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QUICK REFERENCE INFORMATION 
Provider Services 
 

 

 

For general questions or to submit your updates:  

Phone: 713.295.2295 

Toll Free: 1.888.760.2600  

CommunityHealthChoice.org  

Email: ProviderWebInquiries@CommunityHealthChoice.org  

Or contact your Provider Engagement Representative. 

Community Health Choice website 

 

 

 

CommunityHealthChoice.org 

 

https://provider.communityhealthchoice.org/ 

 

The site offers general information and various tools that are helpful to the Provider 
such as:  
 

¶ Prior Authorization Requirements  

¶ Provider Manual 

¶ Provider Directories 

¶ Provider Newsletters 

¶ Downloadable Forms  

Member Services and Specialist  

Scheduling 

Phone: 713.295.2294 

Toll Free: 1.888.760.2600  

ω Benefit Coverage and Eligibility Verification  

ω Physician Information  

ω Service Questions  

ω Interpreter Services  

ω Specialist Referral Assistance 

Claims Inquiries or Adjudication CommunityHealthChoice.org 

Phone: 713.295.2295  

Toll Free: 1.888.760.2600  

Community Health Choice will accommodate three claims per call.  

Unlimited inquiries on website 

Utilization Management (Medical) Phone: 713.295.2221  

Fax: 713.295.2283  

Utilization Management  

(Behavioral Health) 

Phone: 713.295.2295 

Fax: 713.576.0932 (inpatient) 
Fax: 713.576.0931 (outpatient) 

Care Management/Disease  

Management:  

Asthma, Diabetes, High-Risk Pregnancy, 

Congestive Heart Failure 

Phone: 832.CHC.CARE (832.242.2273)  

Fax: 713.295.7028 or 1.844.247.4300 

E-mail: CMCoordinators@CommunityHealthChoice.org  

Case Management: Behavioral Health Phone: 713.295.2295 

Fax: 713.576.0933 

E-mail: BHCasemanagementreferrals@CommunityHealthChoice.org 

11 
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Report High Risk Pregnancy or Sick 

Newborn 

Phone: 713.295.2303  

Toll Free: 1.888.760.2600 

Fax: 713.295.7028 

Peer-to-Peer Discussions Phone: 713.295.2319 

Diabetic Supplies Phone: 713.295.2221 

Fax: 713.295.2283 

Outpatient Perinatal Authorizations Phone: 832.242.2273 

Fax: 713.295.7016 or 1.844.247.4300 

Mailed Claims Community Health Choice  

Attn: Claims 

P.O. Box 301404 

Houston, TX 77230 

Refund Lockbox Community Health Choice  

P.O. Box 4818 

Houston, TX 77210-4818 

Electronic Claims Submit directly through Community Health ChoiceΩǎ ƻƴƭƛƴŜ ŎƭŀƛƳǎ ǇƻǊǘŀƭΥ  

CommunityHealthChoice.org > For Providers > Provider Tools > Claims Center  

 

Payer ID: 48145  

 

¶ Change HealthCare Solutions, Inc. (formerly Emdeon/Relay Health): 1.877.469.3263  

¶ Availity: 1.800.282.4548  

¶ Gateway/Trizetto Provider Solutions: 1.800.969.3666  

¶ TMHP (STAR only) TMHP.com  

Adverse Determination and  

Appeals (Medical) 

Community Health Choice  

Attn: Medical Appeals  

2636 South Loop West, Suite 125 

Houston, TX 77054 

Fax: 713.295.7033  
  

All appeals must be in writing and accompanied by medical records. 

Adverse Determination and  

Appeals (Behavioral Health) 

Community Health Choice  

Attn: Behavioral Health Appeals  

P.O. Box 1411 
Houston, TX 77230 
Fax: 713.576.0934 (Standard Appeal Requests) 
Fax: 713.576.0935 (Expedited Appeal Requests) 
 
All appeals must be in writing and accompanied by medical records. 

Behavioral Health Community Health Choice  

Toll Free: 1.877.343.3108 

http://www.tmhp.com/
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Dental Services For STAR Members through the month of their 21st birthday  

DentaQuest: 1.800.516.0165  

MCNA Dental: 1.800.494.6262  

 

For STAR Members 21 years of age and over (Value Added) 

FCL Dental: 1.877.493.6282  

 

 

Lab  Members can go to any of these preferred laboratories:  

ω Clinical Pathology Laboratories, Inc.  

ω LabCorp  

ω Quest Diagnostics 

Pharmacy Navitus Health Solutions  

1.877.908.6023 | Navitus.com  

Vision Services Envolve Vision  

 

For STAR Members  

Customer Service (Member Eligibility and Claims Inquires): 844.686.4358  

Network Management (Provider Participation): 1.800.531.2818  

 

For CHIP Members  

Customer Service (Member Eligibility and Claims Inquires): 844.433.6881  

Network Management (Provider Participation): 1.800.531.2818 

Early Childhood Intervention (ECI) Toll Free: 1.877.787.8999 

Medical Transportation Program  

(STAR) 

Medical Transportation Program (MTP)  

Toll Free: 1.855.687.4786  

Monday-Friday 8 a.m. to 5 p.m. 

Enrollment/Disenrollment Medicaid 

and CHIP 

Toll Free: 1.800.252.8263 

2-1-1 

YourTexasBenefits.com 

Health and Human Services Office of 

the Ombudsman 

Toll Free: 1.866.566.8989 

 

  

http://www.navitus.com/
http://www.yourtexasbenefits.com/
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Introduction 
About Community Health Choice 

Community Health Choice is a non-profit Managed Care Organization (MCO) licensed by the Texas Department of Insurance (TDI). 

Through its network medical and behavioral health Providers and acute/pediatric/behavioral health hospitals, Community Health 

Choice serves more than 400,000 Members with the following programs:  

ω Medicaid State of Texas Access Reform (STAR) Program for low-income children and pregnant women  

ω /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ ό/ILtύ ŦƻǊ ǘƘŜ ŎƘƛƭŘǊŜƴ ƻŦ ƭƻǿ-income parents, which includes CHIP Perinatal benefits for 

unborn children of pregnant women who do not qualify for Medicaid STAR 

ω Marketplace plans for individuals, including subsidized plans for low-income families 

ω Administrator for collaborative safety net projects such as the Delivery System Reform Incentive Payment (DSRIP) and 

Network Access Improvement Program (NAIP), among others 

Community Health Choice holds Health Plan accreditation with URAC. An affiliate of the Harris Health System, Community Health 

Choice is financially self-sufficient and receives no financial support from Harris Health or from Harris County taxpayers. 

This manual is intended to support Providers and contracted entities. Community Health Choice is sensitive to the demands on the 

ProviderΩs time and resources and is dedicated to offering the support needed by streamlining our administrative procedures. 

Vision Statement: 

/ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ /ƘƻƛŎŜΩǎ Ǿƛǎƛƻƴ ƛǎ ŀ ƘŜŀƭǘƘȅ ƭƛŦŜ ŦƻǊ ŜǾŜǊȅ ¢ŜȄŀƴΦ 

Mission Statement:  

Our mission is to improve the health and well-being of underserved Texans by opening doors to health care and health-related 

social services. 

Values Statement: 

The team members of Community Health Choice are trustworthy, caring individuals who work collaboratively with our Members, 

Providers, and community partners. We are courageous, creative, and responsive as we serve Members and the community. 



5 
 

Community Health Choice Service Areas 

 
Using the Provider Manual 

The Provider Manual is designed as an informational and procedural guide for Community Health Choice Participating Providers 

and their staff, for Community Health ChoiceΩǎ ŎƻƴǘǊŀŎǘŜŘ ŦŀŎƛƭƛǘƛŜǎΣ ŀƴŘ ŦƻǊ Community Health ChoiceΩǎ ŀƴŎƛƭƭŀǊȅ Providers. The 

manual contains instructions, quick reference guides, and Community Health Choice policies and procedures that will assist 

Providerǎ ŀƴŘ ǘƘŜƛǊ ǎǘŀŦŦΩǎ ƛƴǘŜǊŀŎǘƛƻƴ ǿƛǘƘ Community Health Choice. When followed, this manual will decrease the paperwork 

and time your staff spends: 

ω Researching details of STAR, CHIP, and CHIP Perinatal programs 

ω Obtaining prior authorizations for certain services 

ω Re-billing corrected claims 

ω Appealing adverse determinations 

Material in this Provider Manual is subject to change. The most recent information is also available on our website at 

CommunityHealthChoice.org. Updates and new services may be added periodically to the Manual as required by law, rule or 

regulation. Community Health Choice will post the revised information on our website from which you can print the revisions, if 

desired. Likewise, when Community Health Choice develops new policies/procedures or clinical practice guidelines, Community 

Health Choice will post the most current versions on our website and alert Providers of their availability. Community Health Choice 

will distribute a copy of the new policy, procedure or guideline upon request. 

You can request copies of the Provider Manual by calling 713.295.2295 or from your Provider Engagement Representative. 

The Provider Manual is designed solely as a guide. If differences, errors or omissions occur between this manual and either the 

ProviderΩǎ ŎƻƴǘǊŀŎǘ ƻǊ ǘƘŜ II{/ ǇƻƭƛŎƛŜǎ ŀƴŘ ǊŜƎǳƭŀǘƛƻƴǎΣ ǘƘŜ Provider contract and HHSC policies and regulations shall govern. The 

Community Health Choice Provider Manual does not supersede or amend, in any manner, the contractual obligations of either 

Community Health Choice or the Provider to HHSC. 

http://www.communityhealthchoice.org/
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As an additional reference, Providers may use the Texas Medicaid Provider Procedures Manual (TMPPM) online at 

TMHP.com/Pages/Medicaid/Medicaid_Publications_Provider_manual.aspx. This website provides the most current information 

about Texas Medicaid benefits, policies, and procedures. It also contains the most recent updates in the Medicaid Provider 

Bulletins section, released every other month. 

Code of Ethics 

Community Health Choice is committed to providing access to a quality network and healthcare delivery systems that provide 

health care in a manner that preserves the dignity, privacy, and autonomy of the Members. 

To further this goal, Community Health Choice Network Providers shall: 

ω Treat all Members with respect and courtesy 

ω Respond promptly to aŜƳōŜǊǎΩ ǉǳŜǎǘƛƻƴǎ 

ω Ensure that Members have reasonable access to the services to which they are entitled under their health plan 

ω Assist Members (or their legal guardians, when appropriate) with making informed decisions about their medical care, 

including providing them with information about withholding resuscitative services, foregoing or withdrawing life-sustaining 

treatment or participating in studies or clinical trials. Providers, as required by law, shall obtain informed consent. 

ω In making clinical deŎƛǎƛƻƴǎ ŎƻƴŎŜǊƴƛƴƎ ŀ aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ŎŀǊŜΣ ŀ Community Health Choice Network Provider shall not 

allow him/herself to be influenced by how the Provider or Provider network is financially compensated or by whether a 

particular treatment or course of care woǳƭŘ ōŜ ŎƻǾŜǊŜŘ ōȅ ǘƘŜ aŜƳōŜǊΩǎ ǇƭŀƴΦ 

ω Avoid conflicts of interest. Network Providerǎ ƳŀƪƛƴƎ ŎƭƛƴƛŎŀƭ ŘŜŎƛǎƛƻƴǎ ŎƻƴŎŜǊƴƛƴƎ ŀ aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ŎŀǊŜ ǎƘƻǳƭŘ ƴƻǘ ōŜ 

influenced by any financial interest they may have in any entity to which the Member has been or may be referred. 

ω aŀƛƴǘŀƛƴ ǘƘŜ ŎƻƴŦƛŘŜƴǘƛŀƭƛǘȅΣ ŀǎ ǊŜǉǳƛǊŜŘ ōȅ ƭŀǿΣ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ ŎƻƴŎŜǊƴƛƴƎ aŜƳōŜǊǎΩ ƳŜŘƛŎŀƭ ŎŀǊŜ ŀƴŘ ƘŜŀƭǘƘ ǎǘŀǘǳǎ 

ω Cooperate with Quality Improvement activities 

ω Allow Community Health Choice to use their performance data 

ω Practitioners may freely communicate with patients about their treatment, regardless of benefit coverage. 

 

Health Insurance Portability and Accountability Act (HIPAA) of 1996 

Electronic Code Sets and Standard Transactions 

Federal regulations require covered entities (HMOs, physicians, hospitals, labs, pharmacies, and other healthcare Providers) to 

comply with HIPAA-approved transactions and code sets for dates of service on or after October 16, 2003. 

Privacy and Security Statement 

As covered entities under the Health InsuraƴŎŜ tƻǊǘŀōƛƭƛǘȅ ŀƴŘ !ŎŎƻǳƴǘŀōƛƭƛǘȅ !Ŏǘ ƻŦ мффс όάILt!!έύ ŀƴŘ ƛǘǎ ŀǎǎƻŎƛŀǘŜŘ ǊŜƎǳƭŀǘƛƻƴǎΣ 

Community Health Choice and all Providerǎ ŀƴŘ ŎƭŜŀǊƛƴƎƘƻǳǎŜǎ Ƴǳǎǘ ŀŘƘŜǊŜ ǘƻ άtǊƻǘŜŎǘŜŘ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴέ ŀƴŘ άLƴŘƛǾƛŘǳŀƭƭȅ 

LŘŜƴǘƛŦƛŀōƭŜ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴέ requirements as those terms are defined in the Health Insurance Portability and Accountability 

Act, Pub. L. No. 104-мфм όάILt!!έύΣ ILt!! ǊŜƎǳƭŀǘƛƻƴǎ όŎƻŘƛŦƛŜŘ ŀǘ пр /ΦCΦwΦ tŀǊǘǎ мсл ŀƴŘ мспύ ƻǊ ƛƴ ǊŜƎǳƭŀǘƛƻƴǎ ƻƴ {ǘŀƴŘŀǊŘǎ ŦƻǊ 

Privacy of Individually Identifiable Health Information, including the HITECH Act. 

One of the requirements of the HIPAA Privacy Rule is for covered entities to issue a Privacy Notice. The HIPAA Privacy Notice is on 

our website at CommunityHealthChoice.org. 

Provider Network Strategy 

To remain in alignment with the Triple Aim initiatives, and as a springboard to ensuring laser-focus and consistency in the 

development and implementation of all future Provider initiatives, Community Health Choice uses the following over-arching 

principles to govern Community Health ChoiceΩǎ Provider Network Strategy: 

ω Provider participation criteria will extend beyond άany willing Medicaid Providerέ approach. 

http://www.tmhp.com/Pages/Medicaid/Medicaid_Publications_Provider_manual.aspx
http://www.communityhealthchoice.org/
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ω Continuous monitoring and reporting on network adequacy and competitiveness; assessing various access and availability 

metrics defined and published by state, regulatory, and accreditation entities. 

ω Definitive published network participation criteria for physicians, ancillary, and urgent care providers. 

ω A staunch commitment to quality and the belief that quality costs less, as evidenced by the inclusion of various quality, as well 

as efficiency metrics in its network participation criteria. 

ω A belief that primary care physicians should serve as medical ƘƻƳŜǎ ŀŎŎƻǳƴǘŀōƭŜ ŦƻǊ ǘƘŜ aŜƳōŜǊǎΩ ƻǾŜǊŀƭƭ ƘŜŀƭǘƘŎŀǊŜ ƴŜŜŘǎΣ 

and fair compensation is paramount in those efforts. 

ω Transition from the traditional relationship between health plan and providers as buyers and vendors to true long-term 

collaborative and synergetic partnerships through formal and continual efforts to: 

o maintain full transparency in communication 

o eliminate administrative burdens or expense for all parties whenever feasible 

o design and implement innovative Provider compensation methodologies 

o allow direct Provider input in operational decision-making throughout the organization 

o preserve long-term commitment to Provider incentive programs offering both monetary and non-monetary rewards 

for high quality and performance excellence. 

ω Community Health Choice fully embraces a pay-for-performance philosophy in terms of quality performance programs. 

ω Heightened and continual focus on alignment of shared goals of Members, Providers, and Community Health Choice through 

development and ongoing improvement of a formal Provider engagement program offering a continuum of programs to 

match each individual ProviderΩǎ ƻǿƴ ǇŜǊǎƻƴŀƭ quality journey experience, enhancing overall performance and strengthening 

network retention. 

Provider Participation Criteria 

Community Health Choice maintains Provider participation criteria for physicians, ancillary, and urgent care providers. 

Community Health Choice continues efforts to improve its own operations and to assess and support the quality and administrative 

efficiency of its Participating Providers.  

Physician Participation Criteria 

The following Participation Criteria applies to all physicians participating in Community Health ChoiceΩǎ Provider network(s), subject 

to exception based on Community Health ChoiceΩǎ ǎƻƭŜ ŘƛǎŎǊŜǘƛon; e.g., unique geographic or demographic circumstances or 

specific Member access and availability needs. Please be aware of the physician participation criteria in the event you are in the 

process of recruiting additional practitioners to your practice.  

Community Health Choice may exclude physicians from participation if they do not meet the physician participation criteria. 

Criteria Type Criteria Medicaid CHIP / CHIP P Additional Notes 

Regulatory 

Participation in THSteps Yes N/A 
Applies to PCP 

Providers only 

Participation in Wellness N/A Yes 
Applies to PCP 

Providers only 

Attested NPI Number (required) Yes Yes   

Medicare Number (preferred) Yes Yes 

Does not apply to 

pediatric or OB/GYN 

Providers 
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Answering Service - Access to Live Person or 

callback from live person within 30 minutes of 

call 

Yes Yes 

  

Not currently on Govt. Exclusion List Yes Yes   

Administrative 

Internet Access - Office/Patient Care Setting Yes Yes   

Facsimile Yes Yes   

Hospital Privileges at Participating Hospital or 

Surgery Center 
Yes Yes 

Or advanced approval 

of acceptable coverage  

(e.g., hospitalist or 

designation) 

Submission of authorization requests via 

Provider Portal 
Yes Yes 

  

EDI - Electronic Claims Submission Yes Yes 

Through existing 

clearinghouse 

partnerships 

EDI - Electronic Funds Transfer Yes Yes   

EDI - Electronic Remittance Advice Yes Yes   

Adherence to HIPAA Standard Transactions Yes Yes   

Participation in CAQH program Yes Yes   

Criteria Type Criteria Medicaid CHIP / CHIP P Additional Notes 

Quality 
Mandatory Signature on Community Health 

ChoiceΩǎ /ƻƳƳƛǘƳŜƴǘ ǘƻ vǳŀƭƛǘȅ 
Yes Yes 

Applies to PCPs and 

OB/GYNs only 

Administrative Electronic Medical Record (EMR) Yes Yes   

Quality Patient Satisfaction Measurement Tool Yes Yes   

 

Ancillary Participation Criteria 

The following Participation Criteria applies to all Ancillary Providers in Community Health ChoiceΩǎ Provider network(s), subject to 

exception based on Community Health ChoiceΩǎ ǎƻƭŜ ŘƛǎŎǊŜǘƛƻƴΤ ŜΦƎΦ, unique geographic or demographic circumstances or specific 

Member access and availability needs. 

Criteria Type Criteria Medicare CHIP / CHIP P Additional Notes 

Administrative 

Valid Texas Medicaid Number 

(required) 
Yes Yes   

Valid Medicare Number (required) Yes No   

At least one line dedicated for 

facsimile  
Yes Yes   

Submission of authorization requests 

via Provider Portal 
Yes Yes   
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EDI - Electronic Claims Submission 

Yes Yes 

Through existing 

clearinghouse 

partnerships 

EDI - Electronic Remittance Advice Yes Yes   

EDI - Electronic Funds Transfer Yes Yes   

Regulatory 

Answering Service - Access to Live 

Person or callback from live person 

within 30 minutes of call 
Yes Yes 

 

 

Urgent Care Participation Criteria 

The following Participation Criteria applies to all Urgent Care Providers in Community Health ChoiceΩǎ Provider network(s), subject 

to exception based on Community Health ChoiceΩǎ ǎƻƭŜ ŘƛǎŎǊŜǘƛƻƴΤ ŜΦƎΦ, unique geographic or demographic circumstances or 

specific Member access and availability needs. 

Criteria Type Criteria Medicaid CHIP / CHIP P Additional Notes 

Administrative 

Has valid Texas Medicaid Number Yes Yes   

Has valid Medicare Number Yes Yes   

Internet Access - Office/Patient Care 

Setting 
Yes Yes 

  

Facsimile Yes Yes   

Electronic Medical Records Yes Yes   

Electronic submission of prescriptions 

(e-Prescribe) 
Yes Yes 

  

Answering Service - Access to Live 

Person or callback from live person 

within 30 minutes of call 
Yes Yes 

  

EDI - Electronic Claims Submission Yes Yes 

Through existing 

clearinghouse 

partnerships 

EDI - Electronic Funds Transfer Yes Yes   

EDI - Electronic Remittance Advice Yes Yes   

Visit summary to PCP within 24 hours 

or next business day 
Yes Yes 

  

Adherence to HIPAA Standard 

Transactions 
Yes Yes 

  

Quality Onsite services (i.e., lab, x-ray, etc.) Yes Yes   

Administrative 

Accreditation - Urgent Care  

Association of America (UCAOA) 
Yes Yes 

  

Certification - Certified Urgent Care 

(CUC) Program 
Yes Yes 

  

Electronic Medical Records Yes Yes   
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Electronic submission of prescriptions 

(e-Prescribe) 
Yes Yes 

  

Quality 
Patient Satisfaction Measurement 

Tool 
Yes Yes 

  

 

Guidelines for Provider Communication and Interaction 

Community Health Choice established internal guidelines for all staff regarding communication and interaction with Network 

Providers. The guidelines detail how staff can demonstrate compliance with the following over-arching communication and 

interaction principles: 

ω Community Health Choice staff will always make best efforts to ensure full transparency with Network Providers; 

ω Community Health Choice staff will whenever possible, solicit input from Community Health ChoiceΩǎ Provider Engagement 

Panel prior to implementation of a new policy, program, etc.; 

ω Community Health Choice staff will notify Network Providers in advance of operational or administrative changes that may 

impact a ProviderΩǎ ƻŦŦƛŎŜΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ǘƘƻǎŜ ǘƘŀǘ ŘƛǊŜŎǘƭȅ impact a ProviderΩǎ ŎƻƳǇŜƴǎŀǘƛƻƴΣ ƛƴŎƭǳŘƛƴƎ ǊŜǾƛǎƛƻƴ ǘƻ ŀ ŎƭŀƛƳΩǎ 

payment methodology or changes in requirements for Prior Authorization; 

ω Community Health Choice staff will directly communicate with its Network Providerǎ ŀƴŘ ƴƻǘ ǊŜƭȅ ƻƴ ŀƴȅ ǘƘƛǊŘ ǇŀǊǘȅΩǎ 

communications with those Providers; and 

ω Community Health Choice staff will, whenever possible, propose solutions to reward desired behavior rather than penalties 

for non-desired behavior. 

Provider Responsibilities 
Primary Care Provider - Role of a Primary Care Provider (Medical Home) 

HHSC and DSHS encourage Providerǎ ǇŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ ǘƘŜ {¢!w ŀƴŘ /ILt tǊƻƎǊŀƳǎ ǘƻ ǇǊŀŎǘƛŎŜ ǘƘŜ άaŜŘƛŎŀƭ IƻƳŜέ ŎƻƴŎŜǇǘΦ ¢ƻ 

realize the maximum benefit of health care, each family and individual needs to be a participating Member of a readily identifiable, 

community-based Medical Home. The Medical Home provides primary medical care and preventive health services and is the 

ƛƴŘƛǾƛŘǳŀƭΩǎ ŀƴŘ ŦŀƳƛƭȅΩǎ ƛƴƛǘƛŀƭ ŎƻƴǘŀŎǘ Ǉƻƛƴǘ ǿƘŜƴ ŀŎŎŜǎǎƛƴƎ ƘŜŀƭǘƘ care. It is a partnership among the individual and family, 

healthcare Providers within the Medical Home, and the extended network of consultative and specialty Providers with whom the 

Medical Home has an ongoing and collaborative relationship. The Providers in the Medical Home are knowledgeable about the 

ƛƴŘƛǾƛŘǳŀƭΩǎ ŀƴŘ ŦŀƳƛƭȅΩǎ ǎǇŜŎƛŀƭǘȅ ŎŀǊŜ ŀƴŘ ƘŜŀƭǘƘ-related social and educational needs and are connected with necessary resources 

in the community that will assist the family in meeting those needs. When referring for consultation, specialty/hospital services, 

and health-related services, the Medical Home maintains the primary relationship with the individual and family, keeps abreast of 

the current status of the individual and family through a planned feedback mechanism, and accepts them back into the Medical 

Home for continuing primary medical care and preventive health services. 

Primary Care Providers (PCPs) may include the following specialties: 

ω General Practitioners 

ω Family Practitioners 

ω Internists 

ω Pediatricians 

ω Obstetricians/Gynecologists (OB/GYN) 

ω Federally Qualified Health Center (FQHC) 

ω Pediatric and Family Advanced Nurse Practitioners (FANP) 

ω Certified Nurse Midwives (CNM) 

ω Rural Health Clinics (RHC) 
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ω Physician Assistants (PA) (under the supervision of a licensed practitioner) 

ω Specialist (for Members with special medical or behavioral needs) 

If you are interested in learning more about Community Health ChoiceΩǎ tŀǘƛŜƴǘ /ŜƴǘŜǊŜŘ aŜŘƛŎŀƭ IƻƳŜ tǊƻƎǊŀƳΣ ǇƭŜŀǎŜ ǊŜŀŎƘ ƻǳǘ 

to your Provider Engagement Representative for more information.  

Role of CHIP Perinatal Provider (for CHIP Perinatal only) 

CHIP Perinatal Providers provide pregnancy services, since benefits are limited to prenatal care. CHIP Perinatal Members will have a 

perinatal care Provider. Perinatal care Providers include: 

ω Family Practitioners 

ω Obstetrician/Gynecologists 

ω Internists 

ω Advanced Nurse Practitioners (ANP) 

ω Certified Nurse Midwives (CNM) 

ω FQHC Clinics 

ω RHC Clinics  

Primary Care Provider (Medical Home) Responsibilities 

The Primary Care Provider (PCP) ŜƛǘƘŜǊ ŦǳǊƴƛǎƘŜǎ ƻǊ ŀǊǊŀƴƎŜǎ ŦƻǊ ŀƭƭ ǘƘŜ ŎƭƛŜƴǘΩǎ ƘŜŀƭǘƘŎŀǊŜ ƴŜŜŘǎΣ ƛƴŎƭǳŘƛƴƎ ǿŜƭƭ ŎƘŜŎƪǳǇǎΣ ƻŦŦƛŎŜ 

visits, referrals, outpatient surgeries, hospitalizations, and health-related services. 

Community Health Choice STAR and CHIP Members must select a PCP. If a Member does not select a PCP, Community Health 

Choice will auto-ŀǎǎƛƎƴ ǘƘŜ aŜƳōŜǊ ǘƻ ŀ ǇƘȅǎƛŎƛŀƴ ōŀǎŜŘ ƻƴ ǘƘŜ aŜƳōŜǊΩǎ ƘƻƳŜ ŀŘŘǊŜǎǎ ŀƴŘ ŀƴȅ ǇǊƛƻǊ aŜƳōŜǊκProvider 

relationships. The PCP will furnish primary care-related services, arrange for and coordinate referrals for all medically-necessary 

specialty services, and be available for urgent or emergency care, directly or through on-call arrangements, 24 hours a day, seven 

days a week. Primary care includes ongoing responsibility for preventive health care, health maintenance, treatment of illness and 

injuries, and the coordination of access to needed specialist Providers or other services. 

Providers serving in the role of PCP are responsible for: 

ω Providing primary healthcare services, including preventive care and care related to common or routine illness, and educating 

patients and their families regarding their medical needs 

ω Referring Community Health Choice Members to other Participating Providers and facilities for needs other than primary 

healthcare services (referrals to Specialty Providers must be made within 24 hours for urgent care and within two weeks for 

routine care) 

ω Coordinating utilization of services and monitoring the progress of care to facilitate the return to the PCP as soon as medically 

appropriate 

ω Complying with the Community Health ChoiceΩǎ /ƻƳƳƛǘƳŜƴǘ ǘƻ vǳŀƭƛǘȅ ŦƻǊ tǊƛƳŀǊȅ /ŀǊŜΣ ŀǎ ǿŜƭƭ ŀǎ ƻǘƘŜǊ vǳŀƭƛǘȅ 

Improvement Programs, which may include period chart reviews 

ω Maintaining an open panel for Membership. If needing to be changed, PCP must notify Community Health Choice. 

ω Cooperating with Community Health ChoiceΩǎ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ tǊƻƎǊŀƳ ōȅ ǇǊƻǾƛŘƛƴƎ ŎƭƛƴƛŎŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ǿƘŜƴ ƴŜŎŜǎǎŀǊȅ 

and participating in care plan development for Community Health Choice Members with chronic diseases 

Preventive Health Services 

Providers must provide preventive health services in accordance with the STAR/CHIP programs and related medical policies. The 

preventive health services shall include, but are not limited to, the following: 

ω Adherence to Texas Health Steps (THSteps) periodicity schedule for STAR and AAP Guidelines for CHIP 
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ω Annual well checkups for all adult Community Health Choice Members over the age of 21 

ω Immunizations, TB screenings, and other measures for the prevention and detection of disease, including instructions in 

personal healthcare practices and information on the appropriate use of medical resources 

ω Education of Members about their right to self-refer to any network OB/GYN Provider for OB/GYN health-related care 

Primary Care Provider May Provide Behavioral Health Related Services within the Scope of its Practice 

PCPs must screen, evaluate, refer and/or treat any behavioral health problems and disorders for  

Community Health Choice Members. The PCP may provide behavioral health services within the scope of its practice. Timely and 

appropriate patient assessment and referral are essential components for the treatment of behavioral health issues. 

Additional Community Health Choice PCP Responsibilities 

ω Contact Community Health Choice to verify Member eligibility prior to providing covered services 

ω Maintain confidentiality of Personal Health Information (PHI) for Community Health Choice Members 

ω Provide telephonic access to Community Health Choice Members during normal business hours and provide for coverage of 

after-hours medical emergencies 

ω Provide or arrange for routine medically necessary care within two weeks of a request and for urgent care within 24 hours of 

the request 

ω Maintain an open panel for Community Health Choice Membership that conforms to HHSC guidelines 

ω Maintain staff membership and admission privileges in good standing with at least one hospital contracted with Community 

Health Choice, unless otherwise approved 

ω Be aware of culturally sensitive issues with Members 

ω Ensure written materials given to Members are on a 4th- to 6th-grade reading level 

ω Provide care to eligible children who are receiving service from or have been placed in the conservatorship of Texas 

Department of Family and Protective Services (DFPS) 

ω Agree not to refer or direct patients to hospital emergency rooms for non-emergent medical services at any time 

ω Assist in educating and instructing Community Health Choice Members about the proper utilization of Provider office visits in 

lieu of the emergency room 

ω Maintain both general liability and professional liability insurance of a type, and in the amounts acceptable, to HHSC as 

specified in the HHSC Uniform Managed Care Contract 

ω Meet all Community Health Choice credentialing and re-credentialing requirements 

ω Permit release of confidential information only under circumstances described in the HHSC Medicaid Provider Procedures 

Manual 

ω Submit and maintain claims using the assigned Community Health Choice Provider and referral authorization number 

ω Maintain all medical records relating to Community Health Choice Members for a period of at least 10 years from the initial 

date of service 

ω Comply with federal regulations that protect against discrimination and the federal Americans with Disabilities Act (ADA) 

ω Maintain any and all licenses in the State of Texas as required by the laws governing his/her profession or business 

ω Notify Community Health Choice of any policy or procedure that creates a barrier to care 

{ǇŜŎƛŀƭƛǎǘ ŀǎ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ tƘȅǎƛŎƛŀƴ 

{ǇŜŎƛŀƭƛǎǘ ǇƘȅǎƛŎƛŀƴǎ Ƴŀȅ ōŜ ŘŜǎƛƎƴŀǘŜŘ ŀǎ ǘƘŜ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician or Medical Home for a Community Health Choice 

Member with a very complex, multi-system disease or with chronic conditions and who requires a level of service coordination 

and technology that are beyond the scope and role of a general practitioner, clinical review criteria, and/or Community Health 

ChoiceΩǎ aŜŘƛŎŀƭ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ /ƻƳƳƛǘǘŜŜΦ Community Health ChoiceΩǎ ŘŜǎƛƎƴŀǘƛƻƴ ƻŦ ŀ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician requires 
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prior authorization. Authorization may be given for up to one year. All authorizations will be recorded in the Community Health 

Choice claim system authorization module, which will be queried when claims are processed. 

