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Services covered by ODS 

The following services are  covered by ODS: 

 

Á Preventive services, including immunizations, well -child check -ups and routine 

office visits  

Á Treatment by the primary care physician  

Á Treatment by a specialist  

Á Maternity care  

Á Laboratory, X -ray and other diagnostic tests  

Á Family planning  

Á Durable medical equipment  and supplies  

Á Home health and home enteral, parenteral and intravenous services  

Á Routine vision, including exams and hardware  

Á Physical and occupational rehabilitation  

Á Audiology and speech therapy  

Á Ambulance  transportation  

Á Inpatient hospital stays  

Á Surgery  

Á Oncology 

Á Care in hospice and skilled nursing facilities  

Á Chemical dependency  treatment  

Á Urgent and emergent services  

Á Prescriptions  

 

 

Services covered by DMAP  

Some services are covered only by DMAP , even if the patient is an eligible member with ODS:  

 

Á Elective abortion and related services  

Á Death with dignity  

Á Residential chemical dependency treatment  

Á Transportation  to medical appointments  

Á Class 7 and 11 medications, Depakote, Lamictal and their generic equivalents  

Claims for these services should be submitted directly to DMAP.  
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Services not covered by the Oregon Health Plan  

ODS provider s must inform DMAP members of any charges for non -covered services prior  to 

services being delivered. If a member chooses to receive a specific service that is not covered by  

ODS or the Oregon Health Plan, arrangements must be made between you and the member prior to  

rendering the service. You are required to:  

Á Inform the member that the service is not covered  

Á Provide an estimate of the cost of the service  

Á Explain to the member his or her financial responsibility for the service  

The agreement between you and the member to pursue non -covered treatment must be 

documented in writing. A patient responsibility waiver provided by your office must be signed 

by the member  prior to rendering non -covered services. A DMAP -approved waiver for m has 

been included in the  back of this provider manual for your convenience.  

A member cannot be held financially responsible for the following (copayments do not apply):  

Á Services that are covered by ODS or the Oregon Health Plan  
Á Services that have been denied due to provider  error  

 

 

Check whether a service is covered  
 We recommend that you check whether a service is covered by the Oregon Health Plan 

before submitting an authorization or referral to ODS. OHP Standard and OHP Plus p lans 

have different benefit  packages. 

 

 To determine whether  a service will be covered by ODS, please check the Prioritized List of 

Health  Services at http://oregon.gov/dhs/healthplan/priorlist/main.shtml.  

 

 If the service is not covered by OHP, but treatment is deemed essential, additional  

information such as chart notes should be submitted to the ODS Medical Intake staff , 

along with the authorization or  referral.  

http://oregon.gov/dhs/healthplan/priorlist/main.shtml.
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Member rights and responsibilities  

ODS has processes in place to ensure member s have the right to:  

A. Be treated with dignity, respect and consideration for member  privacy.  

B. Be treated by participating provider s the same as other people seeking healthcare 

benefits to which they are entitled.  

C. Select or chang e primary care provider s (PCP). 

D. Refer oneself directly to mental health, chemical dependency or family planning 

services without getting a referral from a PCP or other participating provider . 

E. Have a friend, family member or support person present during office visits and at other 

times as needed, within clinical guidelines.  

F. Be actively involved in creating treatment plans.  

G. Be given information about conditions and covered and non -covered services to allow an 

informed decision about proposed treatment(s).  

H. Agree to care or turn down care  and be told what will happen if care is turned down , 

except for court -ordered services. 

I. Receive written materials describing rights, responsibilities, benefits available, how to 

access services and what to do in an emergency.  

J. H ave written materials explained in a manner that is understandable.  

K. Receive necessary and reasonable services to diagnose the presenting conditions.  

L. Receive covered services under the Oregon Health Plan, which meet generally accepted 

standards of practice as is medically appropriate.  

M. Obtain covered preventive services.  

N. Have access to urgent and emergency services 24 hours a day, seven days a week. 

O. Receive a referral to specialty provider s for medically appropriate , covered services. 

P. Have a clinical record maintained which documents conditions, services received and 

refer rals made.  

Q. Have access to oneõs own clinical record, unless restricted by law, and request and 

receive a copy of his or her medical records and request that they be amended or 

corrected. 

R. Transfer of a copy of his/her clinical record to another provider . 

S. Execute a statement of wishes for treatment (Advance Directive), including the right to 

accept or refuse medical, surgical, chemical dependency or mental health treatment and 

the right to obtain a power of attorney for healthcare.  

T. Receive written notices b efore a denial of, or change in, a benefit or service level is made, 

unless such notice is not required by federal or state regulations . 

U. Know how to make a complaint or appeal about any aspect of care or the plan.  

V. Request an administrative hearing with the  Department of Human Services (DHS).  

W. Receive interpreter services.  

X. Receive a notice of an appointment cancellation in a timely manner.  

Y. Be free from any form of restraint or seclusion used as a means of coercion, 

discipline, convenience or retaliation and t o report any violations to ODS or the 

Oregon Health Plan.  
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Member r ights and r esponsibilities ( continued)  

Members have the responsibility to:  

A. Choose, or help with assignment to , a provider  or clinic, once enrolled.  

B. Treat all provider s and their staff with respect.  

C. Be on time for appointments made with provider s and call in advance to cancel if 

he/she is unable to keep the appointment or expects to be late.  

D. Seek periodic health exams, check -ups and preventive care from his/her PCP.  

E. Use his/her PCP or clinic for diagnostic and other care , except in an emergency.  

F. Obtain a referral to a specialist from the PCP before seeking care from a specialist , unless 

self-referral is allowed . 

G. Use urgent and emergency services appropriately and notify ODS within 72 hours of an 

emergency. 

H. Give accurate information for the clinical record.  

I. Help the provider  obtain clinical records from other provider s. This may include signing 

a release of information form.  

J. Ask questions about conditions, treatments and other issues related to care that he/she does 

not understand.  

K. Use information to decide about treatment before it is given.  

L. Help in the creation of a care plan with the provider . 

M. Follow prescribed and agreed upon treatment plans.  

N. Tell provider s that his/her healthcare is covered under the Oregon Health Plan before 

services are received and, if requested, show the provider  the Division of Medical 

Assistance Programs medical care identifica tion card.  

O. Inform the DHS worker of a change of address or phone number.  

P. Tell the DHS worker if she becomes pregnant and notify the DHS worker of the birth of 

the child.  

Q. Tell the DHS worker if any family members move in or out of the household.  

R. Tell the DHS worker if there is any other insurance available.  

S. Pay for non -covered services received. 

T. Pay the monthly OHP premium on time , if so required.  

U. Assist in pursuing any third party resources available and reimburse ODS the 

amount of benefits  paid for an injury from any recovery received as the result of 

that injury.  

V. Bring issues, complaints or grievances to the attention of ODS or DMAP.  

W. Sign an authorization for release of medical information so that ODS or DHS can get 

information that is pertinent and needed to respond to an administrative hearing 

request in an effective and efficient manner.  
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Services covered by other managed care plans  

 Mental health:  Mental health services are covered by the memberõs Mental Health  

Organization (MHO).  

 Dental:  Dental services are covered by the memberõs Dental Care Organization 

(DCO). 

 

 

The Prioritized List  

The Oregon Health Services Commission  (HSC) maintains a list of condition and treatment pair s 

known as the Prioritized L ist  of Health Services . The purpose of the Prioritized List is to define 

the Oregon Health Plan benefits. The list organizes the pairs by priority ; each pair is assigned a 

line numb er that represents its rank order. The HSC designates a line as the funding le vel, 

where services above the line are covered and services below the line are not. Services that are 

below the line are typically conditions that resolve on their own, treatments for cosmetic reasons 

or treatments that otherwise do not have beneficial res ults.  

The Oregon Health Plan and ODS cover all funded services.  

Getting  started  

To verify whether a service is covered by ODS, and to find out where the  funding  line is currently 

set, check the Prioritized List . Providers  can access this information by visiting the Oregon DHS 

website:   http://www.oregon.gov/OHPPR/HSC/current_prior.shtml . The HSC provides several 

resources to assist provider s in determining the coverage status of a servi ce. These include an 

index searchable by condition or treatment, guideline notes and past Prioritized List information.   

Important to know 

 Due to legislative decisions, the funding line is subject to change. For the most current 

information, be sure to check with either DHS or ODS.  

 Treatment may be covered for one condition but not covered for another. For example, 

arth rodesis may be covered for a dislocation , but not covered for an anomaly. Remember, the 

pairing of the condition with the treatment deter mines which line the service is on.  

