Healthy Connections (HC) Special Circumstance Change Request Instructions

Healthy Connections follows a fixed enrollment process, which includes limitations on when you can change your provider. You can make a change for any reason at the following times:

· During our Open Enrollment period, every January and February.  
· Within the first ninety (90) days of enrollment with a new clinic, or
· Change to another clinic within the same Organization you are enrolled to.  

Submitting a request for change does not guarantee your request will be approved

Change request allowed on HC Enrollment/Change form:
If the following group of Special Circumstances apply, you may submit your request on the Healthy Connections Change/Enrollment form, or by calling the Healthy Connections Customer Service line at 888-528-5861.   

· Participant requests different PCP than one assigned by the Department within the past 12 months; 
· Participant moved outside of the PCP’s service area; 
· Participant requests change because the PCP does not, due to moral or religious reasons, cover the service the participant seeks; 
· Participant requests different PCP to allow members of a household to be enrolled with the same PCP (one medical home); 
· Participant requests change due to changing to/from a specialty provider (i.e., OB/GYN, Pediatrics, etc.); 
· Participant chooses to follow PCP to a different Healthy Connection organization, to maintain the existing relationship with the PCP; 
· Authorized rep requests change in PCP due to foster care placement; 
· Participant requests different PCP due to incompatible primary insurance coverage;
· Participant requests change due to administrative error of the Department; 

Change request required on HC Special Circumstance Change Request Form:

If the following group of Special Circumstances apply, you will need to submit your request on the attached form for it to be considered.  Please include your explanation as to why you feel the reason applies to your situation.  The Department has 30 days to review the request.  You will remain enrolled with your current provider until the determination has been made.
[bookmark: _GoBack]
· Participant requests change due to poor quality of care, as verified by the Department; 
· Participant requests change due to lack of access to covered services, as verified by the Department; 
· Participant requests change due to lack of access to providers experienced in dealing with the participant’s health care needs, as verified by the Department;
· Participant requests change due to a provider determining related services are not available within the provider network and would result in putting the participant at unnecessary risk to receive services separately;  
· Other reasons determined to be acceptable by the Department











Healthy Connections Special Circumstance Change Request Form
MEMBER INFORMATION
***Please complete all fields in this box, or form will be considered incomplete & no action will be taken***
Member Name: ___________________________________________________________________ Date of Birth: ___________________________________

Medicaid Number: _________________________________________________Phone: ________________________________________________________

Address: ______________________________________________________________Email:_____________________________________________________ 

Clinic currently enrolled: ___________________________________________________________________________________________________________

New Clinic requesting, if known: _____________________________________________________________________________________________________









REASON FOR CHANGE
***Please select one reason below, and enter explanation of reason, or form will be considered incomplete & no action will be taken***
Attach any documentation needed to support request.  

☐Poor Quality of Care: ________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________


☐Lack of Access to covered services: ________ ___________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

☐Lack of Access to providers experienced in dealing with the members health care needs: 

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

☐Related services are not available within the provider network, and would result in putting member in risk: 

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

☐Other:____________ ________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

















***Signature required, or form will be considered incomplete & no action will be taken***

___________________________________________________________________	  ______________________________________
 	Signature of Member or Authorized Representative				         Date

_______________________________________________________________	      	 _______________________________________
	Printed name of person signing form					Phone Number 





Division of Medicaid, Healthy Connections will process your request and respond with our decision within 30 days from date of receipt.  If your request is denied, you have the right to file a grievance through the Department.  Grievance process described on back of form.
Submit to:
Division of Medicaid
Healthy Connections
150 Shoup Avenue
Idaho Falls, ID  83401
(EMAIL) Hccr7@dhw.idaho.gov
(FAX) 888-532-0014





Poor Quality of Care, continued:
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________





Lack of Access to covered services, continued:
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________






Lack of Access to providers experienced in dealing with the members health care needs, continued:
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________





Related services are not available within the provider network, and would result in putting member in risk, continued:
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________







Other, continued:
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________




GRIEVANCE PROCESS
Healthy Connections Problem Resolution/Grievance Process Steps:

Step 1       Contact Healthy Connections office at (888) 528-5861 to discuss the problem. They may help you resolve your issues. If you are not satisfied, continue to step two.

Step 2       Please submit a written explanation of your grievance. You will receive a written response. If you are not satisfied with the outcome, continue to step three.

Step 3      You have the right to file for a Hearing.  You may request a Hearing by writing directly to the address on your grievance response letter. You do not contact Healthy Connections to request a Hearing