{ǇŜŎƛŀƭƛǎǘǎ ǿƘƻ ōŜŎƻƳŜ ŀ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician must meet and adhere to the following criteria as they manage the care to 

Members with complex conditions: 

ω Actively participate in the Case Management Program 

ω Have demonstrated expertise in treating a particular disease and/or condition 

ω Agree to abide by Community Health Choice policies and procedures 

ω Agree to provide primary care according to primary care standards 

ω Agree to participate in the development of medical management and treatment guidelines 

ω Agree to provide 24-hour, seven-day-a-week, on-call coverage through a system staffed by other similarly qualified physicians 

The case manager, PCP or specialist may request health services authorization of the specialist as the designŀǘŜŘ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ 

physician for a Member with complex medical issues by providing the following information: 

ω tŀǘƛŜƴǘΩǎ Ŧǳƭƭ ƴŀƳŜ 

ω Secondary diagnosis 

ω Age 

ω Highlights of medical history 

ω Sex 

ω Identification of all physicians involved in the care of the patient and scope 

ω Primary diagnosis 

ω Rationale for request 

The specialist must be approved by the Medical Director. The specialist must sign a statement stating that he/she is willing to 

ŀŎŎŜǇǘ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ǘƻ ǎŜǊǾŜ ŀǎ ǘƘŜ aŜƳōŜǊΩǎ PCP and accept Community Health ChoiceΩǎ ǊŜƛƳōǳǊǎŜƳŜƴǘ ŦƻǊ ƴƻƴ-specialty, PCP-

related services. The Member must sign a statement indicating consent for the specialist to serve as Primary Care physician. The 

medical director of Community Health Choice will approve or deny the request for special consideration as previously outlined in 

this section and provide written notification of the decision to the enrollee no later than 30 days after receiving the request. If the 

request is denied, Community Health Choice will provide written notification to the Member including the reason(s) for the denial 

along with information on how to appeal the decision through the complaint and appeals process. 

The Medical Director will consult and communicate directly with both the original PCP and the specialist being designated as the 

άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician to explore and suggest other alternatives and communicate his/her decision on the case. 

¢ƘŜ ǎǇŜŎƛŀƭƛǎǘ ŘŜǎƛƎƴŀǘŜŘ ŀǎ ǘƘŜ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician will continue to collaborate closely with the case manager for intensive 

case management for Members and their significant others. 

¢ƘŜ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician will be responsible for keeping the original PCP ƛƴŦƻǊƳŜŘ ŀōƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ŀƴŘ 

progress. The effective date of the non-primary physician will be the day it is approved by Community Health ChoiceΩǎ medical 

director. The effective date may not be applied retrospectively. The medical director will receive a monthly update from the 

ŎŀǎŜ ƳŀƴŀƎŜǊ ƻƴ ǘƘŜ aŜƳōŜǊΩǎ ŎƻƴŘƛǘƛƻƴ ǘƻ ŜǾŀƭǳŀǘŜ ǘƘŜ Ŏontinued appropriateness of this arrangement. The specialist will 

ǊŜƳŀƛƴ ŀǎ ǘƘŜ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician ŘŜǎƛƎƴŜŜ ŀǎ ƭƻƴƎ ŀǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƴŜŜŘǎ ǿŀǊǊŀƴǘ ǘƘƛǎ ƭŜǾŜƭ ƻŦ ŜȄǇŜǊǘƛǎŜ ŀƴŘ ƳŜŜǘ 

Community Health Choice policy. Annual authorization is required. 

Compensation owed to an original PCP may not be reduced prior to the effective date of the designation of the specialist as 

άtǊƛƴŎƛǇŀƭέ /ŀǊŜ physician. 

Community Health ChoiceΩǎ aŜŘƛŎŀƭ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ /ƻƳƳƛǘǘŜŜ όa/a/ύ ǿƛƭƭ ǊŜǾƛŜǿ ǘƘŜǎŜ ŎŀǎŜǎ ǊŜƎǳƭŀǊƭȅΦ ¢ƘŜ άtǊƛƴŎƛǇŀƭέ /ŀǊŜ 

Physician may be asked to respond to specifics about the case and should be willing to respond in a timely manner. All exceptions 

to this policy will be considered by the Community Health Choice medical director in conjunction with other Members of 

Community Health ChoiceΩǎ a/a/Σ ŀǎ ŘŜŜƳŜŘ ƴŜŎŜǎǎŀǊȅΦ 
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Community Health Choice is required to report to HHSC, on a quarterly basis, the number of specialists performing PCP functions 

under the STAR program including, but not limited to, the number and nature of complaints about these specialists. 

Role of a Specialist Provider 

Specialist Providers are responsible for treating Members who have been referred to them by participating PCPs. Specialists should: 

ω Provide specialty services upon referral from the PCP 

ω Work closely with the PCP to enhance continuity in health services to Community Health Choice Members 

ω Advise the PCP in writing regarding findings in a consultation, recommendations or an ongoing treatment program 

ω Notify the PCP if another specialist is needed 

ω Send a referral form to any additional in-network specialist before sending Member to an out-of-network Provider 

ω Notify the PCP and Community Health Choice when a specialist wants to admit a Member to a hospital and relay information 

necessary to authorize the admission.  

Please confirm Member eligibility by calling Community Health Choice Member Services at 713.295.2295 or 1.888.760.2600 or 

access eligibility information on our website at CommunityHealthChoice.org. A copy of the PCP referral should be placed in the 

aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΦ 

tƭŜŀǎŜ ŎƻƴŦƛǊƳ ǘƘŜ ǎǇŜŎƛŀƭƛǎǘΩǎ ƴŜǘǿƻǊƪ ǎǘŀǘǳǎ ōȅ ŎŀƭƭƛƴƎ Community Health Choice Provider Services at 713.295.2295. 

Specialist Provider Responsibilities 

Specialists are responsible for furnishing medically necessary services to Community Health Choice Members who have been 

referred by their PCP for specified consultation, diagnosis and/or treatment. The specialist must communicate with the PCP 

regarding services rendered, results, reports, and recommendations. To ensure continuity of care, all medical record 

documentation of services rendered to the patient should be forwarded to the PCP. 

The specialist should also respond to requests from Community Health Choice Health Services Department for pertinent clinical 

information that assists in providing a timely authorization for treatment. 

Community Health Choice Members are assured timely access to services and availability of specialty Providers within the 

established standards. When a Community Health Choice Member receives a specialist referral from his/her PCP, the specialist 

should review the case with the PCP to determine clearly what services are being requested. Referrals from the PCP must be 

documented in both the PCPΩǎ ŀƴŘ ǘƘŜ ǎǇŜŎƛŀƭƛǎǘΩǎ ǊŜŎƻǊŘ ŀƴŘ Ƴǳǎǘ ōŜ ǇǊƻǾƛŘŜŘ ǿƛǘƘƛƴ нм Řŀȅǎ ƻŦ ǊŜǉǳŜǎǘΦ wŜŦŜǊǊŀƭǎ ǘƻ ŀ ǎǇŜŎƛŀƭƛǎǘ 

cover the time and treatment specified. 

To authorize services, please call 713.295.2295, fax 713.295.2283 or submit an authorization online at 

CommunityHealthChoice.org.  

Claims submitted for services by specialists for Community Health Choice Members should reference the PCP assigned nine-digit 

Medicaid Provider number as the referring Provider (Block 17A of the CMS 1500 claim form). 

Provider shall maintain such offices, equipment, patient services personnel, and allied health personnel as may be necessary to 

provide contracted services. If the Provider is a Specialty Care physician, the Provider shall ensure that contracted services are 

provided under this agreement at the Specialty Care ǇƘȅǎƛŎƛŀƴΩǎ office during normal business hours and be available to 

beneficiaries by telephone 24 hours a day, seven days a week, for consultation on medical concerns. 

Additional Provider Responsibilities (PCP and Specialist) 
Member Information about Advance Directives 

With advances in medical technology, physicians and the healthcare team have the ability to save the life of a person who would 

not otherwise have the chance to live. While this is a benefit to many people, it has also caused problems for the patients and/or 

families of those who are terminally ill or have irreversible injuries. By prolonging their life, it also prolongs the process of dying. 

http://www.communityhealthchoice.org/
http://www.communityhealthchoice.org/
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A Member has the right to make decisions about their treatment in the event that the Member is not able to make those decisions 

ŀǘ ǘƘŜ ǘƛƳŜ ǘƘŜȅ ŀǊŜ ƴŜŜŘŜŘΦ ¢ƘŜ aŜƳōŜǊΩǎ ǿƛǎƘŜǎ Ŏŀƴ ōŜ ǊŜŎƻǊŘŜŘ ƻƴ ŀ ŘƻŎǳƳŜƴǘ ŎŀƭƭŜŘ ŀ ά5ƛǊŜŎǘƛǾŜ ǘƻ tƘȅǎƛŎƛŀƴέ ƻǊ ƛƴŘƛŎŀǘŜŘ ōȅ 

ǇǊƻǾƛŘƛƴƎ ŀ άaŜŘƛŎŀƭ tƻǿŜǊ ƻŦ !ǘǘƻǊƴŜȅΦέ 

A Member has the right to declare preferences or provide directions for mental health treatment, including electroconvulsive or 

other convulsive treatment and treatment of mental illness with psycho-active medication, as defined by the Health and Safety 

/ƻŘŜΣ ŀǎ ǿŜƭƭ ŀǎ ŜƳŜǊƎŜƴŎȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǘǊŜŀǘƳŜƴǘΦ ¢ƘŜ aŜƳōŜǊ Ŏŀƴ ŎǊŜŀǘŜ ŀ ŘƻŎǳƳŜƴǘ ŎŀƭƭŜŘ ŀ ά5ŜŎƭŀǊŀǘƛƻƴ ŦƻǊ aŜƴǘŀƭ IŜŀƭǘƘ 

¢ǊŜŀǘƳŜƴǘΦέ !ƭƭ Community Health Choice Members have the right to informed choices and to refuse treatment or therapy. 

Community Health Choice Members have the right to be informed of their health condition, consent diagnosis, prognosis, and the 

expected results and associated risks of certain diagnostic, treatment, and therapeutic choices. Community Health Choice 

recognizes the right of every individual to self-determination concerning his/her own body. This right may prevail even when the 

decision of the individual is considered to be unwise or contrŀǊȅ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ōŜǎǘ ƳŜŘƛŎŀƭ ƛƴǘŜǊŜǎǘΦ Community Health Choice 

physicians have a duty to respect this right and must work within the scope of authorized patient consent. Any time there are risks 

involved, participating physicians should obtain the informed consent of the Member, in addition to the required permissive 

consent. 

Members may be terminated from Community Health Choice if there are repeated incidents of unreasonable refusal of a Member 

to follow a prescribed course of medical treatment. In such instances, the physician should contact the Community Health Choice 

medical director to discuss the course of action. Community Health Choice strongly recommends that Providers encourage 

Members to complete an advanced directive. 

Updates to Contact Information 

Please contact your Community Health Choice Provider Engagement Representative and THMP in writing to report any of the 

following changes:  

ω Name 

ω DPS number 

ω Address 

ω Permit to practice 

ω Office hours 

ω Professional liability insurance 

ω Coverage procedures  

ω Limits placed on practice 

ω Corporate number 

ω Status of hospital admission privileges 

ω Telephone number 

ω Contract status change 

ω Specialty change  

ω Group affiliations 

ω Opening/closure of panel 

ω Tax ID number 

ω Patient age limitations 

ω Medicaid Provider number 

ω DEA number 

ω NPI number  

ω TPI number 

ω Other information that may affect current contracting relationship 

ω Addition of any practice and closure of address 

ω New physician, nurse practitioner or physician assistant 

ω Termination of any ǇƘȅǎƛŎƛŀƴΣ ƴǳǊǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊ ƻǊ ǇƘȅǎƛŎƛŀƴ ŀǎǎƛǎǘŀƴǘ ƛƴ ǇƘȅǎƛŎƛŀƴΩǎ practice 

 

Providers have a maximum of 30 calendar days to inform Community Health Choice and TMHP of any changes to the Provider data 

listed above. Changes not received in writing are not valid. If Community Health Choice is not informed within the aforementioned 
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time frame, Community Health Choice and its designated claims administrator are not responsible for the potential claims 

processing and payment errors. Send notification of changes to: 

Community Health Choice 

Attn: Network Management 

2636 South Loop West, Ste. 125 

Houston, TX 77054  

Fax: 713.295.7058 

E-mail: CHC.Contracting@CommunityHealthChoice.org 

Changes should also be forwarded to TMHP to ensure that all claims and assignments will be permitted by TMHP. Send changes to: 

Provider Enrollment TMHP 

P.O. Box 200795 

Austin, TX 78720-0795 

Website: TMHP.com  

Provider Plan Termination 

Providers who elect to terminate Community Health Choice participation must, themselves or their respective IPA, notify 

Community Health Choice Provider Relations by fax or certified letter. Upon receipt, all terminations are subject to the terms and 

conditions of your contract with Community Health Choice or your IPA. Community Health Choice will notify the Member in writing 

30 days prior to the effective day of change. This request will become effective the first day of the month following requests that 

have been received by the 15th of the preceding month. Requests received after the 15th of the month will become effective on 

the first day of the second month following the request. This allows Community Health Choice to efficiently transfer patients to 

another Provider. Physicians are requested to continue care in progress until all Members can be successfully transferred to new 

PCPs. 

Member Eligibility Verification 

It is the responsibility of the treating Provider to verify that the patient continues to be a Community Health Choice and a STAR or 

CHIP eligible Member during the treatment period. Information about eligibility verification can be found in the STAR, CHIP, and 

CHIP-Perinatal sections of this manual or call Community Health Choice Member Services at 713.295.2294 or 1.888.760.2600. 

Second Opinions 

A Member, parent, legally appointed representative (LAR) or the MemberΩǎ t/t Ƴŀȅ ǊŜǉǳŜǎǘ ŀ ǎŜŎƻƴŘ ƻǇƛƴƛƻƴΦ ! ǎŜŎƻƴŘ ƻǇƛƴƛƻƴ 
may be requested in any situation where there is a question concerning a diagnosis, surgery options or other treatment of a health 
condition. The second opinion shall be provided at no cost to the Member.  
 
The second opinion must be obtained from a network Provider or a non-network Provider if there is not a network Provider with 
the expertise required for the condition. Once approved, the PCP will notify the Member of the date and time of the appointment 
and forward copies of all relevant records to the consulting Provider. The PCP will notify the Member of the outcome of the second 
opinion. 

Authorizations for Health Services 
Prior Authorization 

Prior authorization (sometimes referred to as pre-certification or pre-notification) determines whether non-emergent medical 

treatment is medically necessary, is compatible with the diagnosis, if the Member has benefits, and if the requested services are to 

be provided in the appropriate setting. 

http://www.tmhp.com/
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Prior authorization is not a guarantee of payment. Regardless of whether a Provider obtained the required prior authorization, 

Community Health Choice must process a ProviderΩǎ ŎƭŀƛƳ ŀŎŎƻǊŘƛƴƎ ǘƻ ŜƭƛƎƛōƛƭity, contract limitations, and benefit coverage 

guidelines. Community Health Choice will determine payment at the time Community Health Choice receives a ProviderΩǎ ŎƭŀƛƳΦ 

Services Requiring Authorization 

The list of services requiring prior authorization is on the Prior Authorization Guide located on the Provider Portal, at 

CommunityHealthChoice.org > For Providers > Provider Tools > Authorization/Notifications. The guide may not include all 

services that require or do not require prior authorization. Please call 713.295.2295 for further information if you are unsure of 

prior authorization requirements. The list of services is subject to change and will be updated as required. 

Effective September 2019, the following services require authorization:  

Admissions to facilities (including transfers between separate facilities, even if within the same hospital system)  

ω Surgical and nonsurgical  

ω Rehabilitation facility  

ω Skilled Nursing facility  

ω Maternity and newborn stays that exceed two (2) days for vaginal delivery or four (4) days for Cesarean section delivery  

Ambulance/Transportation  

ω Out-of-network ambulance services  

ω Out-of-area transfers  

ω Non-emergency ground transportation 

ω Non-emergency air transportation  

ω Facility to facility transfers  

Bariatric Surgery (may not be a covered benefit on all products)  

¶ All weight loss procedures  

¶ All procedures related to reversal, revision or complications as a result of weight loss surgery  

Behavioral Health Services (including substance abuse)  

Call Community Health Choice at 1.877.343.3108.  

Fax authorization requests for outpatient services to 713.576.0931 and inpatient services to 713.576.0932. 

Prior authorization required for: 

¶ Inpatient services 

¶ Partial Hospitalization Program (PHP) 

¶ Intensive Outpatient Program (IOP)  

¶ Psychiatric Day Treatment (may not be a covered benefit on all products) 

¶ Psychological testing  

 

 

¶ Neuropsychological testing 

¶ Out-of-network services 

¶ Facility to Facility Transfers 

¶ Electroconvulsive Therapy (ECT) 

¶ Outpatient Psychotherapy Visits that exceed 30 visits in a calendar year by any Provider in any setting 

¶ Applied Behavior Analysis (ABA) Therapy  

¶ Substance Use Disorder (SUD) Treatment in an Inpatient Setting  

¶ Intensive Outpatient Treatment (except when provided in a SUDs facility) 
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¶ Residential Treatment Facility 

Cardiac Services  

For Providers who are not Cardiologists, prior authorization is required for: 

ω Cardiac imaging  

o Nuclear studies (including nuclear stress tests)  

o Echocardiograms (transthoracic and/or trans esophageal, including stress ECHOs)  

o Cardiac MR, MRA, CT, CTA, PET or PET/CT  

o Electron-beam CT/calcium scoring  

Dental Procedures (may not be a covered benefit on all products)  

ω Facility, anesthesia, and related medical services for dental care  

ω Orthognathic and other oral surgery procedures  

Durable Medical Equipment (DME) and Prostheses  

ω CPAP machines, purchased or rented  

ω CPM machines for home use  

ω Canned nutritionals  

ω Cranial molding helmets/bands  

ω Custom braces  

ω Limb prostheses  

ω Wheelchairs/Scooters  

ω Any other items when the purchase price exceeds $500 regardless of whether the item is being purchased or rented  

ω DME rental exceeding 3 months, regardless of the purchase price  

Genetic/Molecular Testing, except:  

ω Karyotype/chromosomes, and/or FISH when ordered by a Maternal Fetal Medicine specialist  

ω Cystic Fibrosis screening (not full sequencing)  

Home Health Care including, but not limited to:  

ω All nursing services  

ω Home infusion therapy  

ω Rehabilitative/habilitative services  

Hyperbaric Therapy  

Investigational/Experimental Protocols  

Injectable Drugs:  

ω Injectable drugs >$500 billed charges given in a ProviderΩǎ ƻŦŦƛŎŜΣ ŎƭƛƴƛŎ ǎŜǘǘƛƴƎΣ ƛƴŦǳǎƛƻƴ ǎǳƛǘŜ ƻǊ ƘƻƳŜ ǳƴƭŜǎǎ ǎŜƭŦ- 

administered with the following exceptions: 

ω Injectable drugs that do not require prior authorization: 

o Haldol (Haloperidol Decanoate) ς J1631 

o Prolixin (Fluphenazine Decanoate) ς J2680  

o Risperdal Consta (Risperidone) ς J2794  

o Zyprexa Relprevv (Olanzapine Extended Release Injectable Suspension) ς J2358  

o Invega Sustenna (Paliperidone Palmitate) ς J2426  
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o Invega Trinza (Paliperidone) - J2426  

o Abilify Maintena (Aripiprazole) ς J0401  

o Aristada (Aripiprazole Lauroxil) ς J1942  

ω Please check the formulary under the pharmacy benefit for prior authorization of self-administered drugs.  

Laboratory Testing  

ω Out-of-network laboratory services  

ω Genetic testing  

ω Tumor marker testing  

Nutritional/Dietetic Counseling  

Out-of-Area Services  

Out-of-Network Services (except emergencies)  

Outpatient Procedures/Surgeries  

ω Balloon sinuplasty  

ω Biofeedback (all)  

ω Cardiac devices including implantable defibrillators, defibrillator vests, cardiac resynchronization therapy and ventricular 

assist devices  

ω Circumcision if over one (1) year of age  

ω Destruction/Removal of benign skin lesion  

ω GI tract imaging by capsule endoscopy  

ω Hysterectomy  

ω Joint lubrication injections such as Synvisc® or Hyalgan®  

ω Osteochondral allograft or autologous chondrocyte implantation  

ω Spinal procedures including artificial intervertebral disc replacement, spinal fusion, and vetebroplasty/kyphoplasty  

ω Temporomandibular joint (TMJ) surgery 

ω Umbilical hernia surgery if under five (5) years of age  

ω Uvulopalatopharyngoplasty (UPPP), including laser-assisted procedures, or other surgeries for obstructive sleep apnea  

ω Varicose vein procedures  

Pain Management Procedures including, but not limited to:  

ω External or implanted infusion pumps or stimulator devices  

ω Epidural steroid injections, and  

ω Trigger-point injections  

Pregnancy Services  

ω Terminations/Abortions  

ω For OBs who are not MFM specialists, authorization required for:  

o Use of 17-P 

o Amniocentesis if <35 years of age at EDC  

o More than two (2) NSTs or BPPs (with or without NST) per pregnancy  

o More than (two) 2 ultrasounds per pregnancy (not including ultrasound for nuchal translucency) 

Proton Beam Radiation Therapy  
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Radiology/Imaging Services (when done in any place of service except inpatient, emergency room or observation bed status) 

require prior authorization for Members 21 years and over including: 

ω CT Scans, including CT angiography and electron-beam CT scanning (coronary artery imaging)  

ω MRA  

ω MRI  

ω PET Scan  

ω Nuclear stress test, SPECT Scans  

ω Stress echocardiography  

Reconstructive/Plastic Surgery/Possible Cosmetic Procedures  

ω Such as abdominoplasty, blepharoplasty, breast procedures, craniofacial surgery, liposuction, otoplasty, rhinoplasty, 

septoplasty, etc.  

Rehabilitative/Habilitative Services  

ω All Speech Therapy services, including initial evaluations  

ω Physical and Occupational Therapy services, except initial evaluation and re-evaluations  

ω All Chiropractic services  

ω ABA therapy  

o See Behavioral Health Services for additional information 

Transplantation  

ω All transplant services, including transplant evaluation  

ω All organ and tissue transplants  

Wound Care Services  

ω Wound care center referral  

ω Wound vacuum devices  

ω Specialized wound dressings  

 

Authorization Requests 

Community Health Choice accepts Community Health ChoiceΩǎ tǊŜŦŜǊǊŜŘ tǊƛƻǊ !ǳǘƘƻǊƛȊŀǘƛƻƴ CƻǊƳ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ¢ŜȄŀǎ {ǘŀƴŘŀǊŘ 

Prior Authorization Form. Submit requests for authorization via the Provider Portal or via fax to 713.295.2283 or 1.844.899.2495. 

To avoid delays, include supporting documentation and clinical notes to support your request. 

Automated Prior Authorization Process 

¢Ǌƛ½Ŝǘǘƻϯ ¢ƻǳŎƘƭŜǎǎ !ǳǘƘƻǊƛȊŀǘƛƻƴ tǊƻŎŜǎǎƛƴƎϰ ό¢¢!tύ ƛǎ ŀ ŎƭƻǳŘ-based healthcare IT solution for payers and Providers. TTAP 

automates prior authorization and referral requests using a 278/275 based authorization engine. Community Health Choice will 

soon make available TTAP to you as a solution that streamlines and automates the prior authorization process for Providers in our 

networks. You will be able to enter an authorization request, answer a few questions and receive an authorization for a Covered 

Service, automatically saving time and creating efficiency for your staff. Additionally, it will allow Community to maintain both 

business and clinical rules while significantly decreasing the prior authorization review cycle. 

In submitting prior authorizations to this automated, real-time solution, you will realize multiple benefits immediately, including: 

¶ Almost immediate, fully automated authorization responses 

¶ Simplified and expedited authorization transactions 

¶ Automated determination of authorization 
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There is no additional cost to you for using this solution. Your Provider Engagement Representative will contact you to schedule 

training for your practice. 

You may also visit our Provider Portal at https://provider.communityhealthchoice.org/ to access the TTAP Training Guide or contact 

Provider Services at 713.295.2295 should you have any questions. 

Failure to Obtain Prior Authorization or Referral 

For any covered service rendered to, prescribed or authorized for Members by Provider in a non-emergent situation for which 

Community Health Choice or payor requires Prior Authorization in advance of the delivery of service, which Prior Authorization was 

not obtained by Provider in advance, Provider understands that Community Health Choice or Payor will deny ProviderΩǎ ŎƭŀƛƳ ŦƻǊ 

said covered services. In no event will Member be financially responsible for payments arising for such services, except for 

applicable Member expenses as may be required under a benefit plan/program. 

Standards for Medical Records 
Accessibility and Availability of Medical Records 

Community Health Choice includes provisions in contracts with subcontractors for appropriate access to the medical records of its 

Members for purposes of quality reviews conducted by the federal Secretary of Health and Human Services, state agencies or any 

agents thereof. 

Record Keeping 

Medical records may be on paper or electronic. Community Health Choice takes steps to promote maintenance of medical records 

in a legible, current, detailed, organized and comprehensive manner that permits effective patient care and quality review as 

follows: 

Medical Record Standards 

Community Health Choice sets standards for medical records. The records reflect all aspects of patient care, including ancillary 

services. These standards shall, at a minimum, include requirements for: 

ω tŀǘƛŜƴǘ LŘŜƴǘƛŦƛŎŀǘƛƻƴ LƴŦƻǊƳŀǘƛƻƴΥ 9ŀŎƘ ǇŀƎŜ ƻǊ ŜƭŜŎǘǊƻƴƛŎ ŦƛƭŜ ƛƴ ǘƘŜ ǊŜŎƻǊŘ Ŏƻƴǘŀƛƴǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƴŀƳŜ ƻǊ ǇŀǘƛŜƴǘ L5 ƴǳƳōer. 

ω Personal/Biographical Data: Include age, sex, address, employer, home and work telephone numbers, and marital status 

ω Complete: All entries are dated and author identified. 

ω Legible: The record is legible to someone other than the writer. A second reviewer should evaluate any record judged illegible 

by one physician reviewer. 

ω Allergies: Medication allergies and adverse reactions are prominently noted on the record. Absence of allergies (no known 

allergies τ NKA) is noted in an easily recognizable location. 

ω Past medical history (for patients seen three or more times): Past medical history is easily identified, including serious 

accidents, operations, and illnesses. For children, past medical history relates to prenatal care and birth. 

ω Immunizations: For pediatric records, there is a completed immunization record or a notation of prior immunizations, 

including vaccines and dates given, when possible. 

ω Diagnostic information: Includes medication information/instruction to Member 

ω Identification of current problems: Significant illnesses, medical and behavioral health conditions, and health maintenance 

concerns are identified in the medical record. 

ω Education: Member is provided basic teaching/instructions regarding physical and/or behavioral health condition. 

ω Smoking/alcohol/substance abuse: Notation concerning cigarettes and alcohol use and substance abuse is presentτ 

abbreviations and symbols may be appropriate. 

https://provider.communityhealthchoice.org/
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ω Consultations/Referrals/Specialist Reports: Notes from any referrals and consultations are in the record. Consultation, lab, 

and X-Ǌŀȅ ǊŜǇƻǊǘǎ ŦƛƭŜŘ ƛƴ ǘƘŜ ŎƘŀǊǘ ƘŀǾŜ ǘƘŜ ƻǊŘŜǊƛƴƎ ǇƘȅǎƛŎƛŀƴΩǎ ƛƴƛǘƛŀƭǎ ƻǊ ƻǘƘŜǊ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ǎƛƎƴƛŦȅƛƴƎ ǊŜǾƛŜǿΦ 

Consultation and any abnormal lab and imaging study results have an explicit notation in the record of follow-up plans. 

ω All emergency care provided (directly by the contracted Provider or through an emergency room) and the hospital discharge 

summaries for all hospital admissions while the patient is enrolled 

ω Hospital discharge summaries are included as part of the medical record for (1) all hospital admissions that occur while the 

patient is enrolled with the contractor and (2) prior admissions, as necessary. 

ω Discharge summaries from prior admissions, as necessary, pertaining to admissions that may have occurred prior to Member 

being enrolled with Community Health Choice ŀƴŘ ŀǊŜ ǇŜǊǘƛƴŜƴǘ ǘƻ ǘƘŜ aŜƳōŜǊΩǎ ŎǳǊǊŜƴǘ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴ. 

ω For medical records of adults, the medical record documents whether the individual has executed an advance directiveτan 

advance directive is a written instruction, such as a living will or durable power of attorney, for health care relating to the 

provision of health care when the individual is incapacitated. 

ω Documentation: Documentation of evidence and results of medical, preventive, and behavioral health screening 

ω Documentation of all treatment provided and results of such treatment  

ω Documentation of the team members involved in the multidisciplinary team of a Member needing specialty care 

ω Documentation in both the physical and behavioral health records of integration of clinical care.  

ω Documentation to include: 

o Screening for behavioral health conditions (including those which may be affecting physical health care and vice  

versa) and referral to behavioral health Providers when problems are indicated 

o Screening and referral by behavioral health Providers to PCPs when appropriate 

o Receipt of behavioral health referrals from physical medicine Providers and the disposition/outcome of those referrals 

o At least quarterly (or more often if clinically indicated) summary of status/progress from the behavioral health Provider 

to the PCP  

o Documentation that behavioral health professionals are included in primary and specialty care service teams described 

in this contract when a Member with disabilities or chronic or complex physical or developmental conditions has a co-

occurring behavioral disorder 

o A written release of information that will permit specific information sharing between Providers. 

ω In addition, each ProviderΩǎ ƻŦŦƛŎŜ Ƴǳǎǘ ƘŀǾŜΥ 

o A written policy to ensure that medical records are safeguarded against loss, destruction or unauthorized use 

o Written procedures for release of information and obtaining consent for treatment 

Patient Visit Data 

ω Documentation of individual encounters must provide adequate evidence of, at a minimum: 

o History and physical examination: Appropriate subjective and objective information is obtained for the presenting 

complaints. 

o For Members receiving behavioral health treatment, docuƳŜƴǘŀǘƛƻƴ ǘƻ ƛƴŎƭǳŘŜ άŀǘ-Ǌƛǎƪέ ŦŀŎǘƻǊǎ όŘŀƴƎŜǊ ǘƻ ǎŜƭŦκƻǘƘŜǊǎΣ 

ability to care for self, affect, perceptual disorders, cognitive functioning, and significant social history) 

o Admission or initial assessment includes current support systems or lack of support systems 

o For Members receiving behavioral health treatment, an assessment is done with each visit relating to client status/ 

symptoms to treatment process. Documentation may indicate initial symptoms of behavioral health condition as 

decreased, increased or unchanged during treatment period. 

o Plan of treatment: Includes activities/therapies and goals to be carried out 
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o Therapies and other prescribed regimens: For Members who receive behavioral health treatment, documentation shall 

include evidence of family involvement, as applicable, and include evidence that family was included in therapy sessions 

when appropriate. 

o Follow-up: Encounter forms or notes have a notation, when indicated, concerning follow-up care, call or visit. Specific time 

to return is noted in weeks, months or PRN. Unresolved problems from previous visits are addressed in subsequent visits 

o Diagnostic tests 

o Referrals and results 

o All other aspects of patient care, including ancillary services 

Record Review Process 

Community Health ChoiceΩǎ ǊŜŎƻrd review process assesses the content of medical records for legibility, organization, completion, 

and conformance to our standards. The record assessment system addresses documentation of the items listed in the Record 

Keeping. 

Coordination with Department of Family and Protective Services (DFPS) 

Provider must coordinate with Texas DFPS and foster parents for the care of a child who is receiving services from or has been 

placed in the conservatorship of DFPS and must respond to requests from DFPS, including: 

ω Providing medical records to DFPS 

ω Recognition of abuse and neglect and appropriate referrals to DFPS 

Provider Marketing Guidelines 
1. Providers are permitted to inform their patients about the CHIP and Medicaid Managed Care Programs in which they 

participate. 

2. Providers may inform their patients of the benefits, services, and specialty care services offered through the MCOs in which 

they participate. However, Providers must not recommend one MCO over another MCO, offer patients Incentives to select 

one MCO over another MCO or assist the patient in deciding to select a specific MCO. 

3. !ǘ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǊŜǉǳŜǎǘΣ Providers may give patients the information necessary to contact a particular MCO or refer the 

Member to an MCO Member Orientation.  

4. Providers must distribute or display health-related Materials for all contracted MCOs or choose not to distribute or display for 

any contracted MCO: 

a. Health-ǊŜƭŀǘŜŘ ǇƻǎǘŜǊǎ Ŏŀƴƴƻǘ ōŜ ƭŀǊƎŜǊ ǘƘŀƴ мсέ Ȅ нпέΦ 

b. Health-ǊŜƭŀǘŜŘ aŀǘŜǊƛŀƭǎ Ƴŀȅ ƘŀǾŜ ǘƘŜ a/hΩǎ ƴŀƳŜΣ ƭƻƎƻ and contact information. 

c. Providers are not required to distribute or display all Health-related Materials provided by each MCO with whom they 

contract. A Provider can choose which items to distribute or display as long as the Provider distributes or displays one or 

more items from each contracted MCO that distributes items to the Provider and the Provider does not give the 

appearance of supporting one MCO over another. 