 The Prioritized List applies to both the Plus and Standard benefit packages. 

However, the Standard plan is further restricted by the Limited Hospital Benefit. More 

information on the Limited Hospital Benefit can be found  at:  

http://www.dhs.state.or.us/policy/healthplan/guides/hospital/main.html  

 

 

http://www.oregon.gov/OHPPR/HSC/current_prior.shtml
http://www.dhs.state.or.us/policy/healthplan/guides/hospital/main.html
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Referrals  

Referral t ime f rame and n umber of v isits  

 Referrals  are made for a period of 90 days , starting with the date the referral is submitted.  

 A new referral is required if the referral has expired or the number of allowed visits has been 

exhausted. 

 A new referral must be issued if the referral date has expired, regardless of the number of 

remaining visits.  

Referrals  after a PCP change  

 Referrals  do not become invalid if a member changes his/her PCP during the timeframe of the 

referral.  

 Referrals  remain valid until the expiration date of the referral or the number of visits has  been 

exhausted, whichever comes first.  

Retroactive r eferrals  

 Retroactive referrals are subject to the same review process as referrals obtained prior to  the 

date of service. Referral requests issued retroactively may be denied if the service  provided is 

not covered by the Oregon Health Plan  or ODS, or if the provider  was not  contracted with 

ODS. 

 If a situation arises where it is necessary to request a retroactive referral, specialists should  

submit the request to the PCP to whom the member was assigned on the date of service.  

 Specialists should indicate the reason the referral request is being made retroactively and  

include any relevant chart notes.  

 The PCP should consider whether the service is something he or she would have referred  the 

member for had the request been made prior to the service. PCPs can decline to  process 

referral requests made retroactively if the service provided was something the PC P would not 

have referred the member for (such as primary care services).  

 If the PCP chooses to process the retroactive referral request, the request is submitted to  ODS 

according to the normal referral process.  

 ODS reviews retroactive referral requests on  a case-by-case basis. Decisions regarding  approval 

or denial of retroactive referrals will be based on the individual circumstances of  each request. 

 Regardless of whether a retroactive referral is approved, ODS requires all claims to be submitted 

within 120 days of the date of service.  

PCPs r eferring m embers to another p rovider for p rimary care services  

 PCPs can refer their assigned members to another provider  (PCP or specialist) for primary  care 

services.  

 Such referrals are subject to the normal referral review process by the ODS Medical Intake  

staff. The PCP must indicate the reason he/she is referring the member to another provider  for 

primary care services on the referral.  
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The referral and authorization process  

Referral p rocess  for PCPs  

 The PCP can call the ODS Medical Intake department at 888 -474-8540 or fax the completed ODS 

referral form (see example in the back of this manual) to 503 -243-5105. 

 The referral form must be completed in its entirety . Omitting any of the required information may 

delay ODS in processing the referral.  

 

 ODS Medical Intake notifies the PCP office within two business days of receiving the referral 

request whether  the referral is being denied  or approved or is pending further review.  

 Once the referral is approved, ODS faxes the request back to the PCP with the referral number. 

PCPs should not schedule appointments for patients or notify specialists of a referral until the 

referral has been approved by ODS.  

 

 If a referr al request is denied, ODS faxes the referral request back to the PCP and includes the 

reason for the denial. The PCP õs office will need to notify the specialist of the denial.  

 If the referral request is to a non -contracted provider  and the request is denied by ODS, a formal 

written denial is mailed to the PCP, the specialist and the member. The notification includes the 

reason for the denial.  

Referral p rocess  for specialists and ancillary p roviders  

 Specialists must receive a referral from the memberõs PCP prior to seeing the member , 

unless the request occurs while the member is hospitalized or as a result of an Emergency 

Department consult visit that requires follow -up. If the latter is the case, the  specialist must 

notify the PCP as soon as possible after the visit.  

 

 Aside from the exceptions listed above and those identified on the Referral and 

Authorization Guidelines as not requiring a referral, specialists should receive a referral 

request form from the memberõs PCP before seeing the member or referring him or her to another 

specialist or ancillary provider . 

 

 Merely receiving a verbal referral from the PCP does not indicate approval by ODS. The specialist 

should receive a copy of the faxed referral with the referral number indicating approval from ODS 

from the PCP office to guarantee approval.  

 

 Specialists must check eligibility before seeing a patient, regardless of whether he or she has an 

appr oved referral. The patient must be eligible with ODS on the date of service for the referral 

to be valid.  

 

 Specialists requesting additional follow -up visits or wanting to send a patient to another 

specialist for consultation or treatment must request a referral from the patient õs PCP. 

 

 Specialists can view referrals online by accessing Benefit Tracker.  

AUTHORIZATIONS  

Definitions  
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The referral and authorization process (continued)  

 

ODS requires an authorization request to be submitted for facility admissions, home care services, 

medical equipment and supplies, and certain medications and diagnostic  procedures. Facilities 

include hospitals, skilled nursing homes and inpatient rehabilitation centers. 

 

Requirements  

 See the Referral and Authorization Guidelines on page 13 , or our website, 

www.odscompanies.com, for details about how to find out which services require an 

authorization.  

Authorization p rocess  

In order for your authorizati on request to be processed quickly:  

Á The provider  (can be a specialist or PCP) who is admitting the member or performing 

a surgery or procedure requests the authorization directly from ODS.  

Á Check to see if the requested service is covered by ODS before submitting the 

authorization. OHP Standard and OHP Plus plans have different benefit 

packages. To determine if a service is covered by ODS, please check the 

Prioritized List of Health Services. Refer to the Prioritized List at 

http://www.oregon.gov/OHPPR/HSC/current_prior.shtml .   

Á Elective admission requests should be submitted at least two business days prior 

to the planned admission. Failure to provide adequate time for processing may 

result in a decision still pending on the date of service.  

Á It is the responsibility of the admitting or performing provider  to obtain 

authorizations for pre-scheduled admissions, surger ies or procedures. It is the 

hospital õs responsibility to verify that an authorization has been approved.  

Providers may call t he ODS Medical Intake unit at 888-474-8540 or fax the completed authorization 

request form in the back of this provider manual to 503 -243-5105. The Medical Intake staff 

notifies the requesting provider  within two business days whether the request is being denied  or 

approved or is pending further review . 

Once the authorization is app roved, ODS will provide an authorization number and other details.  

When an authorization is denied, ODS will notify the PCP, member and specialist in writing of 

the denial and denial reason.  

Inpatient admissions  

ODS requires authorization of all scheduled admissions, surgeries or procedures to ensure that 

care is delivered to ODS members in the most appropriate setting by participating provider s. 

ODS Medical Management staff reviews all inpatient authorization req uests. 

The requesting provider  may call t he ODS Medical Intake unit at 888-474-8540 or fax the 

completed authorization request form in the back of this provider manual to 503 -243-5105. 

Urgent and emergent admissions  

http://www.odscompanies.com/
http://www.oregon.gov/OHPPR/HSC/current_prior.shtml
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 The hospital or other facility (hospice,  skilled nursing facility , etc.) contacts the ODS 

Medical Intake unit directly when a member is admitted urgently from an office, clinic or 

through the Emergency Department.  
The referral and authorization process (continued)  

 

 The facility must notify ODS within one business day of the memberõs admission.  

 

 ODS Medical Management staff will provide an authorization number at the time of the call 

unless further review is required. If additional review is required, ODS will call th e 

requesting facility with the authorization decision, authorized dates, authorization number 

and contact information for additional review.  
 
Concurrent r eview  

 The facility must provide ongoing clinical review information daily or as requested in order for 

ODS to authorize continued length of stay.  

 

 ODS may deny days if requested information is not provided or is not provided in a timely 

manner.  

Retroactive i npatient authorization r equests  

 Retroactive authorization requests are denied unless it is established that the practitioner and 

the hospital did not know and could not reasonably have known that the patient was enrolled 

with ODS at the time of admission.  

Obstetrical admissions  

 The facility must notify ODS of all admissions within one business day of the  memberõs 

admission.  

 For deliveries, the facility must notify ODS of the date of delivery, type of delivery and discharge 

date. 

 Hospital stays beyond the federal guidelines (two days for vaginal delivery and four days for 

cesarean section) require authorization.  

Re-admission (DRG h ospitals)  

 A patient whose readmission for surgery or follow -up care is planned at the time of 

discharge must be placed on leave of absence status and both admissions must be combined 

in to a single billing. ODS will make one payment for the combined service.  

