has been determined that such a Provider meets all 
of Avera Health Plans Criteria for Participation set forth in Section XVI for both Level I and Level II 
Criteria for Participation for the Provider’s appropriate specialty, and the credentialing process is able 
to be completed for the Provider before the next scheduled Credentialing Committee meeting. Such a 
Provider’s completed application and supporting documentation is submitted for review by the Avera 
Health Plans Credentialing Physician Designee or their designee on behalf of the Credentialing 
Committee. An applicant qualifying for streamlined process review must also be in good standing at 
an existing Avera Health Plans participating facility or clinic. 

2. Streamlined Process Review. An applicant must submit a completed application form, signed release, 
and a signed attestation and must supply any additional information requested as may be requested 
by the Avera Health Plans Credentialing Physician Designee or their designee. The Avera Health Plans 
Credentialing Physician Designee or their designee may approve an applicant for Avera Health Plans 
participation in the event the Avera Health Plans Credentialing Physician Designee or their designee 
determines such applicant meets all the Criteria for Participation set forth in Section XVI for both Level 
I and Level II Criteria for Participation. In the event the Avera Health Plans Credentialing Physician 
Designee or their designee does not approve a Provider’s application for Avera Health Plans 
participation, such application proceeds to the Credentialing Committee for review. [CR 1.A.5, CR 2.A.3] 

C. Review of Provider. 
1. Criteria for Participation. In order to be eligible for Avera Health Plans participation, the Provider or, in 

the case of a group of Providers, i.e. group practice, PHO, IPA, independent network, or any other 
organized arrangement of Providers, each individual Provider who will provide professional services 
through such group, and for whom the group desires to provide Covered Services under Avera Health 
Plans, must continually satisfy the Criteria for Participation designated as Level I. The Provider must 
also continuously meet all the Criteria for Participation designated as Level II, unless the Board of 
Directors, after full disclosure by the Provider and a recommendation from the Credentialing 
Committee, waives such requirement. Criteria for Participation are found in Section XVI. 

2. Credentialing Committee. Upon review of the application and thoughtfully considering any facts and 
circumstances it deems appropriate, the Credentialing Committee discusses the facts and 
circumstances it deems appropriate and makes one of the following recommendations: [CR 2.A.2] 
a. The applicant has met both Level I and Level II Criteria for Participation to be approved for Avera 

Health Plans participation, or 
b. The applicant has met Level I Criteria for Participation but has not met all Level II Criteria for 

Participation, however, a waiver is granted, and the applicant is recommended for approval for 
Avera Health Plans participation, or 
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c. The applicant has met Level I Criteria for Participation but has not met all Level II Criteria for 
Participation, a waiver is not granted, and the applicant is recommended for denial for Avera 
Health Plans participation as an ineligible Provider, or 

d. Additional information is needed before further evaluation can be completed. 
D. Granting of waiver 

1. Waivers may be granted to Providers who do not meet all of the Level II Criteria for Participation if, 
based on the Credentialing Committee evaluation, it does not appear that the applicant’s ability to 
perform professional duties is impaired and it does not appear there is likelihood of probable future 
substandard performance or the Credentialing Committee believes sufficient monitoring, evaluation, 
and corrective action is in place by regulatory or other such entity with authority over the Provider. 

2. The Credentialing Committee can request review of a Provider’s credentials, as often as deemed 
necessary to assure there is not a pattern of potentially substandard performance. 

E. Approval of Avera Health Plans Participation. Upon approval of the Credentialing Committee or in the case 
of Streamlined Credentialing, the Credentialing Physician Designee or their Designee, the Provider is given 
an effective date of Avera Health Plans participation consistent with the Avera Health Plans policies and 
procedures unless an alternate date of Avera Health Plans participation is mandated by State Law. The 
Provider is sent written notification of the approval within 10 business days of the approval. [CR 1.A.9] The 
recommendation is then presented to the Board of Directors for final ratification. Providers also receive a 
signed Avera Health Plans Provider Agreement and access to the Provider Manual as applicable. The 
decision date for credentialing is used for determining the recredentialing intervals. 

F. Notice of an adverse decision for credentialing shall be provided to Provider within ten (10) business days 
of the Credentialing Committee. [CR 1.A.9] 

G. Appeals and Administrative Reconsideration. The Credentialing Committee shall determine if any adverse 
decision is based on professional conduct or competence in accordance with applicable policies and 
procedures. If the adverse decision is based on professional competence or conduct, which could adversely 
affect patient care, the applicant shall be offered the right to appeal such decision. If the applicant appeals 
the Credentialing Committee’s decision, the decision will be forwarded to the Appeals Committee for 
review pursuant to the appeals process set forth in Section X. The Appeals Committee decision shall be 
forwarded to the Board of Directors, along with the decision of the Credentialing Committee, for final 
review and action. 
If the adverse decision is not based on professional competence or conduct which could affect patient care, 
such decision will not be subject to appeal pursuant to Section X. Avera Health Plans, in its sole discretion, 
may make an administrative reconsideration process available to Providers denied participation status for 
reasons unrelated to professional conduct or competence, in accordance with Section XI. 

H. Adverse Action Reporting. Avera Health Plans shall determine, based upon the provisions of the Health Care 
Quality Improvement Act of 1986, 42 U.S.C. § 401 et seq., and relevant state and federal statutes and 
regulations whether and when any adverse decision is reported to the National Provider Data Bank NPDB) 
and/or the South Dakota Board of Medical and Osteopathic Examiners or other appropriate licensing 
authority or agency. Avera Health Plans is entitled to make its determination in its sole discretion, in 
accordance with such policies and procedures as the Credentialing Committee shall adopt provided, 
however, that the determination is made in good faith. The Credentialing Committee shall notify the 
affected Provider, in writing, in the event such a report is made. 
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V. SPECIAL RULES FOR PROVIDERS IN HOSPITAL/FACILITY EXCLUSIVE PRACTICE SETTINGS 
AND LOCUM TENENS PHYSICIANS 

Providers in a Hospital/Facility Exclusive practice environment are waived from credentialing requirements when 
the criteria for Participation as described below in this section are met. The special rules apply to: 

A. Providers who practice exclusively in an inpatient setting and provide care for Avera Health Plans members 
only because members are directed to the Hospital or another inpatient setting. 

B. Providers who practice exclusively in free-standing Facilities and provide care for Avera Health Plans 
members only because members are directed to the Facility. 

C. Providers who do not provide care for members in a treatment setting (e.g., board- certified consultants). 
D. Providers serving as a Locum Tenens Physician for a period(s) of no greater than 60 consecutive days. 
E. Hospital/Facility exclusive practice settings means a Provider who exclusively provides services at an Avera 

Health Plans Participating Hospital/Facility, when such services are billed for and collected by the Avera 
Health Plans Participating Hospital/Facility, except for those Providers who have otherwise qualified as an 
Avera Health Plans Participating Provider, and when the Avera Health Plans Participating Hospital/Facility 
has entered into an agreement with Avera Health Plans in accordance with this section and which provides 
that all services of such Providers are billed and collected by the Avera Health Plans Participating 
Hospital/Facility. As to all such Hospital/Facility exclusive practice locations, the Criteria for Participation is 
modified and the applicable process for application and approval waived, and the following substituted in 
its place. Avera Health Plans may reserve the right, in select circumstances, to authorize a credentialing 
waiver for hospital-based providers when the hospital does not bill for services.  

F. The Avera Health Plans Participating Hospital/Facility shall, under oath, represent and warrant that: (a) the 
Provider has a current, valid, active license to practice in the state in which the service of the Provider is 
provided, and is a member of the medical staff of the Avera Health Plans Participating Hospital/Facility; 
with appropriate privileges to provide services consistent with their licensure and scope of practice (in 
granting such membership and privileges or applying such credentialing standards, the Avera Health Plans 
Participating Hospital/Facility has complied with the requirements of its medical staff bylaws/credentialing 
plan, including making inquiry of the National Provider Data Bank where required under such bylaws/plan); 
(b) the Provider is eligible to provide covered services under the Medicare and Medicaid programs; (c) the 
Provider maintains malpractice insurance as required by Avera Health Plans; (d) the Avera Health Plans 
Participating Hospital/Facility will immediately notify Avera Health Plans whenever the representations and 
warranties about the Provider are no longer accurate and complete; and (e) the terms and conditions of 
the Avera Health Plans Participating Provider Agreement apply to all Providers at the Avera Health Plans 
Participating Hospital/Facility location who are not otherwise Avera Health Plans Participating Providers. 
The representations and warranties by the Avera Health Plans Hospital/Facility or Avera Health Plans 
Provider office may be included in the Avera Health Plans Hospital/Facility Agreement or the Avera Health 
Plans Provider Agreement as applicable, and therefore, apply to all Providers at the Avera Health Plans 
Hospital/Facility or Avera Health Plans Provider office who are not otherwise Avera Health Plans 
Participating Providers, or may be an individual representation and warranty by the Avera Health Plans 
Hospital/Facility of Avera Health Plans Provider office as an individual Provider. 

G. Examples of Providers that may be considered as practicing exclusively in a Hospital/Facility practice 
location may include, but are not limited to, the following Provider types. Avera Health Plans reserves the 
sole discretion to determine if these special rules described herein apply. 
1. Pathologists 
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2. Radiologists 
3. Anesthesiologists 
4. Neonatologists 
5. Emergency Room Practitioners 
6. Hospitalists 
7. Board Certified Consultants 
8. Hospital Based CRNA’s 
9. Intraoperative Neuromonitoring (IONM) Physicians 

H. Avera Health Plans participation by such Providers is subject to the following: 
Avera Health Plans reserves the right to immediately terminate, at its sole discretion, such Avera Health Plans 
participation by any Provider at any time. 
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VI. DETERMINATION OF SPECIALTY 

A Provider’s medical specialty listing in a database and Provider directory is determined based on verifications of 
education, board certification and evidence of specialized training certifications. Avera Health Plans recognizes 
American Board of Medical Specialties and the American Osteopathic Association as the standard guidelines for 
specialty listings. Board certification is not required for all Provider types as a Criteria for Participation but may be 
used as a factor in the determination of a Provider’s specialty listing in the member materials or Provider database. 
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VII. PROVIDER SANCTIONS 

The Credentialing Committee may impose sanctions to restrict Avera Health Plans participation of an Avera Health 
Plans Provider, up to and including termination of Avera Health Plans participation. If Avera Health Plans receives 
information suggesting that discipline or termination of a provider may be warranted, credentialing staff shall 
compile all relevant information from the provider or other sources and refer the matter to the Credentialing 
Committee. The Credentialing Committee may direct credentialing staff or Avera Health Plans Network Services or 
Quality Improvement staff to investigate the matter and forward the information obtained to the Credentialing 
Committee. The Credentialing Committee may request or permit the provider to appear before the Credentialing 
Committee to discuss any issue relevant to the investigation. 

A. Grounds for sanctions may include but are not limited to: 
1. Failure to cooperate with and participate in the utilization review process and procedures. 
2. Failure to cooperate with and participate in any quality assurance or quality improvement activities 

including, but not limited to office site and medical records survey when applicable. 
3. Inappropriate practice patterns. Inappropriate practice patterns consist of continued practice patterns 

inconsistent with the monitoring criteria, and/or an individual instance involving a serious discrepancy 
from the monitoring criteria. 

4. Failure to comply with contractual obligations as outlined in the Avera Health Plans Provider 
Agreements. 

B. Disciplinary actions include but are not limited to: [CR 6.A.1] 
1. Monitoring the Provider for a specified period of time, followed by a determination as to whether 

noncompliance with Avera Health Plans requirements is continuing. 
2. Warning the Provider that disciplinary action will be taken in the future if noncompliance with Avera 

Health Plans requirements continues or reoccurs. 
3. Requiring the Provider to submit and adhere to a corrective action plan. 
4. The recoupment of overpayments by Avera Health Plans to a Provider as determined by an internal and 

external claims audit or reviews. 
5. Administrative suspension or termination of the Provider’s Avera Health Plans participation status for 

noncompliance with the Avera Health Plans Criteria for Participation set forth in Section XVI. 
6. Limiting the Provider’s scope of practice in treating Avera Health Plans members. 
7. Requiring the Provider to obtain training or use peer consultation in specified type(s) of care. 
8. Temporarily suspending the Provider as an Avera Health Plans participating provider for noncompliance 

with the Criteria for Participation. 
9. Require the Provider or clinic to execute an amendment to the Avera Health Plans Provider Agreement 

or a separate agreement related to the disciplinary action. 
10. Terminating the Provider’s Avera Health Plans participation status as described in Section VIII. 

C. Written Notice. The Provider is informed in writing of the imposition of any disciplinary action. Such 
determination is made in accordance with such policies and procedures, as the Credentialing Committee 
adopts. The written notice provided shall set forth the Credentialing Committee’s decision, the proposed 
effective date of the disciplinary action or termination, a summary of the basis of the decision, the time 
limit within which to request an administrative reconsideration or appeal, if applicable, and a general 
description of the review process. The Credentialing Committee has complete discretion in determining 
actions regarding disciplinary or termination matters and may base its decisions on any factors it deems 
appropriate, whether or not those factors are mentioned in this Credentialing Plan. If the adverse decision 
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is based on professional competence or conduct, which could adversely affect patient care, the applicant 
may be offered the right to appeal such decision prior to presentation of such decision to the Board of 
Directors. [CR 6.A.2] If the applicant appeals the Credentialing Committee’s decision, the decision will be 
forwarded to the Appeals Committee for review pursuant to the appeals process. The Appeals Committee 
recommendation shall be forwarded to the Board of Directors, along with the decision of the Credentialing 
Committee, for final review and action. Avera Health Plans may, in its sole discretion, provide an 
administrative reconsideration of sanctions, suspension or termination not related to professional conduct 
or competence, in accordance with the terms and conditions set forth in Section XI. 

