
  
    
        

    
   

    

  

 

      
 

   

 

 

 

          
  

  
     

  

  

  

  

  

  

     

      

           

Credentialing Guidelines 
*** NEW as of July 2026 *** Molina Healthcare of South Carolina (MHSC) has moved to a more streamlined process for 
provider enrollments. To move forward with your request, please complete the Molina Healthcare of South Carolina 
Non-Delegated Credentialing roster. At a minimum, all columns with an asterisk (*) must be completed in the required 
format (see the second sheet of the roster for formatting instructions). 

Please review the requirements below to ensure the information for processing is present and accurate. 

Roster Requirements 

☐ Complete all required (*) fields using the format outlined on the Data Formats tab 

☐ For all Nurse Practitioners (NPs) and Physician Assistants (PAs), complete columns AO–AS (Supervising Physician Name 
and NPI). The supervising physician must be participating with MHSC 
Click paperclip here for the Non Delegated Roster 
Provider Requirements 

☐ Active South Carolina Medicaid ID 

☐ Current CAQH profile with Molina authorization to view (Preferred Method) 

☐ CAQH attestation is current and not within 60 days of expiration 

☐ All practice locations are included, and information is up to date in CAQH 

☐ NPs have a current collaborative agreement/practice protocol uploaded to CAQH, signed and dated by both the NP and 
supervising physician within the last year 

If No CAQH Application (Provider cannot be submitted on the roster) 
Submit a completed paper South Carolina Uniform Credentialing Application: 

☐ All sections completed (enter "N/A" where applicable). 

☐ All required pages initialed and dated. 

☐ Five-year work history included; provide written explanation for any employment gap of six months or more. 

Professional Liability Insurance 
Coverage must not expire within the next 60 days and must meet the following minimum limits: 

Provider Type Minimum Coverage 

MD, DO, Oral Surgeon, Podiatrist $1M/$3M 

Non-Physician Behavioral Health, Naturopath, Optometrist $1M/$1M 

Acupuncturist, Chiropractor, Massage Therapist, NP, PA, PT, SLP $200K/$600K 

TORT Coverage (if applicable) Required 

Patient Compensation Fund (if applicable) Required 

Submit completed rosters or paper application to: MSC-CREDENTIALING@MolinaHealthCare.com 

Please note the credentialing and provider load process can take up to 45 days after receipt of a complete application. 

Please contact your Provider Service Representative (PSR) with questions about Credentialing. 

mailto:MSC-CREDENTIALING@MolinaHealthCare.com

Molina Roster Template

		*Non Delegated (Add/Update/Term)		Requested Effective Date		*Tax ID Name(Legal name filed with IRS)		DBA Name(If Applicable)		What name will you use to bill claims(Legal or DBA name)?		*Tax ID Number(Ex:XXXXXXXXX)		*Group NPI		Group Medicaid #		Group Medicare #		Group Phone Number(Digits Only No Dashes)		Group Fax Number		Group Email(No Personal Email)		Group Website		*Practitioner Last Name		*Practitioner First Name		Practitioner Middle Initial		Professional Designation (MD/NP/etc)		Provider Type		Specialty		Sub Specialty		*Taxonomy		*Roster Group Type (ProviderGroup/AncillaryGroup)		*Full SSN(Ex:XXX-XX-XXXX)		Do you have any moral or religious objections?		provide objections here		Is provider a PCP (true/false)		*Date of Birth		CAQH ID Number (Paper Application Required if no CAQH)		*NPI (Individual)		*Medicaid ID#		Medicare ID#		Languages Spoken(Other Than English)		*Gender(Male/Female)		*License Number		*License Effective Date		*License Expiration Date		*State License Issuer (Abbr.)		DEA Number		DEA Effective Date		DEA Expiration Date		Supervising Physician Last Name(if applicable)		Supervising Physician First Name (if applicable)		Supervising Physician Middle (if applicable)		Supervising Physician NPI (if applicable)		Supervising Physician Specialty (if applicable)		*Hospital-Based? (Yes/No)		Hospital Affiliations (List all affiliations separated by comma)		Accepting New Patients? (true/false)		Cultural Competency Completed? (true/false)		Do you provide telehealth services? (Yes/No)		*Service Location Name		*Address 1(Cannot be a PO Box)		Address 2(Ste or Bldg)		*Address City		*Address State		*Address Zip(5 Digits Only)		Service Location Phone Number(Digits Only No Dashes)		Service Location Fax Number		Office Hours Mon Start Time (Will default to 8:00AM if none listed)		Office Hours Tues Start Time (Will default to 8:00AM if none listed)		Office Hours Wed Start Time (Will default to 8:00AM if none listed)		Office Hours Thurs Start Time (Will default to 8:00AM if none listed)		Office Hours Fri Start Time (Will default to 8:00AM if none listed)		Office Hours Sat Start Time (Will default to 8:00AM if none listed)		Office Hours Sun Start Time (Will default to 8:00AM if none listed)		Office Hours Mon End Time (Will default to 5:00PM if none listed)		Office Hours Tues End Time (Will default to 5:00PM if none listed)		Office Hours Wed End Time (Will default to 5:00PM if none listed)		Office Hours Thurs End Time (Will default to 5:00PM if none listed)		Office Hours Fri End Time (Will default to 5:00PM if none listed)		Office Hours Sat End Time (Will default to 5:00PM if none listed)		Office Hours Sun End Time (Will default to 5:00PM if none listed)		List in directory? (Yes/No)		Patient Capacity(Will default to 5000 if none indicated)		ADA Accessible? (Yes/No)		Age Restrictions (Min)		Age Restrictions (Max)		Gender Restrictions (Female Only/Male Only)		Languages Spoken by Office Staff		Mailing Address 1		Mailing Address 2(Ste or Bldg)		Mailing Address City		Mailing Address State		Mailing Address Zip(5 Digits Only)		Billing Address 1		Billing Address 2 (Ste or Bldg)		Billing Address City		Billing Address State		Billing Address Zip(5 Digits Only)







