Notification of LME-MCO Credentialing or 

Re-credentialing Action
 FORMCHECKBOX 
Initial Credentialing
 FORMCHECKBOX 
Re-credentialing                                     
             Enter Date
Enter LME-MCO Name
Enter Street Address
Enter City, State, Zip
Enter Provider Name  

             



Provider Federal ID #:      



Enter Street Address





Provider NPI #:       

 

Enter City, State, Zip






Dear Enter Provider Name,
Your organization has been reviewed by Enter LME-MCO Name with the following results for the location and service indicated.
Name of the LME-MCO that Granted [or Denied] Credentialing or Re-credentialing: 
_____
Provider Business Name:       
Provider Contact Person:        
Business Mailing Address:      
Business Phone:       
Physical Site Address (specify provider name if different than above):       
County: 
      

Service Type(s):       
CREDENTIALING Status
EFFECTIVE DATE

 FORMCHECKBOX 

Granted                                                                                                   From:  mm/dd/yy


                                                                                                          To:      mm/dd/yy
 FORMCHECKBOX 

Denied *(see comments)
                                                                             mm/dd/yy                                  
                                                                              
RE-CREDENTIALING Status
EFFECTIVE DATE
 FORMCHECKBOX 

Granted
                                                                                             From:  mm/dd/yy


                                                                                                          To:      mm/dd/yy
 FORMCHECKBOX 

Denied *(see comments)
                                                                               mm/dd/yy
Comments:  [required] * [Include specific reason[s] denial status]:  
Please be reminded that your agency, through its owners, officers and employees, is responsible for the documentation of any services provided.  During future financial and/or record audits, monitoring and complaint reviews, if there are discrepancies, deficiencies and/or other items found that resulted in improper or unsupported payment for services provided, you will be expected to repay any amounts due.  In addition, you are responsible  for maintaining and safeguarding all the service records and financial records in your agency as outlined in the Contract between the LME-MCO and the Provider of MH/DD/SA Services, Records Management and Documentation Manual for Providers of Publicly-Funded MH/DD/SA Services, Innovation Waiver Services, and Local Management Entities [APSM 45-2]; and in accordance with the requirements of the Records Retention and Disposition Schedule DMH/DD/SAS Provider Agency [APSM 10-5] in the event that a request for those records is made.  If you foresee difficulty in maintaining these records in accordance with State and Federal requirements, please contact (Insert Name of LME-MCO Contact), at (Insert Telephone Number).
Credentialing/enrollment in the LME-MCO and enrollment in the NC Medicaid program are separate processes.  It is the provider’s responsibility to submit this NCA along with an application to the Division of Medical Assistance if the provider chooses to also enroll with the NC Medicaid program.  
Sincerely,

_________________________________________
LME-MCO Designee
If you have questions regarding this notice please contact (Insert Name of LME-MCO Contact) at (Insert Telephone Number).
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