D. Summary Suspension or Restriction. If the Credentialing Physician Designee determines that the health or 
safety of any Avera Health Plans member is in actual or potential danger because of the action or inaction 
of any Provider, the  Credentialing Physician Designee may summarily suspend the participation status of 
such Provider. The  Credentialing Physician Designee may also suspend or other discipline any participating 
provider for not longer than thirty (30) calendar days, during which time an investigation shall be conducted 
to determine if further action is required. All summary suspensions or restrictions shall be promptly referred 
to the Credentialing Committee for further action. A Provider who is summarily suspended for reasons 
related to professional conduct or competence affecting patient care shall be offered an appeal pursuant 
to Section X. Such appeal may be held post- suspension or restriction. A Provider who is summarily 
suspended for reasons unrelated to professional conduct or competence may request an administrative 
reconsideration of such suspension under certain circumstances, as set forth in Section XI. Any such 
administrative reconsideration may be held post-suspension or restriction. 

E. Reporting. Avera Health Plans shall determine, based upon the provisions of the Health Care Quality 
Improvement Act of 1986, 42 U.S.C. § 401 et seq., and relevant state and federal statutes and regulations 
whether and when any adverse decision is reported to the National Provider Data Bank and/or the South 
Dakota Board of Medical and Osteopathic Examiners or other appropriate licensing authority or agency. 
Avera Health Plans shall be entitled to make its determination in its sole discretion, in accordance with such 
policies and procedures as the Credentialing Committee shall adopt provided, however, that the 
determination is made in good faith. The Credentialing Committee shall notify the affected Provider, in 
writing, in the event such a report is made. 
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VIII. TERMINATION OF PROVIDERS 

A. Criteria for Termination. 
1. Avera Health Plans may terminate a provider’s Avera Health Plans participation: 

a. At any time when the Board of Directors, the Credentialing Committee, or the Avera Health Plans 
Credentialing Physician Designee  determines that a Provider no longer meets the Criteria for 
Participation. 

i. Duty of Provider to Notify When Criteria for Participation is No Longer Met. Each 
Provider is responsible to notify the Avera Health Plans Credentialing Physician 
Designee if the Provider no longer meets the Criteria for Participation or would 
do so only if granted a waiver. Each Avera Health Plans Participating Provider 
shall notify Avera Health Plans within five (5) business days of any changes to the 
following, failure without good cause to provide this information is deemed a 
voluntary termination from Avera Health Plans: 

a. Licensure or certification; 
b. Professional liability insurance; 
c. Professional liability claims history; 
d. Hospital clinical privileges. 

ii. Group Practice of Physicians or Providers. In the case where the group practice 
of Providers is an Avera Health Plans Provider, Avera Health Plans may terminate 
the Provider Agreement as to any individual Provider who has a contract to 
provide professional services through such group practice, when, as provided 
above, the Provider no longer meets the Criteria for Participation, in which case 
the Avera Health Plans Provider Agreement shall apply only to those individual 
Providers who continue to meet the Criteria for Participation. 

b. The Provider engages in uncooperative, unprofessional, or abusive behavior towards Avera Health 
Plans members, Avera Health Plans employees, or a member of the Credentialing Committee or 
Board of Directors. 

B. Termination by Credentialing Committee. The Credentialing Committee may decide to terminate the 
participation status of any provider. Consideration of termination may be initiated by any information the 
Credentialing Committee deems relevant and appropriate. 

C. Termination by Avera Health Plans Network Management. Notwithstanding any provision in this 
Credentialing Plan, Avera Health Plans Network Services staff may terminate the participation status of any 
Provider in accordance with the Provider’s provider agreement with Avera Health Plans. Avera Health Plans 
Network Management staff may administratively suspend a Provider if a clinic with which the Provider is 
associated has placed the Provider on a leave of absence. Avera Health Plans Network Services staff may 
also administratively terminate a Provider if such leave of absence exceeds the remainder of the Provider’s 
current recredentialing cycle. Avera Health Plans Network Services staff may terminate the participation 
status of any Provider for failure to complete the recredentialing process. 
1. Avera Health Plans Network Services staff shall immediately terminate a Provider upon notice that the 

Provider’s license has been revoked, suspended, or surrendered, that the Provider has been excluded 
from any federal, state or local government program, or that the Provider fails to meet Avera Health 
Plans’ minimum malpractice insurance requirements. 

a. If the Provider’s license is suspended pursuant to the licensing body’s authority to suspend or 
revoke a license due to delinquent tax obligations, Avera Health Plans may immediately 
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suspend the provider’s participation until the provider’s license is reinstated provided that the 
reinstatement occurs within 90 days of the suspension. If the license suspension exceeds 
ninety (90) days, the Provider’s participation will be administratively terminated. 

2. Avera Health Plans Network Services staff shall provide the Credentialing Committee with a written 
summary of all terminations and suspensions effected by staff. Avera Health Plans Network Services 
staff shall provide a Provider who is terminated or suspended pursuant to this Section IX with written 
notice of such termination or suspension and the reasons for such action. Avera Health Plans’ Network 
Services staff’s decision may be reviewed by the Credentialing Committee. Avera Health Plans’ Network 
Services staff terminations shall not be subject to appeal pursuant to Section X, but may be subject to 
administrative reconsideration under the terms and conditions set forth in Section XI. 
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IX. PROCEDURES FOR DISCIPLINE AND TERMINATION 

A. Credentialing Committee Review. When Avera Health Plans receives information suggesting that discipline 
or termination of a Provider may be warranted, Credentialing Staff shall compile all relevant information 
and refer the matter to the Credentialing Committee, or if information otherwise comes to the 
Credentialing Committee's attention which it believes suggests that discipline or termination may be 
appropriate, the Credentialing Committee may direct Credentialing Staff or Population Health Services 
Quality Improvement Staff to investigate the matter and forward the information obtained to the 
Credentialing Committee. 
If the Credentialing Committee believes that further information is needed, it may obtain it from the 
provider or other sources. The Credentialing Committee may elect to request or permit the Provider to 
appear before the Credentialing Committee to discuss any issue relevant to the investigation. The 
Credentialing Committee shall consider the information received and determine whether disciplinary action 
or termination is appropriate. The Credentialing Committee has complete discretion in determining actions 
regarding disciplinary or termination matters and may base its decisions on any factors it deems 
appropriate, whether or not those factors are mentioned in this Credentialing Plan. The Provider shall be 
notified in writing of any decision by the Credentialing Committee to discipline or terminate. The 
Committee's decision shall be forwarded to the Board of Directors for review, subject to any appeal rights 
provided herein. 

B. Notice and Effective Date of Discipline or Termination. In the event the Credentialing Committee decides 
to discipline or terminate the participation status of a provider, the provider shall be provided with written 
notice of such decision. Notice shall be provided by first class, certified, return receipt mail at the last 
address verified by Avera Health Plans. Such written notice shall set forth the Credentialing Committee's 
decision, the proposed effective date of the disciplinary action or termination, a summary of the basis of 
the decision, the time limit within which to request an administrative reconsideration or appeal, if 
applicable, and a general description of the review process. A termination, summary suspension or other 
disciplinary action related to professional conduct or competence shall be subject to appeal pursuant to the 
process set forth in Section X. A termination, summary suspension or other disciplinary action unrelated to 
professional conduct or competence may be subject to administrative reconsideration under certain 
circumstances, as set forth in Section XI. Avera Health Plans may, in its sole discretion, provide an 
opportunity for appeal or reconsideration of disciplinary action other than termination or suspension. 
The termination date of the Provider's participation status shall be thirty (30) days following the date the 
Provider is notified of the Credentialing Committee’s decision, unless the Provider is offered and seeks 
review of the Credentialing Committee's decision pursuant to Paragraph C below or Section XI, or the 
Credentialing Committee in its sole discretion determines that an alternative termination date is warranted. 
The date of any other disciplinary action shall be the date specified by the Credentialing Committee, unless 
the provider is offered and seeks review of the Credentialing Committee's decision pursuant to Paragraph 
C below or Section XI. 

C. Reconsideration. A Provider whose termination has been based on the Criteria for Participation is offered 
an opportunity to request reconsideration in accordance with Section XI. 

D. Board of Directors Action. Action by the Board of Directors following a decision of the Credentialing 
Committee or the Appeals Committee regarding any disciplinary or termination matter shall be final. 
Providers shall have no right to appear before the Board of Directors. 
1. Notwithstanding the foregoing, in the event the Board of Directors makes a decision adverse to the 

Provider in the absence of such a decision by the Credentialing Committee, and the provider has 
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therefore not been provided the opportunity to pursue an appeal or administrative reconsideration, 
the Provider may be offered the right to an appeal or administrative reconsideration, in accordance 
with the provisions of Sections X or XI. If the Provider appeals the Board of Director’s decision, the 
decision of both the Credentialing Committee and Board of Directors will be forwarded to the Appeals 
Committee for review pursuant to the appeals process set forth in Section X. Notwithstanding anything 
to the contrary in Section X, the Appeals Committee decision, along with the decisions of the 
Credentialing Committee and the Board of Directors, or a subset of the Board of Directors, as 
determined in the sole discretion of the Board, for final review and action. Members of the 
Credentialing Committee shall not participate in such final review and action. Providers shall have no 
right to appear before the Board of Directors. 

E. Reapplication after Termination. A Provider whose Avera Health Plans participation has been terminated in 
accordance with this Section may not reapply for Avera Health Plans participation until twelve (12) months 
after the decision denying the application has become final. After the twelve (12) month period, the 
Provider may submit an application for Avera Health Plans participation, which shall be processed as an 
initial application. Such an applicant must furnish evidence that the basis for the termination no longer 
exists and/or satisfactory evidence to the Credentialing Committee that would allow them to grant a waiver 
and approve the applicant’s Avera Health Plans participation. 

F. Reinstatement after Termination. If Avera Health Plans terminates a Provider in accordance with this 
Section that it later wishes to reinstate, and the break is thirty (30) calendar days or more, the Provider will 
be credentialed as an initial applicant. The Credentialing Committee will review all credentials and make a 
final determination prior to the Provider’s reentry for participation as a Provider with Avera Health Plans. 
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X. APPEALS COMMITTEE PROCEDURE 

A. General Nature of the Appeals Committee Procedure. If the applicant/Provider is offered an opportunity to 
appeal to the Appeals Committee, the Provider shall submit a written request for an Appeals Hearing within 
30 calendar days from the date of a notice of adverse action. Avera Health Plans shall follow the procedure 
set forth in this section or an alternative hearing procedure determined by the Credentialing Committee. 
Avera Health Plans’ Credentialing Physician Designee shall appoint an Appeals Committee made up of not 
less than three (3) nor more than five (5) qualified providers, who otherwise meet the criteria set forth in 
this provision. Where possible, Avera Health Plans will seek to include on the Appeals Committee providers 
who practice in the same area or specialty as the provider who is the subject of the hearing. Members of 
the Appeals Committee shall be network providers. Members of the Appeals Committee for any particular 
appeal will be individuals who are not, in the judgment of Avera Health Plans, in direct economic 
competition with the provider who is the subject of the hearing. Avera Health Plans employees, 
Credentialing Committee members, and members of the Avera Health Plans Board of Directors shall not 
serve on the Appeals Committee. The Appeals Committee shall elect a chairperson from among its 
members. Appeals Committee members are expected to attend the hearing in person, though remote 
attendance via telephone and/or online conferencing may be permitted in extraordinary circumstances. 
Each Appeals Committee member shall complete and sign an attestation for conflict of interest to ensure 
there is no personal or professional conflict of interest regarding the Provider involved. The Credentialing 
Physician Designee shall make a determination of whether any member of the Appeals Committee is in 
direct economic competition with the Provider or would gain direct financial benefit from the outcome of 
the hearing. The Provider under review shall have the right to reasonably question members of the Appeals 
Committee regarding impartiality in the matter to be heard, which shall be ruled on by the Chairperson. 

B. Provider's Request to Appeal to Appeals Committee. Upon receipt of a Provider's written appeal request, 
Avera Health Plans Credentialing Staff shall issue a Notice of Hearing within thirty (30) calendar days of the 
request and that Avera Health Plans will provide further information when a hearing date is set. Any hearing 
will occur prior to the effective date of the termination or other disciplinary action, except in the case of (a) 
actual or potential danger to an Avera Health Plans member or a summary suspension or (b) other 
disciplinary action limited to less than thirty (30) days. 
When a hearing is scheduled, Avera Health Plans Credentialing Staff will provide written notice to the 
provider stating the date, time, and place of the hearing, and a list of the witnesses (if any) expected to be 
called by Avera Health Plans at the hearing, and the composition of the Appeals Committee. 
The hearing date will be not less than thirty (30) days from the date the Provider receives the hearing notice, 
unless a shorter period is mutually agreed to by the parties. Postponements and extensions may be granted 
by the Medical Director or his/her Designee on a showing of good cause. 