5. Providers must display stickers submitted by all contracted MCOs or choose not to display stickers for any contracted MCOs. 

MCO stickers indicating the Provider ǇŀǊǘƛŎƛǇŀǘŜǎ ǿƛǘƘ ŀ ǇŀǊǘƛŎǳƭŀǊ a/h Ŏŀƴƴƻǘ ōŜ ƭŀǊƎŜǊ ǘƘŀƴ рέ Ȅ тέ ŀƴŘ Ŏŀƴƴƻǘ ƛƴŘƛŎŀǘŜ 

ŀƴȅǘƘƛƴƎ ƳƻǊŜ ǘƘŀƴ άa/h ƛǎ ŀŎŎŜǇǘŜŘ ƻǊ ǿŜƭŎƻƳŜŘ ƘŜǊŜΦέ 

6. Providers may choose whether to display items such aǎ ŎƘƛƭŘǊŜƴΩǎ ōƻƻƪǎΣ ŎƻƭƻǊƛƴƎ ōƻƻƪǎΣ ŀƴŘ ǇŜƴŎƛƭǎ ǇǊƻǾƛŘŜŘ ōȅ ŜŀŎƘ 

contracted MCO. Providers can choose which items to display as long as they display one or more from each contracted MCO. 

Items may only be displayed in Common Areas. 

7. Providers may distribute Applications to families of uninsured children and assist with completing the Application. 

8. Providers may direct patients to enroll in the CHIP and Medicaid Managed Care Programs by calling the HHSC Administrative 

Services Contractor (ASC) at 1.800.964.2777. 
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9. Bargains, premiums or other considerations on prescriptions may not be advertised in any manner in order to influence a 

aŜƳōŜǊΩǎ ŎƘƻƛŎŜ ƻŦ ǇƘŀǊƳŀŎȅ ƻǊ ǇǊƻƳƻǘŜ ǘƘŜ ǾƻƭǳƳŜ ƻŦ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ǇǊƻǾƛŘŜŘ ōȅ ǘƘŜ ǇƘŀǊƳŀŎȅΦ !ŘǾŜǊǘƛǎŜƳŜƴǘ Ƴŀȅ ƻƴƭȅ 

convey participation in the Program. 

Options for Member Non-Compliance 
Contact Provider Services at 713.295.2295 in the event that a Member is non-compliant, becomes abusive to you or your staff 

and/or continues to demand services that, in your professional judgment, are not medically necessary. 

The problem will be researched and resolved. A PCP must request (in writing to Community Health Choice) that a Member be 

transferred to another primary care physician for the following reasons: 

ω aŜƳōŜǊ ƛǎ ŘƛǎǊǳǇǘƛǾŜΣ ǳƴǊǳƭȅΣ ǘƘǊŜŀǘŜƴƛƴƎ ƻǊ ǳƴŎƻƻǇŜǊŀǘƛǾŜ ǘƻ ǘƘŜ ŜȄǘŜƴǘ ǘƘŀǘ ǘƘŜ aŜƳōŜǊΩǎ ōŜƘŀǾƛƻǊ ǎŜǊƛƻǳǎƭȅ ƛƳǇŀƛǊǎ ǘƘŜ 

ProviderΩǎ ŀōƛƭƛǘȅ ǘƻ ǇǊƻǾƛŘŜ ǎŜǊǾƛŎŜǎ ǘƻ ǘƘŜ aŜƳōŜǊΣ ǇǊƻǾƛŘŜŘ ǘƘŜ ōŜƘŀǾƛƻǊ ƛǎ ƴƻǘ ŎŀǳǎŜŘ ōȅ ŀ ǇƘȅǎƛŎŀƭ ƻǊ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ 

condition. 

ω Member steadfastly refuses to comply with managed care, such as repeated emergency room use combined with refusal to 

allow the Provider to treat the underlying medical condition. 

ω Member steadfastly refuses to comply with prescribed medical treatment that has been prescribed as medically necessary 

and the Member has received full informed consent regarding the prescribed treatment course. 

ω PCP must continue to render services 30 days from the date of the letter mailed to the Member and Community Health 

Choice. 

Remember, physicians are not allowed to withhold or discriminate in any way in the treatment of a Member or to transfer a 

Member from his/her practice because of the health condition of a Member or the amount of services provided. A PCP cannot 

transfer a Member to another PCP without the prior written authorization of the Community Health Choice Medical Director. 

Community Health Choice requests that the physician continue care until Community Health Choice can successfully transfer the 

Member to a new PCP. PCPs shall not refuse to accept a Member as a patient on the basis of health status, previous use of services 

or the medical condition of the Member. 

The Member Education Request Form and Request for Member Reassignment Form can be found at CommunityHealthChoice.org.  

Dispute Resolution for Providers 
There are certain dispute resolution provisions in the Provider contract. For the purposes of clarity, Community Health Choice 

incorporates the URAC terminology regarding Administrative and Professional Competence/Conduct disputes. Other types of 

disputes may include not inviting a Provider to participate in the Community Health Choice network; immediate termination due to 

imminent harm and adverse determinations. 

Disputes Involving Administrative Matters 

Disputes involving administrative matters are those which arise from non-clinical or administrative issues from contracted 

Providers. !ŘŘƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ƛǎ ƭƻŎŀǘŜŘ ƛƴ ǘƘŜ ά/ƻƳǇƭŀƛƴǘǎ ŀƴŘ !ǇǇŜŀƭǎέ ǎŜŎǘƛƻƴ ŦƻǊ ŜŀŎƘ ǇǊƻƎǊŀƳ ƛƴ ǘƘƛǎ ƳŀƴǳŀƭΦ  

 

Disputes Concerning Professional Competence or Conducts 

All professional review actions based on reasons related to professional competence or professional conduct that affects or 

could affect adversely the health or welfare of a patient or patients and that adversely affect a ProviderΩǎ ǇǊƛǾƛƭŜƎŜǎ ŦƻǊ ŀ ǇŜǊƛƻŘ 

of longer than 30 days must be reported in accordance with Public Law 99-6660 and the Healthcare Quality Improvement Act of 

1986. See, 45 CFR 60.9. The process described herein applies to all contracted Providers, delegated and non-delegated. The 

contracted Provider under a delegated service (e.g., vision services) may also have additional specifically related processes. 

http://www.communityhealthchoice.org/
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In compliance with state and federal regulations, URAC standards, and Community Health Choice internal standards, Community 

Health Choice must report to appropriate monitoring agencies, e.g., the Texas Board of Medical Examiners, Health Integrity Data 

Bank, and/or the National Practitioner Data Bank (NPDB), quality-of-care issues resulting in termination or suspension of a 

ProviderΩǎ ǇǊƛǾƛƭŜƎŜǎ ƻŦ ǇŀǊǘƛŎƛǇŀǘƛƻƴΣ ƻǊ ŘŜƴƛŀƭ ƻŦ ŀŎŎŜǇǘŀƴŎŜ ǘƻ Community Health ChoiceΩǎ Provider network. In the event that 

Community Health Choice takes an action to terminate, suspend or limit a ProviderΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ǎǘŀǘǳǎ ǿƛǘƘ Community Health 

Choice, Community Health Choice will provide a dispute resolution process as delineated: 

ω Investigation 

  A routine investigation may be initiated by any Senior Manager of Community Health Choice, the Medical Affairs 

Department, the CEO, the Medical Director or the Medical Care Management Committee (MCMC). The investigation will 

be conducted by, or under the direction of, the Medical Director. The investigative process is not an appeal hearing. 

  An investigation may involve consultation with the Provider, the individual or group making the request or other individuals 

who may have knowledge of the events. The Medical Director may also consult with Providers of same or similar specialties of 

the disputing Provider within the community, including medical schools, Special Investigative Unit (SIU) or same or similar 

specialists from an independent review company. 

ω Results of Investigation 

  The investigation may result in no action or may result in actions up to suspension or termination of participation in the 

Community Health Choice Network. In response to such adverse action, the Provider will be given 30 days to request 

initiation of an appeal hearing. If the Provider fails to submit a request for an appeal hearing, the adverse action is considered 

final. 

ω Appeal Hearing (Appeals) 

  Level 1: The first-level appeal panel consists of at least three contracted Providers who are not otherwise involved in the 

day-to- day operations of Community Health Choice, at least one of which must be of same or similar specialty to the 

Provider filing the dispute, and who were not previously involved in the earlier action. The appeal panel will convene within 

60 days of the notice of adverse action. At the appeal hearing, the requesting Provider may appear in person, submit 

supporting documentation and be accompanied by a representative. Upon conclusion of the appeal hearing, the appeal 

panel will prepare a report to the Medical Director and CEO for implementation of their recommendation. If the appeal 

ǇŀƴŜƭΩǎ ŦƛƴŘƛƴƎǎ ǊŜǎǳƭǘ ƛƴ ǳǇƘƻƭŘƛƴƎ ǘƘŜ ƭƛƳƛǘŀǘƛƻƴΣ ǎǳǎǇŜƴǎƛƻƴ or termination, the Provider will be notified of the appeal 

ǇŀƴŜƭΩǎ Ŧƛndings and given 10 business days to request a second appeal hearing for reconsideration of the action. 

   

Level 2: The second-level appeal panel will consist of at least three contracted Providers who are not otherwise involved in 

the day-to-day operations of Community Health Choice, at least one of which must be of same or similar specialty to the 

Provider filing the dispute, and who were not previously involved in the earlier actions. The appeal panel will convene within 

60 days of the notice of adverse action. At the appeal hearing, the requesting Provider may appear in person, submit 

supporting documentation, and be accompanied by a representative. Upon conclusion of the appeal hearing, the appeal 

panel will prepare a report to the Medical Director and CEO for implementation of their recommendation. The Provider will 

be notified of the second appeal panelΩǎ ŦƛƴŘƛƴƎǎΣ ǿƘƛŎƘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ŦƛƴŀƭΦ 

ω Reapplication Subsequent to Adverse Action 

  A Provider who has had an adverse action taken against him/her may not reapply for network participation for a period of 

one year (12 months) unless specified otherwise in the terms of the adverse action. 

Important Notes 

Regardless of the dispute resolution process described in this policy, automatic and immediate suspension can occur under the 

following circumstances: 

ω Automatic suspension from the Member panel shall occur whenever: 

o ! ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ǎǘŀǘŜ ƭƛŎŜƴǎŜ ƻǊ 59! ƴǳƳōŜǊ ƛǎ ǊŜǾƻƪŜŘΣ ǎǳǎǇŜƴŘŜŘΣ ǊŜǎǘǊƛŎǘŜŘ or placed under 

probation; 
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o A practitioner fails to satisfy an interview requirement; 

o A practitioner fails to maintain malpractice insurance; and 

o ! ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ medical records are not completed in a timely manner. 

¶ State License Revocation ς ²ƘŜƴŜǾŜǊ ŀ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ƭƛŎŜƴǎŜ ǘƻ ǇǊŀŎǘƛŎŜ ƛƴ ǘƘƛǎ ǎǘŀǘŜ ƛǎ ǊŜǾƻƪŜŘΣ Ƙƛǎ ƻǊ ƘŜǊ ǇŀƴŜƭ ŀǇǇƻƛƴǘƳŜƴǘ 

and practice privileges are immediately and automatically revoked. 

ω Restriction ς ²ƘŜƴŜǾŜǊ ŀ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ƭƛŎŜƴǎŜ ƛǎ ǇŀǊǘƛŀƭƭȅ ƭƛƳƛǘŜŘ ƻǊ ǊŜǎǘǊƛŎǘŜŘΣ Ƙƛǎ ƻǊ ƘŜǊ ǇǊŀŎǘƛŎŜ ǇǊƛǾƛƭŜƎŜǎ ŀǊŜ ǎƛƳƛƭŀǊƭȅ 

limited or restricted. 

ω Suspension/Probation ς ²ƘŜƴŜǾŜǊ ŀ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ƭƛŎŜƴǎŜ ƛǎ ǎǳǎǇŜƴŘŜŘ ƻǊ ǇƭŀŎŜŘ ƻƴ ǇǊƻōŀǘƛƻƴΣ Ƙƛǎ ƻǊ ƘŜǊ ǇǊŀŎǘƛce privileges 

are automatically suspended, effective upon, and for at least the term of, the suspension. 

ω Drug Enforcement ς  ²ƘŜƴŜǾŜǊ ŀ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ǊƛƎƘǘ ǘƻ ǇǊŜǎŎǊƛōŜ ŎƻƴǘǊƻƭƭŜŘ ǎǳōǎǘŀƴŎŜǎ ƛǎ ǊŜǾƻƪŜŘΣ ǊŜǎǘǊƛŎǘŜŘΣ ǎǳǎǇŜƴŘŜŘ or 

placed on probation by a licensing authority (DEA/CDS), his or her privileges to prescribe such substances to MCO enrollees 

will also be revoked, restricted, suspended, or placed on probation automatically and to the same degree. This will be 

effective upon, and for at least the term of, the imposed restriction. 

ω Professional Liability Insurance ς A practitioner who fails to maintain a minimum amount of professional liability insurance 

will have his or her practice privileges immediately suspended. 

ω Medical Records Preparation and Completion ς The Member panel policies, rules and regulations outline the requirements 

for medical record preparation and completion. 

ω Timely Completion ς A ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ŦŀƛƭǳǊŜ ǘƻ ǇǊŜǇŀǊŜ ŀƴŘκƻǊ ŎƻƳǇƭŜǘŜ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘǎ ǿƛǘƘƛƴ ǘƘŜ ǘƛƳŜ ǇŜǊƛƻŘ ǎǘŀǘŜŘ ƛƴ ǘƘŜ 

ǇƻƭƛŎȅ Ƴŀȅ ǊŜǎǳƭǘ ƛƴ ǘƘŜ ƭƛƳƛǘŀǘƛƻƴ ƻǊ ŀǳǘƻƳŀǘƛŎ ǎǳǎǇŜƴǎƛƻƴ ƻŦ ǎƻƳŜ ƻǊ ŀƭƭ ƻŦ ǘƘŜ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ǇǊƛǾƛƭŜƎŜǎΦ 

¶ Loss of Hospital Privileges ς A practitioner who loses his or her hospital privileges due to incomplete medical records will 

automatically lose his or her MCO practice privileges for at least the term imposed by the hospital. 

ω Re-application Subsequent to Corrective Action ς A practitioner who has been denied practice privileges or who has been 

removed from the Member panel during the appointment year may not reapply for panel appointment or practice privileges 

for a period of one year (12 months), unless specified otherwise in the terms of the corrective action. 

Community Health Choice Provider Portal 
Community Health ChoiceΩǎ ƻƴƭƛƴŜ Provider Portal offers secure, 24 hours a day, 7 days a week access to online tools and services. 

Providers can submit claims and view claim status, as well as Member eligibility, benefits and the status of pre-authorizations. To 

access the Provider Portal: visit CommunityHealthChoice.org, click on the Provider ǘŀōΣ ǘƘŜƴ άwŜƎƛǎǘŜǊ IŜǊŜΦέ Complete the Secure 

Access Application and send it to Community Health Choice. We will process your form and provide your login credentials within 

three business days. 

 

Forms for Providers 

Please visit our Provider website at https://provider.communityhealthchoice.org for all Community Health Choice forms. You may 

download them for your use as needed.  

 
 

 

file://///CHCFS01/Public/Network%20Management/Provider%20Relations/PROVIDER%20MANUALS/2019%20Provider%20Manuals/HHSC/2019%20Provider%20Manual%20(DRAFT)%20with%20art/www.CommunityHealthChoice.org
https://provider.communityhealthchoice.org/
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Access to Care 
Appointment Availability Requirements 

Community Health Choice is committed to ensuring that Members receive timely and appropriate level of access to all levels of 

care: emergent, urgent, routine, and preventive. 

Service Appointment Availability 

Emergent Emergency services must be provided upon Member presentation at the service 

delivery site, including at non-network and out-of-area facilities. 

Urgent Must be provided within 24 hours, including urgent specialty care and 

behavioral health services 

Primary Routine Care Must be provided within 14 days, including behavioral health 

Specialty Routine Care Must be provided within 21 days 

Routine Care Dental Within eight weeks for dental 

Initial Outpatient Behavioral Health Visit Must be provided within 14 days (this requirement does not apply to CHIP 

Perinatal) 

Prenatal Care Initial appointment must be provided within 14 days for non-high-risk 

pregnancies.  

 

For high-risk pregnancies or new Members in the 3rd trimester, initial 

appointment must be provided within 5 days or immediately.  

 

Appointments for ongoing care must be available in accordance with the 

treatment plan as developed by the Provider. 

Preventive Care Physical/Wellness Exams Newborns (less than 6 months of age): Within 14 days  

 

Children (6 months to 20 years): Within 2 months  

 

Adults (21 years and older): Within 90 days  

 

New Members: Within 90 days of enrollment  

 

*Medicaid Members should receive preventive care in accordance with the 

Texas Health Steps periodicity schedule.  

*CHIP Members should receive preventive care in accordance with AAP 

guidelines 

 

Emergent/Emergency: A medical condition that manifests itself by acute symptoms of sufficient severity (including severe pain), 

such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect that the 

absence of immediate medical care could result in one or all of the following: 

ω Health of the individual (or with respect to a pregnant woman, the health of the woman or her unborn child) is in serious 

jeopardy 

ω Serious impairments to bodily functions 

ω Serious dysfunction of any bodily organ or part 
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ω Inadequate time to safely transfer a Member who is pregnant and having contractions to another hospital before delivery, or 

if a hospital transfer might pose a threat to the health or safety of the woman or the unborn child 

ω Member is a threat to themselves or others, exhibits acute onset of psychosis or severe thought disorganization, risks 

deterioration from a chronic physical or behavioral health condition that could render the Member unmanageable and unable 

to cooperate in treatment or needs assessment and treatment in a safe and therapeutic setting 

Urgent Condition: A health condition, including an urgent behavioral health situation that is not an emergency but is severe or 

painful enough to cause a prudent layperson, possessing the average knowledge of medicine, to believe that his or her condition 

ǊŜǉǳƛǊŜǎ ƳŜŘƛŎŀƭ ǘǊŜŀǘƳŜƴǘ ŜǾŀƭǳŀǘƛƻƴ ƻǊ ǘǊŜŀǘƳŜƴǘ ǿƛǘƘƛƴ нп ƘƻǳǊǎ ōȅ ǘƘŜ aŜƳōŜǊΩǎ PCP or designee to prevent serious 

deterioration of tƘŜ aŜƳōŜǊΩǎ ŎƻƴŘƛǘƛƻƴ ƻǊ ƘŜŀƭǘƘΦ 

Routine or Preventive (Non-Emergent): Postponement of treatment will not endanger life, limb or mental faculties of patient, i.e., 

ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ǇŜǊƳƛǘǎ ŀŘŜǉǳŀǘŜ ǘƛƳŜ ǘƻ ǎŎƘŜŘǳƭŜ ƴŜŎŜǎǎŀǊȅ ƘƛǎǘƻǊȅ ŀƴŘ ǇƘȅǎƛŎŀƭΣ ƭŀōƻǊŀtory, radiology or other diagnostic 

studies on an outpatient basis. 

Primary Care Provider 24-Hour Availability 

PCPs are required to provide 24-hour availability, seven days a week for Community Health Choice Members. Arrangements for 

coverage while off-duty or on vacation are to be made with other participating Providers. Community Health Choice should be 

notified of the ProviderΩǎ ŎƻǾŜǊŀƎŜ ǇǊƛƻǊ ǘƻ ŀ ƭŜŀǾŜ ƻŦ ŀōǎŜƴŎŜΦ 

Community Health ChoiceΩǎ ŎƻƴǘǊŀŎǘǎ ǎǘŀǘe that PCPǎ Ƴǳǎǘ άōŜ ŀǾŀƛƭŀōƭŜ ŦƻǊ ǳǊƎŜƴǘ ƻǊ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜΣ ŘƛǊŜŎǘƭȅ ƻǊ ǘƘǊƻǳƎƘ ƻƴ-call 

ŀǊǊŀƴƎŜƳŜƴǘǎΣ нп ƘƻǳǊǎ ŀ ŘŀȅΣ ǎŜǾŜƴ Řŀȅǎ ŀ ǿŜŜƪΦέ !ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜ ŎƻƴǘǊŀŎǘǎ ǎǘŀǘŜ ǘƘŀǘ PCPǎ Ƴǳǎǘ άƳŀƛƴǘŀƛƴ ƻƴŜ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ 

to receive calls from Members after normal business hours:έ 

Acceptable after-hours coverage  

1. The office telephone is answered after-hours by an answering service that meets language requirements of the Major 

Population Groups and that can contact the PCP or another designated medical practitioner. All calls answered by an 

answering service must be returned within 30 minutes;  

2. The office telephone is answered after normal business hours by a recording in the language of each of the Major Population 

Groups served, directing the Member to call another number to reach the PCP or another Provider designated by the PCP. 

Someone must be available to answer the designated ProviderΩǎ ǘŜƭŜǇƘƻƴŜΦ !ƴƻǘƘŜǊ ǊŜŎƻǊŘƛƴƎ ƛǎ ƴƻǘ ŀŎŎŜǇǘŀōƭŜΤ ŀƴŘ  

3. The office telephone is transferred after office hours to another location where someone will answer the telephone and be 

able to contact the PCP, or another designated medical Provider, who can return the call within 30 minutes.  

Unacceptable after-hours coverage  

1. The office telephone is only answered during office hours;  

2. The office telephone is answered after-hours by a recording that tells Members to leave a message;  

3. The office telephone is answered after-hours by a recording that directs Members to go to an Emergency Room for any 

services needed; and  

4. Returning after-hours calls outside of 30 minutes. 

Network Referrals 
Network Limitations 

Community Health Choice has an open network. Providers are able to refer Members to the Community Health Choice website or 

the current  

Community Health Choice Provider Directory. Members may go to any in-network Provider. While we have an open network at this 

time, we encourage Members to choose a PCP and schedule appointments as needed.  
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Limited Provider Network (Applies to CHIP only) 

Community Health Choice will have a limited Provider network within its service area for the CHIP program through December 31, 

2019. During this time, if a CHIP Member selects a PCP from the Kelsey-Seybold Clinic group of Providers and needs to select a 

specialist, the specialty care Provider must be selected and care provided by the limited Provider network specialist.  

 

h.κD¸b ǎŜƭŜŎǘƛƻƴ ƛǎ ƭƛƳƛǘŜŘ ǘƻ ǘƘŜ t/tΩǎ ƴŜǘǿƻǊƪ ƛŦ ǘƘŜ aŜƳōŜǊǎ ǎŜƭŜŎǘ ŀ t/t ƛƴ ŀ ƭƛƳƛǘŜŘ Provider network. 

 

Open network access to specialists is restricted to the limited Provider network if there is no PCP referral. If the limited Provider 

network does not have a Provider for your specialty care, the limited Provider network PCP will refer the Member to a Provider 

outside the limited Provider network which will require a referral from PCP. 

 

Members who do not select a PCP in the limited Provider network DO NOT have access to the limited Provider network 

specialists. 

Referral to Ophthalmologist or Optometrist 

Members have the right to select and have access to, without PCP referral, a network ophthalmologist or therapeutic optometrist 

to provide eye healthcare services, other than surgery. 

Network Pharmacy 

Members have the right to obtain medication from any network pharmacy. For a list of all participating pharmacies, please visit 

Navitus.com.  

Members with Special Healthcare Needs 

aŜƳōŜǊǎ ǿƛǘƘ ǎǇŜŎƛŀƭ ƴŜŜŘǎ ƘŀǾŜ ŘƛǊŜŎǘ ŀŎŎŜǎǎ ǘƻ ŀ ǎǇŜŎƛŀƭƛǎǘ ŀǎ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ aŜƳōŜǊΩǎ ŎƻƴŘƛǘƛƻƴǎ ŀƴŘ ƛŘŜƴǘƛŦƛŜŘ ƴŜŜŘǎΦ 

Community Health Choice does not require prior authorization for in-network specialists. 

Referral to Specialists and Health-Related Services 

PCPs should provide a medical home to Community Health Choice Members. The PCP has the primary responsibility for arranging 

and coordinating appropriate referrals to other Providers/specialists as well as managing and coordinating the administrative 

functions related to the delivery of health services in conjunction with Community Health Choice and case managers as indicated. 

The PCP or designee may make medically-necessary referrals to specialists for family planning, mental health and emergency 

services without authorization from Community Health Choice. A list of these Providers is available online. Authorizations for 

referrals to in-network specialists are not required. However, the in-network specialist may require a referral from the PCP.  

PCPǎ ǎƘƻǳƭŘ ŎƻƳǇƭŜǘŜ ŀƴŘ ŦŀȄ ŀ ǊŜŦŜǊǊŀƭ ǘƻ ǘƘŜ ǎǇŜŎƛŀƭƛǎǘ ŀƴŘ ǇƭŀŎŜ ŀ ŎƻǇȅ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΦ ¢ƘŜ ǎǇŜŎƛŀƭƛǎǘ ƛǎ 

expected to communicate with the PCP regarding services rendered, as well as results, reports and recommendations. This is 

essential to ensure continuity of care for the Member. 

The PCP is expected to refer Community Health Choice Members to contracted behavioral health Providers as needed for 

behavioral health services. If a PCP is unsure whether a patient requires behavioral health services, the PCP is encouraged to refer 

the patient to a behavioral health specialist to make that assessment. Also, Community Health Choice Members may self-refer to 

behavioral health Providers for treatment. The behavioral health Provider must attempt to obtain a release of information from the 

Community Health Choice Member to allow the behavioral health Provider and PCP to share this information. 

Specialist Scheduling Service 

Community Health Choice offers Specialist Scheduling Service to help Community Health Choice Providers locate and make 

appointments with specialists on behalf of Community Health Choice Members. Our Specialist Schedulers will assist with: 

ω Locating a specialist 

ω Locating a nearby hospital 

http://www.navitus.com/
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ω Schedule the appointment 

ω Scheduling difficulties 

ω Updating the Provider and Member 

ω Benefits inquiries 

Website: https://ProviderPortal.CommunityHealthChoice.org/Providers/Secure/Referrals/Specialist.aspx?product=Medicaid  

Phone: 713.295.2450 or 1.888.760.2600 

Fax specialist consultant appointment form to 713.295.7050. 

Referral to Network Facilities and Contractors 

Providers must comply with all prior authorization and certification requirements and admit patients in need of hospitalization only 

to network facilities or contracted hospitals unless: 

ω Certification for admission to an out-of-network 

ω Facility has been obtained from Community Health Choice 

ω The condition is emergent, and the use of a network hospital is not practical for medical reasons 

To authorize medical services, please call 713.295.2295, fax 713.295.2284 or submit an authorization online at 

CommunityHealthChoice.org.  

To authorize behavioral health services, please call 713.295.2295 or fax 713.576.0931 (outpatient), 713.576.0932 (inpatient) or 

submit an authorization online at CommunityHealthChoice.org  

Authorization for Out-of-Network Services  

A PCP may request authorization for out-of-network services which cannot be provided within the Community Health Choice 

network. To request an out-of-network authorization, submit an Authorization Form on Community Health ChoiceΩǎ website 

CommunityHealthChoice.org or by fax to 713.295.2283. Community Health ChoiceΩǎ medical director will review the clinical 

information and either authorize or deny the services according to the availability of such services within the Community Health 

Choice network, presenting pertinent clinical information and medical necessity. All denials are the responsibility of the medical 

director. 

Continuity of Care 
Pregnant Woman Information 

Community Health Choice will take special care not to disrupt care in progress for newly enrolled Members. Pregnant Members 

with 12 weeks or less of their pregnancy remaining before expected delivery date will not be disrupted from their current OB/GYN 

Provider through the MembeǊΩǎ ǇƻǎǘǇŀǊǘǳƳ ŎƘŜŎƪǳǇΦ ! aŜƳōŜǊ Ƴŀȅ ŎƘŀƴƎŜ ƘŜǊ h.κ D¸b ƛŦ ǎƘŜ ǊŜǉǳŜǎǘǎΦ 

Member Moves Out of Service Area 

Community Health Choice requests that the Member tell us in writing if they move or change their address or phone number, even 

if these changes are temporary. If a Member moves out of the service area, they may no longer be eligible. 

Members can also notify Community Health Choice Member Services at 713.295.2294. 

Our service area includes Brazoria, Fort Bend, Harris, Montgomery, Galveston, Austin, Wharton, Matagorda, Waller, Chambers, 

Hardin, Jasper, Jefferson, Liberty, Newton, Orange, Polk, San Jacinto, Tyler, and Walker counties. 

https://providerportal.communityhealthchoice.org/Providers/Secure/Referrals/Specialist.aspx?product=Medicaid
http://www.communityhealthchoice.org/
http://www.communityhealthchoice.org/
http://www.communityhealthchoice.org/
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Pre-Existing Conditions 

Community Health Choice does not impose any pre-existing condition limitations or exclusions or require evidence of insurability 

to provide coverage to any Community Health Choice Member. 

Special Access Requirements 
Interpreter/Translation Services 

Some Community Health Choice Members will need help communicating with their Providers. While we attempt to assign 

Members to a PCP according to language, history, proximity, etc., it may not always be possible, especially if the Member speaks an 

unusual foreign language. If you are serving a Community Health Choice Member who speaks another language, call Member 

Services at 713.295.2294 or 1.888.760.2600 to access an interpreter. We usually have Spanish interpreters immediately available. 

Community Health Choice also has a dedicated interpreter Service that has interpreters available for more than 140 languages, 24 

hours a day, seven days a week. This service is available by calling Community Health Choice Member Services Department at 

713.295.2294 or 1.888.760.2600. Once a Community Health Choice Representative has determined an interpreter is needed, 

he/she will access the Language Line Service by immediately setting up a conference call between themselves, Language Line 

Services, and the Member. 

Below are a few guidelines that result in better communication when using an interpreter: 

ω Keep your sentences short and concise. The longer and more complex your sentences, the less accurate the interpretation. 

When possible, avoid use of medical terminology that is unlikely to translate well. 

ω Ask key questions several different ways. This increases the chance that you are obtaining a response that is exactly what you 

need to know 

ω Be sensitive to potential patient embarrassment or reticence. It is possible that your question or statements were not 

accurately translated or understood. 

ω Ask patients to repeat the instructions you have given. This is a double check on how well they have understood. 

Providers can communicate with some hearing-impaired Members in writing during office visits. Community Health Choice can help 

Providers communicate with the hearing impaired by telephone with a translation device for the deaf. Call Community Health 

Choice Member Services TDD/TTY telephone line at 1.800.735.2989 for assistance in any language. Some hearing-impaired 

Members, especially those who became deaf pre-lingual, may not be able to communicate in writing, but can communicate in sign 

language. If a Community Health Choice Member needs a face-to-face interpreter in your office, call Community Health Choice 

aŜƳōŜǊ {ŜǊǾƛŎŜǎ ŀǘ ƭŜŀǎǘ ǘƘǊŜŜ ōǳǎƛƴŜǎǎ Řŀȅǎ ƛƴ ŀŘǾŀƴŎŜ ƻŦ ǘƘŜ aŜƳōŜǊΩǎ ŀǇǇƻƛƴǘƳŜƴǘΦ 

 

MCO/Provider Coordination 

Community Health Choice will assist the Provider in coordinating the care and establishing linkages, as appropriate for our 

Members with existing community-based entities and services, including but not limited to: 

ω Maternal and Child Health 

ω Children with Special Healthcare Needs (CSHCN) 

ω Medically Dependent Children Program (MDCP) 

ω Community Resource Coordination Groups (CRCGs) 

ω Texas Department of Assistance and Rehabilitative Services (DARS) 

ω Home and Community-Based Services (HCS) 

ω Community Based Alternatives (CBA) 

ω In-Home Family Support 

ω Primary Home Care 

ω Day Activity and Health Services 
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ω Deaf/Blind Multiple Disabled Waiver Program 

 

Community Health Choice and Providers must ensure that Members with disabilities or chronic or complex conditions have access 

to treatment by a multidisciplinary team when determined to be medically necessary for effective treatment or to avoid separate 

and fragmented evaluations and service plans. 

The teams must include both physician and non-physician Providerǎ ŘŜǘŜǊƳƛƴŜŘ ǘƻ ōŜ ƴŜŎŜǎǎŀǊȅ ōȅ ǘƘŜ aŜƳōŜǊΩǎ t/t ŦƻǊ ǘƘŜ 

comprehensive treatment of the Member. 