 

 A patient whose discharge and readmission to the hospital is within 15 days for the same or 

related diagnosis must be combined into a single billing. ODS will make one payment for 

the combined service.  
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Referral and authorization guidelines  

The ODS Referral and Authorization Guidelines provides information on referrals,  authorization 

request requirements and services that do not require authorization. This information is subject to 

change and can be accessed from the ODS website at  www.odscompanies.com. 

REFERRAL & AUTHORIZATION  INFORMATION  

 Referral and authorization requests may be phoned in to 503 -265-2940, or toll -free at 888-474-

8540, or faxed to 503 -243-5105. 

  

http://www.odscompanies.com/
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Denials  and appeals of referrals & authorizations  

Denials  

ODS verbally notifies  the PCP when a referral request is denied.  

 

ODS verbally notifies the requesting provider  when an authorization is denied.  

A written notification of the denial is mailed to the member, PCP or requesting provider  and 

specialist (when applicable) within one  week of making the decision.  

If the member speaks a language other than English, the denial letter will be translated into 

the memberõs primary language. If the denial letter needs to be translated, it may take longer 

than one week to reach the member . 

Denial letters include the following information:  

Á Service requested  

Á Reason for denial  

Á Memberõs appeal rights and instructions  

Appeals  

Letters denying a referral or an authorization inform members that they have a right to file an 

appeal. The  

member  must contact ODS to request an appeal. Providers can also appeal on behalf of the 

member . 

An appeal may be requested as follows:  

Write:  Appeals  Unit  

ODS Community Health, 

Inc. P.O. Box 40384  

Portland, OR 97240  

Fax: 503 -412 -4003  

Telephone: ODS-OHP Customer Service at 503-765-3521 or 888-788-9821 (TTY : 888-788-9835) 

Oregon Health Plan complaint form:  Complaint forms are available through ODS -

OHP Customer Service at 503 -765-3521 or 888-788-9821 or through the memberõs state 

caseworker.  

The appeal must be requested within 45 days of the date on the memberõs Notice of Action 

letter. The appeal will be processed by the ODS appeal staff, who seek input from appropriate 

parties, such as the provider , ENCC, care coordination staff or the medical consultant to reach an 

informed decision about the appeal. The decision to uphold the denial or approve the requested 

service is communicated in writing to the member, PCP or requesting provider  and specialist  

(when applicable) within 16 days of the receipt of the appeal.  

 



 

17 
Revised April 2011 ς www.odscompanies.com 

 

Denials and appeals of referrals & Authorizations (continued)  

If the decision upholds the denial, the member  is informed of the right to request an 

administrative hearing through the Division of Medical Assistance Program s (DMAP). The ODS 

letter informs the member  on how to request an administrative hearing.  
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Routine vision services  
ODS members may use contracted vision provider s for routine visions services, including refraction 

and glasses. 

Routine vision services are only  covered for OHP Plus plan members who are pregnant or younger 
than 21 years of age .  

Routine vision services are not covered for OHP  Standard members. 

Vision exam services  

 Pregnant adults (21 or older) may have an eye exam and new glasses (lenses and frames) every 

24 months.  

 Children and pregnant women (20 and younger) may have an eye exam and new glasses 

(lenses and frames) every 12 months.  Additional exams and glasses may be covered more 

frequently when medically necessary.  

 Contact lenses are covered  for the medical condition of keratoconus. 

Medical eye services are considered a specialty visit and require a referral from the PCP to an ODS-

contracted ophthalmologist. Medical eye services are covered for both OHP Plus and OHP Standard 

members. 

Vision hardware services  

ODS contracts with Sweep Optical for vision hardware services (lenses and frames). It õs the 

provider õs responsibility to verify the ODS memberõs eligibility before ordering  vision hardware 

products from Sweep Optical. Providers can contact Sweep Optical at 800-984-3204 or 

www.sweepoptical.com . 

Accessing care  

 Members may access routine vision services without a PCP referral.  

 Self-referrals may be made by members to any ODS -contracted vision provider . 

 Upon enrollment with ODS, members receive an ODS Member Handbook. The handbook covers 

vision benefits and how to access care.  

Contracted v ision p roviders  

 A listing of contracted vision provider s will be included in the ODS -OHP Provider Directory. Each 

member will receive a copy of the ODS Provider Directory at the time of enrollment.  

 Members may also access a listing of vision provider s online at 

www.odscompanies.com/ohp/.  

http://www.odscompanies.com/ohp/
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Dental services  

OHP recipients select or are assigned a Dental Care Organization (DCO) in the same way they 

select or are assigned their fully capitated  health plan (FCHP).  

All dental care claims are submitted to the DCO . 

To determine an OHP recipient õs DCO assignment, provider s can use OHPõs MMIS provider Web 

portal located online at  https://www.or -medicaid.gov/ProdPortal/default.aspx  or call OHP õs 

automated voice response (AVR) system at 866 -692-3864. Enrollment with DHS is required to use 

these services. 

https://www.or-medicaid.gov/ProdPortal/default.aspx
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Sterilizations and hysterectomies  

Requirements  

 Oregon law requires that informed consent be obtained from any individual seeking  

voluntary sterilization (tubal ligation or vasectomy) or a hysterectomy.  

 It is prohibited to use state or federal money to pay for voluntary sterilizations o r  

hysterectomies that are performed without the proper informed consent. Therefore, ODS  

cannot reimburse provider s for these procedures without proof of informed consent.  

Voluntary sterilization  

 For a tubal ligation or vasectomy, the patient must sign the Consent to Sterilization Form 

(DMAP form 742 ; see example in the back of this provider manual) at least 30 days, but 

not more than 180 days, prior to the sterilization procedure.  

 

 In the case of premature delivery, the sterilization may be performed less than 30 days , 

but  more than 72 hours , after the date of the individual õs signature on the consent form. 

The individual õs expected date of delivery must be entered.  

 

 In the case of emergency abdominal surgery, the sterilization may be performed less than 

30 days, but more than 72 hours , after the date of the individual õs signature on the 

consent form. The circumstances of the emergency must be described.  

 

 The person obtaining the consent must sign and date the form. The date should be the 

date the patient signs or after. It cannot be the date of service or later. The person 

obtaining  consent must provide the address of the facility where consent was obtained.  

 If an interpreter assists the patient in completing the form, the interpreter must also sign  

and date the form.  

 

 The physician must sign and date the form either on or after the date the sterilization was  

performed.  

 Fully and accurately completed consent forms, including the physicianõs signature, should 

be submitted with all sterilization claims. Incomplete forms are invalid and will be 

returned to  the provider  for correction.  

 The provider  should ensure the correct age -appropriate consent form is utilized. See the 

back of this manual for a copy of each  of the forms for  individuals 21 years and older 

(DMAP 742A) and individuals 15 ð20 years (DMAP 742B).  

 

 ODS cannot pay for sterilizations tha t do not have a correctly completed consent form.  

Hysterectomies  

 Hysterectomies performed for the sole purpose of sterilization are not a covered benefit.  

 Patients who are not already sterile must sign the Hysterectomy Consent Form (DMAP  

741). See example in the back of this provider manual.  

 

 Hysterectomies require authorization.  
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Mental health services  

All OHP recipients have access to mental health services, including preventive and educational  

services. 

Mental h ealth coverage  

 All treatment provided by a mental health provider , such as psychotherapy by a 

professional  therapist or medication management by a psychiatrist, is covered by the 

memberõs Mental  Health Organization (MHO).  

 

 MHOs are paid by the state to coordinate the provision of these services. MHOs are a  

separate organization from ODS.  

 

 OHP recipients do not choose their MHO. Rather, they are assigned to an MHO based on  

the FCHP they have and the county in which they live.  

 

 Members should contact their MHO to access  mental health services. ODS Customer  

Service can also assist members in contacting their MHO.  

MHOs in each of the ODS service areas  

 Baker : Greater Oregon Behav ior al Health , 541-523-3646 

 Clatsop: Greater Oregon Behavioral  Health , 503-397-5211 

 Columbia : Greater Oregon Behavioral Health , 503-397-5211 

 Jackson County: Jefferson Behavioral Health , 541-882-7291 

 Malheur: Greater Oregon Behavioral Health , 541-889-9167 

 Union: Greater Oregon Behavioral Health , 541-426-4524 

 Wallowa: Greater Oregon Behavioral Health , 541-426-4524  

 Yamhill : Mid -Valley Behav ioral Care Network , 888-315-6822  

Mental h ealth in the p rimary care setting  

 Primary care providers can treat members for all mental health diagnoses.  

