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Form  A:  Application for Independent Review Organizations
Applicant Name:  ______________________________
Applicant Address:	_________________________
				_________________________
Applicant Phone:		_________________________
Email address:		_________________________

Confirmation of Attachments
Please confirm the following are provided as attachments to this application.

	Requirement
	Yes
	No

	Certification by the Texas Department of Insurance
	
	

	
	
	

	Description of the organization’s experience performing external medical reviews in Texas or in other states, including information on populations and types of services for cases reviewed, including but not limited to, acute care, Medicaid Long Term Services and Supports, pharmacy, behavioral health, therapy, private duty nursing and dental benefits, nursing facility programs and other 1915(c) waiver programs.
	
	

	Description of the organization’s staffing model and how you would ensure appropriate clinical staff for different service types and eligibility determinations.  Include organizational charts as appropriate.
	
	

	Description of how the organization will ensure clinical reviewers are appropriately trained and educated on relevant Texas clinical policy and all applicable state and federal requirements.
	
	

	Description of the organization’s process for assigning cases to clinical reviewers and ensuring timely reviews, including identifying conflicts of interest.
	
	

	Information regarding past performance, including any compliance notices, corrective action plans, or contract remedies imposed on the organization for failure to comply with a contract.
	
	

	Any legal issues.
	
	



PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY AND INDICATE YOUR UNDERSTANDING AND ACCEPTANCE BY SIGNING IN THE SPACE PROVIDED.

I certify that all information provided in connection with this application, whether on this document or not, is true and complete, and I understand that any misstatement, falsification, or omission of information may be grounds for refusal to grant a contract or cancel a contract.

THIS APPLICATION MUST BE SIGNED.


_____________________________________				_________
		Signature								    Date
Rev:  05/21/2021
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