They must: 

ω Participate in hospital discharge planning 

ω Participate in pre-admissions hospital planning for non-emergency hospitalizations 

ω Develop specialty care and support service recommendations to be incorporated into the PCPΩǎ Ǉƭŀƴ ƻŦ ŎŀǊŜ 

ω tǊƻǾƛŘŜ ƛƴŦƻǊƳŀǘƛƻƴ ǘƻ ǘƘŜ aŜƳōŜǊ ŀƴŘ ǘƘŜ aŜƳōŜǊΩǎ ŦŀƳƛƭȅ ŎƻƴŎŜǊƴƛƴƎ ǘƘŜ ǎǇŜŎƛŀƭǘȅ ŎŀǊŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ  

Please contact Community Health Choice Member Services to assist in coordinating any services that our Members may need such as:  

ω Transportation to a medically necessary appointment 

ω Translation services 

Reading/Grade Level Consideration 

An estimated 40 ς 44 million Americans are functionally illiterate, and another 50 million are only marginally literate. Nearly half of 

the functionally illiterate live in poverty. One-fourth report physical, mental or health conditions that prevent them from fully 

participating in work, school or housework. A study of patients at two public hospitals found that 35 percent of the English-

speaking, and 62 percent of the Spanish-speaking patients had inadequate or marginal functional health literacy, with more than 81 

percent of the elderly groups having limited health literacy. Thus, we expect that many of our Community Health Choice Members 

have limited ability to understand instructions and read medication bottles. Yet most people with literacy problems are ashamed 

and will try to hide them from Providers. 

Low literacy can mean that your patient may not be able to comply with your medical advice and prescriptions because they do not 

understand your instructions. 

Member materials should be written at a 4th to 6th grade reading level. The guidelines provided for communication with 

interpreters are also good guidelines for communicating with Members with limited literacy, especially asking the Member to 

repeat your instructions. Do not assume that the Member will be able to read instructions or a drawing/diagram for taking 

prescription medicines. Above all else, be sensitive to the embarrassment the Member may feel about limited literacy. 

Community Health Choice Member Services can assist with interpreters. 

Cultural Sensitivity 

Cultural sensitivity refers to the ability of individuals and systems to provide services effectively to people of all cultures, races, 

ethnic backgrounds, and religions in a manner that recognizes values, affirms and respects the worth of the individuals, and 

protects and preserves the dignity of each. Community Health ChoiceΩǎ ƛƴǘŜǊǇǊŜǘƛǾŜ ǎŜǊǾƛŎŜǎ ǿƛƭƭ ƘŜƭǇ ȅƻǳ ǇǊƻǾƛŘŜ ŎŀǊŜ ƛƴ ŀ 

culturally competent manner. 

Members requiring behavioral healthcare services should preferably be referred to treatment Providerǎ ǿƘƻ ǎǇŜŀƪ ǘƘŜ aŜƳōŜǊΩǎ 

language and have an understanding of related cultural issues. In the event that a Member requires a behavioral health Provider 

who speaks another language or has specific expertise with a specific culture, they may contact Member Services at 

1.877.343.3108 to receive appropriate referrals. 
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Medical Transportation Program (MTP) ς STAR only 

Medical Transportation Program (MTP) is a state-run program to ensure that Medicaid Members have transportation to and from 

facilities for their appointments when no other transportation is available. To obtain a ride, Members or their authorized 

representatives should call MTM at 1.855.687.4786. See the STAR section of this Provider manual for more information on MTP. 

Transportation Value-Added Services 

Community Health Choice ƻŦŦŜǊǎ ŦǊŜŜ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴ ŦƻǊ aŜŘƛŎŀƛŘ aŜƳōŜǊǎ ǘƻ ŘƻŎǘƻǊǎΩ ŀǇǇƻƛƴǘƳŜƴǘǎ ǿƘŜƴ {ǘŀǘŜ aŜŘƛŎŀƭ 

Transportation is not available and when approved by Community Health ChoiceΩǎ ŎŀǎŜ ƳŀƴŀƎŜǊΦ Community Health Choice also 

offers free transportation for CHIP MembeǊǎ ǘƻ ŘƻŎǘƻǊǎΩ ŀǇǇƻƛƴǘƳŜƴǘǎ ƛŦ ƴƻ ƻǘƘŜǊ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴ ƛǎ ŀǾŀƛƭŀōƭŜΦ ¢ƘŜ aŜƳōŜǊ Ƴǳǎǘ 

call Community Health Choice ŦƻǊ ŀǇǇǊƻǾŀƭ ŀǘ ƭŜŀǎǘ ǘƘǊŜŜ ōǳǎƛƴŜǎǎ Řŀȅǎ ōŜŦƻǊŜ ǘƘŜ aŜƳōŜǊΩǎ ŀǇǇƻƛƴǘƳŜƴǘΦ 

Emergency Services 
Emergency Room Services 

Emergency room Providers are authorized by Community Health Choice to provide medically necessary and appropriate treatment 

for any Community Health Choice Member. If a Community Health Choice Member needs to be admitted, the hospital must notify 

the Community Health Choice Utilization Management Department within 24 hours of the admission or the next business day by 

either calling 713.295.2295 or 1.888.760.2600, by faxing the encounter record to 713.295.2284 or on our website at 

CommunityHealthChoice.org. The PCP should also be notified by the hospital about the admission within 24 hours or the next 

business day. Whenever a Community Health Choice Member presents to an emergency room with a non-emergent condition, the 

Member must be assessed, and their PCP must be contacted (the name of the PCP is located on the Member ID card) for 

appropriate treatment or education. 

 

If the PCP or on-call Provider cannot be reached, the hospital should: 

ω Document attempts to contact the PCP 

ω Treat the Member 

Notify the PCP of services rendered by faxing a copy of the encounter to Community Health Choice at 713.295.2284. Community 

Health Choice will forward a copy to the PCP within 24 hours or the next business day. Follow-up care should be referred to the 

PCP. 

Emergency Prescription Supply 

A 72-hour emergency supply of a prescribed drug must be provided when a medication is needed without delay and prior 

authorization (PA) is not available. This applies to all drugs requiring a prior authorization (PA), either because they are 

nonpreferred drugs on the Preferred Drug List or because they are subject to clinical edits. 

The 72-hour emergency supply should be dispensed any time a PA cannot be resolved within 24 hours for a medication on the 

Vendor Drug Program formulary that is appropriate for the MemberΩǎ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴΦ LŦ ǘƘŜ ǇǊŜǎŎǊƛōƛƴƎ Provider cannot be 

reached or is unable to request a PA, the pharmacy should submit an emergency 72-hour prescription.  

A pharmacy can dispense a product that is packaged in a dosage form that is fixed and unbreakable, e.g., an albuterol inhaler, as a 

72-hour emergency supply. 

To be reimbursed for a 72-hour emergency prescription supply, pharmacies should submit the following information: 

ω άtǊƛƻǊ !ǳǘƘƻǊƛȊŀǘƛƻƴ ǘȅǇŜ /ƻŘŜά όCƛŜƭŘ псм-9¦ύ Ґ ΨуΩ 

ω άtǊƛƻǊ !ǳǘƘƻǊƛȊŀǘƛƻƴ bǳƳōŜǊ {ǳōƳƛǘǘŜŘέ όCƛŜƭŘ псн-9±ύ Ґ ΨулмΩ 

ω ά5ŀȅǎΩ {ǳǇǇƭȅέ ƛƴ ǘƘŜ ŎƭŀƛƳ ǎŜƎƳŜƴǘ ƻŦ ǘƘŜ ōƛƭƭƛƴƎ ǘǊŀƴǎŀŎǘƛƻƴ όCƛŜƭŘ плр-D5) = ΨоΩ 

ω άvǳŀƴǘƛǘȅ 5ƛǎǇŜƴǎŜŘέ ǎƘƻǳƭŘ Ŝǉǳŀƭ ǘƘŜ ŀƳƻǳƴǘ ŦƻǊ ŀ ǘƘǊŜŜ-day supply (Field 442-E7) 

http://www.communityhealthchoice.org/
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Call Navitus Customer Care toll free at 1.877.908.6023 for more information about the 72-hour emergency prescription supply 

policy. 

Emergency Transportation 

The ambulance transport is an emergency service when the condition of the client is life threatening and requires use of special 

equipment, life-support systems, and close monitoring by trained attendants while in route to the nearest appropriate facility. 

Facility-to-facility transfers may be considered emergencies if an absence of immediate medical attention could result in 

serious impairment, dysfunction or failure of one or more organs or body parts, and the required emergency treatment is not 

available at the first facility. Claims for such transport must document the aforementioned criteria. 

Non-Emergency Transportation 

When a Community Health Choice Member has a medical problem requiring treatment in another location and is so severely 

disabled that the use of an ambulance is the only appropriate means of transfer, the ambulance transport is a non-emergency 

service. Non-emergency transports for a Community Health Choice Member with severe disabilities must be to or from a scheduled 

medical appointment. 

A round-ǘǊƛǇ ǘǊŀƴǎŦŜǊ ŦǊƻƳ ǘƘŜ aŜƳōŜǊΩǎ ƘƻƳŜ ǘƻ ŀƴ ƻǳǘǇŀǘƛŜƴǘ ƻǊ ŦǊŜŜǎǘŀƴŘƛƴƎ Řƛŀƭȅǎƛǎ ƻǊ radiation facility is covered only when 

the Member meets the definition of severely disabled. 

ά{ŜǾŜǊŜƭȅ ŘƛǎŀōƭŜŘέ ƳŜŀƴǎ ǘƘŀǘ ǘƘŜ aŜƳōŜǊΩǎ ǇƘȅǎƛŎŀƭ ŎƻƴŘƛǘƛƻƴ ƭƛƳƛǘǎ ƘƛǎκƘŜǊ Ƴƻōƛƭƛǘȅ ŀƴŘ ǊŜǉǳƛǊŜǎ ǘƘŜ aŜƳōŜǊ ǘƻ ōŜ ōŜŘ 

confined at all times, unable to sit unassisted at all times or requires continuous life-support systems, including oxygen or IV 

infusion. A run sheet or other supporting documentation is required for non-emergency transportation and must clearly state the 

aŜƳōŜǊΩǎ ǇƘȅǎƛŎŀƭ ŎƻƴŘƛǘƛƻƴ ŀƴŘ ǎŜǾŜǊƛǘȅ at the time of the transfer. The run sheet must include the signature of the EMT 

transporting the client. Non-ŜƳŜǊƎŜƴŎȅ ǘǊŀƴǎŦŜǊǎ ƻŦ ŀ aŜƳōŜǊΩǎ ǿƘƻǎŜ ŎƻƴŘƛǘƛƻƴ ŘƻŜǎ ƴƻǘ ƳŜŜǘ ǘƘŜ ǎŜǾŜǊŜƭȅ ŘƛǎŀōƭŜŘ ŎǊƛǘŜǊƛŀ ŀǊŜ 

not covered benefits. 

Behavioral Health 
Behavioral health services are covered services for the treatment of mental health and emotional disorders, as well as substance 

abuse disorders as defined by the DSM V and/or ICD-10 classification systems. Those services include treatment at inpatient, 

outpatient, and divisionary levels of care. 

An emergency behavioral health condition is any condition, without regard to the nature or cause of the condition, that requires 

immediate intervention or medical attention. Without this emergency behavioral health treatment or intervention, Members might 

present an immediate danger to themselves or others, or Members may be incapable of controlling, knowing or understanding the 

consequences of their actions. 

Medically necessary behavioral health services are: 

ω Reasonable and necessary to diagnose and treat a mental health or chemical dependency disorder or to improve, maintain or 

prevent deterioration of functioning resulting from such a disorder 

ω In accordance with professionally accepted clinical guidelines and standards of practice in behavioral health care 

ω Provided in the safest, most appropriate, and least restrictive setting 

ω bƻǘ ƻƳƛǘǘŜŘ ǿƛǘƘƻǳǘ ŀŘǾŜǊǎŜƭȅ ŀŦŦŜŎǘƛƴƎ ǘƘŜ aŜƳōŜǊΩǎ ƳŜƴǘŀƭ ŀƴŘκƻǊ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ƻǊ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ŎŀǊŜ ǊŜƴŘŜǊŜŘ 

ω Not experimental or investigative. 

ω Not primarily for the convenience of the Member or Provider. 

The mental health priority populations are those individuals served by Texas Mental Health Mental Retardation (TXMHMR). This 

group is defined as children and adolescents under the age of 18 who exhibit severe emotional or social disabilities that are life-

threatening or require prolonged intervention. 
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Also included in this group are adults who have severe and persistent mental illnesses such as schizophrenia, major depression, 

manic depressive disorder or other severely disabling mental disorders that require crisis resolution or ongoing and long-term 

support and treatment. 

Behavioral Health Appointment Accessibility Standards 

Emergent/Life Threatening Immediate 

Urgent Within 24 hours 

Routine Primary Care Within 14 days of the request 

Initial Outpatient Behavioral Health  Within 14 days 

Specialty Routine Within 21 days 

Outpatient Behavioral Health Treatment 

following a Behavioral Health Inpatient 

Admission 

Within 7 days from the date of 

discharge 

 

Primary Care Provider Requirements for Behavioral Health 

Community Health Choice PCPs must screen, evaluate, refer and/or treat any behavioral health problems and disorders. The PCP 

may provide behavioral health services within the scope of its practice. Timely and appropriate patient assessment and referral are 

essential components for the treatment of behavioral health issues. 

Providers can call Community Health Choice toll free at 1.877.343.3108 to obtain assistance in identifying an appropriate 

contracted behavioral health Provider for your patient. Members can call the Crisis Line 24 hours a day, seven days a week, toll free 

at 1.877.343.3108.  

The Provider is responsible for maintaining treatment records and obtaining a written medical record release from the Member or 

a parent/legal guardian of the Member before records can be released. 

Self-Referral 

Community Health Choice Members may self-refer to any in-network behavioral health Provider. 

Community Health Choice Members can also call Community Health Choice at 713.295.2294 regarding how and where to obtain 

behavioral health services. No prior approval from the PCP is required.  

Providers may refer Members suspected of having a developmental delay or a developmental disability, seriously emotionally 
disturbed (SED), mental illness or chemical dependency by:  
 

¶ Calling Provider Services at 713.295.2295 or  

¶ Faxing referral information to our dedicated behavioral health faxes at 713.576.0932 for inpatient or 713.576.0931 for 

outpatient. 

Behavioral Health Services 

Community Health ChoiceΩǎ Provider Network makes available behavioral health services for the treatment of mental health as well 

as drug and alcohol issues by hospitals, chemical dependency treatment facilities licensed by the Department of State Health 

Services, and practitioners of the healing arts that include: 

ω Psychiatric assessment and referral services 

ω Individual, family, and group counseling 

ω Acute inpatient hospitalization 

ω Short-term residential 
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ω Partial hospitalization for mental health conditions  

ω Intensive outpatient programs 

ω Medication evaluation and monitoring 

ω Referral for other community services 

ω Case management 

ω Attention Deficit Hyperactivity Disorder (ADHD) services 

ω Off-site service (home-based, school-based, mobile crisis, home health) (value-added benefit) 

ω Targeted Case Management 

ω Mental Health Rehabilitative Services 

Mental Health Rehabilitative Services and Mental Health Targeted Case Management  

Mental Health Rehabilitative Services and Mental Health Targeted Case Management must be available to eligible STAR and 
STAR+PLUS Members who require these services based on the appropriate standardized assessment ς either the Adult Needs and 
Strengths Assessment (ANSA) or the Child and Adolescent Needs and Strengths (CANS).  
 
Severe and persistent mental illness (SPMI) means a diagnosis of bipolar disorder, major clinical depression, schizophrenia or 
another behavioral health disorder as defined by the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5) 
accompanied by:  

¶ Impaired functioning or limitations of daily living (including personal grooming, housework, basic home maintenance, 
managing medications, shopping or employment) due to the disorder.  

¶ Impaired emotional or behavioral functioning that interferes substantially with the MemberΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ǊŜƳŀƛƴ ƛƴ ǘƘŜ 
community without supportive treatment or services.  

 
Severe emotional disturbance (SED) means psychiatric disorders in children and adolescents that cause severe disturbances in 
behavior, thinking, and feeling.  
 
Mental Health Rehabilitative Services (MHR) are those age-appropriate services determined by HHSC and federally approved 
protocol as medically necessary to reduce a MemberΩǎ Řƛǎŀōƛƭƛǘȅ ǊŜǎǳƭǘƛƴƎ ŦǊƻƳ ǎŜǾŜǊŜ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎ ŦƻǊ ŀŘǳƭǘǎ ƻǊ ǎŜǊƛƻǳǎ 
emotional, behavioral or mental disorders for children and to restore the Member to his or her best possible functioning level in 
the community. Services that provide assistance in maintaining functioning may be considered rehabilitative when necessary to 
help a Member achieve a rehabilitation goal as defined in the MemberΩǎ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ ǇƭŀƴΦ 
 
MHR services include training and services that help the Member maintain independence in the home and community such as the 
following:  

¶ Medication training and support: curriculum-based training and guidance that serves as an initial orientation for the 
Member in understanding the nature of his or her mental illnesses or emotional disturbances and the role of medications 
in ensuring symptom reduction and the increased tenure in the community  

¶ Psychosocial rehabilitative services: social, educational, vocational, behavioral or cognitive interventions to improve the 
MemberΩǎ ǇƻǘŜƴǘƛŀƭ ŦƻǊ ǎƻŎƛŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ƻŎŎǳǇŀǘƛƻƴŀƭ ƻǊ ŜŘǳŎŀǘƛƻƴŀƭ ŀŎƘƛŜǾŜƳŜƴǘΣ ŀƴŘ ƭƛǾƛƴƎ ǎƪƛƭƭǎ ŘŜǾŜlopment  

¶ Skills training and development: skills training or supportive interventions that focus on the improvement of 
communication skills, appropriate interpersonal behaviors, and other skills necessary for independent living or, when age 
appropriate, functioning effectively with family, peers, and teachers  

¶ Crisis intervention: intensive community-based one-to-one service provided to Members who require services in order to 
control acute symptoms that place the Member at immediate risk of hospitalization, incarceration or placement in a more 
restrictive treatment setting  

¶ Day program for acute needs: short-term, intensive, site-based treatment in a group modality to an individual who 
requires multidisciplinary treatment in order to stabilize acute psychiatric symptoms or prevent admission to a more 
restrictive setting or reduce the amount of time spent in the more restrictive setting  

 
Mental Health Targeted Case Management (TCM) means services designed to assist Members with gaining access to needed 
medical, social, educational, and other services and supports. TCM services include:  
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¶ Case management for Members who have SED (children 3-17 years of age), which includes routine and intensive case 
management services.  

¶ Case management for Members who have SPMI (adults 18 years of age or older).  
 
MHR and TCM services, including any limitations to these services, are described in the most current TMPPM, including the 
Behavioral Health, Rehabilitation, and Case Management Services Handbook. Community Health Choice will authorize these 
services using the Department of State Health Services (DSHS) Resiliency and Recovery Utilization Management Guidelines 
(RRUMG), but we are not responsible for providing any services listed in the RRUMG that are not covered services. Community 
Health Choice must accept the level of care generated by the CANS/ANSA and may not prior authorize MHR /TCM services based 
on medical necessity. Providers must review a Member's plan of care for MHR services in accordance with the RRUMG to 
determine whether a change in the Member's condition or needs warrants a reassessment or change in service. 
 

¶ Texas Resilience and Recovery Utilization Management Guidelines for Adult Mental Health Services can be found at 
DSHS.texas.gov/transition/mhsa.aspx. 

 

¶ Texas Resilience and Recovery Utilization Management Guidelines for Child and Adolescent Services can be found at 
DSHS.texas.gov/transition/mhsa.aspx. 

 
Providers of MHR and TCM services must use, and be trained and certified to administer, the Adult Needs and Strengths 
Assessment (ANSA) and the Child and Adolescent Needs and Strengths (CANS) tools to assess a MemberΩǎ ƴŜŜŘ ŦƻǊ ǎŜǊǾƛŎŜǎ ŀƴŘ 
recommend a level of care. Providers must use these tools to recommend a level of care to Community Health Choice by using the 
current DSHS Clinical Management for Behavioral Health Services (CMBHS) web-based system. A Provider entity must attest to 
Community Health Choice that the organization has the ability to provide, either directly or through subcontract, the full array of 
RRUMG services to Members. 
 
HHSC has established qualifications and supervisory protocols for Providers of MHR and TCM Services. This criterion is located in 
Chapter 15.1 of the HHSC Uniform Managed Care Manual. 
 

Coordination Between Behavioral Health and Physical Health Services 

PCPs and Behavioral Health Providers must work with Community Health Choice to be in compliance with parity and comply with all 

applicable provisions of the Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA) and all related regulations.  

Behavioral Health Providers should ǎŜƴŘ ƛƴƛǘƛŀƭ ŀƴŘ ǉǳŀǊǘŜǊƭȅΣ ƻǊ ƳƻǊŜ ŦǊŜǉǳŜƴǘƭȅ ƛŦ ŎƭƛƴƛŎŀƭƭȅ ƛƴŘƛŎŀǘŜŘΣ ǎǳƳƳŀǊȅ ǊŜǇƻǊǘǎ ƻŦ ŀ aŜƳōŜǊΩǎ 

behavioral health status to the PCP. aŜƳōŜǊ ƻǊ ǘƘŜ aŜƳōŜǊΩǎ Legally Authorized Representative (LAR) must provide consent for the 

release of such information to the PCP.  

Behavioral Health Providers may only provide physical healthcare services if they are licensed to do so. Behavioral Health Providers 

must refer Members with known or suspected and untreated physical health problems or disorders to their PCP for examination 

and treatment, with the Member's or the Member's LAR's consent. 

Medical Records Documentation 

Community Health Choice contracted behavioral health Providers must use the current version of the DSM. This information, as well as 

ŀǎǎŜǎǎƳŜƴǘκƻǳǘŎƻƳŜ ƛƴŦƻǊƳŀǘƛƻƴΣ ƛǎ ǘƻ ōŜ ŘƻŎǳƳŜƴǘŜŘ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ǘǊŜŀǘƳŜƴǘ ǊŜŎƻǊŘΦ 

Consent for Disclosure of Information 

Information concerning the diagnosis, evaluation or treatment of a Community Health Choice Member by a person licensed or 

certified to perform the diagnosis, evaluation or treatment of any medical, mental or emotional disorder or drug abuse is normally 

confidential information that the Provider may disclose only to authorized persons. Family planning information is particularly 

sensitive, and confidentiality must be assured for all clients, especially minors. Client information may only be released after the 

client provides a written release of information. 

https://www.dshs.texas.gov/transition/mhsa.aspx
https://www.dshs.texas.gov/transition/mhsa.aspx
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Court-Ordered Commitments 

Community Health Choice provides benefits for Medicaid- and CHIP-covered inpatient and outpatient psychiatric services to 
Members birth through age 20 and ages 65 and older who have been ordered to receive the services by a court of competent 
jurisdiction, including services ordered under the provisions of the Texas Health and Safety Code, Chapters 573 or 574, and the 
Texas Code of Criminal Procedure, Chapter 46B, or as a condition of probation. We also provide benefits for Medicaid-covered 
medically necessary substance use disorder treatment services required as a condition of probation.  
 
Community Health Choice:  
ω Will not deny, reduce or controvert the medical necessity of any court-ordered inpatient or outpatient psychiatric services 

for Members age 20 and younger or ages 65 and older; any modification or termination of services will be presented to the 
court with jurisdiction over the matter for determination.  

ω Will comply with the utilization review of chemical dependency treatment; chemical dependency treatment must conform 
to the standards set forth in the Texas Administrative Code.  

ω Will not allow Members ordered to receive treatment under a court-ordered commitment to appeal the commitment 
through our complaint or appeals processes.  
 

Coordination with Local Mental Health Authority (LMHA) 

LMHAs and other approved Providers contracted with Community Health Choice can also perform assessments to determine 

eligibility for rehabilitative and targeted MHMR case management services. Providers of outpatient behavioral health services who 

believe their Community Health Choice Member qualifies for targeted case management or rehabilitation services through the 

LMHA may refer to the LMHA office nearest to the Member. The Member will be assessed to determine if he/she meets criteria for 

Severe and Persistent Mental Illness (SPMI) or Severe Emotional Disturbance (SED). 

Providers can locate the local mental health authority by contacting the Texas Department of State Health Services at 

1.800.252.8154 or at DSHS.state.tx.us/mhservices/.  

Community Health Choice actively coordinates ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ǿƛǘƘ ǘƘŜ ƭƻŎŀƭ [aI!Ωǎ ǿƛǘƘƛƴ ǘƘŜ ǎǇŜŎƛŦƛŎ ǎŜǊǾƛŎŜǎ ŀǊŜŀǎΣ 

including The Harris Center, Tri-County Services MHMR, Spindletop MHMR, Texana Center, and Burke Center MHMR. 

Assessment Instruments for Behavioral Health: PCP Toolkit 

Community developed a comprehensive PCP Toolkit for Primary Care Providers to assist in identifying and treating behavioral 

health issues. It includes information on the most common behavioral health issues, including guidelines for diagnosis and 

treatment, fact sheets for Members, and assessment tools. Delivering behavioral health services in a primary care setting can help 

reduce the stigma associated with mental health diagnoses. Primary care settings are also becoming the first line of identification 

for behavioral health issues, and PCPs are the center of care for many patients who have both physical and behavioral health 

disorders. To support PCPs, this online toolkit will assist in identifying behavioral health conditions through well-known screening 

tools, as well as decision support. Condition-specific fact sheets, as well as other patient-centered information, are included in the 

toolkit so PCPs can help their patients understand their diagnoses and take the right steps to become and stay healthy. 

Conditions included in the toolkit: 

¶ ADHD in Children and Adults 

¶ Alcohol and substance abuse/addiction 

¶ Anxiety  

¶ Autism 

¶ Bipolar Disorder 

¶ Eating disorders 

¶ Major Depression 

¶ Opiates 

¶ PTSD 

¶ Schizophrenia 
 

http://www.dshs.state.tx.us/mhservices/
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Providers may access the PCP Toolkit online at www.CommunityHealthChoice.org. 

Inpatient Discharge Follow-Up and Missed Appointment Procedures 

Community Health Choice Members receiving inpatient psychiatric services must be scheduled for outpatient treatment prior to 

discharge. They must receive outpatient treatment within seven days from the date of discharge and a follow up appointment 

within 30 days after hospitalization for mental illness. Behavioral health aftercare services can be provided by psychiatrists, 

psychologists, licensed therapists or alternative care services as appropriate for the individual Member. Missed appointments 

should be rescheduled within 24 hours. 

Members with behavioral health diagnosis are also monitored for readmission to an inpatient facility. Results of these reports and 

focused studies are available to Providers upon request.  

Physical Health Lab/Ancillary Tests 

Behavioral health Providers are required to refer Members with physical health problems to their PCP for treatment. 

Providers should utilize participating laboratory vendors to provide analysis of labs related to outpatient psychiatric medication 

management. 

Behavioral Health Focus Studies and Utilization Management Reporting Requirements 

Community Health Choice is contractually required to inform and include all Providers in health plan quality reporting and 

activities. Behavioral health Providers are required to participate in the following UM/QI Plan: 

ω UM Reports: Based on modified HEDIS measures (performed on 100 percent of submitted claims/encounters), the data is 

obtained through medical records data and Provider and Member surveys 

ω Member Records: Randomly selected for auditing 

ω Encounter/Claims Data: Submitted on CMS 1500 or UB 04 format. It is critical that these claims be filed clearly and correctly. 

ω Provider Surveys: Please complete and return. 

ω Member Surveys: Random number of Members selected to complete 

ω Provider Profiles: Community Health Choice will complete and make available to the Provider. 

Dental Services 
Role of Main Dental Home  

Dental plan Members may choose their Main Dental Homes. Dental plans will assign each Member to a Main Dental Home if 

he/she does not timely choose one. Whether chosen or assigned, each Member who is 6 months or older must have a designated 

Main Dental Home.  

A Main Dental HomŜ ǎŜǊǾŜǎ ŀǎ ǘƘŜ aŜƳōŜǊΩǎ Ƴŀƛƴ ŘŜƴǘƛǎǘ ŦƻǊ ŀƭƭ ŀǎǇŜŎǘǎ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜΦ ¢ƘŜ aŀƛƴ 5Ŝƴǘŀƭ IƻƳŜ Ƙŀǎ ŀƴ ƻƴƎƻƛƴƎ 

relationship with that Member to provide comprehensive, continuously accessible, coordinated, and family-centered care. The 

Main Dental Home Provider also makes referrals to dental specialists when appropriate. Federally Qualified Health Centers and 

individuals who are general dentists and pediatric dentists can serve as Main Dental Homes. 

How to Help a Member Find Dental Care 

¢ƘŜ 5Ŝƴǘŀƭ tƭŀƴ aŜƳōŜǊ L5 ŎŀǊŘ ƭƛǎǘǎ ǘƘŜ ƴŀƳŜ ŀƴŘ ǇƘƻƴŜ ƴǳƳōŜǊ ƻŦ ŀ aŜƳōŜǊΩǎ aŀƛƴ 5Ŝƴǘŀƭ IƻƳŜ Provider. The Member can 

contact the dental plan to select a different Main Dental Home Provider at any time. If the Member selects a different Main Dental 

Home ProviderΣ ǘƘŜ ŎƘŀƴƎŜ ƛǎ ǊŜŦƭŜŎǘŜŘ ƛƳƳŜŘƛŀǘŜƭȅ ƛƴ ǘƘŜ ŘŜƴǘŀƭ ǇƭŀƴΩǎ ǎȅǎǘŜƳΣ ŀƴŘ ǘƘŜ aŜƳōŜǊ ƛǎ ƳŀƛƭŜŘ ŀ ƴŜǿ L5 ŎŀǊŘ ǿƛǘƘƛƴ 

five business days. 
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If a Member does not have a dental plan assigned or is missing a card from a dental plan, the Member can contact the 

aŜŘƛŎŀƛŘκ/ILt 9ƴǊƻƭƭƳŜƴǘ .ǊƻƪŜǊΩǎ toll-free number at 1.800.964.2777.  

Emergency Dental Services 

Medicaid Emergency Dental Services: 

Community Health Choice is responsible for emergency dental services provided to Medicaid Members in a hospital or ambulatory 

surgical center setting. We will pay for hospital, physician, and related medical services (e.g., anesthesia and drugs) for: 

ω treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts; and 

ω treatment of oral abscess of tooth or gum origin.  

CHIP Emergency Dental Services: 

Community Health Choice is responsible for emergency dental services provided to CHIP Members and CHIP Perinate Newborn 

Members in a hospital or ambulatory surgical center setting. We will pay for hospital, physician, and related medical services (e.g., 

anesthesia and drugs) for: 

ω treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts; and 

ω treatment of oral abscess of tooth or gum origin.  

Non-Emergency Dental Services 

Medicaid Non-Emergency Dental Services:  

Community Health Choice is not responsible for paying for routine dental services provided to Medicaid Members. These services 

are paid through Dental Managed Care Organizations.  

Community Health Choice is responsible for paying for treatment and devices for craniofacial anomalies and of Oral Evaluation and 

Fluoride Varnish Benefits (OEFV) provided as part of a Texas Health Steps medical checkup for Members ages 6 through 35 months.  

Medical Providers for Texas Health Steps must complete training and become certified to provide the intermediate oral evaluation 

and fluoride varnish application before providing these services. Federally qualified health center (FQHC) Providers will be certified 

at the facility level. Training for certification is available as a free continuing education course on the Texas Health Steps website at 

www.TXHealthSteps.com/. 

OEFV benefit includes (during a visit) intermediate oral evaluation, fluoride varnish application, dental anticipatory guidance, and 

assistance with a Main Dental Home choice. 

ω OEFV is billed by Texas Health Steps Providers on the same day as the Texas Health Steps medical checkup (99381, 99382, 

99381, or 99392 medical checkup procedure code).  

ω OEFV must be billed concurrently with a Texas Health Steps medical checkup utilizing CPT code 99429 with U5 modifier and 

diagnosis codes Z00.121 or Z00.129. 

ω Documentation must include all components of the OEFV.  

ω Texas Health Steps Providerǎ Ƴǳǎǘ ŀǎǎƛǎǘ aŜƳōŜǊǎ ǿƛǘƘ ŜǎǘŀōƭƛǎƘƛƴƎ ŀ aŀƛƴ 5Ŝƴǘŀƭ IƻƳŜ ŀƴŘ ŘƻŎǳƳŜƴǘ aŜƳōŜǊΩǎ aŀƛƴ 

5Ŝƴǘŀƭ IƻƳŜ ŎƘƻƛŎŜ ƛƴ ǘƘŜ aŜƳōŜǊǎΩ ŦƛƭŜΦ  

A maximum of six services may be billed per Member lifetime by any Provider. There is no additional reimbursement for OEFV 

services for FQHCs. 

CHIP Non-Emergency Dental Services: 

Community Health Choice is not responsible for paying for routine dental services provided to CHIP and CHIP Perinate Members. 

These services are paid through Dental Managed Care Organizations.  

Community Health Choice is responsible for paying for treatment and devices for craniofacial anomalies. 

http://www.txhealthsteps.com/
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Pharmacy 
Pharmacy benefits for Community Health Choice Members are administered by Navitus Health Solutions, a pharmacy benefit 

management company. For questions related to pharmacy benefits, including participating pharmacies, formulary, preferred drugs, 

billing, prescription overrides, prior authorizations, quantity limits, or formulary exceptions, please call Navitus Customer Care toll 

free at 1.877.908.6023 or visit Navitus.com. The Navitus formulary adheres to the VDP formulary or preferred drug list and includes 

prescription drugs that are found to be safe and economical by a committee of prescribers and pharmacists called the Pharmacy 

and Therapeutics (P&T) Committee. The formulary includes two tiers of coverage: 

ω Tier 1 ς Mostly generic drugs 

ω Tier 2 ς Typically formulary brand name drugs 

Role of Pharmacy 

Community Health Choice makes payment for medically necessary prescriptions of covered outpatient drugs to pharmacy Providers 

contracted with Navitus. Medicaid Members may receive medically necessary prescriptions from the Medicaid enrolled pharmacy 

of their choice. Navitus negotiates drug costs with manufactures and contracts with most pharmacies. 