 

 All mental health services, such as medication management or therapy, provided by a  

memberõs primary care provider will be covered by ODS rather than the MHO.  

 

 All treatment provided by a mental health provider , such as psychotherapy by a 

professional  therapist or medication management by a psychiatrist, is covered by the 

memberõs Mental  Health Organization (MHO).  
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Chemical dependency  treatment  

Definitions  

Oregon Health Plan chemical dependency (CD) services include diagnosis and treatment of alcohol  

and other drug abuse and dependence. The chemical dependency benefit is covered by ODS.  

Accessing chemical d ependency services  

 Chemical dependency  services do not require a referral from the PCP.  

 Members can self -refer to any of the ODS -contracted chemical dependency provider s for an 

assessment. These provider s are listed in the Provider Directory that members 

receive when they become enrolled with ODS. 

  

 ODS members also receive an ODS Member Handbook at the time of their enrollment  

with ODS. This handbook provides them with information regarding their chemical 

dependency benefits and how to access care. 

 

 Any provider  who recognizes a chemical dependency problem in the course of caring for an  

ODS member can assist the member in accessing care by contacting one of ODS õ chemical  

dependency provider s to schedule an assessment. 

 A list of OHP chemical dependency provider s may be obtained by calling an ODS care 

coordinator toll -free at 888-474-8538. 

 

 At the initial assessment a screening evaluation is done to determine the level of service  

(outpatient treatment, synthetic opiate treatment or inpatient detoxification) warra nted. 

Primary chemical d ependency (CD) p roviders  

 The first CD claim received by ODS each month for a member identifies the memberõs 

òprimary CD provider ó for the month.  

 

 ODS denies claims submitted by any other CD provider  for treatment of the member 

during that month.  

 If a member transfers between CD programs mid -month, it is the provider õs responsibility 

to notify ODS of that change before the second provider  submits a claim.  

 

 If there is clinical justification for a member to receive treatment simultaneously from two  

different CD provider s and those provider s are collaborating and coordinating treatment  

services for the member, then it is the provider sõ responsibility to notify ODS of the  

arrangement before the second provider  submits a claim for the memberõs care. 

Authorization of services  

 It is the responsibility of the CD provider  to ensure the memberõs eligibility with ODS, to  

make sure the member is not already in treatment elsewhere, and to obtain any necessary  

authorization for services provided to ODS members. 

 

 Contracted provider s may assess and treat any ODS member who meets state intake and  

placement criteria for appropriate outpatient level of care or higher.  

 

 Prior  authorization is not required for initial  assessment. 
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Chemical dependency treatment (continued)  

 

 Outpatient drug -free treatment, synthetic opiate treatment and inpatient detoxification 

require prior authorization by ODS.  

 

 Providers should bill ODS on a fee -for-service basis for members in tr eatment using the 

codes listed in Exhibit A of the Chemical Dependency Service Provider Agreement . 

 

Outpatient t reatment  

 Providers are responsible for obtaining authorization for all outpatient treatment services 

(evaluation does not require authorization).   

 

 To request initial authorization for treatment, the provider  should fill out a Drug -Free 

Treatment Authorization Request (TAR) and fax it to the ODS CD department (fax : 503-670-

8349) within 48 hours of the first date of service. Providers must also include American 

Society of Addiction Medicine (ASAM) Patient Placement Criteria and a copy of the Chemical 

Dependency Evaluation.  

 

 Providers should call the ODS CD department  at 888-474-8538 to confirm receipt of the 

facsimile transmission and the authorization.  

 

 For members who are to continue in treatment beyond the initially authorized episode of 

care, requests for additional authorization should be made by cal ling the ODS CD 

department at 888-474-8538 prior to the last authorized date of service. The provider  should 

be prepared to discuss ASAM Continued Service Criteria and plans for completing treatment. 

An ODSBH care coordinator will discuss the memberõs treatment needs w ith the provider  

and approve continued treatment as appropriate.  

 

 ODS will fax or mail all newly approved authorizations to provider s. 

Synthetic opiate t reatment  

 Synthetic opiate provider s should fax the Synthetic Opiate Treatment Authorization 

Request (TAR) and a clinical summary to the ODS CD department within 48 hours of 

the first date of service. (See sample form in the back of this provider manual.)  

 

 The Synthetic Opiate TAR needs to be completed even if only an assessment was done. 

Inpatient d etoxification  

 Inpatient medical detoxification is covered by ODS when 24 -hour medical supervision is 

necessary for the member to detoxify safely, subject to retrospective review of medical 

necessity criteria.  

 Inpatient detoxification services in either a h ospital or freestanding sub -acute 

detoxification facility do require a verbal authorization from ODS.  

 The chemical dependency provider  performing the assessment should call the ODS CD 

department at 888 -474-8538 to obtain authorization for inpatient detoxification services.  

Sub -acute detoxification  

 ODS prefers sub -acute, free-standing detoxification facilities for members who can be 

detoxified safely outside of a hospital setting.  
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Chemical dependency  treatment (continued)  

 

 To receive a verbal authorization for sub -acute detoxification, call the ODS CD department 

and provide clinical information demonstrating medical necessity.  

 

 A verbal authorization is given over the phone if sub -acute detoxification is deemed 

appropriate  and an authorization is completed , and an authorization number is given 

when the patient is discharged from the detoxification facility.  

Hospital detoxification  

 ODS will authorize detoxification in a hospital setting if medical co -morbidities justify that 

level of care or if sub -acute detoxification is not available in that service area.  

 

 To request authorization for hospital detoxification, call the ODS CD department at 888-

474-8538. 

 

Other chemical d ependency services  

 Residential CD treatment for OHP members is paid for directly by DMAP and is not a  

covered benefit under ODS.  

 

 Other chemical dependency services (such as community -based support groups) may be  

available to members through public or private provider s. However, these services are not  

covered by ODS. 

 

 Members whose assessment has determined the need for non -covered services can obtain  

more information or access the services through the provider  who performs the  

assessment. Even if the recommended treatment is not covered by ODS, the assessment is  

covered if performed by a contracted provider . 

Quality r eview  

 Periodic chart audits and internal outcome measures obtained from administrative 

data will  be used to track the quality of care provided by contracted CD provider s. 

 

 ODS will also track provider sõ utilization and claims data over time.  
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Tobacco cessation 

 Tobacco cessation is a covered service for ODS Oregon Health Plan members. 

 Tobacco cessation treatment and counseling does not require a referral.  

Tobacco cessation  t reatment and counseling  

Tobacco treatment interventions may include one or more of these services : basic, intensive and 

telephone calls.  

Basic t obacco cessation t reatment  

Basic treatment includes the following  services: 

 Ask ñ systematically identify all tobacco users ñ usually done at each visit  

 Advise ñ strongly urge all tobacco users to quit  

 Assess ñ measure willingness to attempt to quit using tobacco within 30 days  

 Assist ñ help with brief behavioral counseling, treatment materials and the 

recommendation/prescription of tobacco cessation therapy products (e.g., nicotine patches 

and gum, oral medications intended for tobacco cessation treatment)  

 Arrange ñ schedule follow -up support and/or referral to more intensive treatments, if 

needed 

 

When providing basic treatment, include a brief discussion to address client concerns and provide 

the support, encouragement and counseling needed to assist with tobacco cessation efforts. These 

brief interventions, less than six minutes, generally are provided during a visit for other conditions, 

and additional billing is not appropriate.  

 

Intensive t obacco cessation t reatment  

Intensive treatment is on the Health Services Commission õs Prioritized List of Health Services and is 

covered if a documented quit date has been established. ODS will pay for a maximum of 10 

sessions every three months for intensive tobacco cessation treatment and counseling. Intensive 

treatment should be reserved for those clients who are not able to quit  using tobacco with the 

basic intervention measures.  

Tobacco cessation  t herapy products  

ODS will cover the following tobacco cessation therapy products:  

Á Nicoderm CQ Patches,  

Á Nicotrol NS,  

Á Nicotrol,  

Á Chantix,  

Á Zyban,  

Á Buproprion HCl,  

Á OTC Nicotine gum and patches.  

Prior authorization for these products is required and will be limited to six prescriptions of nicotine 

replacement and/or bupropion SR per year.  

