RHODE ISLAND DEPARTMENT OF HEALTH
Application for Certification/Re-certification to Perform
Utilization Review*

Name of utilization review applicant:

d/b/a in Rhode Island:

O Application for new certification O Application for re-certification, if so:

Current certificate #:

Current expiration date:

Name of utilization review agency’s President/CEO:

Compliance contact: Title:

Mailing address:

Phone: ( ) FAX: ()

E-mail address:

Billing contact: Title:

Mailing address:

Phone: ( ) FAX: ( )

E-mail address:

Application must be submitted in conformance with the Utilization Review Application
Guidelines:

I. UTILIZATION REVIEW APPLICATION INFORMATION: TABA-F
Il. POLICIES AND PROCEDURES: TABG-M

I11. ADVERSE DETERMINATION NOTIFICATIONS: TAB N

IV. ENROLLEE INFORMATION: TAB O

V. EXTERNAL REVIEW CONTRACTS: TABP

* & & o o

Enclose the non-refundable application fee of $500 made payable by check to the “General
Treasurer, State of Rhode Island.”



WAIVERS

Utilization Review Accreditation: O URAC O NCQA
Provide evidence of current utilization review accreditation from the accrediting organization(s)
and any correspondence that affects the review agency’s accreditation status. Refer to the
Utilization Review Application Guidelines (TAB A, Waiver Requests, 1 bullet) for application
requirements.

Is utilization review performed for mental health and substance abuse services?
O Yes Ifyes, the review agency is not eligible for a URAC and/or NCQA waiver of the
requirements of RIGL 23-17.12.

O No If no, please indicate which review agency is performing utilization review for mental
health and/or substance abuse services:

Utilization review activities are conducted pursuant to contracts with the state or federal
government or under other state or federal jurisdictions:

O Medicaid O CHAMPUS O ERISA

O Other:
Provide evidence of any direct conflict with the requirements of RIGL 23-17.12 and R23-17.12-
UR, along with the applicable policies and procedures, incorporated within the application.

Ownership of review agency: O Individual O Partnership O Corporation

I hereby submit this application with the attached Assurances and supporting documents,
as required under RIGL 23-17.12, which contain true and accurate information to the best
of my knowledge and belief.

Signature of person authorized by the utilization review agency to submit this application:

Signature:

Title: Date:

State of (L.ovv v )

County Of (Lvvveeve e, )

N, insaidcountyonthis ceveenenndayof L LWAD,
20.......... , personally appeared before me..

(@) Who after S|gn|ng the foregomg ownershlp

report in my presence made oath that the facts stated in said report are true.

NOTARY PUBLIC

*Please do not re-format the Application for Certification/Re-certification to Perform Utilization Review form.

Revised March 2007
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