A complete list of participating pharmacies is available on the Navitus website at Navitus.com or by calling Navitus customer care at 

1.877.908.6023. 

Pharmacy Provider Responsibilities 

Pharmacy Providers participating in the Texas Medicaid Program or CHIP Programs must comply and adhere to the Formulary and 

Preferred Drug List (PDL). Pharmacy Provider ǿƛƭƭ Ŧƛƭƭ ǇǊŜǎŎǊƛǇǘƛƻƴǎ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ tǊŜǎŎǊƛōŜǊΩǎ ŘƛǊŜŎǘƛƻƴǎ ŀƴŘ ŎƻƻǊŘƛƴŀǘŜ ǿƛǘƘ ǘƘŜ 

prescribing physician to assure the authenticity of the prescription drug order. Pharmacy Provider will ensure Members receive all 

medications for which they are eligible by ensuring reasonable verification of the identity of the patient, prescriber, and if 

appropriate, caregiver. Pharmacy Provider must provide coordination of benefits when a Member also received Medicare Part D 

services or other insurance benefits. 

 

How to Find a List of Covered Drugs 

Drugs eligible for reimbursement are listed in the current Texas Listing of National Drug Codes. The formulary is available at 

Navitus.com/Texas-Medicaid-STAR-CHIP/formulary.aspx.  

How to Find a List of Preferred Drugs 

Providers can find a list of preferred drugs at Navitus.com.  

How to Find a List of PA Required Services and Codes 

Some medications do require prior authorization. More information is available at Navitus.com. On the formulary, medications that 

ǊŜǉǳƛǊŜ ǇǊƛƻǊ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ŦƻǊ ŎƻǾŜǊŀƎŜ ŀǊŜ ƳŀǊƪŜŘ ǿƛǘƘ άt!Φέ ! ǊŜǎǇƻƴǎŜ ƻŦ άt! bƻǘ wŜǉǳƛǊŜŘέ ƻƴ ŀ ǊŜǘǳǊƴŜŘ ǊŜǉǳŜǎǘ ŦƻǊƳ ƛǎ ƴƻǘ 

a guarantee of payment. The services must be a benefit of the MemberΩǎ ŜƴǊƻƭƭƳŜƴǘ ƛƴ ƻǊŘŜǊ ǘƻ ōŜ ŎƻƴǎƛŘŜǊŜŘ ŦƻǊ ǇŀȅƳŜƴǘΦ άt! 

bƻǘ wŜǉǳƛǊŜŘέ ŘƻŜǎ ƴƻǘ ƳŜŀƴ ǘƘŀǘ ǎŜǊǾƛŎŜ ƛǎ ŎƻǾŜǊŜŘΦ 

Process for Requesting Prior Authorization 

tƘȅǎƛŎƛŀƴǎ ǎǳōƳƛǘ ǘƘŜ ǇǊƛƻǊ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ǊŜǉǳŜǎǘǎ ŦƻǊ ŀƴȅ ƳŜŘƛŎŀǘƛƻƴǎ ƳŀǊƪŜŘ ǿƛǘƘ άt!Φέ bŀǾƛǘǳǎ ǿƛƭƭ ǊŜǾƛŜǿ ǘƘŜ t! ǊŜǉǳŜǎǘ 

immediately if by telephone and within 24 hours if by fax or website. 

http://www.navitus.com/
http://www.navitus.com/
http://www.navitus.com/texas-medicaid-star-chip/formulary.aspx
http://www.navitus.com/
http://www.navitus.com/
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Navitus processes Texas Medicaid pharmacy PAs for Community Health Choice. The formulary, PA criteria, and the length of the PA 

approval are determined by HHSC. Information regarding the formulary and the specific PA criteria can be found at the vendor drug 

website, ePocrates, and SureScripts for ePrescribing. 

Prescribers can access prior authorization forms at Navitus.com ǳƴŘŜǊ ǘƘŜ άtǊŜǎŎǊƛōŜǊǎέ ǎŜŎǘƛƻƴ ƻǊ ƘŀǾŜ ǘƘŜƳ ŦŀȄŜŘ ōȅ /ǳǎǘƻƳŜǊ 

/ŀǊŜ ǘƻ ǘƘŜ ǇǊŜǎŎǊƛōŜǊΩǎ ƻŦŦƛŎŜΦ tǊŜǎŎǊƛōŜǊǎ ǿƛƭƭ ƴŜŜŘ ǘƘŜƛǊ btL ƴǳƳōŜǊ ŀƴŘ {ǘŀǘŜ ǘƻ ŀŎŎess the portal. Completed forms can be faxed 

24 hours a day, seven days a week to Navitus at 1.855.668.8553. 

tǊŜǎŎǊƛōŜǊǎ Ŏŀƴ ŀƭǎƻ Ŏŀƭƭ bŀǾƛǘǳǎ /ǳǎǘƻƳŜǊ /ŀǊŜ ŀǘ уттΦфлуΦслно ǘƻ ǎǳōƳƛǘ ŀ t! ǊŜǉǳŜǎǘ ƻǾŜǊ ǘƘŜ ǇƘƻƴŜΦ /ƘƻƻǎŜ ǘƘŜ άtǊŜǎŎǊƛōŜǊέ 

option and speak with the Prior Authorization department between 8:00 a.m. and 5:00 p.m., Mon. ς Fri. (CST). After hours, 

Providers may leave a voicemail. Decisions regarding PA will be made within 24 hours from the time Navitus receives the PA 

request. The Provider will be notified by fax of the outcome or verbally if an approval can be established during a phone request. 

Pharmacies will submit pharmacy claims to Navitus. Medications that require PA will undergo an automated review to determine if 

the criteria are met. If all the criteria are met, the claim is approved and paid, and the pharmacy continues with the dispensing 

process. If the automated review determines that all the criteria are not met, the claim will be rejected, and the pharmacy will 

receive a message indicating that the drug requires PA. At that point, the pharmacy should notify the prescriber, and the above 

process should be followed. Additional details including pharmacy billing instructions are located in the Navitus Pharmacy Provider 

Manual on the Navitus website at Navitus.com. For questions regarding Navitus, call 1.877.908.6023 or visit the Navitus website at 

Navitus.com.  

When a PA is required, and the Provider is not available to submit the PA request, HHSC requires pharmacies to dispense a 72-hour 

supply as long as the Member will not be harmed. The 72-hour emergency fill is for any Medicaid STAR recipient. If the prescribing 

Provider cannot be reached or is unable to request a PA, the pharmacy should submit an emergency 72-hour prescription. This also 

applies if a PA request was submitted, but Navitus could not make a decision within 24 hours of receipt. This procedure should not 

be used for routine and continuous overrides but can be used more than once if the Provider remains unavailable. 

Durable Medical Equipment and Other Products Normally Found in A Pharmacy (STAR) 

Community Health Choice reimburses for covered durable medical equipment (DME) and products commonly found in a pharmacy. 

For all qualified Members, this includes medically necessary items such as nebulizers, ostomy supplies or bed pans, and other 

supplies and equipment. For children (birth through age 20), Community Health Choice also reimburses for items typically covered 

under the Texas Health Steps Program such as prescribed over-the-counter drugs, diapers, disposable or expendable medical 

supplies, and some nutritional products. 

To be reimbursed for DME or other products normally found in a pharmacy for children (birth through age 20), a pharmacy must 

enroll with Community Health Choice by contacting Navitus at 1.877.908.6023. Pharmacy claims should be submitted to Navitus. 

Call Navitus at 1.877.908.6023 for information about DME and other covered products commonly found in a pharmacy for children 

(birth through age 20). 

Care Management 
Care Management/Disease Management Program 

PCPs are expected to transmit information to the Community Health Choice Disease Management Department for those 

Community Health Choice Members who elect to participate in one of Community Health ChoiceΩǎ 5ƛǎŜŀǎŜ aŀƴŀƎŜƳŜƴǘ ǇǊƻƎǊŀƳǎΦ 

Requested information will vary with each disease; they may include but are not be limited to:  

ω Laboratory information 

ω General medical records 

ω Pharmacologic information 

ω Referral notifications 

ω Special needs to be addressed, if any 

ω Demographic information 

https://www.navitus.com/
http://navitus.com/
http://www.navitus.com/
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It is vital to the success of the program that the PCP informs the Member about the program and that they are referring them. 

Physician support is key. Community Health Choice does not require that a specific referral form be filled out to refer a Member to 

our Care Management/Disease Management Programs. Please indicate to which program you would like to refer the Member (i.e. 

diabetes, asthma. High-risk perinatal, congestive heart failure). Include any pertinent clinical information (i.e. asthma action plan, 

A1c, recent notes or plan of care). Community Health Choice always wants to support the plan of care or instructions provided by 

the physician. Once a care plan is developed with the PCP, the care plan will be mailed to both the enrolled Member and the 

Medical Home physicians. Follow-ups to the care plan will be forwarded on a routine basis to the Medical Home physician. 

Care Management/Disease Management at Community Health Choice 

Community Health Choice defines disease management as a system of coordinated healthcare interventions and communications 

for populations with the disease states in which Member self-care efforts are significant. A critical objective of the Disease 

Management program is to enhance the MemberΩǎ ŀōƛƭƛǘȅ ǘƻ ǎŜƭŦ-manage the disease through the application of prevention skills, 

self-monitoring, avoidance of risk behaviors, and informed decision-making related to healthcare resources. 

Care Management/Disease Management and Community Health Choice Providers 

Community Health Choice employs a Member-centric approach to developing the most effective and successful partnerships with 

our Members and Providers. We count on our PCPs and specialists to provide invaluable feedback that ensures the success of our 

programs. Our goal is to complement rather than complicate our Providers who are treating Members in the Disease Management 

programs. Community Health Choice makes available an integrated staff-support team from various clinical and managed-care 

disciplines to coordinate with the assigned PCPs and other medical Providerǎ ǇŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ŎŀǊŜ ŀƴŘ ƘŜƭǇ ǘƘŜ 

Member achieve positive health outcomes. Through Disease Management programs, Community Health Choice works with 

Members, their healthcare Providers, and families to assist the Member in reaching and maintaining an optimal health status that 

avoids costly and unnecessary services. 

There are many reasons to refer Members to the Disease Management program: 

ω Education specific to disease via quarterly updates 

ω Open access to network specialists and assistance with appointments 

ω Coordination of ancillary services 

ω Individualized plan of care 

ω Telephonic case management 

ω Transportation assistance 

ω 24-hour Help Line for Members 

ω Programs are at no cost to the Member and they can elect to withdraw at any time. 

Program Description Criteria 

High-Risk Perinatal Targeted to moms-to-be who are high risk and can 

benefit from education and support 

¶ High risk, history of pre-term births, 

multiple pregnancies or other 

complications 

Asthma Targeted interventions for adults, adolescents, and 

children with asthma 

¶ No age limit 

Diabetes Targeted interventions for Members with Type I and Type 

II Diabetes 

¶ No age limit 

Behavioral Health Targeted interventions for Members with Behavioral 

healthcare needs and Serious and Persistent Mental 

Illness (SPMI).  

¶ No age limit 

¶ Combination of complex medical 

and behavioral health conditions 



44 
 

¶ SPMI and evidence of difficulty 

navigating the challenges of 

managing their disease state 

 

Contact our Care Management/Disease Management department at 832.CHC.CARE (832.242.2273) or 1.888.760.2600.  

Referrals may be faxed to 713.295.7028 or e-mailed to CMCoordinators@CommunityHealthChoice.org.  

For behavioral health, send email to BHCasemanagementreferrals@CommunityHealthChoice.org. 

Complex Case Management Program 
PCPs are expected to transmit information to the Community Health Choice Complex Case Management Department for those 
Community Health Choice Members who elect to participate in one of Community Health ChoiceΩǎ /ƻƳǇƭŜȄ /ŀǎŜ aŀƴŀƎŜƳŜƴǘ 
programs. Requested information will vary with each disease; they may include but are not limited to: 
 
ω Laboratory information 

ω Pharmacologic information 

ω General medical records 

ω Referral notifications 

Once a care plan is developed with the PCP, the care plan will be mailed to both the enrolled Member and the Medical Home 

physician. Follow-ups to the care plan will be forwarded on a routine basis to the Medical Home physician. 

Complex Case Management at Community Health Choice 

Community Health Choice defines complex case management as a collaborative process of assessment, planning, facilitation, care 

ŎƻƻǊŘƛƴŀǘƛƻƴΣ ŜǾŀƭǳŀǘƛƻƴΣ ŀƴŘ ŀŘǾƻŎŀŎȅ ŦƻǊ ƻǇǘƛƻƴǎ ŀƴŘ ǎŜǊǾƛŎŜǎ ǘƻ ƳŜŜǘ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀƴŘ ŦŀƳƛƭȅΩǎ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ƘŜŀƭǘƘ ƴŜŜds 

through communication and available resources to promote quality cost-effective outcomes. 

Complex Case Management and Community Health Choice Providers 

Community Health Choice employs a Member-centric approach to developing the most effective and successful partnerships with 

our Members and Providers. We count on our PCPs and specialists to provide invaluable feedback that ensures the success of our 

programs. Our goal is to complement rather than complicate our Providers who are treating Members in the Complex Case 

Management programs. Community Health Choice makes available an integrated staff support team from various clinical and 

managed-care disciplines to coordinate with the assigned PCPs and other medical Providerǎ ǇŀǊǘƛŎƛǇŀǘƛƴƎ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ŎŀǊŜ ŀƴŘ 

help the Member achieve positive health outcomes. Through Complex Case Management programs, Community Health Choice 

works with Members, their healthcare Providers, and families to assist the Member in reaching and maintaining an optimal health 

status that avoids costly and unnecessary services. 

There are many reasons to refer Members to the Complex Case Management program: 

ω Support MemberΩǎ ŀŘƘŜǊŜƴŎŜ ǘƻ ŎŀǊŜ Ǉƭŀƴǎ ǘƻ ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ŎƻƳǇƭŜȄƛǘƛŜǎ 

ω Advocacy to ensure appropriate services and resources are received 

ω Education and promotion of self-management in order to empower Members to take an active role in their health care 

ω Coordinated and seamless integration of complex services and/or special needs 

ω Referrals to appropriate medical, behavioral, social and community resources 

ω Telephonic case management 

ω 24-hour Help Line for Members 

ω Behavioral Health Crisis Line 

mailto:CMCoordinators@CommunityHealthChoice.org
mailto:BHCasemanagementreferrals@CommunityHealthChoice.org
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Clinical Practice Guidelines 

Clinical Practice Guidelines are reviewed by the chief medical officer and/or the medical director(s) and Medical Care Management 

Committee at minimum annually and updated at least every two years. Clinical Practice Guidelines address the following domains: 

ω Disease Management  

ω Complex Case Management 

ω Two behavioral health conditions, one of which addresses children and adolescents 

ω Preventive Health Guidelines for the following: 

o Perinatal care 

o Care for children up to 24 months old 

o Care for children 2 ς 19 years old  

o Care for adults 20 ς 64 years old  

o Care for adults 65 years and older 

Providers are informed about availability of the guidelines through various methods including Provider newsletters, Community 

IŜŀƭǘƘ /ƘƻƛŎŜΩǎ ǿŜōǎƛǘŜΣ Provider manual, Provider services staff, and as needed through faxes. 

Utilization Management Reporting Requirements 

Community Health Choice is contractually required to inform and include all Providers in health plan quality reporting and 

activities. Providers are required to participate in the following UM/QI Plan: 

ω UM Reports: Based on modified HEDIS measures (performed on 100 percent of submitted claims/encounters) the data is 

obtained through medical records data and Provider and Member surveys 

ω Member Records: Randomly selected for auditing 

ω Encounter/Claims Data: Submitted on CMS 1500 or UB 04 format. It is critical that these claims be filed clearly and correctly 

ω Provider Surveys: Please complete and return 

ω Member Surveys: Random number of Members selected to complete 

ω Provider Profiles: Community Health Choice will complete and make available to the Provider 

Quality Management 
Quality Improvement Program 

¢ƘŜ vǳŀƭƛǘȅ tǊƻƎǊŀƳΩǎ ƻǾŜǊŀƭƭ ƻōƧŜŎǘƛǾŜǎ ŀǊŜ ǘƻ Ƴŀƛƴǘŀƛƴ ŀ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǇǊƻƎǊŀƳ ǘƘŀǘ ǇǊƻƳƻǘŜǎ ƻōƧŜŎǘƛǾŜ ŀƴŘ ǎȅǎǘŜƳŀǘƛŎ 

measurement, monitors and evaluates services and work processes, and then implements quality improvement activities based on 

the outcomes. This includes but is not limited to the following areas:  

ω Healthcare access 

ω Healthcare delivery  

ω Contracting and contract administration 

ω Provider credentialing 

ω Peer review 

ω Customer service and satisfaction 

ω Provider service and satisfaction 

ω Risk minimization 
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ω Utilization management and appeals 

ω Care (disease) management and complex case management 

ω Preventive and interventional healthcare services 

ω Delegation oversight and compliance  

Community Health Choice performs ongoing monitoring of clinical/administrative activities to assure high quality service delivery. 

This is reflected in the Operations Report, which is reported at the Community Health Choice Boards of Directors meetings. The 

Quality Optimization Committee also tracks and trends quality metrics throughout the year and reports trends and action plans to 

the Executive Quality and Compliance Committee. 

Quality Improvement Committees 

The Executive Quality and Compliance Committee (EQCC) is established by the Board as part of the Quality Management, 

Performance Improvement, and Compliance programs. The Executive Quality and Compliance Committee is designed as the focal 

point of management efforts to oversee Community Health Choice and its employees with legal, regulatory, and contractual 

requirements applicable to the products offered by Community Health Choice, as well as policies and procedures. The members of 

the Executive Quality and Compliance Committee include all members of the executive management team, the president and CEO 

(chair), the chief operating officer, and all senior vice presidents and vice presidents. 

The following committees report to the Executive Quality and Compliance Committee: 

ω Quality Optimization Committee 

ω Accreditation Committee 

ω Delegation Oversight Committee 

ω Member Connections Program Committee 

ω Fraud, Waste, and Abuse Committee 

ω Data Security and Privacy Committee 

ω Network Assessment Committee 

ω Regulatory Committee 

ω Benefits and Contracts Committee 

Quality Improvement Studies 

The purpose of healthcare quality improvement projects is to assess and improve processes and thereby outcomes of care. In order 

for such projects to achieve real improvements in care and for Community Health Choice, Providers, and Members to have 

confidence in the reported improvements, projects must be designed, conducted, and reported in a methodologically sound 

manner. Annually and periodically throughout the year, the Medical Care Management Committee, Medical Directors, and 

associate staff review and evaluate the project purpose, design, and methodology. Findings and recommendations from the project 

are to be communicated to the Provider network as warranted through faxes, newsletters, and the website. Data and information 

specific to the project findings may also be communicated through the medical director or nurse reviewer during scheduled office 

visits.  

Performance Improvement Projects 

Each year, the Texas Health and Human Services provide Community Health Choice with two Performance Improvement Projects 

(PIP) topics for Medicaid and CHIP programs. At any given time, Community Health Choice maintains two ongoing PIPs for STAR and 

CHIP, with one PIP being conducted in collaboration with other MCOs, participants in Delivery System Reform Incentive Payment 

(DSRIP) projects established under the Texas Healthcare Transformation and Quality Improvement Program 1115 Waiver, or 

community organizations. The purpose of the healthcare quality PIPs is to assess and improve processes, and thereby outcomes, of 

care.  
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Quality Improvement Projects 

To support URAC accreditation, Community Health Choice identifies Quality Improvement Projects through the recommendation of 

the Executive Quality and Compliance Committee after reviewing clinical studies and outcomes for the previous year. These 

projects are prioritized resulting in activities designed to: 

ω Support the overall quality management strategy approved by clinical leadership 

ω Result in a positive measurable impact 

ω Provide improvement on consumer health outcomes or internal work processes  

ω The three Quality Improvement Projects are as follows: 

o Improving 7= and 30-day follow-up appointments after hospitalization for mental illness  

o Improve health outcomes for STAR/CHIP Members through Community Health ChoiceΩǎ !ǎǘƘƳŀ /ŀǊŜ aŀƴŀƎŜƳŜƴǘ 

Program 

o Improve well-child appointment rates for Community Health Choice (HEDIS W15, W34, and AWC) 

Pay for Quality (P4Q) Program 

The quality focus areas for Texas Health and Human Services include prevention, chronic disease management, and maternal and 

infant health. To this end, Texas Health and Human Services created the Pay for Quality (P4Q) program, which includes both HEDIS 

and non-HEDIS measures. Program measures are updated annually. Community Health Choice collaborates with both Texas Health 

and Human Services and our Providers to improve performance in the identified measures. 

Billing and Claims 

Claims Filing 

Claims must be filed using the current standard CMS 1500 Form or UB-04 Form. Claims must be submitted within 95 days from the 

date of service. 

Electronic Code Sets and Standard Transactions 

Federal regulations require covered entities (HMOs, physicians, hospitals, labs, pharmacies, and other healthcare Providers) to 

comply with HIPAA-approved transactions and code sets for dates of service on or after October 16, 2003. Community Health 

Choice is in compliance with HIPAA EDI requirements for all electronic transactions. Providers should submit electronic claims in 

accordance with ASCX12 Version 5010 format. 

Electronic Claims  

Community Health Choice receives electronic transactions through the following clearinghouses: 

Clearinghouse Phone Number Payer ID 

Change Health Care Solutions, Inc.  

(formerly Emdeon; formerly Relay Health) 

1.877.469.3263 48145 

AVAILITY 1.800.282.4548 48145 

Gateway/Trizetto Provider Solutions 1.800.969.3666 48145 

 

Contact your clearinghouse for questions regarding electronic claims submission. 

Submitting Claims in the Community Health Choice Provider Portal 

The Provider must be logged in to the Community Health Choice website in order to submit a claim. Only professional claims are  
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accepted. Claims entry is based on CMS 1500 form.  
 
!ŦǘŜǊ ƭƻƎƎƛƴƎ ƛƴΣ ǎŜƭŜŎǘ ά/ƭŀƛƳ {ǳōƳƛǎǎƛƻƴέ ƻƴ ǘƘŜ {ŜŎǳǊŜŘ tŀƎŜǎ ƻǇǘƛƻƴ ǘƻ ŀŎŎŜǎǎ ǘƘŜ ŎƭŀƛƳ ǎǳōƳƛǎǎƛƻƴ ǇŀƎŜΦ LŦ ȅƻǳ Řƻ ƴƻǘ Ƙŀve 

permission to access the page, please contact your administrator to request permission. 

Submitting Claims by Mail 

Claims may be submitted by mail to the following address: 

Community Health Choice  

P.O. Box 301404 

Houston, TX 77230-1404 

 

Or by certified mail to the following address: 

Community Health Choice  

2636 South Loop West, Ste. 125 

Houston, TX 7054  

 

Refund Lockbox Address: 

Community Health Choice 

Refund  

P.O. Box 4818  

Houston, TX 77210-4818 

Clean Claims Payment 

A clean claim is defined as a claim submitted by a physician or Provider for healthcare services rendered to a Member, with all data 

necessary for the health plan to adjudicate and accurately report the claims. Claims must be submitted using the current standard 

CMS 1500 Form or UB-04. 

!ƭƭ άŎƭŜŀƴέ ŎƭŀƛƳǎ ǿƛƭƭ ōŜ ŀŘƧǳŘƛŎŀǘŜŘ ǿƛǘƘƛƴ ол Řŀȅǎ ƻŦ ǊŜŎŜƛǇǘΦ ! Provider will be notified in writing, if additional information is 

ƴŜŜŘŜŘ ǘƻ ǇǊƻŎŜǎǎ ŎƭŀƛƳΦ LŦ ŀ άŎƭŜŀƴέ ŎƭŀƛƳ ƛǎ ƴƻǘ ŀŘƧǳŘƛŎŀǘŜŘ ǿƛǘƘƛƴ ол Řŀȅǎ ƻŦ ǊŜŎŜƛǇǘΣ ŎƭŀƛƳ ŎƻƴǘƛƴǳŜǎ ǘƻ Ǝƻ ǳƴŀŘƧǳŘƛŎŀǘŜŘ.  

tƘŀǊƳŀŎȅ άŎƭŜŀƴέ ŎƭŀƛƳǎ ǿƛƭƭ ōŜ ŀŘƧǳŘƛŎŀǘŜŘ ǿƛǘƘƛƴ му Řŀȅǎ ŦƻǊ ŜƭŜŎǘǊƻƴƛŎ ǇƘŀǊƳŀŎȅ ŎƭŀƛƳ ǎǳōƳƛǎǎƛƻƴΦ bƻƴ-electronic pharmacy 

claims will be adjudicated within 21 days of submission. 

Claims submitted by Providers who are under investigation or have been excluded or suspended from state programs for fraud and 

abuse will not be considered for payment. 

Required Information for CMS 1500 and UB-04 Claims 

Forms must include the following information (HIPAA-compliant where applicable):  

¶ tŀǘƛŜƴǘΩǎ L5 ƴǳƳōŜǊ  

¶ tŀǘƛŜƴǘΩǎ ƴŀƳŜ  

¶ tŀǘƛŜƴǘΩǎ ŘŀǘŜ ƻŦ ōƛǊǘƘ  

¶ ICD-10 diagnosis code/revenue codes  

¶ Date of service  

¶ Place of service  

¶ CPT-4 codes/HCPCS procedure codes 

¶ Modifiers  

¶ Diagnosis pointers  

¶ Itemized charges  

¶ Days or units  

¶ ProviderΩǎ ǘŀȄ L5 ƴǳƳōŜǊ  

¶ Total charge  
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¶ ProviderΩǎ ƴŀƳŜ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ŎƻƴǘǊŀŎǘ  

¶ NPI of billing Provider  

¶ Billing ProviderΩǎ ǘŀȄƻƴƻƳȅ ŎƻŘŜǎ  

¶ NPI of rendering Provider  

¶ Rendering Provider taxonomy codes  

¶ State Medicaid ID number (optional)  

¶ COB/other insurance information  

¶ Authorization/precertification number or copy of authorization/precertification  

¶ Name of referring physician  

¶ NPI of ordering/referring/supervising Provider when applicable  

¶ Any other state-required data  

¶ NDC codes  

When submitting a claim, please follow the guidelines below: 

ω A separate claim must be completed for each Member and each Provider. 

ω Please allow 45 days for claims processing prior to submitting a duplicate claim. 

When submitting a replacement claim, please follow the guidelines below: 

ω If your claim is denied because it did not contain critical claims elements that are required for adjudication of clean claims or 

you did not submit as indicated above, you may submit your corrected electronic or paper claim with the resubmission code 7 

in box 22 of the CMS-1500 claim form or in Loop 2300 electronically. You must indicate the original claim number in the Original 

wŜŦŜǊŜƴŎŜ ƴǳƳōŜǊ ŦƛŜƭŘ ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ ǊŜǎǳōƳƛǎǎƛƻƴ ŎƻŘŜΦ tǊƛƴǘ άCorrected Claimέ ƛŦ ǎǳōƳƛǘǘƛƴƎ ǇŀǇŜǊ ŎƭŀƛƳΦ 

ω This is NOT an appeal. Do not send corrected claims to the Appeals Department. All corrected claims should respond to the 

error messages as delineated on the EOB. Claims adjudication status is available 30 days after the submission of a clean claim, 

by mail or 24 hours a day on the Community Health Choice website at CommunityHealthChoice.org.  

ω /ƻǊǊŜŎǘŜŘ ŎƭŀƛƳǎ Ƴǳǎǘ ōŜ ǎŜƴǘ ǿƛǘƘƛƴ мнл Řŀȅǎ ƻŦ ƛƴƛǘƛŀƭ ŎƭŀƛƳ ŘƛǎǇƻǎƛǘƛƻƴΦ CŀƛƭǳǊŜ ǘƻ ƳŀǊƪ ǘƘŜ ŎƭŀƛƳ ŀǎ άCorrectedέ ŎƻǳƭŘ ǊŜǎǳƭǘ 

in a duplicate claim and be denied for exceeding the 95 days timely filing deadline. 

ω Community Health Choice follows TMHP billing standards for STAR. Community Health Choice follows TDI Clean Claims 

guidelines for CHIP. If any special billing requirements are necessary (e.g. newborns, value-added services, SSI, compounded 

medications, etc.), Community Health Choice will inform the Provider. 

Reimbursement Methodology 

Community Health Choice cannot pay Providers or assign Medicaid Members to Providers for Medicaid services unless they are 

included on the state master file provided by the Texas Medicaid & Healthcare Partnership (TMHP). State master files are updated 

weekly.  

Federal regulations require state Medicaid agencies to revalidate Provider enrollment information every three to five years. If a 

ProviderΩǎ ǊŜ-enrollment is not complete by the required date, the Provider will not be able to receive payments for Medicaid 

services. Compliance with the re-enrollment process is solely the responsibility of the Provider. Additional information is available 

through TMHP. 

Community Health Choice reimburses Providers based on the Texas Medicaid Fee Schedule. These rates are set by the State 

Medicaid Program and are available at TMHP.com. In accordance with the rules of reimbursement of the Texas Medicaid Program, 

when a Provider is paid under this type of reimbursement methodology, the Provider is paid the lower of its billed charges or the 

published Medicaid rate. Please refer to your contract with Community Health Choice for specific contractual provisions and 

reimbursement rates. 

Community Health Choice pays the lesser of ProviderΩǎ billed charges or the contracted rate. Claims are adjudicated based on the 

authorization that was completed. Facilities must bill their claims with the Present of Admission (POA) identifier, or claims will be 

denied. Please refer to your contract with Community Health Choice for specific contractual provisions and reimbursement rates. 

https://www.communityhealthchoice.org/
http://www.tmhp.com/
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Monthly Capitation Services 

Providers contracted under capitated reimbursement methodologies receive payment on a per-Member-per-month (PMPM) basis. 
Providers receiving capitation are required to submit encounter data to Community Health Choice for services covered under 

capitation. Refer to your Provider contract or call Community Health Choice Provider Services at 713.295.2295 for more 

information. 

Adjudication of Claims 

Community Health Choice utilizes CMS, state Medicaid, and/or other nationally recognized claims and payment processing policies, 

procedures, and guidelines to process claims efficiently and provide accurate reimbursement.  

Community Health Choice shall adjudicate (finalize as paid or denied adjudicated) Clean Claims for:  

(a) healthcare services within 30 days from the date the claim is received by the MCO;  

(b) pharmacy services no later than 18 days of receipt if submitted electronically or 21 days of receipt if submitted non-

electronically; and 

(c) Community Health Choice will pay Providers interest at a rate of 18% per annum on all clean claims that are not adjudicated 

within 30 days.  

Community Health Choice must withhold all or part of payment for any claim submitted by a Provider for any of the following 

reasons: 

a) excluded or suspended from the Medicare, Medicaid, or CHIP programs for Fraud, Abuse or Waste;  

b) on payment hold under the authority of HHSC or its authorized agent(s); 

c) with debts, settlements or pending payments due to HHSC or the state or federal government; 

d) for neonatal services provided on or after September 1, 2017, if submitted by a hospital that does not have a neonatal level of 

care designation from HHSC; 

e) for maternal services provided on or after September 1, 2019, if submitted by a hospital that does not have a maternal level of 

care designation from HHSC. 

In accordance with Texas Health and Safety Code § 241.186, the restrictions on payment identified in items (d) and (e) above do not 

apply to emergency services that must be provided or reimbursed under state or federal law. 

Claims Audits 

With the following exceptions, Community Health Choice must complete all audits of a Provider claim no later than two years after 

receipt of a clean claim, regardless of whether or not the Provider participates in Community Health ChoiceΩǎ ƴŜǘǿƻǊƪΥ  

a) in cases of Provider Fraud, Waste, or Abuse that Community Health Choice did not discover within the two-year period 

following receipt of a claim;  

b) when regulatory officials or entities conclude an examination, audit or inspection of a Provider more than two years after  

Community Health Choice received the claim;  

c) when HHSC has recovered a capitation from Community Health Choice ōŀǎŜŘ ƻƴ ŀ aŜƳōŜǊΩǎ ƛƴŜƭƛƎƛōƛƭƛǘȅΦ  

If an exception to the two-year limitation applies, Community Health Choice may recoup related payments from Providers.  