Oregon Tobacco Quit Line  
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The Oregon Tobacco Quit Line is a free telephone service available to all Oregon residents who 

want to stop using tobacco. The Quit Line offers free quitting information, one -on-one telephone  

Tobacco cessation (continued) 

 

counseling, and referrals for Members. For more information regarding the Oregon Tobacco Quit 

line , you can visit its website at https://www.quitnow.net/ oregon. Members can enroll online 

and have access to a readiness quiz, a cost of smoking calculator and participant 

testimonials.  

Phone: 800-QUIT -NOW 
Spanish: 877-2NO-FUME  
TTY: 877 -777-6534 
**Coverage based on the USPSTF Tobacco Cessation Guidelines**

https://www.quitnow.net/oregon/
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Pharmacy services  

Formulary overview  

ODS utilizes a closed formulary in administering pharmacy services on behalf of our ODS-OHP 

members. A copy of that formulary can be viewed at http://www.odscompanies.com/medical/ . 

The ODS formulary covers prescriptions for conditions eligible for coverage under the Oregon Health 

Plan as determined by the Prioritized List of Health Services  

(http://www.oregon.gov/OHPPR/HSC/curr ent_prior.shtml ). 

The ODS prescription benefit includes coverage of prescription drugs provided to eligible 

members from a pharmacy and does not include medications administered or furnished by the 

provider  in an in -office or inpatient setting.  

Additional coverage limitations include  the following : 

Á Non-formulary drugs and devices that are not listed on the ODS formulary .  

Á Experimental drug products or newly approved drug products that have not been 

reviewed  

by the ODS Pharmacy and Therapeutics Committee fo r inclusion on the ODS 

formulary.  

Á All Class 7 and 11 medications used to treat mental health disorders, 

including Depakote, Lamictal and their generic equivalents , are covered by 

DMAP through the fee-for-service (open card) benefit. Pharmacies must bill 

prescriptions for mental health drugs to the DMAP PBM ( Pharmacy Benefit 

Manager ). The DMAP PBM can be reached at 888 -202-2126. 

Á Drugs or devices prescribed for conditions that are not eligible for coverage under 

the Oregon Health Plan.  

Á Part D -covered drugs for members with Medicare Part D coverage. ODS will 

pay only  for drugs not covered by the memberõs Part D plan that are on the 

ODS formulary. These drugs typically include OTC  medications , barbiturates 

and benzodiazepines.   

Formulary exception and p rior authorization p rocedure  

Formulary exceptions will be reviewed and granted when there is no suitable formulary 

alternative available for treatment of an Oregon Health Plan covered condition and/or the patient has 

documented unsuccessful treatment with formulary medications available.  

Requests for formulary medications requiring prior authorization will be reviewed and a 

response will be returned to the requesting provider  within one business day.  Providers are 

instructed to download an ODS Prior Authorization (PA) Form from the ODS website at 

www.odscompanies.com/medical  or in ODS Benefit Tracker.  Fax the completed PA Form to 

ODS at 800-207-8235. 

ODS will fax an authorization or denial response to the provider  within 48 hours, or the next  

business day if requested after business hours or on holidays.  

Pharmacists and physicians can contact ODS Pharmacy Customer Service for assistance 

with  formulary questions or prior authorization procedures.  

http://www.odscompanies.com/medical/
http://www.oregon.gov/OHPPR/HSC/current_prior.shtml
http://www.odscompanies.com/medical
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Pharmacy Services (continued)  

 The ODS OHP Customer Se rvice line is 503 -265-2939 or 888-474-8539.  

 Customer Service hours are 7:30 a.m. to 5:30 p.m. (Pacific  time ) Monday 

through Friday (excluding h olidays).  

 Me dImpact õs telephone number is 800-788-2949.  
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Synagis (RSV) billing  

 ODS covers Synagis only for high -risk infants and children as defined by the American 

Academy of Pediatric s guidelines , as outlined in the ODS medical criteria for RSV 

prophylaxis.  

 

 ODS requires an authorization for Synagis.  

 

 ODS notifies the provider  requesting the Synagis vaccine once the authorization has been 

approved. 

 Synagis must be submitted to ODS under the medical benefit using CPT code 90378.  

  

 The provider  who administers the Synagis vaccine should work with the pharmacy to 

coordinate monthly shipping , according to the memberõs scheduled appointments.  

  

 ODS will reimburse either the provider  or the pharmacy  for the authorized Synagis 

vaccine, but not both.  
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Advance directives  
 To comply with federal and state legislation regarding a patient õs right to know 

about advance directives, ODS must inform its members about advance 

directives.  

 

 The ODS-OHP Member Handbook contains information for members about advance 

directives and how to obtain copies.  

 

 Members can call ODS -OHP Customer Service to obtain copies of advance directives and  

instructions on completing them.  

 

 ODS PCPs are responsible for keeping copies of membersõ completed advance directives 

in  their medical records.  
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Eligibility  

The Department of Human Services coordinates applications for the Oregon Health Plan (OHP). 

Oregon residents can also apply directly through the OHP Application Center by calling 800-

359-9517 (TTY 800-621-5260). 

Verifying m ember eligibility  

OHP recipients should bring their Division of Medical Assistance Program s medical ID card, as well 

as their  ODS ID card, to each visit. DMAP sends  each recipient  his/her own medical ID card. 

Before providing covered services, provider s must verify member  eligibility. It is the responsibility 

of the provider  to verify that the individual receiving medical services is, in fact, an eligible 

individual on the date of service for the service provided and to determine whether ODS or DMAP is 

responsible for reimbursement. The provider  assumes full financial risk in serving a person not 

identified as eligible or not confirmed by ODS or DMAP as eligible for the service provide d on the 

date(s) of service. 

Due to HIPAA privacy rules, we require the following prior to verifying information about a patient:  

Á Your name  

Á The office from which you are calling  

Á Your Tax Identification Number  

To identify the patient you are inquiring about, we require the following:  

Á Memberõs Recipient Identification Number  

Á If the Recipient Identification Number is not known:  

o Patient õs first and last name  

o Patient õs date of birth  

  

There are five ways you can verify a Member õs eligibility:  

OPTION 1 : Use OHPõs MMIS provider Web portal  

The Web portal can be found at www.or -medicaid.gov/ProdPortal/Default.aspx . 

OPTION 2 : Call OHP õs automated voice response (AVR) system at 866 -692-3864 

OPTION 3: Use Benefit Tracker  

When you are signed up with Benefit Tracker, you do not need to give your office 

information, as you have already done this during registration. You will be able to view 

claim payment, eligibility and PCP assignment information. Benefit Tracker is available 

from 6 a.m. to 10:30 p.m. seven days a week, including holidays.  

OPTION 4: Call ODS Customer Service at 888 -788-9821  
Our Customer Service representatives are  knowledgeable and helpful when it comes to 

your questions. They have up -to-date information and policies so you can be confident that 

they will give you the best information available. You can reach them from 7:30 a.m. to 5:30 

p.m. Monday through Friday, excluding holidays.  

OPTION 5: Contact ODS by e -mail at OHPmedical@odscompanies.com  

ftp://4:_Contact_ODS_by_e-mail_at_OHPmedical@odscompanies.com/
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Eligibility (continued)  

 

You will need to identify yourself, as explained above, your patient and what the issue is. 

Our goal is to send a response within 24 hours. Our e -mail correspondent õs hours are from 

7:30 a.m. to 5:30 p.m. Monday through Friday, excluding holidays.  
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Pregnant members on the Standard plan  

If a member is currently on the Standard plan and becomes pregnant , it õs important to notify 

the memberõs caseworker or DMAP right away. Notification ensures the member and her baby receive 

the additional benefits offered through the OHP Plus plan. Notification also ensures that 

provider s are reimbursed for maternity -related services.  

Below are two options provider s have to report pregnant mothers currently on the OHP 

Standard  plan:  

 

1. Complete the Pregnancy Notification Form (DMAP 3360) . A copy of this form is provided 

at the back o f this manual , or it  can be fill ed out online and fax ed or mail ed back to DMAP 

(see form for instructions) : http://dhsforms.hr.state.or.us/Forms/Served/HE3360.pdf . 

 

2. Contact the memberõs DHS caseworker and provide information that she is now pregnant 

and request a review of her file for additional benefits.  

The memberõs benefit information will be updated the first of the month following the notification.  

 

 

Newborn notification  
 

To receive payment for delivery services covered by OHP, it is important t o notify DHS right away 

when a provider  deliver s a newborn  for an ODS member. Prompt notification ensures the 

memberõs baby is also enrolled with ODS .  

