59A-12.016 Definitions for the Managed Care Ombudsman Committees.

(1) Managed Care Program. A health care delivery system that emphasizes primary care and integrates the financing and delivery of services to enrolled individuals through arrangements with selected providers, formal quality assurance and utilization review, and financial incentives for enrollees to use the program’s providers. Such a health care delivery system includes arrangements in which providers receive prepaid set payments to coordinate and deliver all inpatient and outpatient services to enrollees or arrangements in which providers receive a case management fee to coordinate services and are reimbursed on a fee-for-service basis for the services they provide. Managed care programs include a state-licensed health maintenance organization, a preferred provider organization, an exclusive provider organization, a Medicaid prepaid health plan, and MediPass which is a Medicaid primary care case management program.

(2) Affiliation. A contractual or other direct relationship with a managed care program. An individual’s status as a managed care subscriber does not preclude membership on an ombudsman committee.

(3) Enrollee complaint. An expression of dissatisfaction by an enrollee, which relates to an alleged managed care program which is regulated by the agency:

(a) Denial of a covered medical service;

(b) Delay of a covered medical service to an enrollee; or

(c) Provision of a substandard covered medical service.

(4) Agency liaison. The Agency for Health Care Administration staff member who is responsible for notifying the district committee of an enrollee complaint.

(5) District liaison. The district ombudsman who is responsible for receiving the notice of an enrollee complaint from the agency.

(6) Primary ombudsman. The member of the district ombudsman committee who is responsible for the assigned enrollee complaint case.
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