If an additional payment is due to Provider as a result of an audit, Community Health Choice must make the payment no later than 

30 days after it completes the audit. If the audit indicates that Community Health Choice is due a refund from Provider, except for 

ǊŜǘǊƻŀŎǘƛǾŜ ŎƘŀƴƎŜǎ ǘƻ ŀ aŜƳōŜǊΩǎ aŜŘƛŎŀƛŘ ŜƭƛƎƛōƛƭƛǘȅΣ Community Health Choice must send Provider written notice of the basis 

and specific reasons for the recovery no later than 30 days after it completes the audit. If the Provider disagrees with Community 

Health ChoiceΩǎ ǊŜǉǳŜǎǘΣ Community Health Choice must give Provider an opportunity to appeal and may not attempt to recover 

the payment until the Provider has exhausted all appeal rights. 
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Overpayments 

An overpayment can be identified by the Provider or Community Health Choice. If Provider identifies the overpayment, please 

submit a completed Overpayment Refund Notification Form with all refund checks and supporting documentation. Provider 

can also call Provider Services at 713.295.2295 and approve a recoupment from any future payments to Provider.  

If Community Health Choice identifies the overpayment, a recovery letter will be sent to Provider, and Provider has 45 days to 

submit a refund check or appeal the refund request. If Provider does not respond within 45 days from the date of the recovery 

letter, Community Health Choice will begin the recoupment on any future payments.  

Please mail all refund checks with a copy of the Overpayment Refund Notification Form to the following address: 

Community Health Choice 

Attn: Medicaid/CHIP Claims 

P.O. Box 4818 

Houston, TX 77210-4818 

Once Community Health Choice team has reviewed the overpayment, Provider will receive a letter explaining the details of the 

reconciliation.  

In the event Members retroactively disenroll from Community Health Choice as a result of changes in their eligibility, Community 

Health Choice reserves the right to automatically recover payments made to Provider for services rendered to those Members. 

Provider Preventable Conditions 

Community Health Choice is required to use the present on admission (POA) indicator information submitted on inpatient hospital 

claims and encounters to reduce or deny payment for Provider preventable conditions. This includes any hospital-acquired 

conditions or healthcare acquired conditions identified in the Texas Medicaid Provider Procedures Manual (TMPPM). Reductions 

are required regardless of payment methodology and apply to all hospitals, including behavioral health hospitals.  

Potentially preventable complications (PPCs) are harmful events or negative outcomes that develop after hospital admission and 

may result from processes of care and treatment rather than the natural progression of the underlying medical conditions. 

Potentially preventable re-admissions (PPRs) are return hospitalizations of a person within a period specified by HHSC that results 

from deficiencies in the care or treatment provided to the person during a previous hospital stay or from deficiencies in post-

hospital discharge follow-up.  

HHSC sends reports of PPR and PPC performance to Community Health Choice, including hospital lists, effective dates, and 

reduction data. We apply those reductions for each hospital on the report, including behavioral health hospitals. Community Health 

Choice notifies each hospital on the list in writing of the applicable reduction amounts. As a payer of last resort, overpayments are 

subject to recovery and/or recoupment. 

Pass Through Billing 

Community Health Choice does not allow pass-through billing, and these charges should not be passed on to our Members. For 

laboratory services, Community Health Choice will only reimburse you if you are certified to perform these services, and 

Community Health Choice has a record of your CLIA certification on file.  

Emergency Services Claims 

An emergency is defined as any condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such 

that a lay person possessing an average knowledge of health and medicine could reasonably expect that the absence of immediate 

medical care could result in: 

ω tƭŀŎƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ƛƴ ǎŜǊƛƻǳǎ ƧŜƻǇŀǊŘȅ όƻǊΣ ǿƛǘƘ ǊŜǎǇŜŎǘ ǘƻ ŀ ǇǊŜƎƴŀƴǘ ǿƻƳŀƴΣ ǘƘŜ ƘŜŀƭǘƘ ƻŦ ǘƘŜ ǿƻƳŀƴ ƻǊ ƘŜǊ 

unborn child) 

ω Causing serious impairment to bodily functions 

ω Causing serious dysfunction to any bodily organ or part 

ω Serious disfigurement 
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No authorization is required for hospital-based emergency department services (room and ancillary) needed to evaluate or stabilize 

an emergency medical condition and/or emergency behavioral health condition, as well as services by emergency 

professional/physicians. This includes a medical screening to evaluate care levels and stabilization services needed to admit or 

release patient. Neither Community Health Choice nor a Provider may hold a Member who has an emergency medical condition 

liable for payment of subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient. 

Authorization is required for post-stabilization services. Emergency service claims are required to follow all claims billing 

procedures. Claims must identify emergency services with service code 450 or place of service 23. 

Time Limit for Submission of Claims/Claims Reconsideration 

All claims must be submitted within 95 days from the date of service. Claims not filed within 95 days from the date of service may 

not be considered for reimbursement. All encounter data must be submitted within 30 days from the date in which the encounter 

for service occurred. Requests for claims reconsideration must be submitted within 120 days from date of last disposition. 

Out-of-Network Provider Payments 

Community Health Choice will be responsible for out-of-network claims for Members with care in progress with nonparticipating 

Providerǎ ǳƴǘƛƭ aŜƳōŜǊΩǎ ǊŜŎƻǊŘǎΣ ŎƭƛƴƛŎŀƭ ƛƴŦƻǊƳŀǘƛƻƴΣ ŀƴd care can be transferred to a network Provider. Payment shall be within 

the time limits set forth by the state for network Providers. Payment allowable shall be comparable to what Community Health 

Choice pays network Providers, an amount negotiated between Provider and Community Health Choice, or the standard non-

participating rate of 95% of Texas Medicaid. 

Community Health Choice will be responsible for payment for out-of-network Providers who provide covered services to Members 

who move out of the service area through the end of the period for which the state has paid Community Health Choice for that 

aŜƳōŜǊΩǎ ŎŀǊŜΦ Community Health Choice expects Providers billing for out-of-network emergency care to submit claims within 95 

days from the date of service. Community Health Choice ǿƛƭƭ ŀŘƧǳŘƛŎŀǘŜ άŎƭŜŀƴέ ŎƭŀƛƳǎ ǎǳōƳƛǘǘŜŘ ŦƻǊ ƻǳǘ-of-network emergency 

care within 30 days from Community Health ChoiceΩǎ ǊŜŎŜƛǇǘ ƻŦ ǘƘŜ ŎƭŀƛƳΦ 

CLIA 

The CLIA mandates that virtually all laboratories, including physician office laboratories (POLs), meet applicable federal 

requirements and have a CLIA certificate in order to receive reimbursement from federal programs. Community Health Choice will 

deny claims for CLIA-waived lab services if the Provider does not have a valid CLIA certification on file with Community Health 

Choice.  

Ordering, Referring, and Prescribing 

All Providers who order, refer and prescribe for Medicaid, CHIP, and CHIP-P Members must be enrolled in the Texas  

Medicaid Program. Claims for the payment of items or services ordered, referred, and prescribed that do not include the  

NPI of the physician or other professional who ordered, referred or prescribed the items or services will be denied. The ordering, 

referring, and prescribing Providers Frequently Asked Questions (FAQ) is also available on this website, 

TMPH.com/TMHP_File_Library/FAQ/ORP_Providers_FAQs.pdf. 

Rendering Provider Requirement  

Community Health Choice requires all professional and institutional claims for STAR, CHIP, and CHIP-P to include the Rendering 

Provider NPI for all claims submitted. Community Health Choice will deny claims if the Rendering Provider NPI is not present on the 

claim. 
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Billing for Postpartum Visits - CHIP Perinate 

CHIP Perinate mothers may receive their postpartum visits after their eligibility ends (at the end of tƘŜ ƳƻƴǘƘ ƻŦ ǘƘŜ ōŀōȅΩǎ ōƛǊǘƘύΦ 

They are entitled to a maximum of two postpartum visits within 60 days of delivery. In order to be reimbursed for the postpartum 

visits, Providers must bill using the CPT delivery codes that include postpartum care. See below for a list of codes.  

The reimbursement amount for the procedure codes below includes both postpartum care visits. If the Provider bills any other 

code, ŀƴŘ ǘƘŜ ŘŀǘŜ ƻŦ ǎŜǊǾƛŎŜ ƛǎ ŀŦǘŜǊ ǘƘŜ /ILt tŜǊƛƴŀǘŜ ƳƻǘƘŜǊΩǎ ŜƭƛƎƛōƛƭƛǘȅ Ƙŀǎ ŜƴŘŜŘΣ ǘƘŜ Provider will not receive payment for the 

postpartum care.  

If the claim was submitted with the incorrect code, Providers may re-submit the original delivery claim with the correct code within 

the 120-day appeal deadline.  

Acceptable bundled codes 

Procedure Code Code Description 

59410 Vaginal delivery only (with or without episiotomy and/or forceps), including postpartum 
care 

59515 C-Section delivery only, including postpartum care 

59614 Vaginal delivery only, after previous Cesarean delivery (with or without episiotomy 
and/or forceps), including postpartum care 

59622 Cesarean delivery only, following attempted vaginal delivery after previous Cesarean 
delivery, including postpartum care 

 
Additional claims information: 

 
o Claims billed with the delivery codes 59409, 59514, 59612, and 59620 will be denied. 
o Corrected claims can be submitted within 120 days from the Explanation of Payment (EOP) date for payment with the 

bundled procedures. 
o Global delivery codes (CPT Codes 59400, 59510, 59610, 59618) will continue to not be reimbursable. 
o Applicable modifier (U1, U2, U3) is required. 

 
Should you have additional questions, please call the Provider Services line at 713.295.2295 or contact your Provider Engagement 
Representative. 
 

Community Health Choice Claims Payment 

Community Health Choice offers payment solutions that provide innovative options for Providers to receive payments. Community 

Health Choice partnered with Change Healthcare and ECHO Health, Inc. to provide these new electronic payment methods. Below 

we have outlined the payment options and any action items needed by your office: 

1. Virtual Card Services - If ECHO does not have a documented choice of payment for you, the default method of payment will 
be virtual card rather than a paper check. Virtual cards allow your office to process payments as credit card transactions and 
are generally received 7-10 days earlier than paper checks since there are no print or mail delays. Your office will receive fax 
notifications, each containing a virtual card with a number unique to that payment transaction, your Explanation of Payment 
(EOP), and an instruction page for processing. Once you receive the virtual card number, you simply enter the code into your 
ƻŦŦƛŎŜΩǎ ŎǊŜŘƛǘ ŎŀǊŘ ǘŜǊƳƛƴŀƭ ǘƻ ǇǊƻŎŜǎǎ ǇŀȅƳŜƴǘ ŀǎ ŀ ǊŜƎǳƭŀǊ ŎŀǊŘ ǘǊŀƴǎŀŎǘƛƻƴΦ ¢ƻ ŀǾƻƛŘ ŘŜƭŀȅǎΣ ǇƭŜŀǎŜ ǇǊƻŎŜǎǎ ǘƘŜ ŎŀǊŘ ƻǊ 
notify Change Healthcare/ECHO Health of your preference from the other options below. Normal transaction fees apply 
based on your merchant acquirer relationship. NO ACTION IS NECESSARY to start receiving Virtual Credit Card payments. 
 

2. EFT/ACH ς Setting up electronic fund transfer (EFT) is a fast and reliable method to receive payment. In addition to your 

banking account information, you will need to provide a Change Healthcare payment draft number and payment amount as 

part of the enrollment authentication. After enrolling, funds will be deposited directly into your bank account. If you are 

interested in receiving EFT, you can enroll by providing your banking information along with an ECHO payment draft number 

and payment amount to authenticate your enrollment. If you would like to sign up for EFT, you have two options: 
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¶ To sign up to receive EFT through Settlement Advocate for Community Health Choice only, visit 

https://view.ECHOHealthInc.com/EFTERADirect/CommunityHealthChoice/index.html. 

¶ To sign-up to receive EFT from all payers processing payments on the Settlement Advocated platform, visit 

https://view.ECHOHealthInc.com/EFTERA/efterainvitation.aspx. A fee for this service may apply.  

 
3. Paper Check ς To receive paper checks and paper explanation of payments, you must elect to opt out of Virtual Card Services 

or remove your EFT enrollment.  
 

You can also log into ProviderPayments.com to gain online access to a detailed explanation of payment for all ECHO transactions. If 

you wish, you can elect to receive an email notification each time Community Health Choice makes a payment to you. 

If you have additional questions regarding your payment options, please contact ECHO Health toll free at 833.629.9725. 

Provider Payment Appeals 
Claims Questions/Status 

Providers can check claims status, Member eligibility, and a variety of other services online via our Provider Portal. You must sign 

up for this service. To learn more, visit CommunityHealthChoice.org.  

To check status of a claim payment, authorized Providers can either:  

Contact Provider Hotline during regular business hours: 

Local: 713.295.2295 or Toll Free: 1.888.760.2600  

Fax: 713.295.2283  

When contacting Provider Services, please be prepared to provide the following information: 

ω Name of the Provider 

ω Name of physician rendering the service 

ω Provider NPI number 

ω Date(s) of service 

ω Provider Tax ID number 

ω Amount of claim 

ω Member ID number and/or 
name 

ω Exact problem with claim 
 

Provider Payment Appeals 

Community Health Choice offers Providers a payment appeal resolution process. A payment appeal is any claim payment 
disagreement between the healthcare Provider and Community Health Choice for reason(s) including but not limited to:  

¶ Denials for timely filing  

¶ The failure of Community Health Choice to pay timely  

¶ Contractual payment issues 

¶ Lost or incomplete claim forms or electronic submissions 

¶ Requests for additional explanation as to services or treatment rendered by a Provider  

¶ Inappropriate or unapproved referrals initiated by Providers (i.e., a Provider payment appeal may arise if a Provider was 
required to get authorization for a service, did not request the authorization, provided the service, and then submitted the 
claim) 

¶ Provider medical appeals without the MŜƳōŜǊΩǎ ŎƻƴǎŜƴǘ 

¶ Retrospective review after a claim denial or partial payment 

¶ Request for supporting documentation 
 

No action is required by the Member. Provider payment appeals do not include Member medical appeals.  

Providers may make the initial attempt to resolve a claim issue by calling Provider Services at 713.295.2295. Providers will not be 

penalized for filing a payment appeal. All information will be confidential. 

https://view.echohealthinc.com/EFTERADirect/CommunityHealthChoice/index.html
https://view.echohealthinc.com/EFTERA/efterainvitation.aspx
http://www.providerpayments.com/
https://www.communityhealthchoice.org/
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To submit a payment appeal, please send it to: 

Community Health Choice  

Attn: Claims-Provider Payment Appeal 

2636 South Loop West, Ste. 125 

Houston, TX 77054 

A network or non-network Provider should file a payment appeal within 120 calendar days of the date of the Explanation of 
Payment (EOP) or for retroactive medical necessity reviews as of the date of the denial letter. The appeal should include an 
explanation of what is being appealed and why. Supporting documentation must be attached to the request. Examples of 
appropriate supporting documentation include:  
 

¶ Letter stating the reason(s) why the Provider believes the claim reimbursement is incorrect  

¶ Copy of the original claim  

¶ Copy of the Community Health Choice EOP  

¶ EOP or Explanation of Benefits (EOB) from another carrier  

¶ Evidence of eligibility verification (e.g., a copy of ID card, panel report, the TMHP/TexMedNet documentation, call log 
record with the date and name of the Community Health Choice person the ProviderΩǎ ǎǘŀŦŦ ǎǇƻƪŜ ǿƛǘƘ ǿƘŜƴ ǾŜǊƛŦȅƛƴƎ 
eligibility)  

¶ Medical records  

¶ Approved authorization form from us indicating the authorization number  

¶ Contract rate sheets indicating evidence of payment rates  

¶ Evidence of previous appeal submission or timely filing  

¶ Certified or overnight mail receipt with the claim or appeal log, if more than one claim or appeal was submitted  

¶ EDI claim transmission reports indicating that the claim was accepted by Community Health Choice; rejection reports are 
not accepted as proof of timely filing  

 

When submitting a payment appeal, we recommend Providers retain all documentation including fax cover pages, email 

correspondence, and logs of telephone communications, at least until the appeal is resolved.  

Community Health Choice will research and determine the current status of a payment appeal. A determination will be made based 

on the available documentation submitted with the appeal and a review of Community Health Choice systems, policies, and 

contracts.  

The results of the review will be communicated in a written decision to the Provider within 30 calendar days of the receipt of the 

appeal. An EOP is used to notify Providers of overturned denied claims or additional payments. An upheld denied claim receives a 

payment appeal determination letter. The determination letter includes the following:  

¶ A statement of the Provider's appeal  

¶ The reviewŜǊΩǎ ŘŜŎƛǎƛƻƴΣ ŀƭƻƴƎ ǿƛǘƘ ŀ ŘŜǘŀƛƭŜŘ ŜȄǇƭŀƴŀǘƛƻƴ ƻŦ ǘƘŜ ŎƻƴǘǊŀŎǘǳŀƭ ŀƴŘκƻǊ ƳŜŘƛŎŀƭ ōŀǎƛǎ ŦƻǊ ǎǳŎƘ ŘŜŎƛǎƛƻƴ  

¶ A description of the evidence or documentation that supports the decision  

¶ A description of the method to obtain a second level internal review  

 

If a Provider is dissatisfied with the payment appeal resolution, he or she may file a second-level payment appeal. This should be a 

written appeal and must be submitted within 30 days of the date of the first-level determination letter. The case is handled by 

reviewers not involved in the first-level review. Once the appeal is reviewed, the results are communicated in a written decision to 

the Provider within 30 calendar days of receipt of the appeal. An EOP is used to notify Providers of overturned denied claims or 

additional payments. An upheld denied claim receives a payment appeal determination letter. For a decision in which the denial 

was upheld, the Provider should review the Participating Provider Agreement for any other available methods of dispute 

resolution. The Provider may also file a complaint with HHSC or TDI as applicable.  

Questions regarding the Community Health Choice Provider payment appeal process may be directed to Provider Services or a 

Provider Relations representative. 
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Provider Appeal Process to HHSC (related to claim recoupment due to Member disenrollment)  

Provider may appeal claim recoupment by submitting the following information to HHSC: 

ω A letter indicating that the appeal is related to a managed care disenrollment/recoupment and that the Provider is requesting 

an Exception Request. 

ω The Explanation of Benefits (EOB) showing the original payment. Note: This is also used when issuing the retro-

authorization, as HHSC will only authorize the Texas Medicaid and Healthcare Partnership (TMHP) to grant an authorization 

for the exact items that were approved by the plan. 

ω ¢ƘŜ 9h. ǎƘƻǿƛƴƎ ǘƘŜ ǊŜŎƻǳǇƳŜƴǘ ŀƴŘκƻǊ ǘƘŜ ǇƭŀƴΩǎ άŘŜƳŀƴŘέ ƭŜǘǘŜǊ ŦƻǊ ǊŜŎƻǳǇƳŜƴǘΦ If sending the demand letter, it must 

identify the client name, identification number, DOS, and recoupment amount. The information should match the payment 

EOB. 

ω Completed clean claim. All paper claims must include both the valid NPI and TPI number. Note: In cases where issuance of a 

prior authorization (PA) is needed, the Provider will be contacted with the authorization number, and the Provider will need 

to submit a corrected claim that contains the valid authorization number. 

Mail appeal requests to: 

Texas Health and Human Services Commission 

HHSC Claims Administrator Contract Management 

Mail Code-91X 

P.O. Box 204077 

Austin, TX 78720-4077 

 

Billing Members 
Member Acknowledgement Statement 

A Provider may bill a Member for a claim denied as not being medically necessary or not a covered service if both the following 

conditions are met: 

ω A ǎǇŜŎƛŦƛŎ ǎŜǊǾƛŎŜ ƻǊ ƛǘŜƳ ƛǎ ǇǊƻǾƛŘŜŘ ŀǘ ǘƘŜ aŜƳōŜǊΩǎ ǊŜǉǳŜǎǘ 

ω The Provider Ƙŀǎ ƻōǘŀƛƴŜŘ ŀƴŘ ƪŜǇǘ ŀ ǿǊƛǘǘŜƴ aŜƳōŜǊ !ŎƪƴƻǿƭŜŘƎŜƳŜƴǘ {ǘŀǘŜƳŜƴǘ ǎƛƎƴŜŘ ōȅ ǘƘŜ ŎƭƛŜƴǘ ǘƘŀǘ ǎǘŀǘŜǎΥ άL 

understand that, in the opinion of (ProviderΩǎ ƴŀƳŜύ ǘƘŜ ǎŜǊǾƛŎŜǎ ƻǊ ƛǘŜƳǎ ǘƘŀǘ I have requested to be provided to me on 

(dates of serviceύ Ƴŀȅ ƴƻǘ ōŜ ŎƻǾŜǊŜŘ ǳƴŘŜǊ ǘƘŜ ¢ŜȄŀǎ aŜŘƛŎŀƛŘ tǊƻƎǊŀƳκ/ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ tǊƻƎǊŀƳ ŀǎ ōŜƛƴƎ 

reasonable and medically necessary for my care. I understand that the HHSC or its health insuring agent determines the 

medical necessity of the services or items that I request and receive. I also understand that I am responsible for payment of 

the services or items I request and receive if these services or items are determined not to be reasonable and medically 

ƴŜŎŜǎǎŀǊȅΦέ 

  ά/ƻƳǇǊŜƴŘƻ ǉǳŜΣ ǎŜƎǵƴ ƭŀ ƻǇƛƴƛƽƴ ŘŜƭ όƴƻƳōǊŜ ŘŜƭ ǇǊƻǾŜŜŘƻǊύΣ Ŝǎ ǇƻǎƛōƭŜ ǉǳŜ aŜŘƛŎŀƛŘκ/ILt όtǊƻƎǊŀƳŀ ŘŜ {ŜƎǳǊƻǎ aŞŘƛŎƻǎ 

para Niños) no cubra los servicios o las provisiones que solicité (fecha del servicio) por no considerarlos razonables ni 

médicamente necesarios para mi salud. Comprendo que el HHSC o su agente de seguros de salud determina la necesidad 

médica de los servicios o de las provisiones que el cliente solicite o reciba. También comprendo que tengo la responsabilidad 

de pagar los servicios o provisiones que solicité y que reciba si después se determina que esos servicios y provisiones no son 

ǊŀȊƻƴŀōƭŜǎ ƴƛ ƳŞŘƛŎŀƳŜƴǘŜ ƴŜŎŜǎŀǊƛƻǎ ǇŀǊŀ Ƴƛ ǎŀƭǳŘΦέ 

Provider may bill the following to a Member without obtaining a signed Member Acknowledgement Statement: 

ω !ƴȅ ǎŜǊǾƛŎŜ ǘƘŀǘ ƛǎ ƴƻǘ ŀ ōŜƴŜŦƛǘ ƻŦ ǘƘŜ aŜƳōŜǊΩǎ ŜƴǊƻƭƭŜŘ {¢!wκ/ILtκ/ILt tŜǊƛƴŀǘŀƭ tǊƻƎǊŀƳ ƻǊ Community Health ChoiceΩǎ 

benefit package (for example, personal care items) 

ω All services incurred on non-covered days due to lack of eligibility 

ω The Provider accepts the Member as a private pay patient 
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Private Pay Form Agreement 

Providers must advise Members that they are accepted as private pay patients at the time the service is provided and that they will 

be responsible for paying for all services received. Medicaid and CHIP Members should only be requested to complete private pay 

agreements in very limited situations. The Member should sign written notification: 

Private Pay Agreement 

I, _______________________, understand that the Provider _______________________ is accepting me as a private pay patient 

for the period of _______________________, and I will be responsible for paying for any service I receive. The Provider will not file 

a claim to CHIP/ STAR for services provided to me. 

Signed: ________________________________ Dated: _______________________  

 

Pacto de Pago Privado 

Yo,_______________________ entiendo que el Proveedor _______________________ me está aceptando como paciente de pago 

privado por el periodo de _______________________ , y me hago responsable en pagar por cualquier servicio rendido. El 

Proveedor no le mandara a CHIP/ STAR ningún reclamo por servicios que me rinda 

Nombre: ________________________________ Fecha: _______________________ 

Reporting Provider or Recipient Waste, Abuse or Fraud 
Do you want to report Waste, Abuse or Fraud? 

Let us know if you think a doctor, dentist or pharmacist at a drug store, other healthcare Providers or a person getting benefits is 

doing something wrong. Doing something wrong could be waste, abuse or fraud, which is against the law. For example, tell us if 

you think someone is: 

ω DŜǘǘƛƴƎ ǇŀƛŘ ŦƻǊ ǎŜǊǾƛŎŜǎ ǘƘŀǘ ǿŜǊŜƴΩǘ ƎƛǾŜƴ ƻǊ ƴŜŎŜǎǎŀǊȅ 

ω Not telling the truth about a medical condition to get medical treatment 

ω Letting someone else use their Medicaid or CHIP ID 

ω ¦ǎƛƴƎ ǎƻƳŜƻƴŜ ŜƭǎŜΩǎ aŜŘƛŎŀƛŘ ƻǊ /ILt L5 

ω Not telling the truth about the amount of money or resources he or she has to get benefits 

To report waste, abuse or fraud, choose one of the following: 

ω Call the OIG Hotline at 1.800.436.6184; 

ω Visit https://oig.hhsc.state.tx.us/. ¦ƴŘŜǊ ǘƘŜ ōƻȄ ƭŀōŜƭŜŘ άL want toέ ŎƭƛŎƪ άwŜǇƻǊǘ ²ŀǎǘŜΣ !ōǳǎŜ ŀƴŘ CǊŀǳŘέ ǘƻ ŎƻƳǇƭŜǘŜ ǘƘŜ 

online form; or 

ω You can report directly to your health plan: 

Community Health Choice 

Chief Compliance Officer 

2636 South Loop West, Ste. 125 

Houston, TX 77054 

1.877.888.0002 

To report waste, abuse or fraud, gather as much information as possible.  

ω When reporting about a Provider (a doctor, dentist, counselor, etc.) include:  

o Name, address, and phone number of Provider 

o Name and address of the facility (hospital, nursing home, home health agency, etc.) 
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o Medicaid number of the Provider and facility, if you have it  

o Type of Provider (doctor, dentist, therapist, pharmacist, etc.) 

o Names and phone numbers of other witnesses who can help in the investigation 

o Dates of events  

o Summary of what happened 

ω When reporting about someone who gets benefits, include:  

o ¢ƘŜ ǇŜǊǎƻƴΩǎ ƴŀƳŜ 

o ¢ƘŜ ǇŜǊǎƻƴΩǎ ŘŀǘŜ ƻŦ ōƛǊǘƘΣ {ƻŎƛŀƭ {ŜŎǳǊƛǘȅ ƴǳƳōŜǊ ƻǊ ŎŀǎŜ ƴǳƳōŜǊ ƛŦ ȅƻǳ ƘŀǾŜ ƛǘ  

o The city where the person lives  

o Specific details about the waste, abuse or fraud 

Community Health ChoiceΩǎ {pecial Investigation Unit  

Our Special Investigations Unit (SIU) team is responsible for minimizing Community Health ChoiceΩǎ Ǌƛǎƪ ǘƻ healthcare fraud. The SIU 

team partners with Community Health ChoiceΩǎ /ǳǎǘƻƳŜǊ {ŜǊǾƛŎŜ /ƭŀƛƳ /ŜƴǘŜǊǎ ŀƴŘ ƻǘƘŜǊs to help identify suspicious claims, stop 

payments to fraudulent Providers, and report wrongdoers to the appropriate entity, including but not limited to the Office of 

Inspector General. 

The SIU team also works with state and federal law enforcement and regulatory agencies to detect, prevent, and prosecute 

healthcare fraud. The SIU team includes trained professionals with expertise in investigations, audits, health care, nursing, and 

accounting. 

How to Report Healthcare Fraud to Community Health ChoiceΩǎ {IU 

ω Call the Compliance hotline at 1.877.888.0002 

ω Email us: SIU@communityhealthchoice.org  

ω Write to us: 

Community Health Choice 

Attn: Special Investigations Unit 

2636 S Loop West, Suite 125  

Houston, TX 77054 

 

Reporting Abuse, Neglect or Exploitation (ANE) 
Report suspected Abuse, Neglect and Exploitation (ANE) 

MCOs and Providers must report any allegation or suspicion of ANE that occurs within the delivery of long-term services and 

supports to the appropriate entity. The managed care contracts include MCO and Provider responsibilities related to identification 

and reporting of ANE. Additional state laws related to MCO and Provider requirements continue to apply.  

Report to Health and Human Services (HHS) if the victim is an adult or child who resides in or receives services from:  

ω Nursing facilities; 

ω Assisted living facilities; 

ω Home and Community Support Services Agencies (HCSSAs) ς Providers are required to report allegations of ANE to both DFPS 

and HHS;  

ω Adult day care centers; or 

ω Licensed adult foster care Providers  
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Contact HHS at 1.800.458.9858. 

Report to the Department of Family and Protective Services (DFPS) if the victim is one of the following:  

ω An adult who is elderly or has a disability, receiving services from: 

o Home and Community Support Services Agencies (HCSSAs) ς also required to report any HCSSA allegation to HHS; 

o Unlicensed adult foster care Provider with three or fewer beds 

ω An adult with a disability or child residing in or receiving services from one of the following Providers or their contractors: 

o Local Intellectual and Developmental Disability Authority (LIDDA), Local Mental Health Authority (LMHAs), community 

center, or mental health facility operated by the Department of State Health Services 

o o a person who contracts with a Medicaid-managed care organization to provide behavioral health services 

o a managed care organization  

o an officer, employee, agent, contractor or subcontractor of a person or entity listed above  

o An adult with a disability receiving services through the Consumer Directed Services option  

Contact DFPS at 1.800.252.5400 or, in non-emergency situations, online at TXAbuseHotline.org.  

Report to Local Law Enforcement: 

If a Provider is unable to identify state agency jurisdiction but an instance of ANE appears to have occurred, report to a local law 

enforcement agency and DFPS. 

Failure to Report or False Reporting: 

ω It is a criminal offense if a person fails to report suspected ANE of a person to DFPS, HHS or a law enforcement agency (see 

Texas Human Resources Code, Section 48.052; Texas Health & Safety Code, Section 260A.012; and Texas Family Code, Section 

261.109). 

ω It is a criminal offense to knowingly or intentionally report false information to DFPS, HHS or a law enforcement agency 

regarding ANE (see: Texas Human Resources Code, Sec. 48.052; Texas Health & Safety Code, Section 260A.013; and Texas 

Family Code, Section 261.107). 

ω Everyone has an obligation to report suspected ANE against a child, an adult who is elderly, or an adult with a disability to 

DFPS. This includes ANE committed by a family member, DFPS licensed foster parent or accredited child-placing agency foster 

home, DFPS licensed general residential operation or at a childcare center. 

 

Abuse, Neglect, and Exploitation Report Findings 

Provider must provide Community Health Choice with a copy of the abuse, neglect, and exploitation findings within one business 

day of receipt of the findings from the Department of Family and Protective Services (DFPS). 

 

   

http://www.txabusehotline.org/
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STAR PROGRAM  
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STAR Program Objectives 

Community Health Choice participates in the State of Texas Access Reform (STAR) Managed Care Program through a contract with 

the Texas Health and Human Services Commission (HHSC). Introduced in 1997 in Harris County, the STAR Program was established 

to explore healthcare delivery systems in Texas counties and examine the effectiveness of managed care models for the Medicaid 

population. 

 

Under the STAR Program, eligible Medicaid clients choose an MCO and a Primary Care Provider (PCP) to provide all primary care 

services and to arrange for and coordinate referrals for all medically necessary specialty services. The objectives of the STAR 

Program are as follows: 

ω Improve access to care for STAR Program Members 

ω Increase quality and continuity of care for targeted Medicaid clients 

ω Decrease inappropriate utilization of the healthcare delivery system 

ω Achieve cost-effectiveness and efficiency for the state 

ω Promote Provider and Member satisfaction 

STAR Covered Services 

General Description 

The following information provides an overview of benefits available to Community Health Choice Members enrolled in the STAR 

program. Please refer to the current Texas Medicaid Provider Procedures Manual (TMPPM) or go to website TMHP.com for a 

comprehensive listing of limitations and exclusions that apply to each benefit category: 

ω Ambulance services 

ω Audiology services, including hearing aids for adults (hearing aids for children are provided through TMHP and are a non-

capitated service) 

ω Behavioral health services, including:  

o Inpatient mental health services, including freestanding psychiatric facilities, psychiatric units of general acute care 

hospitals, and state-operated facilities 

o Psychiatric services 

o Outpatient mental health services 

o Counseling services 

o Outpatient chemical dependency services 

o Attention Deficit Hyperactivity Disorder (ADHD) services, including medications and follow-up care for children who 

have been prescribed ADHD medications 

o Detoxification services 

ω Birthing center services 

ω Cancer screening, diagnostic, and treatment services  

ω Chiropractic services 

ω Dialysis 

ω Durable medical equipment and supplies 

ω Early childhood intervention (ECI) services 

ω Emergency services 

http://www.tmhp.com/
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ω Family planning services 

ω Home health services 

ω Hospital services (inpatient and outpatient) 

ω Laboratory services 

ω Medical checkups and Comprehensive Care Program (CCP) services for children (under 21) through the Texas Health Steps 

Program 

ω Mental health targeted case management 

ω Oral evaluation and fluoride varnish in the medical home in conjunction with Texas Health Steps medical checkup for children 

6 months through 35 months of age  

ω Podiatry 

ω Prenatal care 

ω Prenatal care provided by a physician, certified nurse midwife, nurse practitioner, clinical nurse specialist or physician 

assistant in a licensed birthing center  

ω Prescription drugs, medications, and biologicals, including pharmacy-dispensed and Provider-administered outpatient drugs 

and biologicals  

ω Primary care services 

ω Radiology, imaging, and X-rays 

ω Specialty physician services 

ω Telehealth 

ω Telemedicine 

ω Telemonitoring to the extent covered by Texas Government Code §531.01276  

ω  Therapies ς physical, occupational, and speech 

ω Transplantation of organs and tissues 

ω Texas Health Steps 

ω Vision, including optometry and glasses (provided through a delegated entity) 

All benefits are subject to the limitations and exclusions as outlined in the current Texas Medicaid Provider Procedures Manual 

(TMPPM). 