 

To report a newborn, complete the Newborn Notification Form (DMAP 2410). A copy of this form is 

provided a t the back of this manual , or it  can be fill ed out online and fax ed or mail ed back to 

DMAP (see form for instructions) : 

http://dhsforms.hr.state.or.us/Forms/Served/OE2410.pdf . 

 

 

Interpretation  

ODS covers and coordinates interpretation services for member medical appointments for covered  

services. 

To arrange for interpretation services, complete the ODS Interpreter Request Form (available in the 

back of this provider manual) and fax it to our Customer Service department at 503 -765-3454 no 

less than 48 hours prior to the appointment.  

ODS Customer Service staff will call back to confirm that an interpreter has been arranged.  

http://dhsforms.hr.state.or.us/Forms/Served/HE3360.pdf
http://dhsforms.hr.state.or.us/Forms/Served/OE2410.pdf
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For urg ent needs (less than 48 hours õ notice), it is better to call the ODS Customer Service  department 

to arr ange for an interpreter at 888-788-9821. 

Interpretation (continued)  

OHP provider s can choose to coordinate interpretation services themselves rather than  coordinating  

them through ODS; however, the provider  will be responsible for paying for the interpretation  

services. ODS does not pay for interpretation services that are not coordinated through our  

Customer Service department.  
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Credentialing  and recredentialing of ODS physicians and  

allied health professionals  

ODS performs credentialing and recredentialing activities that entail, but are not limited to, 

credentials verification, review and monitoring of past  and present malpractice claims, state 

licensing disciplinary activity and adverse outcomes, medical record keeping, office site visits and 

member  accessibility to provider s. Providers must complete the credentialing process and 

approval prior to treating ODS members. 

Participating on the ODS Provider Panel:  

Participation criteria  

Providers must meet the following criteria, applicable to their degree and specialty, to participate on 

the  

ODS Provider Panel. ODS has the right to deny participation based on,  but not limited to, this 

criteria.  

1. Completion of undergraduate, graduate, medical and/or dental school . 

2. Completion of an accredited residency program in the credentialed are a of practice.  

3.  Ability to prescribe medication or have a documented prescription writing process with 

another ODS participating provider . 

4.   Ability to admit patients to an ODS -contracted hospital independently or have a documented 

hospital admitting process with another ODS participating provider . 

5. Adequate malpractice insurance coverage of a minimum of $1,000,000 per claim and 

$3,000,000 annual aggregate . 

6.  Current, active state license(s) for all practicing locations . 

7. Ability to provide 24 hours/ day, seven days a week of coverage with other ODS participating 

provider s and/or a coverage plan for continuity of care for members. 

8. Ability to practice within their scope of practice as defined by law and appropriate state 

licensing boards . 

9.  Never proven guilty of a federal crime within a court of law . 

Adding a new provider ? Contact ODS to inquire about participation at:  

Medical Professional Relations   Behavior Health and Chemical Dependency  

503-228-6554 or 800-852-5195   800-799-9391 
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Credentialing  and recredentialing of ODS physicians and  
allied health professionals (continued )  
 
Credentialing  process  

1. Who requires credentialing?  

 

a. Refer to the provider classification table on pages 34ð36. 

b. A locum tenens of 91 or more calendar days of service who is new to the ODS panel is 

required to complete a credentialing application. If already credentialed by ODS, he/she 

must submit the documents listed below.  

c. If 90 calendar days or less of service, a provider  is not required to complete an application , 

but must submit a letter stating  his/her : 

Á Full name  

Á Other names used  

Á Date of birth  

Á Social Security Number  

Á Practice and billing information  

Á Name of medical school, degree received and year of graduation.  

In addition, the provider  must:  

Á Attach copies of state licensure, malpractice insurance coverage  and DEA 

certificate (if applicable)  and complete the attestation attached to an initial 

application.  

Á Complete and sign the OPCA attestation and authorization to release information 

pages. 

Primary care p rovider (PCP) status:  

A primary care provider is licensed as an MD, DO, NP or PA and specializes in family practice, internal 

medicine, obstetrics/ gynecology, pediatrics or geriatrics. A PCP is able to provide services within 

his/her scope of practice as defined by law and state licensure, have hospital admitting privileges or 

arrangements , and possesses the authority to prescribe medication. A PCP is required to participate 

in medical record audits, an office site visit, and access and after -hours surveys. For more information , 

see òMedical record, office site, access and after -hour standards and audits. ó 

 

2. Application required  

a. Credentialing  

 

 A provider  new to the ODS panel.  

 

 A returning provider  whose contract was terminated and a new contract is not put in 

place within 30 days.  

 

 A locum tenens providing services for 91 calendar days or longer.  

b. Recredentialing  
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Credentialing  and recredentialing of ODS physicians and  
allied health professionals (continued)  

 

 An established provider completes one within three years from the last application 

approval date. This is required to continue participating on the ODS panel. ODS 

will remind the provider by mailing the application to the provider.  

 

 An established provider who has returned from a leave of absence and is requesting 

within three years to be reinstated.  

 

 

 A provider who was on an ODS panel through a delegated entity and is requesting direct 

participation on the panel.  

 

3. Application forms accepted:  

 The current Advisory Committee on Physician Credentialing  Information (ACPCI) approved  

Oregon Practitioner Credentialing Application (OPCA) or Recredentialing Application (OPRA) 

for provider s practicing in Oregon and/or any other state.  

  

 The Washington Provider Credentialing  or Recredentialing Application if the provider õs 

primary practice is in Washington State.  

 

 Organizational Provider Credentialing  Application (for facility credentialing).  

ODS does not accept, and will return, applications that are:  

Á Incomplete or unsigned.  

Á Combined credentialing or recredentialing applications.  

Á Combined state applications.  

An electronic Microsoft Word version of the OPCA and OPRA can be downloaded from 

the  OHP Policy and Research website at:  http://oregon.gov/DAS/OHPPR/ACPCI/index.shtml  

4. The application and attestation  

The provider  is responsible for the accuracy of the information on the application and for signing 

and dating the application, the attestation, and the authorization to release information form. The 

application should be completed in accordance with the instructions on page 1 of the application. 

Legible copies of the following applicable, current and valid documents must be attached to the 

application.  ODS does not accept documents that have been altered.  

 

Á Federal Drug Enforcement Administration (DEA) certificate  or documented prescribe 

plan  

Á All active state professional licenses  

http://oregon.gov/DAS/OHPPR/ACPCI/index.shtml
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Á Malpractice insurance carrier face  sheet or a dated letter from the insurance 

carrier stating the intent to insure ; the provider õs name, coverage amount and effective 

dates must be included   

Á Explanation of all affirmative answers on the Attestation statement   

Credentialing  and recredentialing of ODS physicians and  

allied health professionals (continued)  

 

Á Completed òAttachment A ó explaining malpractice claims activity   

Á Education al  Commission for Foreign Medical Graduates (ECFMG) certificate   

Á Federally commissioned physician status   

Á Federal tort claim status  

 

ODS returns the application  if the required documents are missing, expired, illegible or missing 

necessary information, and request s an acceptable copy or written explanation if unable to comply 

wit h the request.  

The Attestation statement addresses:  

 

Á Inability to perform the essential functions of the position due to health status, with or 

without accommodation.   

Á Past or present abuse of alcohol, prescription and/or illegal drugs.  

Á Any state license, certification, registration to practice, participation in a public program 

(i.e. Medicare/Medicaid), clinical privileges and/or hospital privileges that have been or are 

currently voluntarily or involuntarily denied, limited, restricted,  suspended and/or 

revoked. 

Á History of misdemeanor or felony criminal activity.  

Á Past and present malpractice activity.  

Á Reporting to a state or federal data bank.  

 

 

Helpful h int  

Keep the original copy of the completed application (not  signed and dated ) for future use. 

A copy  of the original can be signed, dated and submitted to organizations that request 

copies.  

5. Returning the a pplication  

 

The ODS Companies  

Professional Relations Department  - 8th 

Floor  

601 S.W. 2nd Ave. 

Portland, OR 97204  

6. Primary source v erification of credential application elements  

ODS verifies application elements by performing primary source verification (PSV) through the original 

entity directly responsible for issuing the credential or a National Committee for Quality Assurance 

(NCQA) approved alternative source. A query of the National Provider Data  Bank and Healthcare 
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Integrity and Protection Data  Bank (NPDB/HIPDB) is performed. Education and training are not re -

verified at the time of recredentialing . 