C. Pre-Hearing Matters. The Appeals Committee and the Provider will be afforded the opportunity to review 
Avera Health Plans' exhibits prior to the hearing. Avera Health Plans and the Provider shall exchange any 
documents to be presented at the hearing and a list of witnesses at least five (5) business days before the 
hearing. There shall be no other discovery in connection with the hearing. A pre-hearing conference may 
be held at the request of either party for the purpose of resolving procedural questions and/or the exchange 
of witness lists and documentary evidence. The failure to distribute a document shall not render it 
inadmissible at the hearing. Avera Health Plans shall provide the Appeals Committee with a copy of the 
letter to the Provider notifying him or her of the recommended action and a copy of the Provider's written 
response, if any. 

D. The Hearing. 



A v e r a  H e a l t h  P l a n s  2 0 2 6 v 2                             J u n e  1 8 ,  2 0 2 6                                                   
22 | P a g e  

 

1. Representation by Counsel. The Provider, Avera Health Plans and the Appeals Committee may be 
represented by counsel. The Provider may be represented by another person of the Provider’s choice. 

2. Recording Hearings. Avera Health Plans’ Credentialing Staff shall arrange for a record to be made of 
the hearing via transcript produced by a court reporter. Copies of this record shall be made available 
to the Provider upon payment of a reasonable charge. The cost of the reporter's fees and services shall 
be borne by Avera Health Plans. 

3. Chairperson. Chairperson shall be elected from amongst the members of the Appeals Committee. 
Chairperson shall be a voting member of the Appeals Committee. 

4. Hearing Officer's Statement of the Procedure. Prior to the presentation of evidence or testimony by 
either party, the Hearing Officer shall announce the purpose of the hearing and the procedure that will 
be followed for the presentation of evidence. The Hearing Officer shall have the authority and 
discretion to grant continuances, to rule on disputed discovery requests, to decide when evidence may 
or may not be introduced, to rule on objections to the participation of a Committee member, to rule 
on questions raised prior to or during the hearing pertaining to matters of law, procedure or 
admissibility. 

5. Presentation of Evidence. The rules of law pertaining to the examination of evidence shall not apply in 
any hearing conducted under the Appeals procedure. However, attorney-client and attorney work 
product privileges shall apply. Any evidence relevant to this matter under consideration, including 
hearsay, shall be admitted by the Hearing Officer if it is the kind of evidence upon which responsible 
persons customarily rely upon in the conduct of serious affairs, regardless of the admissibility of such 
evidence in a court of law. 
a. Presentation of Evidence by Avera Health Plans. Avera Health Plans shall have the burden of 

persuasion and may present any relevant oral testimony or written evidence to the Appeals 
Committee for consideration in support of the adverse action taken by Avera Health Plans. The 
Provider or the Provider's counsel shall have the opportunity to cross- examine any witness 
testifying on behalf of Avera Health Plans. The Provider may be called and cross-examined by Avera 
Health Plans. 

b. Presentation of Evidence by Provider. After the completion of Avera Health Plans' submission of 
evidence, the Provider shall present any relevant oral or written evidence to rebut or explain the 
situation or events described by Avera Health Plans as constituting the basis for the recommended 
action. Avera Health Plans shall have the opportunity to cross-examine any witness testifying on 
behalf of the Provider. 

c. If the issue under review involves the qualifications of a Provider to have network participation 
with Avera Health Plans, the Provider shall have the burden of persuading the Appeals Committee 
regarding the Provider’s qualifications to have such network participation. 

d. Except as identified in (c) above, Avera Health Plans shall have the burden of persuading the 
Appeals Committee that the proposed adverse action is substantiated by a preponderance of 
evidence presented. 

6. Plan Rebuttal. Avera Health Plans may present any additional witnesses or submit additional 
documents to rebut the Provider's evidence. The Provider shall have the opportunity to cross-examine 
any additional witnesses testifying on behalf of Avera Health Plans. 

7. Summary Oral Statements. Upon the completion of Avera Health Plans and the Provider's submission 
of testimony and evidence, first Avera Health Plans and then the Provider shall have the opportunity to 
make a brief closing statement. 
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8. Summary Written Statements. Upon the close of the hearing, Avera Health Plans and the Provider shall 
have the opportunity to submit written statements to the Appeals Committee. The Appeals Committee 
shall establish a reasonable time frame for the submission of such statements. 

9. Examination by Appeals Committee. Throughout the course of the hearing, the Appeals Committee 
may examine or question any witness giving oral testimony for Avera Health Plans or the Provider. 

E. Evidentiary Standards 
1. Admissibility of Evidence. The oral testimony and documentary evidence provided by Avera Health 

Plans and the Provider shall be reasonably related to the specific issues or matters involved in the 
recommended action. The Appeals Committee has the right to refuse to consider testimony or evidence 
that it does not deem useful in making a decision. The rules of evidence applicable in a court of law shall 
not apply to the hearing. If a party objects to the presentation of any testimony or evidence, the 
grounds shall be stated for the objection and the Appeals Committee shall have sole discretion to 
determine whether this evidence shall be considered. The Appeals Committee shall have the ability to 
determine the relative weight to be given to various items of testimony or evidence submitted. 

2. Official Notice. The Appeals Committee may take official notice of any matters, either technical or 
scientific, relating to issues under consideration that could be judicially noticed by the courts of this 
state. Participants shall be informed of the matters to be officially noticed and such matters shall be 
noted in the record of the hearing. Either party may request that a matter be officially noticed or refute 
the noticed matter by presentation of oral or written evidence. 

F. Appeals Committee Decision. 
1. Basis of Decision. The Appeals Committee shall make its determination based on the information and 

evidence produced at the hearing, including the oral testimony of witnesses, summary oral and written 
statements, all officially noticed matters, and all documentary evidence submitted to the Credentialing 
Committee and at the hearing. 

2. Burden of Proof. Avera Health Plans shall have the initial burden of going forward to present evidence 
in support of its decision. Thereafter, the Provider shall have the burden of demonstrating by clear and 
convincing evidence that Avera Health Plans’ decision lacks any factual basis or is arbitrary and 
capricious. 

3. Review of Evidence and Vote. After the hearing and the receipt of any written statements, the Appeals 
Committee shall convene and privately discuss the evidence presented and the decision of the 
Credentialing Committee. The Appeals Committee may uphold, reject, or modify the action. The 
Appeals Committee's decision shall be by the affirmative vote of the majority of the members of the 
Appeals Committee. The Chairperson of the Appeals Committee shall prepare a written report of its 
decision and rationale to the Credentialing Physician Designee within fifteen (15) calendar days from 
the close of the hearing. The report may include a recommendation for further handling of the matter 
including any corrective action. 

4. Action of the Appeals Committee. The Provider shall be notified in writing of the Appeals Committee's 
decision within thirty (30) calendar days of the report to the Credentialing Physician Designee. Such 
notice shall include a statement of the basis for the decision. 

G. Board of Directors Action. The Board of Directors shall review the decision of the Appeals Committee and 
approve, reject, or modify the decision. When reviewing the Appeals Committee’s decision, the Board of 
Directors shall apply the arbitrary and capricious standard of review. The Provider shall have no right to 
appear before the Board of Directors. 

H. Notice and Effective Date of Action. If the Board of Directors affirms a decision to terminate, suspend, 
restrict, discipline, or otherwise modify the Provider's participation status, the Board of Director’s decision 



A v e r a  H e a l t h  P l a n s  2 0 2 6 v 2                             J u n e  1 8 ,  2 0 2 6                                                   
24 | P a g e  

 

shall be effective immediately, unless otherwise provided. Avera Health Plans shall provide the Provider 
with written notice of the decision within five (5) business days of the decision. Such notice shall include a 
statement of the basis for the Board of Director’s decision. 

I. Notification of Members. In the event of termination or suspension of participation status, Avera Health 
Plans shall, in accordance with applicable Avera Health Plans policies and procedures, notify the members 
who regularly obtained health services from or who are assigned to the Provider. 

J. Reporting Requirements. Any final action following an appeal shall be reported by Avera Health Plans in 
accordance with Sections IV and X of this Credentialing Plan. 

K. Notice. Throughout this Credentialing Plan, "Notice" means depositing the correspondence in the United 
States mail, using first class or certified mail, postage prepaid, addressed to the other party at the office 
address given in the application or at the most up-to-date address currently on file at Avera Health Plans, 
personal delivery of written notice to the other party, or notice by e-mail or facsimile. 
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XI. ADMINISTRATIVE RECONSIDERATION 

A. Availability of Review Process. Avera Health Plans shall make an administrative reconsideration process 
available to Providers whose participation status is suspended or terminated for reasons unrelated to 
professional conduct or competence if (1) the Provider notifies Avera Health Plans that he or she disputes 
the facts upon which the action was based, or (2) the Provider notifies Avera Health Plans that he or she 
has additional information bearing on the action to provide to Avera Health Plans for further consideration. 
Avera Health Plans may, in its sole discretion, make an administrative reconsideration process available to 
Providers whose participation status has been denied or who have been disciplined (other than through 
termination or suspension) for reasons unrelated to professional conduct or competence. Administrative 
reconsideration is not available to Providers whose participation status is administratively terminated for 
failure to complete the recredentialing process. 

B. Notice of Availability of Reconsideration. Avera Health Plans shall provide the Provider with a written 
statement of the reasons for the Provider's denial, termination or suspension and the circumstances under 
which the Provider may request an administrative reconsideration. If an administrative reconsideration 
process is offered to the Provider, the Provider shall submit a written request for reconsideration within 
thirty (30) calendar days of the date notice of the action is provided to the Provider. 

C. Reconsideration Process. If the Provider’s request for reconsideration is consistent with Section XI, Avera 
Health Plans will provide the Provider with further information regarding how the reconsideration process 
will proceed. Any reconsideration will occur prior to the effective date of the termination or other 
disciplinary action, except in the case of actual or potential danger to an Avera Health Plans’ member or a 
summary suspension, other disciplinary action limited to less than thirty (30) days, administrative 
suspension or termination pursuant to Section IX above, or administrative termination as a result of failure 
to return recredentialing documents. 
Avera Health Plans shall provide the Provider with a copy of the information and evidence considered by 
Avera Health Plans’ Credentialing Staff and/or the Credentialing Committee in reaching its decision. The 
Provider shall then have the opportunity to submit a written statement and any relevant written evidence 
to the Credentialing Committee. In Avera Health Plans’ sole discretion, the reconsideration process may 
include a meeting between the Provider and one or more representatives of Avera Health Plans. A Provider 
may be represented by legal counsel during any such meeting. The Credentialing Committee, as applicable, 
shall consider the Provider’s statement and evidence presented in making a final decision on the action and 
may uphold, rescind or modify its previous action. 

D. Written Decision. Within ten (10) business days after the Credentialing Committee, as applicable, makes a 
decision on the action, Avera Health Plans shall provide the Provider with a written statement of its 
reconsideration decision and the reason(s) for its decision. 

E. No Further Appeal. After completion of the administrative reconsideration process, a Provider shall have 
no further right to appeal pursuant to Section X or to appear before the Credentialing Committee or the 
Board of Directors. 
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XII. RECREDENTIALING 

A. Automatic Expiration Unless Renewed. Avera Health Plans participation extends for a no more than a thirty-
six (36) month cycle pursuant to a cycle established for each Provider. Avera Health Plans’ network 
participation automatically expires at the end of such period unless renewed by Avera Health Plans through 
recredentialing. Prior to renewal of Avera Health Plans’ participation, the Provider is formally 
recredentialed for the purpose of establishing whether the Provider continues to meet the Criteria for 
Participation. 

B. Recredentialing Process 
1. Avera Health Plans’ Credentialing Staff shall send each participating Provider a questionnaire with 

attachments, requesting updated professional information. The Provider must return the completed 
questionnaire with attachments or provide all such required information in a form acceptable to Avera 
Health Plans. Failure to return all requested recredentialing documents to Avera Health Plans in a timely 
manner may result in the administrative termination by Avera Health Plans of the Provider's 
participation status with Avera Health Plans. Any administrative termination pursuant to this section 
shall not be subject to appeal pursuant to Section X, but may be subject to administrative 
reconsideration, pursuant to Section XI, upon the Provider’s submission of all requested recredentialing 
documents to Avera Health Plans in a timely manner. 

2. Each participating Provider shall sign and date an unaltered release granting Avera Health Plans and 
affiliated entities permission to review the records of and to contact any licensing entity, medical 
society, medical school, hospital, clinic, insurance company, or other entity, institution or organization 
that does or may have records concerning the Provider. 

3. Each participating Provider shall sign and date an unaltered release relieving from liability any person, 
entity, institution or organization that provides information as part of the recredentialing process. 

4. Each participating Provider shall be informed that the NPDB, the relevant state licensing board and the 
Medicare and Medicaid Sanctions and Reinstatement Report will be queried and reviewed as part of 
the application process. 

5. Each participating Provider shall be informed that a report may be submitted to appropriate state 
licensing boards and/or the NPDB in the event the Provider’s recredentialing application is rejected. 

6. Each participating Provider shall sign and date an attestation from the Provider that the recredentialing 
information is complete and correct. 