All out-of-network services, except emergency services, require prior authorization. 

Coordination with Non-Health Plan Covered Services (Non-Capitated Services) 

STAR Members are eligible for the services described below. Community Health Choice and our network Providers are expected to 

refer to and coordinate with these programs. These services are described in the Texas Medicaid Provider Procedures Manual 

(TMPPM) 

ω Texas Health Steps dental (including orthodontia)  

ω Texas Health Steps environmental lead investigation (ELI)  

ω Early Childhood Intervention (ECI) case management/service coordination  

ω Early Childhood Intervention Specialized Skills Training  

ω Case Management for Children and Pregnant Women  

ω Texas School Health and Related Services (SHARS)  

ω Department of Assistive and Rehabilitative Services (DARS) .ƭƛƴŘ /ƘƛƭŘǊŜƴΩǎ ±ƻŎŀǘƛƻƴŀƭ 5ƛǎŎƻǾŜǊȅ ŀƴŘ 5ŜǾŜƭƻǇƳŜƴǘ 
Program  

ω Tuberculosis services provided by DSHS-approved Providers (directly observed therapy and contact investigation)  
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ω IŜŀƭǘƘ ŀƴŘ IǳƳŀƴ {ŜǊǾƛŎŜǎ /ƻƳƳƛǎǎƛƻƴΩǎ aŜŘƛŎŀƭ ¢ǊŀƴǎǇƻǊǘŀǘƛƻƴ tǊƻƎǊŀƳ όǎŜŜ ŀŘŘƛǘƛƻƴŀƭ ƛƴŦƻǊƳŀǘƛƻƴ ƛƴ ǘƘŜ άaŜŘƛŎŀƭ 
¢ǊŀƴǎǇƻǊǘŀǘƛƻƴ tǊƻƎǊŀƳέ ǎŜŎǘƛƻƴ ƻŦ ǘhis manual)  

ω For STAR, Texas Health Steps personal care services for Members birth through age 20  

ω For STAR, Community First Choice (CFC) services  

ω HHSC contracted Providers of long-term services and supports (LTSS) for individuals who have intellectual or 
developmental disabilities  

ω HHSC contracted Providers of case management or service coordination services for individuals who have intellectual or 
developmental disabilities  

ω Mental Health Targeted Case Management and Mental Health Rehabilitative Services for STAR+PLUS dual-eligible 
Members  

ω For Members who are prospectively enrolled in STAR from Medicaid FFS during an inpatient stay, hospital facility charges 
associated with the inpatient stay are non-capitated services, except for a stay in a chemical dependency treatment facility. 

 

Prescribed Pediatric Extended Care Centers and Private Duty Nursing 

A Member has a choice of PDN, PPECC or a combination of both PDN and PPECC for ongoing skilled nursing. PDN and PPECC are 

considered equivalent services and must be coordinated to prevent duplication. A Member may receive both in the same day, but 

not simultaneously (e.g., PDN may be provided before or after PPECC services are provided). The combined total hours between 

P5b ŀƴŘ tt9// ǎŜǊǾƛŎŜǎ ŀǊŜ ƴƻǘ ŀƴǘƛŎƛǇŀǘŜŘ ǘƻ ƛƴŎǊŜŀǎŜ ǳƴƭŜǎǎ ǘƘŜǊŜ ƛǎ ŀ ŎƘŀƴƎŜ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ŎƻƴŘƛǘƛƻƴ ƻǊ ǘƘŜ 

ŀǳǘƘƻǊƛȊŜŘ ƘƻǳǊǎ ŀǊŜ ƴƻǘ ŎƻƳƳŜƴǎǳǊŀǘŜ ǿƛǘƘ ǘƘŜ aŜƳōŜǊΩǎ ƳŜŘƛŎŀƭ ƴŜŜŘǎΦ tŜǊ м ¢ŜȄΦ !ŘƳƛƴΦ /ƻŘŜ ϠосоΦнлф όŎύόоύΣ tt9// ǎŜǊǾƛŎŜǎ 

are intended to be a one-to-one replacement of PDN hours unless additional hours are medically necessary. 

Family Planning 

Family Planning services, including sterilization, are covered STAR Member benefits. Family Planning services can be provided by a 

physician, mid-level practitioner, and through Family Planning clinics. Medicaid Members are allowed the freedom of choice in the 

selection of contraceptive methods as medically appropriate. Services are provided regardless of age, marital status, sex, 

race/ethnicity, parenthood, handicap, religion, national origin or contraceptive preference. 

Only Family Planning clients, not their spouses or parents or any other individual, can consent to the provision of Family Planning 

services funded by Title X, XIX, or combined X and XX funds. Counseling should be offered to adolescents that encourages them to 

discuss their family planning needs with a parent, an adult family member or other trusted adults. 

Family Planning does not require an authorization.  

Sterilization 

In the event that a Community Health Choice STAR Medicaid Member desires sterilization as their method of family planning, the 

Family Planning Provider must complete all sections of the Sterilization Consent Form. The form is available in both Spanish and 

English on the TMHP website, TMHP.com. This form requires: 

¶ Signature of Community Health Choice Member requesting sterilization 

¶ Signature date should not be less than 30 days or more than 120 days from the date sterilization is desired 

¶ Signature of the requesting Provider 

Breast Pump Coverage in Medicaid and CHIP 

Texas Medicaid and CHIP cover breast pumps and supplies when medically necessary after a baby is born. A breast pump may be 

ƻōǘŀƛƴŜŘ ǳƴŘŜǊ ŀƴ ŜƭƛƎƛōƭŜ ƳƻǘƘŜǊΩǎ aŜŘƛŎŀƛŘ or CHIP client number; however, if a mother is no longer eligible for Texas Medicaid 

ƻǊ /ILt ŀƴŘ ǘƘŜǊŜ ƛǎ ŀ ƴŜŜŘ ŦƻǊ ŀ ōǊŜŀǎǘ ǇǳƳǇ ƻǊ ǇŀǊǘǎΣ ǘƘŜƴ ōǊŜŀǎǘ ǇǳƳǇ ŜǉǳƛǇƳŜƴǘ Ƴǳǎǘ ōŜ ƻōǘŀƛƴŜŘ ǳƴŘŜǊ ǘƘŜ ƛƴŦŀƴǘΩǎ aŜŘƛŎŀid 

client number. 

  

http://www.tmhp.com/
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Coverage in 

prenatal period 

Coverage 

at delivery 

Coverage for 

newborn 
Breast Pump Coverage & Billing 

STAR STAR  STAR  

STAR covers breast pumps and supplies when medically necessary for 

mothers or newborns. Breast pumps and supplies may be billed under 

ǘƘŜ ƳƻǘƘŜǊΩǎ aŜŘƛŎŀƛŘ L5 ƻǊ ǘƘŜ ƴŜǿōƻǊƴΩǎ aŜŘƛŎŀƛŘ L5Φ 

CHIP Perinatal, 

with income at or 

below 198% of 

federal poverty 

level (FPL)*  

Emergency 

Medicaid 

Medicaid fee-

for-service 

(FFS) or STAR**  

Medicaid FFS and STAR cover breast pumps and supplies when 

medically necessary for newborns when the mother does not have 

coverage under CHIP. Breast pumps and supplies must be billed under 

ǘƘŜ ƴŜǿōƻǊƴΩǎ aŜŘƛŎŀƛŘ L5Φ  

CHIP Perinatal, 

with income 

above 198% FPL 

CHIP 

Perinatal 
CHIP Perinatal  

CHIP covers breast pumps and supplies when medically necessary for 

CHIP Perinatal newborns. Breast pumps and supplies must be billed 

ǳƴŘŜǊ ǘƘŜ ƴŜǿōƻǊƴΩǎ /ILt tŜǊƛƴŀǘŀƭ L5Φ 

None, with 

income at or 

below 198% FPL  

Emergency 

Medicaid 

Medicaid FFS or 

STAR**  

Medicaid FFS and STAR cover breast pumps and supplies when 

medically necessary for the newborn when the mother does not have 

coverage. Breast pumps and supplies must be billed under the 

ƴŜǿōƻǊƴΩǎ aŜŘƛŎŀƛŘ L5Φ 

*CHIP Perinatal Members with household incomes at or below 198% FPL must apply for Emergency Medicaid coverage for labor 

and delivery services. HHSC mails the pregnant woman an Emergency Medicaid application 30 days before her reported due date. 

When Emergency Medicaid covers a birth, the newborn is certified for 12 months of Medicaid coverage, beginning on the date of 

birth. 

Texas Health Steps  

THSteps Goals 

In Texas, the federally mandated Medicaid Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Program is known as 

Texas Health Steps (THSteps). The goal of THSteps is to provide early detection and treatment of medical and dental problems to 

infants, children, teens, and young adults (from birth through age 20) who are currently enrolled in Medicaid. The American 

Academy of Pediatrics (AAP) schedule has been modified to meet federal and state requirements in regard to the components of 

the visits at specific ages. Please refer to the THSteps section of the current Texas Medicaid Provider Procedures Manual (TMPPM) 

for more information regarding THSteps and Comprehensive Care Program services, including private duty nursing, prescribed 

pediatric extended care centers, and therapies. 

THSteps Services 

THSteps services include: 

ω Medical checkups 

ω Immunizations recommended by the CDC advisory committee on immunization practices (ACIP)  

ω Vision services 

ω Diagnosis/treatment for defects in vision (including the provision of eyeglasses) 

ω Dental services (including checkups) 

ω Hearing services 

ω Diagnosis/treatment for defects in hearing, including hearing aids 
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ω Comprehensive Care Program services 

ω Support services 

Client notification of services/outreach: THSteps recipients receive verbal and written information about services available through 

the THSteps Program from THSteps staff, other agencies, the health plan, etc. 

Periodicity Schedule 

Medical checkups are covered for Members under 21 in accordance with the THSteps Periodicity Schedule. The medical checkup 

periodicity schedule specifies the ages that medical screens/checkups are to be performed and the required screening protocol. 

Refer to the TMPPM for detailed information. Medical checkups that are exceptions to the periodicity schedule are covered if they 

are medically necessary, the child has an environmental risk, when required to meet federal or state exam requirements, or when 

needed before a dental procedure requiring general anesthesia. Acceptance of THSteps medical checkups (or any other service) is 

voluntary. Acceptance or refusal of services does not affect eligibility for or benefits of any other Medicaid service.  

Children of Migrant Farmworkers 

Children of Migrant Farmworkers due for a Texas Health Steps medical checkup can receive their periodic checkup on an 

accelerated basis prior to leaving the area. A checkup performed under this circumstance is an accelerated service but should be 

billed as a checkup.  

Performing a make-up exam for a late Texas Health Steps medical checkup previously missed under the periodicity schedule is not 

considered an exception to periodicity nor an accelerated service. It is considered a late checkup. 

Migrant Farmworker means a migratory agricultural worker, generally defined as an individual:  

1. whose principal employment is in agriculture on a seasonal basis; 

2. who has been so employed within the last 24 months; 

3. who performs any activity directly related to the production or processing of crops, dairy products, poultry or livestock for 

initial commercial sale or as a principal means of personal subsistence; and 

4. who establishes for the purposes of such employment a temporary abode 

Their children ages birth through the day of their 18th birthday are considered Children of Migrant Farmworkers and are eligible to 

receive accelerated services. 

Role of Texas Health and Human Services Commission (HHSC) THSteps Staff 

Upon request, THSteps regional staff (contract and non-contract) can assist Members by providing support services (assistance with 

medical and dental checkups scheduling and transportation). Recipients in need of additional types of support services are referred 

for case management services. 

Referral Guidelines 

Community Health Choice Members can select any THSteps Provider for a THSteps checkup. Contact Member Services for 

assistance. No authorization or referral is required for a THSteps checkup. Refer Members to Community Health Choice Member 

Services for in-network Provider assistance and to THSteps staff at 1.877.847.8377 for out-of-network medical checkup and dental 

service Providers. 

A major objective of the THSteps Program is diagnosis/treatment of problems discovered during a medical checkup. To establish 

continuity of care for the Member, the medical checkup Provider can provide treatment for the condition identified. If the 

THSteps medical checkup Provider is unable to perform the needed follow-up diagnosis/treatment services, the medical checkup 

Provider is then responsible for referring the Member to a Provider όƻŦ ǘƘŜ aŜƳōŜǊΩǎ ŎƘƻƛŎŜύ ǿƘƻ ƛǎ ǉǳŀƭƛŦƛŜŘ ǘƻ ǇŜǊŦƻǊƳ ǘƘŜ 

required service(s). Members who need follow-up diagnosis/treatment services must be referred by their primary care physician. 
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Reimbursement for Medical Checkups 

A complete medical checkup is reimbursed at the Medicaid allowable rate. There is no reimbursement for incomplete medical 

checkups. Reimbursable procedures that must be performed during a THSteps medical checkup are listed on the periodicity 

schedule. Separate reimbursement is allowed for oral evaluation and fluoride varnish (OEFV) for certified Providers, 

administration of vaccines, TB skin tests, point-of-care testing for the initial lead screening, and certain developmental screens. 

Please use appropriate modifiers when forwarding claims for THSteps visits performed by nurses, nurse practitioners or 

ǇƘȅǎƛŎƛŀƴǎΩ ŀǎǎƛǎǘŀƴǘǎΦ 

Registered nurses (RNs) without clinical nurse specialist (CNS), nurse practitioner (NP) or certified nurse midwife (CNM) certification 

may provide medical checkups only under direct physician supervision. 

Immunizations (based on the immunization schedule established by the Advisory Committee on Immunization Practices) are a 

federal/state-required component of a THSteps medical checkup. THSteps Providers are not reimbursed for the costs of vaccines 

administered during a medical checkup, as vaccines are available free of charge to Providers through the Texas Vaccines for 

Children (TVFC) Program. Please refer to the TMPPM or the Texas Department of State Health Services website for information on 

enrolling in the TVFC. 

During a medical checkup, Providers are reimbursed a separate fee for the administration of each required vaccine given to a Texas 

Health Steps recipient. Combined antigen vaccines (DTaP-Hib, MMR) are reimbursed as one dose. Recipients are not to be referred 

to local health departments for their immunizations. Providers are required to submit immunization information to the Texas 

Immunization Registry (ImmTrac) when an immunization is given. Written consent must be obtained by Provider from parent or 

guardian before any information is included in the registry. The consent is valid until Member becomes 18 years of age (those 18 

and older may now consent for their records to be maintained in ImmTrac as well). Provider must verify consent before 

information is included in ImmTrac. If Provider is unable to verify consent, the Provider will be notified by ImmTrac and given 

instructions for obtaining the consent and resubmitting the immunization to the registry. For more information, please see the 

ImmTrac website: ImmTrac.TDH.state.tx.us/ . 

! ¢I{ǘŜǇǎ ƳŜŘƛŎŀƭ ŎƘŜŎƪǳǇ ƛǎ ǘƻ ōŜ ǇŜǊŦƻǊƳŜŘ ǿƛǘƘƛƴ фл Řŀȅǎ ƻŦ ŀ aŜƳōŜǊΩǎ ŜƴǊƻƭƭƳŜƴǘ ƛƴ Community Health Choice. As a 

condition for reimbursement, children younger than age 15 must be accompanied by the parent, guardian or other authorized 

adult at the medical checkup and dental checkup/ services visit. 

Documentation of completed Texas Health Steps components and elements 

Each of the six components and their individual elements according to the recommendations established by the Texas Health Steps 

periodicity schedule for children as described in the Texas Medicaid Provider Procedures Manual (TMPPM) must be completed and 

documented in the medical record.  

Any component or element not completed must be noted in the medical record, along with the reason it was not completed and 

the plan to complete the component or element. The medical record must contain documentation on all screening tools used 

for TB, growth and development, autism, and mental health screenings. The results of these screenings and any necessary 

referrals must be documented in the medical record. THSteps checkups are subject to retrospective review and recoupment if 

the medical record does not include all required documentation. 

THSteps checkups are made up of six primary components. Many of the primary components include individual elements. These 

are outlined on the Texas Health Steps Periodicity Schedule based on age and include: 

1. Comprehensive health and developmental history that includes nutrition screening, developmental and mental health 

screening, and TB screening 

ω A complete history includes family and personal medical history, along with developmental surveillance and screening, 

and behavioral, social, and emotional screening. The Texas Health Steps Tuberculosis Questionnaire is required annually 

beginning at 12 months of age, with a skin test required if screening indicates a risk of possible exposure.  

ω Mental health screening is required at each Texas Health Steps and includes behavioral, social, and emotional 

development. Effective July 1, 2018, maternal postpartum depression screening may be completed during an infanǘΩǎ 

¢ŜȄŀǎ IŜŀƭǘƘ {ǘŜǇǎ ŎƘŜŎƪǳǇ ǇǊƛƻǊ ǘƻ ǘƘŜ ƛƴŦŀƴǘΩǎ ŦƛǊǎǘ ōƛǊǘƘŘŀȅΦ Providers may receive separate reimbursement, in addition 

http://www.immtrac.tdh.state.tx.us/
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to reimbursement for the checkup, when screening using a validated screening tool. A Provider may receive separate 

reimbursement only once per infant. 

ω Mental health screening is recommended annually for all clients who are 12 through 18 years of age. Providers may 

receive separate reimbursement, in addition to reimbursement for the checkup, when screening using a validated 

screening tool. 

2. Comprehensive unclothed physical examination that includes measurements, height or length, weight, fronto-occipital 

circumference, BMI, blood pressure, and vision and hearing screening  

ω A complete exam includes the recording of measurements and percentiles to document growth and development, 

including fronto-occipital circumference (0-2 years) and blood pressure (3-20 years). Vision and hearing screenings are 

also required components of the physical exam. It is important to document any referrals based on findings from the 

vision and hearing screenings. 

3. Immunizations, as established by the Advisory Committee on Immunization Practices, according to age and health history, 

including influenza, pneumococcal, and HPV.  

ω Immunization status must be screened at each medical checkup and necessary vaccines such as pneumococcal, influenza, 

and HPV must be administered at the time of the checkup and according to the current ACIP  

άwŜŎƻƳƳŜƴŘŜŘ /ƘƛƭŘƘƻƻŘ ŀƴŘ !ŘƻƭŜǎŎŜƴǘ LƳƳǳƴƛȊŀǘƛƻƴ {ŎƘŜŘǳƭŜ-¦ƴƛǘŜŘ {ǘŀǘŜǎΣέ ǳƴless medically contra-indicated or 

because of parental reasons of conscience, including religious beliefs. 

ω The screening Provider is responsible for administration of the immunization and are not to refer children to other 

immunizers, including Local Health Departments, to receive immunizations.  

ω Providers are to include parental consent on the Vaccine Information Statement, in compliance with the requirements of 

Chapter 161, Health and Safety Code, relating to the Texas Immunization Registry (ImmTrac).  

ω Providers may enroll, as applicable, as Texas Vaccines for Children Providers. For information, please visit 

https://DSHS.texas.gov/immunize/tvfc/.  

4. Laboratory tests, as appropriate, that include newborn screening, blood lead level assessment appropriate for age and risk 

factors, and anemia  

ω Newborn Screening: Send all Texas Health Steps newborn screens to the DSHS Laboratory Services Section in Austin. 

Providers must include detailed identƛŦȅƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ŀƭƭ ǎŎǊŜŜƴŜŘ ƴŜǿōƻǊƴ aŜƳōŜǊǎ ŀƴŘ ǘƘŜ aŜƳōŜǊΩǎ ƳƻǘƘŜǊ ǘƻ 

allow DSHS to link the screens performed at the hospital with screens performed at the newborn follow-up Texas Health 

Steps medical checkup. 

ω Anemia screening at 12 months 

ω Dyslipidemia screening at 9-12 years of age and again 18-20 years of age 

ω HIV screening at 16-18 years 

ω Risk-based screenings include dyslipidemia, diabetes, and sexually transmitted infections, including HIV, syphilis, and 

gonorrhea/chlamydia 

5. Health education (including anticipatory guidance) is a federally mandated component of the medical checkup and is 

required in order to assist parents, caregivers, and clients in understanding what to expect in terms of growth and 

development. Health education and counseling includes healthy lifestyle practices, as well as prevention of lead poisoning, 

accidents, and disease. 

6. Dental referral every six months until the parent or caregiver reports a Dental Home is established.  

o Clients must be referred to establish a Dental Home beginning at 6 months of age or earlier if needed. Subsequent 

referrals must be made until the parent or caregiver confirms that a Dental Home has been established. The parent 

or caregiver may self-refer for dental care at any age. 

Use of the THSteps Child Health Record Forms can assist with performing and documenting checkups completely, including 

laboratory screening and immunization components. Their use is optional and recommended. Each checkup form includes all 

https://dshs.texas.gov/immunize/tvfc/
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checkup components, screenings required at the checkup, and suggested age-appropriate anticipatory guidance topics. They are 

available online in the resources section at TXHealthSteps.com.  

Laboratory Tests 

The Texas Department of State Health Services (TDSHS) Chemistry Laboratory, located in HHSC central office headquarters in 

Austin, Texas, performs free laboratory testing on blood specimens collected by all THSteps medical checkup Providers. The TDSHS 

laboratory also furnishes Providers with free laboratory collection supplies and postage-paid mailing containers. The DSHS 

²ƻƳŜƴΩǎ IŜŀƭǘƘ [ŀōƻǊŀǘƻǊȅ ƛƴ {ŀƴ !ƴǘƻƴƛƻ ǇǊƻǾƛŘŜǎ ŎƻƭƭŜŎǘƛƻƴ ǎǳǇǇƭƛŜǎ ŀƴŘ ǇǊƻŎŜǎǎƛƴƎ ŦƻǊ {¢5 ǘŜǎǘǎΦ ¢Ŝǎǘǎ that are required to be 

sent to the DSHS labs include gonorrhea/chlamydia, hemoglobin, and the initial lead test, with the exception of lead testing 

performed with a point of care device in the ProviderΩǎ ƻŦŦƛŎŜΦ CƻǊ ƻǘƘŜǊ ǘŜǎǘǎΣ ǘƘŜ ŎƭƛŜƴǘ ƻǊ ǎǇŜŎƛƳŜƴ Ƴŀȅ ōŜ ǎŜƴǘ ǘƻ ǘƘŜ ƭŀōƻǊŀǘƻǊȅ 

of the ProviderΩǎ ŎƘƻƛŎŜΦ 

THSteps Provider Responsibilities 

For more information concerning your responsibilities as a participating Provider with the HHSC STAR program, please refer to your 

Texas Medicaid Provider Procedures Manual (TMPPM) located on the TMHP website at TMHP.com.  

THSteps has developed a summary of Texas laws addressing the following legal issues for all THSteps Providers. These include, but 

are not limited to, the following: 

ω Newborn Blood Screening, Health ŀƴŘ {ŀŦŜǘȅ /ƻŘŜΣ /ƘŀǇǘŜǊ ооΣ ±ŜǊƴƻƴΩǎ ¢ŜȄŀǎ /ƻŘŜǎ !ƴƴƻǘŀǘŜŘ tŀǊŜƴǘŀƭ !ŎŎƻƳǇŀƴƛƳŜƴǘΣ 

IǳƳŀƴ wŜǎƻǳǊŎŜǎ /ƻŘŜΣ ϠонΦлнпόǎύΣ ±ŜǊƴƻƴΩǎ ¢ŜȄŀǎ /ƻŘŜǎ !ƴƴƻǘŀǘŜŘ 

ω Requirements for reporting abuse or neglect: Providers are required to comply with Family Code Sec. 261.10, ±ŜǊƴƻƴΩǎ ¢ŜȄŀǎ 

Codes Annotated 

ω {ƛƳǇƭƛŦƛŜŘ 9ƴǊƻƭƭƳŜƴǘΣ IǳƳŀƴ wŜǎƻǳǊŎŜǎ /ƻŘŜΣ ϠонΦлнрόǎύΣ ±ŜǊƴƻƴΩǎ ¢ŜȄŀǎ /ƻŘŜǎ !ƴƴƻǘŀǘŜŘ 

ω 9ŀǊƭȅ /ƘƛƭŘƘƻƻŘ LƴǘŜǊǾŜƴǘƛƻƴ ό9/LύΣ IǳƳŀƴ wŜǎƻǳǊŎŜǎ /ƻŘŜΣ ϠонΦлнрόǎύΣ ±ŜǊƴƻƴΩǎ ¢ŜȄŀǎ /ƻŘŜǎ !ƴƴƻǘŀǘŜŘ 

THSteps Screenings for Newborns 

Chapter 33 of the Health and Safety Code and TAC Rules 37.51-37.67 detail the Newborn Screening (NBS) Program. House Bill 790, 

79th Legislative Session, required the Department of State Health Services to expand the NBS Program. The NBS Program screens 

for 27 disorders. This panel is recommended by the American College of Medical Genetics (ACMG). 

The goals of the Texas Newborn Screening Program are to ensure that: 

ω Each baby born in Texas receives two newborn screening tests, the first before leaving the hospital (24-48 hours after birth) 

and the second at one to two weeks of age; 

ω All infants with an abnormal screen receive prompt and appropriate confirmatory testing; and 

ω All individuals diagnosed with newborn screening conditions are maintained on appropriate medical therapy. 

Healthcare Providers are responsible for the collection, handling, and labeling of both the first and second screening specimens; the 

prompt follow-up testing if indicated by screening results; medical care; and the provision of parent education, support, and 

referral to specialty care when needed. 

DSHS Laboratory is responsible for specimen analysis, recordkeeping, quality control of laboratory methods, and notification of 

results to practitioners and case managers. The NBS follow-up team tracks abnormal screens and diagnosed cases, assists in the 

assurance of appropriate medical care, serves as a source of information for practitioners, parents, and the public about the 

newborn screening disorders, and maintains registries of diagnosed cases. 

The current Newborn Screening Panel consists of the following: 

http://www.txhealthsteps.com/
http://www.tmhp.com/
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ω CAH 

ω Hemoglobin SC disease 

ω PKU 

ω Sickle beta thalassemia Screens are due: 

o 1st screen on all babies at 24-48 hours 

o 2nd screen on all babies at 1-2 weeks 

ω Galactosemia 

ω Hypothyroid 

ω (5) Fatty acid oxidation disorders 

ω Sickle cell disease 

ω (9) Organic acid disorders 

ω Sickle cell anemia 

ω Biotinidase deficiency 

ω Mail to DSHS within 24 hours of collection 

ω (5) Amino acidopathies 

Newborn Screening Lab website and Lab Supplies Web form: DSHS.texas.gov/lab/mrs_forms.shtm#supplies  

Reporting Immunizations 

As a Community Health Choice Provider, you can fulfill your immunization reporting obligation by applying to ImmTrac to submit 

encounters directly. The application is available on the ImmTrac website. ImmTrac is a statewide registry and tracking system 

operated by the DSHS that: 

ω Consolidates immunization records from multiple Providers into one easily accessible record 

ω Enables ProviderΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ǘƻ ǊŜǾƛŜǿ ǇŀǘƛŜƴǘ ƛƳƳǳƴƛȊŀǘƛƻƴ ƘƛǎǘƻǊƛŜǎ όǇǊƻǾƛŘŜŘ ǘƘŀǘ ǘƘŜ ǊŜŎƻǊŘǎ ŀǊŜ ŦƻǊǿŀǊŘŜŘ ǘƻ ǘƘŜ 

system) and enter information on administered vaccines 

ω Assists Providers in dealing with complex vaccination schedule requirements 

ω Produces recall and reminder notices for vaccines that are due or overdue 

It is critical that Providers register with ImmTrac and report immunization encounters. 

Website: DSHS.texas.gov/immunize/immtrac or E-mail: ImmTrac at ImmTrac@DSHS.state.tx.us.  

THSteps Vision Screen 

THSteps clients (ages 0 through 20 years of age) receive a vision screen as part of a THSteps medical checkup. This type of 

ǎŎǊŜŜƴƛƴƎ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ŎƭƛŜƴǘΩǎ ŀƎŜ ŀƴŘ ŀōƛƭƛǘȅ ǘƻ ŎƻƻǇŜǊŀǘŜΦ ¢ƘŜ ƳŜŘƛŎŀƭ ŎƘŜŎƪǳǇ Provider who identifies screening 

abnormalities should refer the child/youth for diagnosis and treatment by a specialist. 

Vision Benefits for Children 

THSteps/Medicaid Services provide diagnosis and treatment for vision problems, including eyeglasses for defects in vision.  

The following eye examination and eyewear services are available for THSteps clients: 

ω One eye examination with refraction per state fiscal year (September 1ςAugust 21) for the purpose of obtaining eyewear 

Exception: The yearly eye exam limitation can be exceeded when the school nurse, teacher or parent requests an exam or if the 

exam is medically necessary. 

ω Eyeglasses every two years, with no limit on the number of replacements for eyeglasses/ contact lenses that are lost or 

destroyed 

Exception: The eyeglass limitation can be exceeded whenever there is a diopter change of 0.5 or more. 

NOTE: Eyewear must be medically necessary and prescribed by a doctor of medicine (M.D.), doctor of optometry (O.D.) or doctor of 

osteopathy (D.O.). 

THSteps Comprehensive Care Services 

The Omnibus Budget Reconciliation Act of 1989 expanded EPSDT/THSteps Program benefits to include payment for any federally 

allowable Medicaid service that is medically necessary to treat or ameliorate a defect, physical or mental illness, or a condition 

https://www.dshs.texas.gov/lab/mrs_forms.shtm#supplies
mailto:DSHS.texas.gov/immunize/immtrac
mailto:ImmTrac@DSHS.state.tx.us
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identified during a THSteps medical checkup. Comprehensive Care Program (CCP) services also include treatment of medical and 

dental problems, regardless of whether a formal THSteps medical or dental checkup has been performed. 

As a reminder, families who receive financial assistance from HHSC can receive sanctions for failure to obtain, without good cause, 

medical checkups and immunizations on a timely basis. 

THSteps Quick Reference Guide  

For the latest version of the Texas Health Steps Quick Reference Guide visit TMHP at: 

TMHP.com/Pages/Medicaid/Medicaid_THSteps_Program_Info.aspx  

Community Health Choice Panel Report 

Your monthly panel reports help identify STAR Members who have THSteps checkups that are due and CHIP Members who are due 

Well-Child checkups. Panel reports are available via the Provider Portal. 

Medical Transportation Program (MTP) 
What is MTP? 

MTP is a state administered program that provides Non-Emergency Medical Transportation (NEMT) services statewide for eligible 

Medicaid clients who have no other means of transportation to attend their covered healthcare appointments. MTP can help with 

rides to the doctor, dentist, hospital, drug store, and any other place you get Medicaid services. 

What services are offered by MTP?  

ω Passes or tickets for transportation such as mass transit within and between cities or states, to include rail, bus or commercial 

air 

ω Curb to curb service provided by taxi, wheelchair van, and other transportation vehicles  

ω Mileage reimbursement for a registered individual transportation participant (ITP) to a covered healthcare event. The ITP can 

be the responsible party, family member, friend, neighbor or client.  

ω Meals and lodging allowance when treatment requires an overnight stay outside the county of residence 

ω Attendant services (a responsible adult who accompanies a minor or an attendant needed for mobility assistance or due to 

medical necessity, who accompanies the client to a healthcare service)  

ω Advanced funds to cover authorized transportation services prior to travel  

Call MTP: 

For more information about services offered by MTP, clients, advocates and Providers can call the Toll free line at 1-877-6338747. 

In order to be transferred to the appropriate transportation Provider, clients are asked to have either their Medicaid ID# or zip 

code available at the time of the call.  

Health and Human Services (HHS) Hospice Services 
HHS manages the statewide Hospice Program through Provider contracts with hospice agencies. Hospice services provide medical, 

social, and support services to eligible terminally ill patients upon approval, designed to keep clients comfortable and without pain 

during the last weeks and months before death. The HHS Hospice Program covers services related to the ǘǊŜŀǘƳŜƴǘ ƻŦ ǘƘŜ ŎƭƛŜƴǘΩǎ 

terminal illness and certain physician services (not including treatments). This is not a service covered by Community Health Choice. 