 

Application elements related to the provider  that may be subject to verification include the 

following:  

 

Credentialing  and recredentialing of ODS physicians and  
allied health professionals (continued)  
 

Á Current and past state license(s)  

Á DEA certificate  or documented prescribe plan  

Á Malpractice insurance coverage or letter of intent from the malpractice insurance 

carrier  (limits of liability required are one million  dollars  per claim and three million 

aggregate) 

Á Hospital affiliation or receipt of a documented admitting process with other ODS 

participating provider s 

Á Current practice information  

Á Gaps in work history of two months or more  

Á Work history   

Á Medical, dental or undergraduate education from an accredited school   

Á Education al  Commission for Foreign Medical Graduates (ECFMG) certificate   

Á Postgraduate training (i.e. internship, residency, etc .)  

Á Board certification   

Á Malpractice claim history of last five years  (three years for recredentialing )  

Á Medicare/Medicaid sanctions/exclusions   

Á State license sanctions of last five years (three years for recredentialing )  

Á Additional administrative data relating to a provider õs ability to provide care and service to 

ODS members 

 

7. Discrepancy in credentialing i nformation  

Information obtained during the verification process that varies substantially from the 

information submitted by the applicant requires a written explanation from the applicant.  

1.  ODS notifies the applicant in writing of the discrepancy and requests a written 

explanation within 14 calendar days. The response is reviewed by the medical director or 

the ODS Credentialing  Committee.  

2.  If the applicant does not respond within 14 calendar days, the ODS credentialing 

supervisor contacts the applicant  by telephone requesting a response in writing within 

seven calendar days.  

3.  If no response is received, the medical director contacts the applicant by telephone 

requesting a response to the original letter and determines a deadline. If no response is 

received, the application process is terminated .  

8. Application approval or denial  
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The ODS medical director or ODS Creden tialing  Committee will review the application information 

and decide to take one of the following actions : 

 

Á Approve the application.  

Á Approve the application but request additional informa tion. The provider  is 

monitored un til the requested information is reviewe d.  

 

 

 Credentialing  and recredentialing of ODS physicians and  
allied health professionals (continued)  

 

Á Pend the application and request additional information to be reviewed at a 

future committee meeting. The applicant is monitored as a pending applicant.  

Á Deny the application completely. Only the Credentialing  Committee is authorized to 

make this decision. 

 

ODS will notify the provider  or appropriate credentialing contact person in writing within seven 

calendar days of the medical director õs or Credentialing  Committee õs decision and the appeal 

process. 

 

9. Provider r ights  

Providers  have the right to:  

 Not be discriminated against based on the provider õs race, ethnic/national identity, 

gender, age or sexual orientation , on the types of procedures performed, legal under U .S. 

law, or on the patients in whom the provider  specializes. 

Á Review information obtained by ODS to evaluate the credentialing application. 

Information that is peer -protected and protected by law is not shared with the provider . 

Á Correct erroneous information discovered during the verification process.  

Á Request, from the ODS credentialing supervisor, the credentialing application status via 

telephone, e-mail or correspondence.  

Á Withdraw the application, in writing, at any time.  

Á Have the confidentiality of the application and supporting documents protected, and the 

information used for the sole purpose of application verification, peer review and panel 

participation decisions.  

Á Be notified of these rights.  

 

  

10. Provider appeal of  adverse action  

Providers or practitioners have the right to appeal an ODS decision to take adverse action against 

the provider õs or practitioner õs participation status. The provider  or practitioner is notified of his/her 

appeal rights through various ODS sources. ODS reserves the right to decide if the appeal is in 

compliance with ODS standards. The appeal process is compliant with the Health  Care Quality 

Improvement  Act (HCQIA) of 1986.  

 The provider  or practitioner has up to 60 calendar days following the receipt of the 

medical director õs letter of the ODS decision to take adverse action to file a written 

request for a hearing with the Credentialing  Committee. The written reques t is mailed 
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to the medical director by certified mail. A provider  or practitioner who fails to request 

a hearing within the time and in the manner specified waives any right to a hearing in 

the future.  There is no right to appeal granted to non -participating provider s. 

 

 

 

 

 

 

Credentialing  and recredentialing of ODS physicians and  
allied health professionals (continued)  

11. Confidentiality  

All credentialing related information is considered strictly confidential. No disclosure of peer review 

information in accordance with ORS 41.675 will be made , except to those authorized to receive such 

information to conduct credentialing activities. The data utilized by t he ODS Credentialing  

Committee is strictly confidential and is available  only  to authorized personnel in accordance with 

local, state, federal and other regulatory agencies õ statutes, rules and regulations.  
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ODS provider classification table  

 

Practitioner  

Classification  Degree/Title  Specialty  

Contract  

Credential  

Comments   

Medical 

Physicians  

DC - Doctor of 

Chiropractic 

Medicine  

DO - Doctor of 

Osteopathic 

Medicine  

DPM - Doctor of 

Podiatric Medicine MD - 

Doctor of Medicine  

ND - Doctor of 

Naturopathic Medicine  

 

OD - Doctor of 

Optometry  

All specialties  

 

Psychiatry  

 

Radiologist, pathologist 

or anesthesiologist 

provid es services to 

independent physicians 

who are practicing in an 

outpatient setting.  

Contract ð Yes 

Credential ð Yes 

 

Not applicable : 

Å Physicians who are 

not contracted directly 

with ODS through an 

individual, clinic, 

medical group and/or 

independent physician 

association.  

 

Å Physicians accessed 

through a delegated 

third -party panel.  

 

Å Providers practicing in 

an inpatient setting. 

See below. 

 

Doctors of 

Naturopathic Medicine : 

Å Cannot act as a PCP  

Å Must work with a 

memberõs PCP to 

provide care  

Å Does not have 

hospital privileges  

Å May have a DEA 

certificate  
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Allied Health  

Professionals  

CNM - Certified Nurse 

Midwife (cannot act as a 

PCP) 

 

CRNA - Certified 

Registered Nurse 

Anesthetist  

 

LAc - Licensed 

Acupuncturist  

 

NP - Nurse Practitioner  

 

PA - Physician Assistant  

 

PT - Physical or 

Occupational Therapist  

 

MA/MS - Speech & 

Language 

Pathology/Audiology  

 

Mental Health Providers 

- see below 

Alternative medicine: 

Å Naturopath y 

Å Homeopath y 

Å Acupuncture  

 

Midwifery:  

Å Certified nurse 

midwife  

Å Nurse midwife /nurse 

practitioner  

 

Speech/language 

pathology,  audiology  

 

Nurse practitioner 

(NP) specialties that 

can practice as a PCP:  

Å ACNP ð Acute care 

Å ANP ð Adult  

Å FNP ð Family  

Å GNP ð Geriatric  

Å MNP ð Nurse 

midwife  

Å NNP ð Neonatal  

Å PNP ð Pediatric  

Å WHCNP - Womenõs 

health care 

 

Therapist specialties:  

Å Occupational  

Å Physical  

Contract - Yes 

Credential - Yes 

Mental Health  

Practitioners  

LCSW - Licensed 

Clinical Social  Worker  

 

PhD - Doctor of 

Philosophy  

 

PSYD - Doctor of 

Psychology 

 

LMFT - Licensed Marital 

and Family Therapist  

Alcohol and dru g abuse 

counselor  

 

Clinical psychologist  

 

Licensed independent 

clinical social 

worker  

 

Mental and behavioral 

health  

counselor  

Contract - Yes 

Credential - Yes 

 

Physicians who are 

certified in 

addiction 

medicine  

 

Doctoral and Master õs 

level  

psychologist s who are 

state -licensed or state -

certified  
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ODS provider classification table 

 

Practitioner  

Classification  Degree/Title  Specialty  

Contract  

Credential  

Comments  
 

Mental Health 

Practitioners 

(cont. ) 

LPC - Licensed Counselor  

PMHNP - Mental Health 

Nurse  

EDD - Doctor of Education  

 Licensed or certified 

Masterõs level clinical 

social workers  

Masterõs level clinical 

nurse specialists or 

psychiatric nurse 

practitioners who are 

nationally - or state-certified 

or state-licensed 

Other licensed, certified or 

registered behavioral 

health specialists.  