7. Avera Health Plans shall following the credentialing process and decision- making for recredentialing as 
identified in Sections III and IV above. 

C. Primary Verification. Avera Health Plans shall collect and verify all credentials in accordance with NCQA 
standards for primary verification for recredentialing. Providers shall fully cooperate with Avera Health 
Plans in obtaining all documents requested by Avera Health Plans to satisfy primary verification 
requirements. 

D. Performance Appraisal. Avera Health Plans may assess a Provider's performance through review of relevant 
data obtained from various sources, potentially including, but not limited to, member complaints, quality 
reviews, utilization management and member satisfaction surveys. 

E. Recredentialing Criteria. Avera Health Plans shall evaluate a Provider based on the Criteria for Participation 
set forth in Section XVI. Failure to continuously satisfy any of the participation criteria may be grounds for 
termination of participation status or other disciplinary action. 

F. Credentialing Physician Designee Review. The Credentialing Physician Designee  or Designee may approve 
applicants who satisfy all participation criteria as set forth in Section III. Avera Health Plans Credentialing 
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Staff will review all applications and identify those Providers and forward to the Credentialing Physician 
Designee or Designee for approval. Reappointments are reviewed for completeness and included in the 
recommendation by the Credentialing Committee for approval by the Board of Directors. 

G. Notice of an adverse decision for recredentialing shall be provided to Provider within ten (10) business days 
of the Credentialing Committee. [CR 1.A.9]. 

H. Appeals and Administrative Reconsideration. If the Credentialing Committee recommends termination or 
other adverse action and offers the Provider an opportunity to seek review of the decision, the Provider 
must submit a written request for review. Such request must be received by Avera Health Plans within thirty 
(30) calendar days of the date notice of the proposed action was provided to the Provider. 
1. If the Provider requests review of the Credentialing Committee’s decision, such decision will be 

reviewed pursuant to either the appeals process set forth in Section X or the reconsideration process 
set forth in Section XI, as provided under this Credentialing Plan. 

2. Board of Director Action. Action by the Board of Directors upon the decision of the Credentialing 
Committee or the Appeals Committee regarding any Provider shall be final. Providers have no right to 
appear before the Board of Directors. 
Notwithstanding the foregoing, in the event the Board of Directors makes a decision adverse to the 
Provider in the absence of such a decision by the Credentialing Committee, and the Provider has 
therefore not been provided the opportunity to pursue an appeal or administrative reconsideration, 
the Provider may be offered the right to an appeal or administrative reconsideration, in accordance 
with the provisions of Sections X or XI above. If the Provider appeals the Board of Director’s decision, 
the decision of the Credentialing Committee will be forwarded to the Appeals Committee for review 
pursuant to the appeals process set forth in Section X. Notwithstanding anything to the contrary in 
Section X, the Appeals Committee decision, along with the decision of the Credentialing Committee 
shall be forwarded to the Board of Directors for final review and action. Members of the Credentialing 
Committee shall not participate in such final review and action. 

I. Provider Access to Credentialing Information. Each Provider shall have the right, upon request, to review 
information obtained by Avera Health Plans from outside sources to evaluate the Provider’s recredentialing 
application and to submit corrective statements as outlined in Section III with respect to the initial 
application. The foregoing does not require Avera Health Plans to alter or delete any information contained 
in the Provider’s credentialing file, nor does it require Avera Health Plans to disclose to a Provider 
references, decisions, or other peer review protected information. 
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XIII. DELEGATED CREDENTIALING 

A. Delegation Permitted. Avera Health Plans may delegate certain credentialing and recredentialing functions 
for specific participating providers (“Delegated Provider”) to a Delegated Entity ("Delegated Entity"). Avera 
Health Plans may also accept delegation of certain credentialing and recredentialing activities from other 
health plans and providers. The credentialing activities of Delegated Entity shall comply with the Health 
Care Quality Improvement Act of 1986, NCQA credentialing standards and applicable federal and state laws. 
Avera Health Plans shall retain full and final authority for all delegated credentialing activities. 

B. Credentialing Committee Oversight 
1. Delegation Committee Approval. All requests to become a Delegated Entity shall be approved by Avera 

Health Plans Credentialing Committee. 
2. Written Reports. Delegated Entities shall submit written reports to Avera Health Plans as set forth in 

the Delegated Credentialing Agreement or Provider Agreement between Avera Health Plans and the 
Delegated Entity. The Delegated Credentialing Agreement or Provider Agreement shall set forth the 
credentialing responsibilities of both parties, including but not limited to primary verification. 

C. Investigative and Audit Authority. Avera Health Plans may conduct an audit of the Delegated Entity's 
credentialing files and procedures to evaluate the Delegated Entity's credentialing process prior to entering 
into a Delegated Credentialing Agreement. Avera Health Plans may also audit the Delegated Entity's 
credentialing status at any other time, as determined by Avera Health Plans to be necessary and prudent. 
Avera Health Plans may also conduct an annual audit of the Delegated Entity's credentialing files to verify 
consistency with Avera Health Plans credentialing policies and procedures. If deficiencies are found during 
the audit, Avera Health Plans may develop a corrective action plan for the Delegated Entity, to correct 
deficiencies in its credentialing process. Avera Health Plans may conduct an independent investigation into 
the credentials and/or professional conduct of any applicant or participating provider. Delegated Entities 
shall permit Avera Health Plans timely and reasonable access to all credentialing documents and related 
files. 

D. Contracts and Indemnification. All contracts with Delegated Providers shall specifically reflect the 
assumption of delegated credentialing responsibilities and include appropriate indemnification clauses 
specific to these functions. 

E. Credentialing Plan and Other Documents 
1. Plan Approval. A Delegated Provider shall submit its Credentialing Plan and other related documents 

to Avera Health Plans for review and approval on an annual basis. Such documents may include the 
Delegated Provider's application forms, disclosure questions, releases of information, credentialing 
policies and other relevant documents. All Credentialing Plans and other documents must satisfy 
standards established by NCQA, state and federal laws and regulations, and Avera Health Plans. 

2. Amendment Approval. A Delegated Provider shall submit all material amendments to such documents 
to Avera Health Plans for approval. Avera Health Plans may require amendments and/or revisions to 
the Delegated Provider's Credentialing Plan and related documents in order to satisfy legal and 
regulatory requirements, NCQA standards or to conform to Avera Health Plans documents and 
procedures. 

3. Confidentiality. Avera Health Plans and the Delegated Provider shall treat all credentialing data and 
peer review information as confidential and shall maintain the confidentiality of such information in 
accordance with all applicable law. 

F. Delegated Credentialing Activities 
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1. Primary Verification. A Delegated Provider shall verify credentials in accordance with NCQA standards 
for primary verification, Avera Health Plans standards (if different), and the Delegated Credentialing or 
Provider Agreement, whichever is applicable. 

2. Acceptance. Avera Health Plans may elect to delegate acceptance decisions to Delegated Entities. In 
the case of each Delegated Entity, Avera Health Plans shall determine the scope of the Delegated 
Entity's activities. The Delegated Credentialing or Provider Agreement shall specify the reporting 
requirements for all credentialing decisions. Applicants shall not submit claims as a participating 
provider for Avera Health Plans members until approved by the Credentialing Committee or the 
Delegated Entity, as appropriate. Applicants denied participation status by the Credentialing 
Committee shall have the right to appeal the denial pursuant to the appeal procedures set forth in 
Section X. Applicants denied participation status by the Delegated Entity may pursue an appeal 
pursuant to the Delegated Entity’s appeal process. 

3. Disciplinary Actions. Delegated Entities shall report all disciplinary actions to Avera Health Plans within 
seven (7) business days of the date notice of the disciplinary action was given to the Provider or in 
accordance with the timeline determined in a Delegated Credentialing Agreement. Disciplinary actions 
include but are not limited to termination, suspension, mandatory supervised practice, or consultation, 
limiting the scope of a provider's practice, warnings related to a provider's professional behavior, the 
institution of any type of corrective action plan and any action requiring a report to state licensing 
authorities or the NPDB. All terminations and suspensions due to concerns regarding concerns 
regarding actual or potential threats to patient safety shall be reported to Avera Health Plans within 24 
hours of the date notice of the disciplinary action was given to the provider. Avera Health Plans may 
request additional information and shall be provided reasonable, timely access to any medical or other 
records related to the disciplinary or termination action. Avera Health Plans shall inform the 
Credentialing Committee of all disciplinary or termination actions by Delegated Entities. Providers 
disciplined or terminated by a Delegated Entity shall have no right to appeal such action pursuant to 
the Avera Health Plans Credentialing Plan. Such providers may have the right to appeal such action 
pursuant to the Delegated Entity’s appeal process. 
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G. Provider Acceptance, Discipline and Termination. The Credentialing Committee retains decision-making 
authority to accept, discipline, restrict, suspend or terminate the participation status of an Avera Health 
Plans participating Provider, including provider’s credentialed by Delegated Providers. Any Provider 
rejected, disciplined and/or terminated by Avera Health Plans may appeal such action pursuant to the Avera 
Health Plans Credentialing Plan or the Delegated Provider’s Credentialing Plan, as applicable. This provision 
shall not entitle a provider credentialed by a Delegated Provider who also directly participates with Avera 
Health Plans to bring multiple appeals from the same adverse action. 

H. Revocation or Termination of Delegation. Avera Health Plans may revoke the delegation of specific 
credentialing responsibilities at any time upon appropriate written notice to the Delegated Entity, or, in lieu 
of such revocation, may impose a corrective action plan or other requirements for improvement of the 
Delegated Entity's credentialing process. The Delegated Entity may terminate the Delegated Credentialing 
Agreement upon appropriate written notice to Avera Health Plans in accordance with the Delegated 
Credentialing Agreement. If delegation is revoked or terminated, all participating providers associated with 
the Delegated Entity shall be immediately subject to Avera Health Plans’ Credentialing Plan and procedures. 
Delegation shall automatically terminate upon termination either of the participation agreement or the 
Delegated Credentialing Agreement between Avera Health Plans and the Delegated Entity. 

I. Reporting. Avera Health Plans Delegated entities shall submit all required reports to state and federal 
authorities. Delegated Entities may submit reports on their own behalf but shall not submit any reports on 
behalf of Avera Health Plans. 



A v e r a  H e a l t h  P l a n s  2 0 2 6 v 2                             J u n e  1 8 ,  2 0 2 6                                                   
31 | P a g e  

 

XIV.  INSTITUTIONAL/FACILITY PROVIDERS 

A. Criteria for Participation. Only those Providers meeting the credentialing standards developed by Avera 
Health Plans and approved by the Board of Directors are included in the network. Providers are credentialed 
prior to acceptance into the Avera Health Plans network(s) and at a minimum of every thirty-six (36) 
months. 
1. Institutional Providers eligible for credentialing are identified in the Criteria for Participation. 

B. Application. All institutional providers shall complete in its entirety the institutional provider credentialing 
application and/or other application materials developed by Avera Health Plans. 
1. The application shall include a signed attestation from an agent authorized for the institutional provider 

that the application is complete and accurate. 
2. An authorized agent of the institution may be requested to sign a consent or release of information to 

permit Avera Health Plans to monitor compliance with stipulations or orders of a licensing board. 
C. Verification of Credentials. Avera Health Plans shall collect and verify all credentials in accordance with 

NCQA standards for primary verification. Applicants shall fully cooperate with Avera Health Plans in 
obtaining all documents requested by Avera Health Plans to satisfy this primary verification requirement. 

D. Disclosure Questionnaire. The Provider must complete the ‘Disclosure Questionnaire’ section of the 
application concerning any sanctions including, but not limited to, loss of licensure, action on federal or 
state pharmacy permits, Medicare/Medicaid participation or sanctions, actions by accreditation 
organizations, history of misdemeanor or felony convictions, or any disciplinary actions or any medical 
malpractice judgements entered, settled or pending. The Provider must furnish a detailed written 
description of the circumstances surrounding any affirmative response to questions in the ‘Disclosure 
Questionnaire’ section of the application or any other such questions on any other Avera approved 
application. 

E. The Institutional Provider’s participation with Avera Health Plans demonstrates a satisfactory quality 
assurance and member satisfaction record as determined by Avera Health Plans. 

F. Additional Requirements. In addition to requirements identified in Criteria for Participation, the following 
factors are required of all Institutional Providers: 
1. Hospitals and All other Facilities – must continuously meet the following: 

a. Must hold a current, valid, active license from the state in which it is located. 
b. Must be certified for participation in the Medicare and Medicaid programs and maintain an 

agreement to participate. 
c. Must present a copy of their current professional liability insurance certificate. 
d. Hospital with greater than 50 beds must provide documentation to satisfy that it has an active 

Patient Safety Evaluation Program (PSO) and a Comprehensive Person Centered Hospital Discharge 
Program in place that satisfies the requirements established in 45 CFR §156.1110. 

e. Must be approved by a recognized accrediting body no more than every three (3) years, i.e. The 
Joint Commission, American Osteopathic Association (AOA), Accreditation Association for 
Ambulatory Health Care, Inc. (AAAHC), or Commission on Accreditation of Rehabilitation Facilities 
(CARF). In the case of non-accredited institutions, Avera Health Plans will substitute a Centers for 
Medicare and Medicaid Services (“CMS”) or state review as a site visit unless the Provider is located 
in a rural area, as defined by the US Census Bureau. If the Provider has not been reviewed by an 
accrediting body in the last three (3) years, Avera Health Plans will conduct an onsite quality 
assessment using the Hospital Site Review Tool, based on the requirements set forth by NCQA. 
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f. Non-hospital facilities must have in effect appropriate agreements with an Avera Health Plans 
Participating Hospital for handling emergencies and transfers. 