Direct questions about the hospice program to the Hospice Program at 1.512.438.3550. Services unrelated to the terminal illness are 

the responsibility of Community Health Choice. 

http://www.tmhp.com/Pages/Medicaid/Medicaid_THSteps_Program_Info.aspx
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Special Supplemental Nutrition Program for Women, 

Infants, and Children (WIC) 
Services are provided to women who are pregnant, postpartum (up to six months after delivery) and breastfeeding (up to 12 

months after delivery), as well as, infants and children up to five years of age who have limited incomes and are determined to be 

at nutritional risk. Women, infants, and children are automatically considered income eligible for WIC services if they are Medicaid-

eligible. Community Health Choice will provide WIC with the necessary information to determine WIC eligibility. Community Health 

Choice will coordinate with existing WIC Providers to ensure access to the Special Supplemental Nutrition Program or provide 

services through the Community Health Choice Network. 

Complaints and Appeals 

STAR Provider Complaints Process 

Medicaid Provider Complaints Process 

άaŜŘƛŎŀƛŘ /ƻƳǇƭŀƛƴǘέ ƳŜŀƴǎ ŀƴ ŜȄǇression of dissatisfaction expressed by a Complainant, orally or in writing to the MCO, about 

any matter related to the MCO other than an Action. Complaint has the same meaning as grievance, as provided by 42 C.F.R. 

§438.400(b). Possible subjects for Complaints include the quality of care or services provided, aspects of interpersonal relationships 

such as rudeness of a Provider ƻǊ ŜƳǇƭƻȅŜŜ ƻǊ ŦŀƛƭǳǊŜ ǘƻ ǊŜǎǇŜŎǘ ǘƘŜ aŜƳōŜǊΩǎ ǊƛƎƘǘǎ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǿƘŜǘƘŜǊ ǊŜƳŜŘƛŀƭ ŀŎǘƛƻƴ ƛǎ 

requested. Complaint includes the MŜƳōŜǊΩǎ ǊƛƎƘǘ ǊŜƎŀǊŘƭŜǎǎ ƻŦ ǿƘŜǘƘŜǊ ǊŜƳŜŘƛŀƭ ŀŎǘƛƻƴ ƛǎ ǊŜǉǳŜǎǘŜŘΦ /ƻƳǇƭŀƛƴǘ ƛƴŎƭǳŘŜǎ ǘƘŜ 

aŜƳōŜǊΩǎ ǊƛƎƘǘ ǘƻ ŘƛǎǇǳǘŜ ŀƴ ŜȄǘŜƴǎƛƻƴ ƻŦ ǘƛƳŜ όƛŦ ŀƭƭƻǿŜŘ ōȅ ƭŀǿύ ǇǊƻǇƻǎŜŘ ōȅ ǘƘŜ a/h ǘƻ ƳŀƪŜ ŀƴ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ŘŜŎƛǎƛƻƴΦ  

A Provider may file a complaint at any time with Community Health Choice. Send Complaints to: 

Community Health Choice  

Attn: Service Improvement  

2636 South Loop West, Ste. 125 

Houston, TX 77054  

Fax: 713.295.7033 

Email: ServiceImprovement@CommunityHealthChoice.org 

Complaints may also be submitted online at the Community Health Choice website CommunityHealthChoice.org.  

Community Health Choice shall acknowledge all written complaints within five business days. If a ProviderΩǎ ŎƻƳǇƭŀƛƴǘ ƛǎ ƻǊŀƭΣ 

Community Health ChoiceΩǎ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƭŜǘǘŜǊ ǎƘŀƭƭ ƛƴŎƭǳŘŜ ŀ ƻƴŜ-page Complaint Form. 

Community Health Choice shall acknowledge, investigate and resolve all complaints no later than the 30th calendar day after the 

date Community Health Choice receives written complaint or one-page complaint form from the complainant. 

Documentation 

Community Health Choice will retain all Provider complaint documentation, including fax cover sheets, emails to and from 

Community Health Choice, and a telephone log of communication related to the complaint. 

Provider Complaints Process to HHSC 

After a Provider has exhausted the complaint process with Community Health Choice, a Provider has the right to file a complaint 

with HHSC to the following: 

Texas Health and Human Services Commission 

Re: Provider Complaint 

Health Plan Operations, H-320  

P.O. Box 85200 

https://www.communityhealthchoice.org/
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Austin, TX 78708 

STAR Provider Appeals Process 

Key Terms to Understand 

ω άAppealέ ƳŜŀƴǎ ǘƘŜ ŦƻǊƳŀƭ ǇǊƻŎŜǎǎ ōȅ ǿƘƛŎƘ ŀ aŜƳōŜǊ, ƻǊ ŀ aŜƳōŜǊΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ, requests a review of a Community 

Health Choice Action. 

ω  άActionέ ƛǎΥ (1) the denial or limited authorization of a requested Medicaid service, including type or level of service; (2) the 

reduction, suspension or termination of a previously authorized service; (3) the denial, in whole or in part, of payment for a 

service; (4) the failure to provide a service in a timely manner; (5) the failure of Community Health Choice to act within the 

time frames of its contract with HHSC. An Adverse Determination is one type of Action. 

ω άAdverse Determinationέ ƛǎ ŀ ŘŜŎƛǎƛƻƴ ōȅ Community Health Choice that a service furnished to a Member, or proposed to be 

furnished to a Member, is not medically necessary or appropriate. 

Appeal of an Adverse Determination 

A Provider may request an appeal of an Adverse Determination orally or in writing within 60 calendar days of the date of 

Community Health ChoiceΩǎ ǿǊƛǘǘŜƴ ƴƻǘƛŦƛŎŀǘƛƻƴ ƻŦ ŀƴ Adverse Determination.  

Community Health Choice  

Attn: Medical Appeals 

2636 South Loop West, Ste. 125  

Phone: 713.295.2295  

Toll Free: 1.888.760.2600  

Fax: 713.295.7033 

Community Health Choice  
Attn: Behavioral Health Appeals 

P.O. Box 1411 
Houston, TX 77230 

Fax: 713.576.0934 (Standard Requests) 
Fax: 713.576.0935 (Expedited Requests) 

If the appeal request was made orally, the acknowledgement letter will also include a one-page appeal form to be filled out by the 

appealing Provider. 

Community Health Choice shall investigate and resolve all appeals of Adverse Determinations no later than the 30th calendar day 

after the date Community Health Choice receives the written appeal. 

Community Health Choice will have a physician review the appeal involving a question of medical necessity. This physician will be 

someone who was not part of the original decision. An Appeal Resolution Letter will be sent to the patient/enrollee or a person 

ŀŎǘƛƴƎ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘκŜƴǊƻƭƭŜŜΩǎ ōŜƘŀƭŦ ŀƴŘ ǘƘŜ Provider. The letter will contain: 

(a) a statement of the specific medical, dental, or contractual reasons for the resolution; 
(b) the clinical basis for the decision; 
(c) a description of or the source of the screening criteria that were utilized in making the determination; 
(d) the professional specialty of the physician who made the determination; 
(e) procedures for filing a complaint. 

 
If Community Health ChoiceΩǎ ŘŜŎƛǎƛƻƴ ƛǎ ǳǇƘŜƭŘ ŘǳǊƛƴƎ ǘƘŜ ŀǇǇŜŀƭΣ ŀ Provider may request that the appeal be reviewed by a 

Provider in the same or similar specialty that typically manages the medical, dental or specialty condition, procedure or treatment 

within 10 working days from the denial of the appeal. The review will be completed within 15 working days of receipt of the 

request. An Acknowledgement Letter will be sent within five (5) working days of receiving request of specialty review. 
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Expedited Appeals Procedures for Medical Necessity 

You have the right to ask for an expedited appeal for a denial of emergency care, life-threatening conditions or continued 

ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴΦ ¢Ƙƛǎ ǘȅǇŜ ƻŦ ŀǇǇŜŀƭ ƛǎ ǿƘŜƴ ȅƻǳ ŦŜŜƭ ȅƻǳǊ ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴ ŎƻǳƭŘ get worse if you wait for the standard appeals 

process. You may request an expedited appeal, either orally or in writing. Community Health Choice will have a healthcare Provider 

review the appeal. This healthcare Provider will be someone who has not previously reviewed the case and is of the same or a 

similar specialty as the healthcare Provider who would typically manage the medical or dental condition, procedure or treatment 

under review in the appeal. 

Community Health Choice will provide the expedited appeal determination by telephone or electronic transmission and will send a 

letter within three working days of the initial notification. Community Health Choice will respond to your expedited appeal based 

upon the medical or dental immediacy of the condition, procedure or treatment under review, but the resolution of the appeal will 

not exceed 72 hours from the date all information necessary to complete the appeal is received by Community Health Choice. 

Documentation 

Community Health Choice will retain all Provider appeal documentation, including fax cover sheets, emails to and from Community 

Health Choice, and documentation of telephonic communication related to the appeal. 

STAR Member Complaints and Appeals 
STAR Member Complaint Process 

How to File a Complaint 

Members, or their authorized representatives, may file an oral or written complaint with Community Health Choice and with Health 

and Human Services Commission (HHSC). Members may make complaints to Community Health Choice in writing, sent to the 

following address: 

Community Health Choice  

Service Improvement  

2636 South Loop West, Ste. 125 

Houston, TX 77054 

Or by calling Community Health Choice toll free at 1.888.760.2600.  

Once a Member has gone through the Community Health Choice Complaint process, the Member can complain to HHSC, by calling 

toll free at 1.866.566.8989 or in writing, emailed to HPM_Complaints@hhsc.state.tx.us or mailed to the following address: 

Texas Health and Human Services  

Commission Health Plan Operations ς H-320 

P.O. Box 85200 

Austin, TX 78708-5200 

ATTN: Resolution Services 

Members should provide as much detail as possible describing their complaint. If Providers are involved, the name(s) of each 

Provider and, if services are involved, a description of the services and the date(s) of service. 

 

Requirements and Time Frames for Filing a Complaint 

Members, or their representatives, may file a complaint at any time. If a Member files a written complaint, Community Health 

Choice will send the complainant a written acknowledgement within five business days. If a Member files an oral complaint, 

Community Health Choice will send a written acknowledgement and a Complaint Form within five business days. Community 

mailto:HPM_Complaints@hhsc.state.tx.us
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Health Choice will resolve Member complaints within 30 calendar days from the date Community Health Choice receives the 

complaint. Community Health Choice will respond to complaints about emergency care in one business day. Community Health 

Choice will respond to complaints about denials of continued hospital stays in one business day. 

Can someone from Community Health Choice help my Member file a complaint, appeal or expedited appeal? 

If a Community Health Choice Member needs assistance filing a complaint, appeal or expedited appeal, they may call Community 

Health Choice Member Services at 713.295.2294 or 1.888.760.2600, and a Community Health Choice Member Advocate will assist 

them. 

Community Health Choice will notify the Provider and Member when it issues as Adverse Determination.  

What can I do if Community Health Choice ŘŜƴƛŜǎ ƻǊ ƭƛƳƛǘǎ Ƴȅ tŀǘƛŜƴǘΩǎ ǊŜǉǳŜǎǘ ŦƻǊ ŀ /ƻǾŜǊŜŘ {ŜǊǾƛŎŜ? 

A Member has the right to appeal any services that have been denied by Community Health Choice that do not meet the criteria of 

medical necessity that ƛǎ ŘŜŜƳŜŘ ŜȄǇŜǊƛƳŜƴǘŀƭ ƻǊ ƛƴǾŜǎǘƛƎŀǘƛƻƴŀƭΦ ! ŘŜƴƛŀƭ ƻŦ ǘƘƛǎ ǘȅǇŜ ƛǎ ŎŀƭƭŜŘ ŀƴ άŀŘǾŜǊǎŜ ŘŜǘŜǊƳƛƴŀǘƛƻƴΦέ !ƴ 

Appeal is considered a disagreement with an Adverse Determination. A Member can request an appeal orally or in writing. 

Member Appeal Process 

How to File an Appeal 

Members, or their authorized representative, have the right to file an oral or written appeal. Submit appeals to: 

Community Health Choice  

Member Appeals Coordinator  

2636 South Loop West, Ste. 125  

Houston, TX 77054 

Phone: 713.295.2294 or 1.888.760.2600  

Fax: 713.295.7033 

If a Member files a written appeal, Community Health Choice will send the requestor a written acknowledgement within five 

business days. If a Member files an oral appeal, Community Health Choice will send a written acknowledgement and an Appeal 

Form within five business days. The requestor must return the Appeal Form to document the appeal in writing. If a Member or his/ 

her representative requests an expedited resolution of an appeal, Community Health Choice will follow the steps in the subsection 

ά9ȄǇŜŘƛǘŜŘ a/h !ǇǇŜŀƭǎΦέ 

Members, or their representatives, should provide as much detail as possible describing their appeal. If Providers are involved, the 

name(s) of each Provider and if services are involved, a description of the services and the date(s) of service. Members must 

understand that if the appeal decision is adverse to the Member, the Member may be financially responsible for the services which 

were the subject of the appeal, including services furnished while the appeal is pending. 

Time Frame for Filing an Appeal 

Members must file a request for appeal within 60 calendar days from receipt of a Notice of an Action. To ensure continuation of 

currently authorized services, a Member must file an appeal on or before the later of: (1) 10 calendar days following Community 

Health ChoiceΩǎ ƳŀƛƭƛƴƎ ŀƴŘ ƴƻǘƛŎŜ ƻŦ ǘƘŜ ŀŎǘƛƻƴ or (2) the intended effective date of the proposed action. 

Time Frame for Resolution of an Appeal 

Community Health Choice will resolve standard appeals within 30 calendar days from the date Community Health Choice receives 

the appeal. This time frame may be extended up to 14 calendar days if: (1) the Member requests an extension or (2) Community 

Health Choice advises the Member of a need for additional information and that extending the time frame Ƴŀȅ ōŜ ƛƴ ǘƘŜ aŜƳōŜǊΩǎ 

best interest. Community Health Choice will provide written notice of the reason for a delay, if the Member had not requested the 

delay. 
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How will I find out if services are denied?  

If Community Health Choices denies services, we will send you a letter at the same time the denial is made. 

When can a Member request a State Fair Hearing? 

A Member can request a State Fair Hearing after Community Health ChoiceΩǎ ŀǇǇŜŀƭǎ ǇǊƻŎŜǎǎΦ ¸ƻǳ Ƴǳǎǘ Ŧƻƭƭƻǿ ǘƘŜ ƛƴǘŜǊƴŀƭ 

complaint and appeals process before requesting a Fair Hearing. A State Fair Hearing must be requested within 120 days of the 

ŀǇǇŜŀƭ ŘŜŎƛǎƛƻƴ ƭŜǘǘŜǊΦ {ŜŜ ά{ǘŀǘŜ CŀƛǊ IŜŀǊƛƴƎ LƴŦƻǊƳŀǘƛƻƴΦέ 

Expedited Member MCO Appeal 

Right to an Expedited Appeal 

A Member, or his/her representative, may request an Expedited Appeal, if he/she believes that the standard appeal process may 

ǎŜǊƛƻǳǎƭȅ ƧŜƻǇŀǊŘƛȊŜ ǘƘŜ aŜƳōŜǊΩǎ ƭƛŦŜ ƻǊ ƘŜŀƭǘƘΦ 

How to File an Expedited Appeal 

Expedited appeals may be requested verbally or in writing. To request an expedited appeal, a Member or his/her representative 

should send the appeal to the following: 

Community Health Choice 

Appeals Department 

2636 South Loop West, Ste. 125 

Houston, TX 77054 

Phone: 713.295.2295 or 1.888.760.2600  

Fax: 713.295.7033 

 

Community Health Choice will accept Expedited Appeals 24 hours a day, seven days a week. Requests for Expedited Appeals after 

hours, on weekends or holidays should be made by calling 713.295.2295 or 1.888.760.2600. Members, or their representatives, 

should provide information supporting their request for an expedited appeal. An acknowledgement of the expedited appeal will be 

communicated to the requestor on the next business day.  

Resolution Time Frame for an Expedited Appeal 

Community Health Choice must complete its investigation and resolution of an appeal concerning an ongoing emergency or 

continued hospitalization: 

1.) in accordance with the medical immediacy of the case; and 

2.) not later than one business day after Community Health Choice receives the request for the expedited appeal. 

If the expedited appeal does not involve the above, Community Health Choice will notify the Member of the outcome of the appeal 

within 72 hours. This time frame may be extended up to 14 calendar days if: 

1.) the Member requests an extension; or 

2.) Community Health Choice advises the Member of a need for additional information and that extending the time frame may be 

ƛƴ ǘƘŜ aŜƳōŜǊΩǎ ōŜǎǘ ƛƴǘŜǊŜǎǘΦ 

Community Health Choice will provide written notice of the reason for a delay, if the Member had not requested the delay. 

What if Community Health Choice denies the request for an Expedited Appeal? 

If Community Health Choice determines that an appeal request does not follow the criteria of an Expedited Appeal, it will be 

considered and processed as a standard appeal. Community Health Choice shall make a reasonable effort to notify the requestor 

that the appeal is being treated as a standard appeal, with written notice being provided within two calendar days. 
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State Fair Hearing Information 
Can a Member ask for a State Fair Hearing? 

If a Member, as a Member ƻŦ ǘƘŜ ƘŜŀƭǘƘ ǇƭŀƴΣ ŘƛǎŀƎǊŜŜǎ ǿƛǘƘ ǘƘŜ ƘŜŀƭǘƘ ǇƭŀƴΩǎ ŘŜŎƛǎƛƻƴΣ ǘƘŜ aŜƳōŜǊ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ŀǎƪ ŦƻǊ ŀ ŦŀƛǊ 

hearing. The Member may name someone to represent him or her by writing a letter to the health plan telling the MCO the name 

of the person the Member wants to represent him or her. A Provider Ƴŀȅ ōŜ ǘƘŜ aŜƳōŜǊΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜΦ ¢ƘŜ aŜƳōŜǊ ƻǊ ǘƘŜ 

aŜƳōŜǊΩǎ ǊŜǇǊŜǎŜƴǘative must ask for the fair hearing within 120 Řŀȅǎ ƻŦ ǘƘŜ ŘŀǘŜ ƻƴ ǘƘŜ ƘŜŀƭǘƘ ǇƭŀƴΩǎ ƭŜǘǘŜǊ ǘƘŀǘ ǘŜƭƭǎ ƻŦ ǘƘŜ 

decision being challenged. If the Member does not ask for the fair hearing within 120 days, the Member may lose his or her right 

to a fair hearingΦ ¢ƻ ŀǎƪ ŦƻǊ ŀ ŦŀƛǊ ƘŜŀǊƛƴƎΣ ǘƘŜ aŜƳōŜǊ ƻǊ ǘƘŜ aŜƳōŜǊΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ǎƘƻǳƭŘ ŜƛǘƘŜǊ ǎŜƴŘ ŀ ƭŜǘǘŜǊ ǘƻ ǘƘŜ ƘŜŀƭǘƘ 

plan at: 

Community Health Choice  

Attn: Member Appeals Coordinator 

2636 South Loop West, Ste. 125 

Houston, TX 77054 

Or call Toll Free at 1.888.760.2600 

If the Member asks for a fair hearing within 10 days from the time the Member gets the hearing notice from the health plan, the 

Member has the right to keep getting any service the health plan denied, at least until the final hearing decision is made. If the 

Member does not request a fair hearing within 10 days from the time the Member gets the hearing notice, the service the health 

plan denied will be stopped.  

If the Member asks for a fair hearing, the Member will get a packet of information letting the Member know the date, time, and 

ƭƻŎŀǘƛƻƴ ƻŦ ǘƘŜ ƘŜŀǊƛƴƎΦ aƻǎǘ ŦŀƛǊ ƘŜŀǊƛƴƎǎ ŀǊŜ ƘŜƭŘ ōȅ ǘŜƭŜǇƘƻƴŜΦ !ǘ ǘƘŀǘ ǘƛƳŜΣ ǘƘŜ aŜƳōŜǊ ƻǊ ǘƘŜ aŜƳōŜǊΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ Ŏŀn 

tell why the Member needs the service the health plan denied. 

HHSC will give the Member a final decision within 90 days from the date the Member asked for the hearing. 

STAR Member Eligibility and Added Benefits 
STAR Member Eligibility 

Determination by HHSC 

Community Health Choice provides health services for these STAR targeted client groups: 

ω Individuals receiving Temporary Aid to Needy Families (formerly AFDC) within Harris Counties including Austin, Brazoria, Fort 

Bend, Brazoria, Galveston, Harris, Matagorda, Montgomery, Waller, and Wharton; 

ω Individuals receiving Temporary Aid to Needy Families (formerly AFDC) within Jefferson Counties including Hardin, Jasper, 

Jefferson, Liberty, Newton, Orange, Polk, San Jacinto, Tyler, and Walker 

ω Women receiving Medicaid benefits as a result of pregnancy in all 20 surrounding counties 

The first group is primarily composed of women and their dependent children (who are under the age of 21). This group comprises 

almost 70% of the entire Medicaid population and has historically been the highest user of healthcare services. As a result, the 

greatest impact toward achieving the program goals of increased access to care, increased quality of service, improved cost 

effectiveness and efficiency, as well as Member and Provider satisfaction, can be expected by improving the healthcare delivery 

system for this large group of clients. This group must enroll in the STAR Program. A Member must meet both the residence and 

the program qualifications in order to be a participant in STAR. 

Individuals interested in receiving information about the STAR Program should call the state contracted enrollment broker.  

Individuals who need to enroll in the STAR Program or change their health plan should also contact the State Enrollment Broker at 

1.800.964.2777. The Texas Health and Human Services Commission has requested that Providers refrain from answering questions 
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or assisting STAR-eligible individuals with the actual enrollment process for the STAR Program. Please direct these individuals to the 

enrollment broker for assistance. 

Adoption Assistance and Permanency Care Assistance (AAPCA) 

Effective September 1, 2017, Adoption Assistance and Permanency Care Assistance (AAPCA) clients who currently receive Medicaid 

services through Medicaid fee-for-service will be moved into Managed Care Organizations (MCOs), like Community. Adoption 

Assistance clients are children who are adopted from foster care. Permanency Care Assistance clients are children who cannot be 

reunited with their parents and are placed with families who receive financial support to provide a permanent home. Members will 

be assigned to a specific Medicaid program (STAR or STAR Kids), based on health and income status. Community Health Choice 

does not participate in STAR Kids. Members assigned to Community Health Choice will receive the same benefits as existing STAR 

Members. Members assigned to Community Health Choice will have the same Community Health Choice STAR ID card as existing 

STAR Members. Members that will be assigned to Community Health Choice (and subsequently may become your patients) do not 

receive Supplemental Security Income (SSI), Medicare, or 1915( C ) waiver services; do not have a disability as determined by the 

U.S. Social Security Administration or the State of Texas; and do not live in a nursing facility or an intermediate care facility for 

individuals with intellectual or developmental disabilities or related conditions (ICF/IID). 

Span of Eligibility 

A Member can change health plans by calling the Texas Medicaid Managed Care Hotline at 1.800.964.2777. However, a Member 

cannot change from one health plan to another health plan during an inpatient hospital stay. 

If a Member calls to change health plans on or before the 15th of the month, the change will take place on the first day of the next 

month. If they call after the 15th of the month, the change will take place the first day of the second month after that. For example: 

ω If a request for a plan change is made on or before April 15th, the change will take place on May 1st. 

ω If a request for plan change is made after April 15th, the change will take place on June 1st. 

Verifying Member Medicaid Eligibility 

Each person approved for Medicaid benefits gets a Your Texas Benefits Medicaid card. However, having a card does not always 

mean the patient has current Medicaid coverage. Providers should ǾŜǊƛŦȅ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜƭƛƎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜ ŘŀǘŜ ƻŦ ǎŜǊǾƛŎŜ ǇǊƛƻǊ ǘƻ 

services being rendered. There are several ways to do this: 

ω Use TexMedConnect on the TMHP website 

ω Call Provider {ŜǊǾƛŎŜǎ ŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀƭ ƻǊ ŘŜƴǘŀƭ ǇƭŀƴΦ 

Important: Members can request a new card by calling 1.800.252.8263. Members also can go online to order new cards or print 

temporary cards at YourTexasBenefits.com and see their benefit and case information, view Texas Health Steps Alerts, and more. 

Important: Providers should request and keep hard copies of any Medicaid Eligibility Verification (Form H1027) submitted by 

clients. ! ŎƻǇȅ ƛǎ ǊŜǉǳƛǊŜŘ ŘǳǊƛƴƎ ǘƘŜ ŀǇǇŜŀƭ ǇǊƻŎŜǎǎ ƛŦ ǘƘŜ ŎƭƛŜƴǘΩǎ ŜƭƛƎƛōƛƭƛǘȅ ōŜŎƻƳŜǎ ŀƴ ƛǎǎǳŜΦ 

Your Texas Benefits gives Providers access to Medicaid health information. 

Medicaid Providerǎ Ŏŀƴ ƭƻƎ ƛƴǘƻ ǘƘŜ ǎƛǘŜ ǘƻ ǎŜŜ ŀ ǇŀǘƛŜƴǘΩǎ aŜŘƛŎŀƛŘ ŜƭƛƎƛōƛƭƛǘȅΣ ǎŜǊǾƛŎŜǎ ŀƴŘ ǘǊŜŀǘƳŜƴǘǎΦ ¢Ƙƛǎ ǇƻǊǘŀƭ ŀƎƎǊŜƎŀǘŜǎ Řŀǘŀ 

(provided from TMHP) into one central hub regardless of the plan (FFS or Managed Care). All of this information is collected and 

displayed in a consolidated form (Health Summary) with the ability to view additional details if need be. It is FREE and requires a 

one-time registration.  

To access the portal, visit YourTŜȄŀǎ.ŜƴŜŦƛǘǎ/ŀǊŘΦŎƻƳ ŀƴŘ Ŧƻƭƭƻǿ ǘƘŜ ƛƴǎǘǊǳŎǘƛƻƴǎ ƛƴ ǘƘŜ ΨLƴƛǘƛŀƭ wŜƎƛǎǘǊŀǘƛƻƴ DǳƛŘŜ ŦƻǊ aŜŘƛŎŀƛŘ 

ProviderǎΩΦ CƻǊ ƳƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ Ƙƻǿ ǘƻ ƎŜǘ ǊŜƎƛǎǘŜǊŜŘΣ ŘƻǿƴƭƻŀŘ ǘƘŜ Ψ²ŜƭŎƻƳŜ tŀŎƪŜǘΩ ƻƴ ǘƘŜ ƘƻƳŜ ǇŀƎŜΦ 

YourTexasBenefitsCard.com allows Providers to: 

ω View available health information such as:  

http://www.yourtexasbenefits.com/
http://www.yourtexasbenefitscard.com/
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o Vaccinations  

o Prescription drugs 

 o Past Medicaid visits 

o Health Events, including diagnosis and treatment, and  

o Lab Results 

ω ±ŜǊƛŦȅ ŀ aŜŘƛŎŀƛŘ ǇŀǘƛŜƴǘΩǎ eligibility and view patient program information. 

ω View Texas Health Steps Alerts. 

ω ¦ǎŜ ǘƘŜ .ƭǳŜ .ǳǘǘƻƴ ǘƻ ǊŜǉǳŜǎǘ ŀ aŜŘƛŎŀƛŘ ǇŀǘƛŜƴǘΩǎ ŀǾŀƛƭŀōƭŜ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǘƛƻƴ ƛƴ ŀ ŎƻƴǎƻƭƛŘŀǘŜŘ ŦƻǊƳŀǘΦ  

Patients can also log in to YourTexasBenefits.com to see their benefit and case information; print or order a Medicaid ID card; set 

up Texas Health Steps Alerts; and more.  

If you have questions, call 1.855.827.3747 or email ytb-card-support@hpe.com . 

 

Medicaid Card  

 

Verifying Community Health Choice Member Eligibility 

All Community Health Choice Members are issued a Your Texas Benefit Medicaid Card or Temporary ID (Form 1027-A) as well as a 

Community Health Choice Member ID Card. 

²ƘŜƴ ǾŜǊƛŦȅƛƴƎ aŜƳōŜǊ ŜƭƛƎƛōƛƭƛǘȅΣ ŀǎƪ ŦƻǊ ȅƻǳǊ ǇŀǘƛŜƴǘΩǎ Community Health Choice Member ID Card and their Your Texas Benefit 

aŜŘƛŎŀƛŘ /ŀǊŘΦ aŀƪŜ ŀ ŎƻǇȅ ƻŦ ōƻǘƘ ǎƛŘŜǎ ƻŦ ǘƘŜ ŎŀǊŘ ŦƻǊ ǘƘŜ aŜƳōŜǊΩǎ ŦƛƭŜΦ .ŜŦƻǊŜ ǇǊƻǾƛŘƛƴƎ ǎŜǊǾƛŎŜǎΣ ǾŜǊƛŦȅ ǘƘŀǘ ȅƻǳ ƘŀǾŜ Ǌeceived 

an authorization number for inpatient or selected outpatient services. Failure to obtain authorization may result in a denial by 

http://www.yourtexasbenefits.com/
mailto:ytb-card-support@hpe.com
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Community Health Choice. To verify Community Health Choice Member eligibility, you can access one of the following sources 24 

hours a day, seven days a week: 

ω Community Health Choice Online at CommunityHealthChoice.org. Complete the Community Health Choice Secure Access 

Application to become an authorized user.  

ω Call Community Health Choice Member Services to get more information. 

ω Community Health Choice Provider Services at 713.295.2295 or 1.888.760.2600. You can check eligibility, benefits and PCP 

selection. 

ω Providers may also contact the TMHP Automated Inquiry System (AIS) at 1.800.925.9126 and by visiting TexMedConnect 

Provider portal on the TMHP website at TMHP.com. 

ω Electronic eligibility verification e.g., NCPDP E1 Transaction (for Pharmacies only) Be sure to have the following information 

when you call or go to Community Health Choice Online: 

o aŜƳōŜǊΩǎ ƴŀƳŜ 

o MemberΩǎ L5 ƴǳƳōŜǊ 

o aŜƳōŜǊΩǎ ŘŜǎƛƎƴŀǘŜŘ PCP 

Community Health Choice Member ID Card 

When a Community Health Choice Member visits your office, make a copy of both sides of their Community Health Choice Member 

ID Card and the Your Texas Benefit Medicaid Card. Please note that although the Community Health Choice Member ID Card 

identifies a Community Health Choice Member, it does not confirm eligibility or guarantee eligibility for benefits coverage or 

payment. 

The Community Health Choice Member ID Card contains the following information: 

ω Member name    ω Member ID number               ω Member date of birth  ω PCP effective date 

 

Member ID Card for Newborns 

In the case of newborns, Community Health Choice ǿƛƭƭ ƛǎǎǳŜ ǘƘŜ ƴŜǿōƻǊƴ ŀƴ L5 ŎŀǊŘ ǿƛǘƘ ǘƘŜ ǘŜƳǇƻǊŀǊȅ άǇǊƻȄȅέ ƴǳƳōŜǊΦ ¢Ƙƛǎ ƛǎ 

ǘƘŜ ƳƻǘƘŜǊΩǎ L5 ƴǳƳōŜǊ ǿƛǘƘ ŀ ǎǳŦŦƛȄ ŀǘǘŀŎƘŜŘΦ ¦ǎŜ ǘƘƛǎ ƴǳƳōŜǊ ƻƴ ŀƭƭ ŎƭŀƛƳǎ ǳƴǘƛƭ ŀ ǎǘŀǘŜ-issued Medicaid number is available. 

When the state issues and informs Community Health Choice ƻŦ ǘƘŜ ƴŜǿōƻǊƴΩǎ aŜŘƛŎŀƛŘ L5 ƴǳƳōŜǊΣ ǿŜ ǿƛƭƭ ǊŜƛǎǎǳŜ ŀ ƴŜǿ 

Community Health Choice aŜƳōŜǊ L5 ŎŀǊŘ ǿƛǘƘ ǘƘŜ ƴŜǿ aŜŘƛŎŀƛŘ L5 ƴǳƳōŜǊΦ ¢ƘŜ aŜŘƛŎŀƛŘ L5 ŦƻǊƳ ǿƛƭƭ ƘŀǾŜ ά{¢!w Community 

Health Choiceέ ǇǊƛƴǘŜŘ ƛƴ ǘƘŜ ǳǇǇŜǊ ǊƛƎƘǘ ǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ŦƻǊƳΦ 9ŀch STAR Program Member in the household/case will appear on 

ǘƘŜ ŦƻǊƳΦ LƳƳŜŘƛŀǘŜƭȅ ǳƴŘŜǊ ǘƘŜ aŜƳōŜǊ ƴŀƳŜΣ ǘƘŜ ƴŀƳŜ ƻŦ ǘƘŜ aŜƳōŜǊΩǎ Ǉƭŀƴ ǿƛƭƭ ōŜ ǇǊƛƴǘŜŘΦ Lƴ ŀŘŘƛǘƛƻƴΣ ǘƘŜǊŜ ǿƛƭƭ ōŜ ŀƴ 

indication if the Member is eligible for the Texas Health Steps Medical Screen or Dental Services Program. 

  

https://www.communityhealthchoice.org/
http://www.tmhp.com/











































































































































