Health Plan Management Complaint Process
Steps:

1) Complaint coordinator receives complaint- Complaint, inquiries and request for disenrollment are received from providers and members, or via secondary sources such as the Office of the Ombudsman, Legislative offices (External Relations Division), Member advocates (family), Vendor Drug Program, Department of Aging and Disability Services (DADS), Department of Family and Protective Services (DFPS), or other Stakeholders via the following methods:       

· HPM_Complaints@hhsc.state.tx.us
· Fax at 512-491-1958

· Mail: Health and Human Services Commission
          Health Plan Management
          4900 N. Lamar Blvd.
          MC H320
          Austin, TX 78751
Individuals receiving Medicaid may also file complaints at any time with the Health and Human Services Commission Office of the Ombudsman by calling toll free to 1-866-566-8989 or by 
               Mail:                       
                               Texas Health and Human Services Commission

                                              Office of the Ombudsman, MC H-700
                                              PO Box 13247
                                              Austin, TX 78711-3247
2) Once the complaint is received the Complaint Coordinator will determine if complaint should be worked by Health Plan Management (HPM).
· If provider has not worked with the Managed Care Organization (MCO) first, the complaint coordinator will refer the provider back to the MCO for research. Both contracted and non-contracted providers of the MCO must work with the MCO prior to filing a complaint with Health Plan Management
· If provider has worked with the MCO, then go to step 3.

3) Complaint coordinator will log complaint into HEART database and assign to Resolution Specialist. If the complaint is referred to HPM via an internal stakeholder, the complainant will be copied on the assignment. This will allow the complainant to have a point of contact. 
4) Resolution Specialist contacts complainant for additional details
· Resolution specialist sends an acknowledgement letter to the complainant.
· Resolution specialist sends a notification letter to the MCO. The notification letter will include the issue, as described by the complainant and a due date for a response.                  The due dates for responses vary, depending on the type of issue being reported, they are as follow:

· Legislative or Access to Care- 1 business day 

· Urgent/HHSC- 1-5 business days 

· Routine (usually billing or rates)- 10 business days 

5) Resolution specialist receives response from MCO and determines if all issues were addressed. 
· If all of the complainants concerns were sufficiently addressed and pertinent actions were taken, the Resolution specialist will determine if MCO was at fault for the complaint (substantiated), send a resolution letter to the complainant (email will be sent to internal referrer) and case will be closed in HEART.

· If all components of the complaint were not sufficiently addressed, Resolution specialist will send additional questions to MCO, with an updated due date for response. Then repeat step 5.

· If by the second response, the MCO does not completely answer the complaint’s concerns, the Resolution specialist will escalate to Health Plan Team, who will send additional questions to MCO, copying the Resolution specialist.
6) Health Plan Team receives response from MCO, analyzes the response and determines if all issues were addressed. 

7) Health Plan team informs the Resolution specialist that the MCO response is sufficient; Resolution specialist determines if MCO is at fault (substantiated), sends a resolution letter to the complainant (email will be sent to internal referrer) and case will be closed in HEART.