2. Independent Diagnostic Testing Facilities. In order to be eligible to be an Avera Health Plans 
Participating Independent Diagnostic Testing Facility (IDTF), the IDTF must continuously meet the 
following requirements, these standards, in their entirety can be found in Medicare 42 C.R.F.§410.33 
(g): 

a. Must operate its business in compliance with applicable state and federal licensure and 
regulatory requirements for the health and safety of patients. 

b. Provide complete and accurate information on its enrollment application. Changes in 
ownership, changes of location, changes in general supervision, and adverse legal actions 
must be reported to Avera Health Plans within thirty (30) days of the change. All other changes 
to the enrollment application must be reported within ninety (90) days. 

c. Maintain a physical facility on an appropriate site. For purposes of this standard, a post office 
box, commercial mailbox, hotel or motel is not considered an appropriate site. 

d. The physical facility, including mobile units, must contain space for equipment appropriate to 
the services designated on the enrollment application, facilities for both hand-washing, 
adequate patient privacy accommodations, and the storage of both business records and 
current medical records within the office setting of the IDTF or IDTF home office, not within 
the actual mobile unit. 

i. IDTF suppliers that provide services remotely and do not see beneficiaries at their 
practice location are exempt from providing hand washing and adequate patient 
privacy accommodations. 

e. Have all applicable diagnostic testing equipment available at the physical site excluding 
diagnostic testing equipment. A catalog of portable diagnostic testing equipment serial 
numbers must be maintained at the physical site. This information must be made available to 
Avera Health Plans upon request and notification of any changes in equipment within ninety 
(90) days. 

f. Maintain a primary business phone under the name of the designated business. The primary 
business phone must be located at the designated site of business or within the home office 
of the mobile IDTF units. The telephone number or toll-free numbers must be available in a 
local directory or directory assistance. 

g. Have a comprehensive liability policy of at least $300,000 per location that covers both the 
place of business and all customers and employees of the IDTF. The policy must be carried by 
a non-relative owned company. IDTF suppliers are responsible for providing a Certificate of 
Coverage to Avera Health Plans. The IDTF must ensure that the insurance policy must remain 
in effect at all times and provide coverage of at least $300,000 per incident and notify Avera 
Health Plans of any policy changes or cancellations. 

h. IDTF must only accept patients who are referred for diagnostic testing by an attending 
physician, who is furnishing a consultation or treating a beneficiary for specific medical 
problems and who uses the results in the management of the beneficiary’s specific medical 
problem. Non- physician Provider’s may order tests as set forth in Medicare billing privileges 
42 C.R.F. § 410.32 (a)(3). 

i. Answer, document and maintain documentation of a client’s clinical complaints at the physical 
site of the IDTF (for mobile IDTFs, this documentation would be stored at their home office). 

j. Post Medicare standards for review by patients and the public. 
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k. Disclose any person having ownership, financial or control interest or any other legal interest 
in IDTF at time of enrollment or within thirty (30) days of a change. 

l. Have the equipment calibrated and maintained per equipment instructions and its compliance 
with applicable manufacturers suggested maintenance and calibration standards. 

m. Technical staff must have appropriate credentials to perform tests. The IDTF must be able to 
produce the applicable federal or state licenses or certifications of the individuals performing 
these services. 

n. Have proper medical record storage and be able to retrieve medical records upon request 
within two (2) business days. 

o. Allow Avera Health Plans or CMS to conduct unannounced on-site inspections to confirm the 
IDTF’s compliance with these standards. The IDTF must be accessible during regular business 
hours and maintain a visible sign posting the normal business hours of the IDTF. 

p. With the exception of a Hospital based and mobile IDTF, a fixed base IDTF does not include the 
following: 

i. Sharing a practice location with another Medicare- enrolled individual or 
organization. 

ii. Leasing or subleasing its operations or its practice location to another Medicare 
enrolled individual or organization. 

iii. Sharing diagnostic testing equipment used in the initial diagnostic test with another 
Medicare-enrolled individual or organization. 

3. Public Health Agencies are agencies recognized by Avera Health Plans to administer immunizations. 
Other services billed by these locations may not be covered. 
a. Must have a Medical Director and supply his or her name. The Medical Director must have an active 

license in the same state as the Public Health Agency that is in good standing. 
b. Designation as a Public Health Agency by the County Board of Supervisors or Board of Health. 

G. Applications for Initial Credentialing will be processed as identified in Section III. 
H. Recredentialing will be completed as identified in Section XII. 
I. Process for Appeals as applicable in Section X. 
J. Process for Administrative Reconsideration as applicable in Section XI. 



A v e r a  H e a l t h  P l a n s  2 0 2 6 v 2                             J u n e  1 8 ,  2 0 2 6                                                   
34 | P a g e  

 

XV. ONGOING MONITORING 

A. Information Updates. Avera Health Plans regularly reviews additional information with respect to its 
participating Providers. This information is obtained from any relevant source, including state licensing 
authorities, other government entities, third- party payers, health care providers and professional liability 
carriers. Avera Health Plans may take whatever action it deems appropriate in view of the information 
obtained. [CR 5.A] 

B. Reappraisal of Performance. Avera Health Plans includes, as part of the formal evaluation process, a 
reappraisal of professional performance, judgment, and clinical competence, and objective evidence 
considering the assessment of the Provider’s performance while working with Avera Health Plans. Ongoing 
monitoring of a Provider’s performance is conducted by the Avera Health Plans Quality Improvement 
Committee in collaboration with the Avera Health Plans Credentialing Physician Designee and Director of 
Provider Relations. This information is included in supporting information for the Credentialing Committee 
for review and consideration at the time of the credentialing/recredentialing decision. These activities may 
include, but are not limited to: 
1. Completion of additional site visits when opportunities for improvement are identified on an initial site 

visit, or the Provider has relocated or opened a new site that has not previously been approved. 
2. Review of Provider specific quality of care and quality of service. 
3. Monitoring of sanctions, and/or adverse actions and complaints are reviewed monthly 

C. Regular Monitoring. The following monitoring is conducted on a regular basis between recredentialing 
cycles and reported to the Credentialing Committee at the next meeting following identification unless 
reporting is not required as identified below or in the respective policy [CR 1.A.6]: 

a. Monitoring is conducted on a regular basis between recredentialing cycles on the following: 
1. Medicare and Medicaid sanctions 
2. Medicare and Medicaid exclusions 
3. Sanctions, limitations and expiration of licensure 
4. Complaints 
5. Adverse Events 

b. Evidence of reporting to Credentialing Committee or other Peer-Review body will be documented 
in the respective meeting minutes and include committees recommended appropriate 
interventions as well as what was done to address any quality or safety issues. Meeting minutes 
will include: 
1. Affected practitioner. 
2. Incident date. 
3. Quality issue. 
4. Date reported to the Credentialing Committee or other designated peer-review body. 
5. Organization’s actions. 

D. Medicare and Medicaid Sanctions  
1. The HHS Office of Inspector general (OIG) maintains a website which contains a listing of sanctioned 

providers. A downloadable report is updated each month and retrieved within thirty (30) calendar days 
of release. Credentialing staff review the report within thirty (30) calendar days of release by the OIG. 

2. The System for Award Management (sam.gov) maintains a website which contains listings of 
sanctioned government contractors and providers. A downloadable report is updated each month and 
retrieved within thirty (30) calendar days of release. Credentialing staff review the report within thirty 
(30) calendar days of release . 
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3. The State Medicaid agency and one of the following additional sources are queried to obtain Medicaid 
sanction information within 30 calendar days of release of new information [CR 5.A.1}: 

a. American Medical Association Physician Master File 
b. Federal Employees Health Benefits program department record (FSMB) 
c. National Practitioners Data Bank (NPDB) 
d. The System for Award Management (Sam.gov) 

4. Medicare sanction information will be obtained by any of the following sources within 30 calendar days 
of release of new information: 

a. American Medical Association Physician Master File 
b. Federal Employees Health Benefits program department record (FSMB) 
c. National Practitioners Data Bank (NPDB) 
d. The System for Award Management (Sam.gov) 

 
5. The State Medicaid agency and one of the following additional sources are queried to obtain Medicaid 

exclusion information within 30 calendar days of release of new information [CR 5.A.2}: 
a. List of Excluded Individuals and Entities, maintained by OIG and available over the internet, or 
b. National Practitioners Data Bank (NPDB) 

 
6. Medicare exclusion information will be obtained by any of the following sources within 30 calendar 

days of release of new information: 
a. Medicare Exclusion Database 
b. List of Excluded Individuals and Entities, maintained by OIG and available over the internet 
c. National Practitioners Data Bank (NPDB) 

 
7. Providers with any sanctions or any other circumstances resulting in failure to meet credentialing 

criteria are presented to the Credentialing Committee at the next meeting following identification for 
evaluation and possible action. 

E. Sanctions, limitations and expiration on Licensure 
1. State professional licensing boards are queried monthly and within 30 calendar days of release of 

published sanction information. Credentialing staff reviews the information. If the reporting entity does 
not release sanction information reports monthly, credentialing staff conducts an individual query on 
those providers affected every six months. Credentialing staff reviews the information within 30 
calendar days of release to identify providers with sanctions, limitations or expiration of licensure or 
other circumstances resulting in failure to meet credentialing criteria. Reporting of these instances will 
be reported to the credentialing committee in the meeting following the identification and occur 
monthly.  

2. The following sources are queried for sanctions and limitations on licensure [CR 5.A.3]: 
a. For all practitioner types: 

i. NPDB 
ii. Federal Employees Health Benefits Plan (FHEB) Program department record, published by 

the Office of Personnel Management, Office of the Inspector General (OIG) 
b. Physicians 

i. NPDB 
ii. Appropriate state agencies 

c. Chiropractors 
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i. State Board of Chiropractic Examiners 
ii. Federation of Chiropractic Licensing Boards’ Chiropractic Information Network-Board 

Action Databank (CIN-BAD) 
d. Oral Surgeons 

i. State Board of Dental Examiners State Medical Board 
e. Podiatrists 

i. Federation of Podiatric Medicine Boards 
ii. State Board of Podiatric Examiners 

f. Non-physician professionals: 
i. Appropriate state agency or state licensure certification board 

3. Providers with sanctions, limitations on licensure or other circumstances resulting in failure to meet 
credentialing criteria are presented to the Credentialing Committee for further evaluation and possible 
action. 
a. reviews expiration of licensure from the state 

F. The licensing or certification agency (or its website) are queried for expiration of state licensure [CR 5.A.3]: 
a. Documentation the license expiration date occurs in the credentialing software system, and 

monitoring will occur of all licenses that will expire within the look-back period. 
b. Reporting of all expired licenses that occur in the expiration month will be reported to the 

credentialing committee in the next month’s meeting following the identification.  
i. Reporting to the Credentialing Committee does not need to occur if the providers 

expired state license does not impact the providers qualifications for credentialing (ie: 
expired state license is in a state provider is no longer practicing in or is not in the Avera 
Health Plans Network footprint).   

G. Complaints and adverse Events 
1. Complaints and adverse events are investigated and reviewed by the Avera Health Plans medical 

director. At the Credentialing Physician Designee’s discretion, the complaint or adverse event may also 
be reviewed by the Credentialing Committee, which is a peer-review committee. A summary of 
credentialed providers and facilities complaints and adverse events are reviewed by the Credentialing 
Committee monthly. If trends which indicate poor quality are indicated, action is taken. [CR 5.A.5] 

H. If necessary, the Credentialing Committee chairperson may request a written explanation from the provider 
or verification documentation regarding reported actions, sanctions, adverse actions or complaints. If the 
provider does not submit the requested information within the timeframe allotted, he or she may be 
subject to quality improvement or performance enhancement action, so that the practitioner has an 
opportunity to improve performance before other disciplinary actions or termination of participation status. 
Disciplinary actions include, but are not limited to: 
1. Monitoring the provider for a specified time followed by a determination as to whether noncompliance 

with Credentialing Criteria is continuing. 
2. Warning the provider that disciplinary action will be taken in the future if noncompliance with 

Credentialing Criteria continues or re-occurs. 
3. Requiring the provider to submit and adhere to a corrective action plan. 
4. Levying a monetary fine against the provider. 
5. Recouping overpayments to a provider as determined by an internal and external claims audit and 

review. 
6. Administrative suspension or termination of a provider’s participation status for noncompliance with 

Credentialing Criteria. 
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7. Limiting the provider’s scope of practice. 
8. Requiring the provider to obtain training or use peer consultation in specified types of care. 
9. Temporarily suspending the provider as an Avera Health Plans participating provider for noncompliance 

with participation criteria. 
10. Requiring the provider or clinic to execute an amendment to a participation or separation agreement 

related to the disciplinary action. 
11. Terminating the provider’s participation status. 

