[image: image1.jpg]DHCS

(™

et e A



ATTACHMENT #3.  Plan Reporting Requirements

Department of Health Care Services

Medi-Cal Managed Care Division 

2013


Section 1. General Reporting Requirements

	Report
	Frequency

	Financial Audit Report  (all lines of business)
	Annually – 120 days after end of Plan’s fiscal year

	Financial Audit Report  (Medi-Cal only)
	Annually – 120 days after end of State fiscal year

	Quarterly Financial Statements  (all lines of business) 
	Quarterly – 45 days after the end of each calendar quarter. 

	Quarterly Financial Statements   (Medi-Cal only)
	Quarterly – 45 days after the end of each calendar quarter.

	Annual Audited Financial Statements (may include copies of financial statements provided to other public or private organizations if they differ)
	Annually – 120 days after end of Plan’s fiscal year

	Monthly Financial Statements
	Monthly – Only if required by DMHC or requested by DHCS

	Annual Forecast  (all lines of business)
	Annually – 60 days prior to the end of Plan’s fiscal year

	Annual Forecast  (Medi-Cal only)
	Annually – 60 days prior to the end of Plan’s fiscal year

	Quality Improvement Annual Report: (includes copy of JCAHO & NCQA reports and assessment of subcontractor QIPs)
	Annually

	Provider Network Impact Report (geographic access; culture/language services; provider types and percentages of each)
	Quarterly – 45 days after the end of the calendar quarter

	Plan Subcontractors Report
	Quarterly – 45 days after the end of each calendar quarter

	Health Education, Cultural and Linguistic Group Needs Assessment (GNA)
	Every 5 years (and within 1 year of start of operations)

	Call Center Report                                     (number and type of calls received; speed of response; rate of callers hanging up while on hold)
	Quarterly – 45 days after the end of each calendar quarter

	Grievance Log & Quarterly Grievance Report 
	Quarterly – 45 days after the end of the calendar quarter


Section 2. Plan Ongoing Data and Other Reporting Requirements

	Report
	Frequency

	Report of Changes to Formulary
	Annually

	EOC/Member Services Guide
	Annually

	Key Personnel (Disclosure Form)
	Annually

	MOUs between Plans and Local Health Departments
	Monthly for Plans without executed MOUs

	Marketing Plan
	Annually (if one is used)

	Provider Directory
	Bi-annually

	Encounter Data
	Monthly

	Site Review Aggregate Data
	Semi-Annually

	Payment of AIDS Beneficiary Rate
	Monthly

	Cost Avoidance and Post-Payment Recovery of Other Health Coverage Sources (OHCS)
	Monthly

	MEDS FAME 5010  834 file
	Monthly (changes to plan profile due by 15th of month) 

	QIP Reports, HEDIS Measures
	Annually


Section 3. Plan Reporting Requirements for SPDs

	Report
	Frequency

	Continuity of Care
	Quarterly – 45 days after end of quarter

	Out-of-Network Providers
	Quarterly – 45 days after end of quarter

	SPD Grievance Summary
	Quarterly – 45 days after end of quarter

	All Member Grievance Summary
	Quarterly – 45 days after end of quarter

	Network Adequacy
	Quarterly – 45 days after end of quarter

	Grievance Log
	Quarterly – 45 days after end of quarter

	Detailed Provider Networks
	Quarterly – 45 days after end of quarter

	Risk Stratification
	Quarterly – 135 days after end of quarter

	Risk Assessment Data
	Quarterly – 135 days after end of quarter

	Monitoring Reports for 7 Specialist Categories and Grievances for Kern, LA Care, Alameda and other plans
	Monthly – 15th of the month

	Changes to benchmarks for specialists and ancillary providers
	Annually on Jan 31 

	Provider File listing all providers, hospitals, pharmacies
	Quarterly – Last Friday of the month after the end of the quarter
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