Dental Physicians  

Dentist or dental 

surgeons who 

provide care under 

a medical benefit 

program  

DDS - Doctor of 

Dental Surgery DMD 

- Doctor of Medical 

Dentistry  

Surgery  

 

Pathology  

 

Oral maxillofacial 

surgery  

 

Periodontists  

 

Endodontists  

Contract - 

Yes 

Credential - 

Yes 

Locum Tenen s 
 

90 calendar days or 

less, is not required 

to fully complete an 

application, must 

submit specific 

documents 

 

91 calendar days or 

more within one  

calendar year , must 

complete an 

application  

All degrees All specialties  Contract ð 

Yes 

Credential ð 

Yes 

Providers 

Not 

Requiring 

Credentialin

g 

Providers 

practicing in an 

inpatient setting 

(see below) 

Dentist who 

provides primary 

dental care only 

under a dental plan 

or rider  

CM - Certified Midwife  

 

CNS - Certified 

Nurse Specialist  

 

RN - Registered 

Nurse 

 

RNFA - Registered Nurse 

First Assist  

Therapist specialties:  

Å Aroma  

Å Hand  

Å Massage 

 

Other:  

Å Anesthesiologist 

assistant  

Å Biofeedback 

Å Cardiovascular 

(clinical)  perfusionist  

Å Cardiovascular  

technologist 

Å Diagnostic medical 

sonographer  

Å Electroneurodiagnostic  

technologist 

Å Nonphysician surgical  

assistant  

Contract ð Yes  

Credential ð No 
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ODS provider classification t able 

 

Practitioner  

Classification  
Degree/Title  Specialty  

Contract  

Credential  

Comments   

Inpatient 

Setting -Only 

Employees or  

Providers  

 

Practitioner who  

practices 

exclusively  

within the 

inpatient  

setting (health 

delivery  

organizations) 

and provides care 

only as a result of 

ODS members 

being directed to 

the inpatient 

setting  

 

Practitioner who 

does 

not provide care 

for members in a 

treatment setting 

(e.g. board 

certified 

consultants)  

All degrees  Inpatient settings 

(health delivery 

organizations)  

Å Employees 

Å Radiologist*  

Å Pathologist*  

Å Anesthesiologist*  

Å Neonatologists  

Å ER physicians  

Å Behavioral health  

 

Freestanding facilities  

Å Mammography 

centers 

Å Ambulatory 

behavioral  health 

facilities  (psychiatric 

and addiction  disorder 

clinics)  

 

*If the radiologist, 

pathologist or  

anesthesiologist is also 

offering services to 

independent physicians 

who are practicing in an 

outpatient setting, they 

must be credentialed.  

See Medical Physicians  

above. 

Contract ð No 

Credential ð No 

 

The hospital or facility 

must be contracted and 

credentialed  ð see 

Credentialing  Health 

Care 

Delivery Organizations . 
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Medical record, office site, access and after -hour  

standards and audits  

The provider  is responsible for complying with medical record, office site, access and after -hours 

standards as part of the contract between ODS and the provider . Following NCQA guidelines, ODS 

performs these audits to assure that ODS standards are met. A minimum compliance score of 80 

percent is required.  

 

Practitioners subject to all audits:  

 Primary care providers (MD, DO, NP, PA)  

 Certified nurse midwives  

 Obstetrics/ gynecologists  

 Specialists  

Noncompliant provider s: 

 Can appeal the score and request a review of the files and reviewer õs scores. 

 Are required to submit a corrective action plan and a re -audit within six months.  

 Continued noncompliance may result in termination of participation . 

1. Medical r ecords  standards  

Provider office medical records will be reviewed  according to the following practices : 
 On an annual basis , ODS audits a random selection of the medial records to ensure 

quality.  

  ODS audits medical records a ny time there is a clinical performance issue.  

The provider  is required to:  

 Have all active medical records maintained on -site.  

 Have all active medical records available for ODS.  

 Have a filing system that provides retrievable medical records.  

 Have a functional medical record tracking system (if part of a group practice).  

 Maintain medical records for 10 years.  

 

The medical record clearly documents:  

Á The patient õs past medical history when possible.  

Á The primary, associated or  other problem.  

Á The appropriateness of preventive health services and medical care.  

Á Continuity and coordination of care between primary and specialty physicians.  

Á An appropriate system in place for the review of laboratory, imaging and other studies, and 

appropriate follow -up. 

Á Appropriate use of consultants.  

Á The PCP reviewed consultation summaries, laboratory and imaging study results, etc.  

Á All failed appointments and attempts to reschedule all failed appointments.  

The medical record will:  
Á Have only one patient per chart.  

Á Be detailed and organized to permit effective patient care and quality review.  
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 Be systematically organized, providing factual information about the patient õs therapeutic 

or management plan for each element of the patient õs healthcare. Documents are 

securely fastened into the chart.  

 Be legible.  
 
Medical record, office site, access and after -hour 
standards and audits ( continued)  

 

2. Office site standards  

Site reviews are conducted in order to evaluate the provider õs environment for conformance to ODS 

standards. The site visit will result in documentation of a structured review of the site and of 

medical record keeping practices. Office site standards are based on  OSHA, the American s with  

Disabilities Act and HIPAA r equirements appropriate for the type of business classification.  

The site visits will occur at the following times:  

 

 When any provider  meets the threshold criteria for member complaint s regarding:  

1. Physical access 

2. Physical appearance 

3. Adequacy of waiting/examining room space  

4. Patient safety  

 

 At the time of a 6 -month re -audit. This applies if the provider õs office site and/or 

medical record keeping practices do not meet the standards of acceptable performance. A 

letter is sent to the provider  from the credentialing supervisor requesting an action plan 

to improve the non-acceptable practices. The medical director will review the action plan 

and specify the date for completion and re -review.  

The office site will provide/ensure:  

Á Working fire exti nguishers and fire exit doors that are clearly marked.  

Á Reasonable accommodations (exam room, parking, elevator, restroom) for patients in 

wheelchairs or other walking -assist devices and for the sight - and/or hearing -

impaired.  

Á Adequate waiting room space for the volume of people to be seen.  

Á Routine maintenance inside and outside is performed on a regular basis.  

Á At least one exam room per practitioner.  

Á Provisions for non -English -speaking patients. This includes written privacy policy 

resources for translating  the privacy policy into other languages.  

Á Provisions for safe, tamper -proof disposition of syringes and needles in each exam 

room. 

Á Appropriate disposal of biohazardous material.  

Á Drugs, including samples, are within the office area and access is restricted to only 

authorized personnel.  

Á Controlled substances are stored in a locked space with access restricted to 

authorized individuals. A log is maintained of the dispensing of controlled 

substances. 

Á Drug expiration dates, including samples and vacci nes, are checked on a monthly 

basis and initialed as checked.  
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Á Prescription pads are secured away from unauthorized access and not pre -signed and/or 

postdated.  

Á A crash cart, if present, is accessible, checked and initialed on a monthly basis.  

Á Advance directives  are available.  
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Medical record, office site, access and after -hour 
standards and audits ( continued)  

 

3. Privacy and security standards  

The following privacy and security standards are required : 

Á Give each patient a copy  of the privacy policy.  

Á Restrict the patient õs medical records to only those authorized by the patient or persons 

involved with the patient õs direct medical care.  

Á Have the fax machine in a private area and use a confidential coversheet.  

Á Ensure that people in the reception area cannot overhear discussions of confidential 

patient matters or see confidential papers or computer screens.  

Á If using electronic records:  

o Have a process to track the release of information.  

o Have screen savers with password protection.  

o Review any request by a patient to see his/her medical records . 

4. Physical access  

All participati ng ODS provider  sites must comply with the requirements of the Americans with 

Disabilities Act (ADA) of 1990, including but not limited to, stre et-level access or an accessible ramp 

into the facility and wheelchair access to the lavatory.  

5. Timely access  

To ensure that ODS members have access to high-quality service and medical care in a timely manner, 

ODS has established the following standards , which  are monitored through the Medical Record Survey, 

Access and After -Hour  Survey and member complaints:  

a. Appointment scheduling of routine/preventive, non -urgent, urgent and emergency visits  

 New and established members with chronic complaints that are asymptomatic at the 

time of scheduling are scheduled within 30 calendar days of the initial request.  

 

 Members with non -urgent symptomatic care, including walk -ins and telephone, are 

seen within seven calendar days of requ est. 

 

 Urgent -needs are seen within 24 hours of the request.  

 

 

 Emergency needs are to be immediately assessed/referred/treated.  Appointments for 

histories and physicals, preventive exams and new patient exams are scheduled 

within 42 days.  

 

 Office staff will notify the provider  when a member  missed an appointment. Providers 

are required to follow  up with members to address defined medical needs as 

appropriate. Failed or missed appointments and follow -up efforts are documented in 

the medical record. 

b. Member waiting time in a provider õs office 




















































































