I. Verification documentation may include as applicable: 
1. Written explanation from the provider to any affirmative response to adverse actions or complaints. 
2. Response from database queries. 
3. Response from source/entity imposing the sanction/adverse action. 
4. Court documents. 
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XVI. CRITERIA FOR PARTICIPATION 

PROVIDER LEVEL I CRITERIA:  

In order to be eligible for Avera Health Plans participation, the Provider must continuously meet the following requirements and cannot be waived. Providers must be 
credentialed before providing care to members. 

The following providers are accepted for participation in the Avera Health Plans network: 

1. Physicians (MD and DO) 
2. Physician Assistants - Certified (PAs) 
3. Advanced Registered Nurse Practitioners (NPs, ARNP, CNS, CNM, CNP, CRNA, DNP, PMHNP) 
4. Chiropractors (DC) 
5. Podiatrists (DPM) 
6. Licensed Psychologists (PhD, PsyD, EdD) 
7. Certified Social Workers-PIP (CSW-PIP) South Dakota 
8. Licensed Addiction Counselors (LAC) South Dakota 
9. Licensed and Independent Clinical Social Workers (LICSW) 
10. Licensed Master Social Workers (LMSW) 
11. Licensed Independent Social Workers (LISW) Iowa 
12. Licensed Professional Counselors-MH (LPC-MH) 
13. Licensed Marriage and Family Therapists (LMFT) 
14. Qualified Mental Health Professionals (LPC-QMHP or CSW-QMHP) South Dakota 
15. Optometrists (OD) 
16. Doctors of Dental Surgery (DDS) and Doctors of Medical Dentistry (DMD) 
17. Physical Therapists (DPT, PT, LPT) 
18. Occupational Therapists (OT) 
19. Speech Pathologists (SLP) 
20. Audiologists (AuD) 
21. Board Certified Behavior Analysts (BCBA, BA) 
22. Board Certified Behavior Analysts – Doctoral (BCBA-D) 
23. Genetic Counselors (CGC) ® 
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LICENSURE 

CRITERIA FOR PARTICIPATION EXCEPTIONS 
VERIFICATION 
SOURCE/ 
OPTIONS 

AUTOMATIC 
DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

All practitioners credentialed must hold a current, valid, active 
license to practice in the state(s) in with the provider intends to 
provide covered services. (Including the items listed below) 
 
LAC (SD): Licensed Addiction Counselor must hold the LAC 
licensure level in the state of SD 
 
LPC-MH or LPC- QMHP (SD): Licensed Professional Counselors in 
SD must hold the Mental Health (LPC- MH) or Qualified Mental 
Health Practitioner (LPC- QMHP) licensure level 
 
CSW-PIP or CSW- 
QMHP (SD): Licensed Social Workers in SD must hold the Private 
Independent Practice (CSW-PIP) or Qualified Mental Health 
Practitioner (CSW-QMHP) licensure level 
 
CGC: Must hold current, valid, active and permanent license to 
practice in the states where practitioner intends to provide 
covered services 
 
SLP: If not licensed, SLP must hold American Speech-Language-
Hearing Association (ASHA) Certificate of Clinical Competence 
(CCC)  

• The state has regulation of 
genetic counselors 

 
• The holder is allowed to provide 

independent clinical services 
and to supervise the clinical 
practice of student trainees, 
clinicians who do not hold 
certification and support 
personnel. 

 
• Practitioners working in 

Veteran’s Administration (VA) or 
an Indian Health clinic must 
have a license in the United 
States or Puerto Rico, but do not 
need to be licensed in the state 
where they practice if they are 
only practicing for VA or Indian 
Health. Additionally, 
requirements for a specific 
license type within a state are 
also able to be waived so long as 
these providers meet their 
facilities credentialing and 
privileging requirements and 
meet the above license criteria. 

• State licensing 
agency 

YES 
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DEA/CDS/CSR REGISTRATION 

CRITERIA FOR 
PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 

OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Must hold a current and active 
DEA/CDS/CSR Registration 

• Chiropractors 
• Psychologists 
• MDs, DOs, NPs, PAs who are eligible to obtain and 

DEA/CDS and prescribing controlled substance is in the 
scope of their practice must state a process for referring 
patients to a practitioner with DEA licensure for 
instances where patients require prescription 
medications 

• MDs, DOs, NPs, PAs state in writing that in their 
professional judgement, the patients in their care do not 
require controlled substances, that they are not 
required to have a DEA/CDA, must describe their 
process for instances that would require a controlled 
substance 

• Hospital Based Providers that meet the criteria in 
section V and also meet their hospitals credentialing and 
privileging requirements. 

• Practitioners working in Veteran’s Administration (VA) 
or an Indian Health clinic must have a license in the 
United States or Puerto Rico, but do not need to be 
licensed in the state where they practice if they are only 
practicing for VA or Indian Health. Additionally, 
requirements for a specific license type within a state 
are also able to be waived so long as these providers 
meet their facilities credentialing and privileging 
requirements and meet the above license criteria. 

• Copy of current DEA, CDS, 
CSR 

• DEA Office of Diversion 
Control 

• Documented visual 
inspection of the original 
certificate 

• Confirmation from the state 
pharmaceutical licensing 
agency, if applicable 

• AMA Physician Master 
File/AIOA Official Profile 
Report (DEA verification 
only)Waiver/Statement of 
intentions to not prescribe 
(DEA waiver) 

YES 
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NPI NUMBER 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Must have a current active NPI number  • NPPES NPI Registry Yes 

 

PROFESSIONAL EDUCATION  

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

All Practitioners: Avera Health Plan will verify the highest of the following 
three levels of education and training obtained by the practitioner as 
appropriate: 

1. Board Certification 
2. Residency 
3. Graduation from medical or professional school 

NOTE: Verification of fellowship does not meet the intent of verifying the 
highest level of education and training.  
NOTE: Some practitioners, identified below, are required to hold board 
certification.  
NOTE: Acceptable alternatives for verification of board certification are 
identified in the practitioner specific areas below*. 

None • The primary source* 
• State licensing agency, 

if the organization 
provides 
documentation that 
the State agency 
performs primary 
source verification 

• Sealed Transcripts 

 

BCBA/BCBA-D: 
Must hold a current ABA license 
BCBA must have a master’s degree in appropriate discipline from an 
accredited college or university. BCBA- D must have a doctoral degree 
consistent with the requirements of the Behavior Analyst Certification Board 

 None • The Primary source 
• Behavior Analyst Certification 

Board or as appropriate 
based on state requirements 

Yes 
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PROFESSIONAL EDUCATION - CONTINUED 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

Certified Genetic Counselors:  
(1) Must have a master’s degree in any of the following disciplines from an 
accredited college or university: 
• Human, Medical and Clinical Genetics 
• Psychosocial theory and techniques 
• Social, ethical and legal issues 
• Healthcare delivery systems and public health principles 
• Teaching techniques 
• Research methods 
• Clinical training, working with individuals and families affected with a broad 

range of conditions 
(2) Must be certified by the American Board of Genetic Counseling (ABGC) as 
Certified Genetic Counselor (CGC) 

None • American Board of Genetic 
Counseling 
And (as appropriate) 

• State licensing 
agency, if the 
organization 
provides 
documentation that 
the State agency 
performs primary 
source verification 

Yes 

DDS or DMD: Must be a graduate of an accredited school of dentistry  • The primary source 
• State licensing 

agency, if the 
organization 
provides 
documentation that 
the State agency 
performs primary 
source verification 

Yes 
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PROFESSIONAL EDUCATION - CONTINUED 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

DO or MD:  
 
Board Certification:  
Board certification is not required by Avera Health Plans. Boards must 
be based in the United States or members of the ABMS or AOA. 
 
Residency: 
Must have also completed a residency program recognized by the 
Accreditation Council for Graduate Medical Education (ACGME), the 
American Board of Medical Specialties (ABMS), the Federation of the 
Royal College of Physicians and Surgeons of the UK, or a one (1) year 
fellowship recognized by the ACGME, the Royal College of Physicians 
and Surgeons of Glasgow (UK), the College of Family Physicians of 
Canada, or the Royal College of Physicians and Surgeons of Canada. 
Equivalent experience shall be considered for those General Practice 
practitioners graduating from medical school before 1980.  
 
Medical School: 
Must be a graduate of an accredited school of medicine or osteopathy 
or hold a valid certificate from the Educational Commission for Foreign 
Medical Graduates (ECFMG). After July 1, 2025 individuals who graduate 
from Canadian medical schools are considered international medical 
graduates (IMGs) and ECFMG is required.  
 
Moonlighting Residents: 
If a resident is moonlighting outside of his/her residency training 
program and has a full medical license, or residency license, the resident 
may be credentialed for the moonlighting practice location. 

 
 
 
 
 

Board Certification:  
1. ABMS or its member boards or an 

official ABMS Display Agent 
2. AOA Official Osteopathic Physician 

Profile Report or AOA Physician 
Master File 

3. AMA Physician Masterfile 
4. The Primary Source 
Residency Training: 
1. Residency Training Program 
2. AMA Physician Masterfile. 
3. AOA Official Osteopathic Physician 

Profile Report or AOA Physician 
Master File. 

4. FCVS for closed residency programs. 
Medical School 
1. Medical School* 
2. AMA Physician Masterfile. 
3. AOA Official Osteopathic Physician 

Profile Report or AOA Physician 
Master File. 

4. ECFMG (for international graduates 
after 1986) 

Moonlighting Residents: 
 Verification of Medical School 

Graduation AND in good standing with 
Residency Program 

Yes 
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PROFESSIONAL EDUCATION - CONTINUED 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

DPM: Must be a graduate of an accredited school of podiatry  • The primary source 
• State licensing agency, if the 

organization provides 
documentation that the 
State agency performs 
primary source verification 

Yes 

DPT, PT or LPT: 
Must have either a doctorate degree in an appropriate discipline from an 
accredited college or university, a master’s degree in an appropriate 
discipline from an accredited college or university in addition to 5 years 
clinical experience, or a bachelor’s degree in addition to 10 years clinical 
experience 

None • The primary source 
• State licensing agency, if the 

organization provides 
documentation that the 
State agency performs 
primary source verification 

Yes 

Master’s Level Behavioral Health Practitioner: Must have master’s 
degree in behavioral health discipline from an accredited college or 
university 

None • The primary source 
• State licensing agency, if the 

organization provides 
documentation that the 
State agency performs 
primary source verification 

Yes 

OT/Aud/SLP: Must have a master’s degree in an appropriate discipline 
from an accredited college or university, or a bachelor’s degree in 
addition to 5 years of clinical 
experience. 

None • The primary source 
• State licensing agency, if the 

organization provides 
documentation that the 
State agency performs 
primary source verification 

Yes 
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BOARD CERTIFICATION 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

NPs: must be currently certified by the American Nurses Credentialing 
Center (ANCC), American Academy of Nurse Practitioners Certification 
Program (AANPCP), The National Certification Corporation (NCC), American 
Midwifery Certification Board (AMCB), Pediatric Nursing Certification Board 
(PNCB), American Association of Critical-Care Nurses (AACN) or the National 
Board of Certification & Recertification for Nurse Anesthetists (NBCRNA). 
PAs: must be currently certified by the National Commission on Certification 
of Physician Assistants (NCCPA) 
CGC: must be certified by the American Board of Genetic Counseling (ABGC) 
as Certified Genetic Counselor (CGC) 

 • Confirmation from the 
Certification Program 

• State licensing agency, if the 
organization provides 
documentation that the State 
agency performs primary 
source verification 

Yes 

 

 

PROFESSIONAL CONDUCT 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

All Providers who are convicted of any crime(s) involving sexual misconduct 
that result in current placement on the sex offender registry will be denied 
participation in the Avera Health Plans Participating Networks and existing 
participating Providers will be immediately terminated from participation in 
Avera Health Plans networks. 

 •Application questionnaire 
•State licensing agency 
•NPDB 

Yes 
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LIABILITY INSURANCE 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

Must have current professional liability coverage of at 
least $1 million per claim or occurrence and $3 million 
aggregate 
Avera Health Plans requires coverage by one of the 
following:  
• Commercial 
• Self-Funded 
• The Nebraska Hospital Liability Act-Excess Liability 

Fund for Malpractice Insurance Coverage. Note: The 
Nebraska Hospital Liability Act covers Nebraska 
Practice Locations only. 

• Federal Tort 
• State Tort – IA Act 
• State Tort – SD Act 
 
State Tort – IA Act is, except as otherwise provided, the 
state shall defend a practitioner, if considered an 
employee of the state, and shall indemnify and hold 
harmless an employee against any claim, including claims 
arising under the Constitution statutes, or rules of the 
United State or any state. This type of coverage is site 
specific and is valid through the duration of the 
practitioner’s employment with the group. Generally, Tort 
does not include coverage amounts or dates.  
State Tort – SD Act is the Public Entity Pool for Liability 
(PEPL) shall provide defense and liability coverage for any 
state entity or employee on certain claims and defenses. 
This type of coverage is site specific and is valid through 
the duration of the practitioner’s employment with the 
group. Generally, Tort does not include coverage amounts 
or dates. 

 • Copy of liability insurance face sheet 
showing dates and coverage amounts 

• Application attestation on application 
including dates & amount of current or 
future malpractice insurance coverage 

• Tort Coverage requires a copy of the 
tort letter or an attestation from the 
practitioner of tort coverage 

Yes 
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SUPERVISING OR COLLABORATING PHYSICIAN 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

CNP, PAs: Supervision or collaboration 
requirements shall follow state law in which 
practitioner is practicing. If required, 
supervising or collaborating physician must 
be an Avera Health Plans Participating 
Physician.  

 • State License Verification 
• If required, Name of supervising or 

collaborating physician 

Yes 

 

 

 

UTILIZATION REVIEW 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Must agree to participate in and abide by the 
utilization review program as established by 
Avera Health Plans 

 • Release and attestation on application and/or 
contract 

Yes 
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PROVIDER LEVEL II CRITERIA 

The Provider must also continuously meet the following requirements, unless Avera Health Plans, after full disclosure by the Provider, waives 
such requirement: 

PROFESSIONAL LIABILITY CLAIMS HISTORY 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Malpractice cases that meet at least one of 
the following two criteria will be brought to 
the credentialing Committee for Review: 
• Case with payment equal to or greater than 

$350,000 
OR 
• Provider has history of malpractice cases 

equaling 3 cases in 36 months for 
recredentialing applications and 3 cases in 
the last five years for initial credentialing 
applications. 

 • Application questionnaire 
• NPDB 

 

 

LIABILITY INSURANCE 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider’s liability insurance has never 
been denied, suspended, canceled, or not 
renewed. 

 • Application questionnaire 
• Liability insurance carrier 
• NPDB 
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DISCIPLINARY ACTIONS- LICENSE 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has not had any action taken by a state medical board where 
the Provider has practiced medicine that would affect the Provider’s 
license to practice. If the Provider was licensed in more than one state in 
the most recent five-year period, the query must include all states in which 
the Provider practiced. 

 • Application questionnaire 
• State licensing agency 
• NPDB 

 

 

FELONY CONVICTION 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has never been convicted of, or pled no contest to, a felony. 
In addition, a Provider who was an officer, director, partner, key employee, 
or controlling stockholder of a legal entity that was convicted of a felony 
and who held that position at the time activities resulting in the felony 
conviction occurred. 

 • Application questionnaire 
• State licensing agency 
• NPDB 

 

 

SANCTIONS 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has never had sanctions imposed or voluntarily accepted any 
sanctions by any health care institution, professional health care 
organizations, licensing authority, governmental entity, professional 
standards review organization (PRO), utilization and quality assurance peer 
review organization (PRO). 

 • Application questionnaire 
• NPDB 
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INVESTIGATIONS 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Provider has never been the object of an 
administrative, civil, or criminal complaint or 
investigation 

 • Application questionnaire  

 

MEDICAL/PROFESSIONAL ORGANIZATION 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has never been subjected to 
disciplinary action in any medical or 
professional organization. 

 • Application questionnaire 
• NPDB 

 

 

WORK HISTORY 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has no unexplained gaps of six (6) 
months or greater in his/her work history 

 • Work history on application and/or 
curriculum vitae 
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ADMITING AND CLINICAL PRIVILEGES 

CRITERIA FOR PARTICIPATION EXCEPTIONS 
VERIFICATION 
SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

DPM, DDS, DMD, and MDS and DOs: 
excluding Allergy, Anesthesiology, 
Dermatology, Emergency Medicine, Genetics, 
Nuclear Medicine, Occupational Medicine, 
Physical Medicine, Palliative Medicine, 
Pathology, and Radiology must agree to 
maintain admitting privileges or referral 
mechanism at an Avera Health Plans 
Participating Hospital. 
 
PAs and NPs: Serving as Primary Care 
Providers must agree to maintain admitting 
privileges or a referral mechanism at an Avera 
Health Plans Participating Hospital.  
 
Those with clinical privileges must be in good 
standing in the appropriate category.  
  

• Not required:  
o OD 
o Psychologist  
o Master’s Level BHP 
o All other practitioners not identified in Criteria 

for Participation or in above list 
o Hospital Based Providers that meet the criteria 

in section V and also meet their hospitals 
credentialing and privileging requirements. 

• Closure of medical staff to that Provider’s specialty at 
the hospital/facility 

• If the Provider does not, as a part of their practice, 
have a need to admit patients to a Hospital, clinical 
privileges are not required. However, if, as part of 
their practice, the potential for privileges is required, 
a letter of agreement with an Avera Health Plans 
Participating Provider must be maintained 

• Avera Health Plan may issue a waiver, at its discretion, 
due to network adequacy. 

•Contract  
 
 

 

All practitioners must attest to the absence or 
presence of history of loss or limitation of 
clinical privileges at any hospital or other 
health care Facility or organization.  
The Credentialing Committee will review for 
all disclosures except where loss of privileges 
was the result of voluntary change in 
employment. 

 • Application  
Questionnaire 

•Hospital/Healthcare 
facility 
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DEA REGISTRATION 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Provider’s DEA registration has never been 
suspended, restricted, or revoked or acted 
upon in any other way whatsoever 

 • Application questionnaire 
• State licensing agency 
• NPDB 
• DEA Office of Diversion Control 

 

 

MEDICARE/MEDICAID 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Provider has never been convicted of any 
crimes related to the practice of medicine, 
including Medicare or Medicaid related 
crimes. The MD or DO has never been 
subjected to civil money penalties under the 
Medicare or Medicaid program or been 
suspended from participation in Medicare or 
Medicaid. 

 • Application questionnaire 
• NPDB 
• Cumulative Sanction/Exclusion Internet Sites 
• Medicare & Medicaid Sanctions/Exclusions and 

reinstatement reports, distributed by federally 
contracting organizations 

• Federal Employees Health Benefits Plan Program 
department record, published by the Office of 
Personnel Management, Office of the Inspector general 

• American Medical Association (AMA) Physician master 
File entry 

• State Medicaid agency or intermediary and the 
Medicare intermediary 
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HEALTH STATUS 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

Provider does not have any condition that would impact the ability to 
perform the essential functions of the position, with or without 
accommodation, and without exposing the Provider or others to health and 
safety risks. 

 • Application questionnaire  
• Treating provider 

 

The Provider is not currently abusing medications, other drugs or 
substances, including alcohol. 

 • Application questionnaire  
• Treating provider 
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CRITERIA FOR PARTICIPATION - INSTITUTIONS 

An institution is an organization that provides services to members, and where members are directed for services rather than to a specific 
practitioner. Examples are: 

Hospitals 

Home Health Agencies 

Skilled Nursing Facilities 

Free-standing surgical centers 

Behavioral Health Organizations (Inpatient/Residential/Ambulatory) mental health, and substance abuse services. 

Dialysis Centers 

Independent Diagnostic Testing Facilities (IDTFs)  

Public Health Agencies 

Rural Health Clinics  

Federally Qualified Health Centers 

Telemedicine Organizations 

Urgent Care Centers 

Durable Medical Equipment Entities who provide services directly to members 
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INSTITUTIONS LEVEL I CRITERIA 

Cannot be waived 

In order to be eligible for Avera Health Plans participation by the institutions listed above who desires to provide Covered Services under Avera 
Health Plans, must continuously meet the following requirements: 

NPI NUMBER 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

The Provider must have a current active NPI number • NPPES NPI Registry  

 

UTILIZATION REVIEW/ ON-SITE QUALITY ASSESSMENT 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

The Provider must agree to participate in and abide by the utilization 
review/on-site quality assessment program as established by Avera Health 
Plans 

• Release and attestation on application and/or 
contract 

 

 

 

PARTICIPATING HOSPITAL TRANSFER AGREEMENT 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

Must agree to maintain appropriate agreements with an Avera Health Plans 
participating hospital for handling emergency and transfers 

• Contract  
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LIABILITY INSURANCE 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

The Provider must have current professional liability coverage of at least 
$1 million per claim or occurrence, and $3 million aggregate or $5 million 
per claim or occurrence and $5 million per aggregate for facilities with 100 
beds or greater 
Avera Health Plans requires coverage by one of the following:  
• Commercial 
• Self-Funded 
• The Nebraska Hospital Liability Act-Excess Liability Fund for 

Malpractice Insurance Coverage. Note: The Nebraska Hospital 
Liability Act covers Nebraska Practice Locations only. 

• Federal Tort 
• State Tort – IA Act 
• State Tort – SD Act 
 
State Tort – IA Act is, except as otherwise provided, the state shall 
defend a practitioner, if considered an employee of the state, and shall 
indemnify and hold harmless an employee against any claim, including 
claims arising under the Constitution statutes, or rules of the United State 
or any state. This type of coverage is site specific and is valid through the 
duration of the practitioner’s employment with the group. Generally, 
Tort does not include coverage amounts or dates.  
State Tort – SD Act is the Public Entity Pool for Liability (PEPL) shall provide 
defense and liability coverage for any state entity or employee on certain 
claims and defenses. This type of coverage is site specific and is valid 
through the duration of the practitioner’s employment with the group. 
Generally, Tort does not include coverage amounts or dates. 

• Copy of liability insurance face sheet showing dates 
and coverage amounts 

• Application attestation on application including dates 
& amount of current malpractice insurance coverage 

• Tort Coverage requires a copy of the tort letter or an 
attestation from the practitioner of tort coverage 

 

 

 



A v e r a  H e a l t h  P l a n s  2 0 2 6 v 2                             J u n e  1 8 ,  2 0 2 6                                                   57 | 
P a g e  

 

 

MEDICARE/MEDICAID 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

• Must be approved to participate with Medicare as outlined in the Facility Licensure, 
Accreditation, Certification and CMS requirements table. 

• Must not be currently under any Medicare or Medicaid sanctions or appear on the 
OIG’s list of excluded Entities or the CMS Preclusion List 

• Employment of, contracting with, or receiving services from anyone on OIG’s list of 
excluded Entities, will cause the Institutional Provider to be denied and/or terminated 
from participation in Avera Health Plans networks. 

• Home Infusion Therapy and DME/HME suppliers must be approved to bill Medicare 
and Medicaid 

• Application Questionnaire  
• NPDB 
• Sanctions/Exclusions lists 

 

 

PATIENT SAFETY STANDARDS 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL 
OR TERMINATION IF 
CRITERIA NOT MET? 

For Hospitals with greater than 50 beds, the facility must provide documentation 
to satisfy that it has an active Patient Safety Evaluation Program (PSO) and a 
Comprehensive Person Centered Hospital Discharge Program in place that satisfies 
requirements as established in  45 CFR § 156.1110 

• Accredited by an accreditation organization, i.e. 
The Joint Commission, or contracted with a 
Patient Safety Organization (PSO), Health 
Engagement Network (HEN), Hospital 
Improvement Innovation Network (HIIN) 

OR 
• Accredited by a Quality Improvement 

Organization (QIO) 
OR 
• Provides documentation deemed suitable to 

Avera Health Plans to demonstrate material 
compliance with 45 CFR § 156.1110 
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MEDICAL DIRECTOR, STAFFING, AND LOCATION SPECIFIC FACILITY AND/OR ENTITY REQUIREMENTS 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

• The following Institutional Providers must have a Medical Director (MD/DO) and that Medical 
Director must also be a Participating Provider in the Avera Health Plans network:  
o Community Mental Health Centers (IA) 
o Freestanding Substance Abuse Facilities (IA) 
o Chemical Dependency Treatment Facilities (SD) 
o Freestanding Radiology/Imaging Centers 
o Urgent Care Centers 

• The following Institutional Providers must have a Medical Director (MD/DO/ARNP) and that 
Medical Director must also be a Participating Provider in the Avera Health Plans network:  
o Public Health Agencies 
o Visiting Nurse Associations 

 
• Home Infusion Therapy Providers:  

o Must have a medical director that is a licensed MD/DO and has expertise in infusion therapy 
services to provider overall direction for the clinical aspect of Home Infusion Therapy 

o Must have medical director (MD/DO) or registered nurse that develops, coordinates, and 
supervises all activities of nursing services, including responsibility for assuring that only 
qualified individuals administer home infusion drugs. 

o Locations must meet the state sterile compounding requirements 

• Application Questionnaire 
• NPDB 
• Sanctions/Exclusions lists 
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LICENSURE STATUS 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider must be in good standing with state and federal regulatory bodies. Avera Health Plans 
will confirm that the Provider continues to be in good standing with state and federal regulatory 
bodies. 
Hospital: license to operate has not been limited, suspended, revoked, or placed on probation 
within the last 10 years. 
Hospital: Federal or state pharmacy permits have not been limited, suspended, revoked, or place 
on probation within the last 10 years. 

• State Board/Licensing 
Agencies 

• Copy of current 
program/facility license, as 
applicable 

• Attestation and disclosure  
• NPDB 

 

 

ON SITE QUALITY ASSESSMENT 

CRITERIA FOR PARTICIPATION VERIFICATION SOURCE/ 
OPTIONS 

AUTOMATIC DENIAL OR 
TERMINATION IF 
CRITERIA NOT MET? 

The Provider has been reviewed and approved by an accredited body no less than every three years.  
Recognized bodies of accreditation include:  

• The Joint Commission 
• American Osteopathic Association (AOA) 
• Commission on Accreditation of Rehabilitation Facilities (CARF). 

If, in the cases of non- accredited institutions, Avera Health Plans will substitute a CMS or state 
review as a site visit. 

• Accreditation organization 
• Copy of Approval Letter 
• Copy of CMS or state Review 

including letter of approval 
• HEALTH PLANS completion 

of the HEALTH PLANS 
Hospital Site Review Tool 

 

If applicable, Avera Health Plans will confirm that the Provider continues to be reviewed and 
approved by an accrediting body at least every three years unless the Provider is in a rural area, as 
defined by the US Census Bureau. 
If the Provider has not been reviewed by an accrediting body in the last three years, Avera Health 
Plans will conduct an onsite quality assessment using the Hospital Site Review Tool, based on the 
requirements set forth by NCQA, unless the Provider is located in a rural area, as defined by the US 
Census Bureau. If the unaccredited site is a satellite office and is able to provide clear evidence that 
the satellite offices are held to the same standards as the main facility and the main facility is an 
accredited facility 

• Accreditation organization 
• Copy of Approval Letter 
• Copy of CMS or state Review 

including letter of approval 
• HEALTH PLANS completion 

of the HEALTH PLANS 
Hospital Site Review Tool 
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LICENSURE, ACCREDITATION, CERTIFICATIONS, AND CMS REQUIREMENTS 
FACILITY/ENTITY 
TYPE LICENSURE, ACCREDITATION AND CERTIFICATION REQUIREMENT* 

Ambulance • State License 
Ambulatory Surgery 
Center 

• State License AND Medicare certified AND accredited by either AAAHC or The Joint Commission or AAAASF 

Chemical Dependency 
Treatment Center 

• State License AND State accreditation AND accredited by one of the following: The Joint Commission, CARF, or COA 

Community Mental 
Health Center 

• State certified OR Medicare certified OR Accredited by the Joint Commission or CARF 

Dialysis Center • Medicare certified 

Durable Medical 
Equipment Supplier 

• Accreditation/certification by ONE of the following: The Joint Commission, The Compliance Team, CARF, CHAP, HQAA, ACHC, NABP, 
ABC or BOC NOTE: Pharmacies that are not accredited must provide a copy of the CMS accreditation exemption letter. 

Freestanding Substance 
Abuse Facility 

• State license/certification AND Accreditation through one of the following: The Joint Commission or CARF or COA 

Home Health Agency • Medicare certified OR Accreditation through one of the following: The Joint Commission, CHAP OR ACHC 
• Licensure required in NE. Licensure is not applicable in IA or SD. 

Home Infusion Therapy 
(HIT) 

• Accreditation through ONE of the following: The Joint Commission, ACHC, CHAP, HQAA or The Compliance Team 

Hospice • State license OR Medicare certified OR Accreditation through ONE of the following: CHAP OR ACHC OR The Joint Commission 
Hospital • 50 beds or less: State license OR Rural Emergency Health license AND either Medicare certified OR Accredited through ONE of the 

following: The Joint Commission, ACHCDNVHC OR CIHQ. 
• More than 50 acute beds:  
• State license AND Medicare certification  
• AND one of the following:  

 Accreditation by an accreditation organization, The Center for Improvement in healthcare Quality or contracted with the Patient 
Safety Organization, Health Engagement Network, Hospital Improvement Innovation Network, or a Quality Improvement 
Organization OR The hospital utilizes a patient safety evaluation system and implements a mechanism for comprehensive 
person-centered hospital discharge to improve care coordination and health care quality for each patient OR The hospital has 
an evidence-based initiative, to improve health care quality through the collection, management and analysis of patient safety 
events that reduces all cause preventable harm, prevents hospital readmission, or improves care coordination. Must provide 
appropriate documentation with credentialing application. 
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LICENSURE, CERTIFICATIONS, AND ACCREDITATIONS- CONTINUED 

FACILITY/ENTITY TYPE LICENSURE, ACCREDITATION AND CERTIFICATION REQUIREMENT* 

Laboratory • One of the following types of CLIA Certification: Certificate of Compliance or Certificate of Accreditation 

Ocularist • Certification by NEBO 

Orthotics and Prostheses • Certification by ABC OR BOC 

Psychiatric Mental Institution 
for Children 

• State license AND Accredited by either The Joint Commission, CARF, or COA 

Public Health Agency • Designation as a Public Health Agency by the County Board of Supervisors or Board of Health 

Radiology/Imaging Center 
including Portable X- ray and 
Mobile Imaging Center 

• Centers offering any of the following services must be accredited by ACR OR one of the accreditation agencies of the Intersocietal Accreditation 
Commission: IAC Vascular Testing, IAC Echocardiography, IAC Nuclear/ET, IAC MRI, IAC CT  

o Services Offered: CT, CTA, Nuclear, Cardiology, Echocardiology, PET, PET/CT, MRI, MRA 
• If none of the services identified above are offered, it must be accredited by AAAHC, The Joint Commission, ACR, OR one of the accrediting 

agencies of the Intersocietal Accreditation Commission (IAC Vascular Testing, IAC Echocardiography, IAC Nuclear/ET, IAC MRI, IAC CT) 
• Mammography Centers must be state certified in addition to the above 

Rehabilitation Center/Unit 
within the Hospital 

• Medicare certified 

Rural Health Clinics 
ORFederally Qualified Health 
Centers 

• Medical Director License 
• Medicare certified as a Rural Health Clinic or a Federally Qualified Health Center 

o Verification can be completed by submitting the initial CMS certifying letter, being listed on HRSA.gov, AAAAF accreditation or 
verified through the accreditation body provided upon enrollment (ex: The Joint Commission etc) 

Skilled Nursing Facility • State license and one of the following: Medicare certified or Accreditation by ONE of the following:  The Joint Commission or AAAHC or CARF 

Sleep Centers • Accredited by AASM, The Joint Commission, or ACHC 

Specialty Hospital • State license and one of the following: Medicare certified or Accreditation through one of the following: The Joint Commission, ACHC, or CIHQ 

Urgent Care Centers • Accredited by either UCAOA, The Joint Commission, NUCCA, or AAAHC 

Visiting Nurse Association • Member of Visiting Nurse Association of America or LeadingAge 
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INSTITUTIONS LEVEL II CRITERIA 

Institutional Providers must also continuously meet the following requirements, unless Avera Health Plans, after full disclosure by the Provider, 
waives such requirement. 

PROFESSIONAL ORGANIZATION 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

The Provider has never been subjected to disciplinary action  • Application Questionnaire 
• NPDB 

 

 

PROFESSIONAL LIABILITY CLAIMS HISTORY 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

The Provider has no history of professional liability claim 
settlements or judgments, and there are no pending cases 
at the current time. 

 • Application questionnaire 
• NPDB 
• Malpractice Carrier/Agent 

 

 

LIABILITY INSURANCE 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

The Provider’s liability insurance has never been denied, 
suspended, canceled, or not renewed 

 • Application questionnaire 
• Liability insurance carrier 
• NPDB 
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DISIPLINARY ACTIONS- LICENSURE 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

The Provider has not had any action taken by a state 
licensing board that would affect the Provider’s license 

 • Application questionnaire 
• State licensing agency 
• NPDB 

 

 

SANCTIONS 

CRITERIA FOR PARTICIPATION EXCEPTIONS VERIFICATION SOURCE/ OPTIONS 
AUTOMATIC DENIAL OR 
TERMINATION IF CRITERIA 
NOT MET? 

The Provider has never had sanctions imposed or voluntarily 
accepted any sanctions by any health care institution, 
professional health care organizations, licensing authority, 
governmental entity, professional standards review 
organization (PRO), utilization and quality assurance peer 
review organization (PRO) 

 • Application questionnaire 
• NPDB 
• OIG 
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XVII. CREDENTIALING SYSTEM CONTROLS 

Primary source verification information is received electronically via the electronic application and primary source 
verification (PSV) resources. If documentation is received hardcopy, it is scanned on the day it is received and placed 
in a locked shredding bin on the day it is scanned. 

Documents are dated using a system date stamp. The electronic application is dated as of the signatory’s attestation 
date. PSV resources are date stamped as of the date generated by the source when the information is retrieved. 
Documentation received hard copy is initialed and date stamped as of the date the information is received and 
reviewed by Credentialing Staff. 

Credentialing staff review credentialing information submitted by the provider applicant for any discrepancies found 
so that the application can be returned for the applicant to make modifications if necessary. Corrected information 
is re-imported into the credentialing systems. At times, it may be appropriate for the credentialing staff to make 
needed corrections and modify information received such as a typographical error in a license number or incorrect 
labeling of a license type. 

The credentialing system tracks credentialing information using date and time stamps of import and modification, 
audit trails regarding who has viewed and/or modified credentialing information. Tracking information includes date 
stamps, time stamps, and user identification. 

Modifications to these documents are dated according to when the modification was made and maintained within 
the same file related to the individual practitioner who has applied or is a member participating in the network. The 
modification or deletion includes the reason why the information needs to be modified. The credentialing 
information system maintains a log of modifications and deletions which includes when information was modified 
or deleted, how the information was modified or deleted and staff who made the modification or deletion. This 
documentation is stored, in the electronic file, in a secure credentialing database and only accessed by individuals 
for purposes of performing their job responsibilities. Only authorized staff have permission to access, modify and 
delete credentialing information and must document the reason for the modification or deletion. A user group, 
including the following staff, Core System Development Lead, Application Developer, Operations Auditor, Provider 
Maintenance Specialist, and Quality Coordinator, have view-only access to the credentialing database and do not 
have the ability to make modifications. Employees with the ability to modify and delete information include the 
Director of Provider Contracting, Contract Specialist, Provider Relations Representative, Provider Relations 
Specialist, Claims Specialist, Manager, Provider Contracting and Configuration, Credentialing Support Specialist, 
Credentialing Specialist 

IT System Analyst II, VP of Payer Strategies, Credentialing Data Analyst and Credentialing Manager. Acceptable 
circumstances for modification and deletions include, but are not limited to, correction of erroneous information, 
replacement of expired documentation or replacement of out-of-date credentialing verifications, duplicate 
information or documents saved to an incorrect provider file and modification due to the file being in the process of 
credentialing or recredentialing. If credentialing information is changed, new verifications will be obtained, initialed 
and date stamped by Credentialing Staff and stored in the provider’s electronic file. 

Any hard-copy credentialing documents received in the department are scanned and saved in the secure 
credentialing software database. The paper copies are then placed in a locked shredding bin until the vendor shreds 
the contents of the bin on site, typically weekly. Any electronic media which stores practitioner applications, 
credentialing information and other confidential data related to the practitioner’s participation or denial of 
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participation is maintained in a secure database. Access to this confidential information is secured by unique 
passwords for each individual which is maintained as confidential for each individual user. Electronic information 
systems are protected, including requirements to: 

• Use strong passwords. Strong passwords must contain a combination of upper & lower case alphabetic characters, 
numeric characters, and special characters. 

• Avoid writing down passwords. 

• Change passwords when requested by staff or if passwords are compromised. Staff can request a password change 
by selecting the password reset function on the login screen. 

The server and database systems are maintained in a secure location and have redundant and backup copies located 
at an off-site location for contingency plan purposes. Physical access to the secure server locations is limited to 
information technology staff who maintain the servers. Access is controlled through key-card access. Visitors to 
secure server locations must be accompanied by authorized staff at all times. Visitors are required to sign in and sign 
out of the secure server location. Information technology staff monitor access to secure server locations by 
reviewing key-card access logs and visitor logs at least annually. 

Unauthorized access, changes to and release of credentialing information is prevented by granting access to 
employees based on job role as requested by the hiring manager via an IT access form to the IT department. Only 
individuals that require access to the information are authorized via unique passwords to access the information. 
Any uses or disclosures of the information is strictly limited to only those purposes for which the information is 
authorized. Staff receive training regarding when it is appropriate to access, change and release credentialing 
information. 

When a job role changes or an employee is terminated, an IT access form is generated to alert the IT department to 
modify or terminate access as appropriate and the date the access modification or termination is effective. The IT 
Security staff member reviews user access at least annually to ensure access is appropriate for the job role. Active 
users within the credentialing database and those with access to confidential credentialing file information are 
compared to assigned job roles on file with the IT department. IT Security personnel report findings to the 
department supervisor and/or Human Resources. Any discrepancies are addressed in a corrective action plan and 
confirmed as corrected. 

Annually, the Credentialing Manager or designee reviews the list of staff who has access to the credentialing system 
to determine if the list is accurate and that each user has the appropriate level of modification authorization 
according to the job role of the employee. 

At least annually, the Credentialing Manager or designee monitors a random sample of credentialing files with 
modified and deleted credentialing information to confirm compliance with Credentialing System Controls policy 
and procedures. The files are randomly selected and audited using the NCQA 5%/50 Methodology to identify the 
accuracy and appropriateness of modifications using the software’s audit trail system and reporting capability. Any 
modifications that do not meet the policy requirements are analyzed for the underlying reason for the deficiency 
and the quantitative results will be compared to prior performance. The sample includes at least 10 credentialing 
files and 10 recredentialing files. The file universe includes all files, with or without modifications; however, the 
sample that will be audited must only include files with modifications. The Credentialing manager or designee 
documents and addresses findings of the monitoring and implements actions on findings of inappropriate 
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modifications using a corrective action plan which can include employee coaching, process change or department 
education, as appropriate to the findings of qualitative analysis. If inappropriate modifications are identified, the 
Credentialing Manager or designee audits modifications quarterly until improvement is shown for one finding over 
at least three consecutive quarters and document results of each audit to show the effectiveness of the corrective 
action plan. All monitoring findings and actions taken are reported to the Credentialing Committee. 
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