Data formats

		COLUMN HEADER		REQUIRED?		DATA FORMAT

		*Non Delegated (Add/Update/Term)		Yes		Value must "Add"

		Requested Effective Date				Date

		*Tax ID Name(Legal name filed with IRS)		Yes		Open text - no symbols ( ", . -" etc…)

		DBA Name(If Applicable)

		What name will you use to bill claims(Legal or DBA name)?

		*Tax ID Number(Ex:XXXXXXXXX)		Yes		Numbers only - must be length 9

		*Group NPI		Yes		Numbers only - must be length of 10

		Group Medicaid #

		Group Medicare #

		Group Phone Number(Digits Only No Dashes)				Numbers only - must be length of 10

		Group Fax Number				Numbers only - must be length of 10

		Group Email(No Personal Email)

		Group Website

		*Practitioner Last Name		Yes		Open text - no symbols ( ", . -" etc…)

		*Practitioner First Name		Yes		Open text - no symbols ( ", . -" etc…)

		Practitioner Middle Initial

		Professional Designation (MD/NP/etc)

		Provider Type

		Specialty

		Sub Specialty

		*Taxonomy		Yes		Must be length of 10

		*Roster Group Type (ProviderGroup/AncillaryGroup)		Yes		Value must be either "ProviderGroup" or "AncillaryGroup"

		*Full SSN(Ex:XXX-XX-XXXX)		Yes		Numbers only or XXX-XX-XXXX format

		Do you have any moral or religious objections?

		provide objections here

		Is provider a PCP (true/false)				Values must be "true" or "false"

		*Date of Birth		Yes		date

		CAQH ID Number (Paper Application Required if no CAQH)

		*NPI (Individual)		Yes		Numbers only - must be length of 10

		*Medicaid ID#		Yes

		Medicare ID#

		Languages Spoken(Other Than English)

		*Gender(Male/Female)		Yes		Values must be "Female" or "Male"

		*License Number		Yes		Open text

		*License Effective Date		Yes		date

		*License Expiration Date		Yes		date

		*State License Issuer (Abbr.)		Yes		Must be 2 character length abbreviated state

		DEA Number

		DEA Effective Date

		DEA Expiration Date

		Supervising Physician Last Name(if applicable)

		Supervising Physician First Name (if applicable)

		Supervising Physician Middle (if applicable)

		Supervising Physician NPI (if applicable)

		Supervising Physician Specialty (if applicable)

		*Hospital-Based? (Yes/No)		Yes		Values must be either "Yes" or "No"

		Hospital Affiliations (List all affiliations separated by comma)

		Accepting New Patients? (true/false)				Values must be "true" or "false"

		Cultural Competency Completed? (true/false)				Values must be "true" or "false"

		Do you provide telehealth services? (Yes/No)				Values must be either "Yes" or "No"

		*Service Location Name		Yes		Open Text

		*Address 1(Cannot be a PO Box)		Yes		Open Text

		Address 2(Ste or Bldg)

		*Address City		Yes		Open Text

		*Address State		Yes		Must be 2 character length abbreviated state

		*Address Zip(5 Digits Only)		Yes		Numbers only - must be length 5

		Service Location Phone Number(Digits Only No Dashes)				Numbers only - must be length of 10

		Service Location Fax Number				Numbers only - must be length of 10

		Office Hours Mon Start Time (Will default to 8:00AM if none listed)

		Office Hours Tues Start Time (Will default to 8:00AM if none listed)

		Office Hours Wed Start Time (Will default to 8:00AM if none listed)

		Office Hours Thurs Start Time (Will default to 8:00AM if none listed)

		Office Hours Fri Start Time (Will default to 8:00AM if none listed)

		Office Hours Sat Start Time (Will default to 8:00AM if none listed)

		Office Hours Sun Start Time (Will default to 8:00AM if none listed)

		Office Hours Mon End Time (Will default to 5:00PM if none listed)

		Office Hours Tues End Time (Will default to 5:00PM if none listed)

		Office Hours Wed End Time (Will default to 5:00PM if none listed)

		Office Hours Thurs End Time (Will default to 5:00PM if none listed)

		Office Hours Fri End Time (Will default to 5:00PM if none listed)

		Office Hours Sat End Time (Will default to 5:00PM if none listed)

		Office Hours Sun End Time (Will default to 5:00PM if none listed)

		List in directory? (Yes/No)				Values must be either "Yes" or "No"

		Patient Capacity(Will default to 5000 if none indicated)

		ADA Accessible? (Yes/No)				Values must be either "Yes" or "No"

		Age Restrictions (Min)

		Age Restrictions (Max)

		Gender Restrictions (Female Only/Male Only)				Values must be either "Female Only" or "Male Only"

		Languages Spoken by Office Staff

		Mailing Address 1

		Mailing Address 2(Ste or Bldg)

		Mailing Address City

		Mailing Address State

		Mailing Address Zip(5 Digits Only)

		Billing Address 1

		Billing Address 2 (Ste or Bldg)

		Billing Address City

		Billing Address State

		Billing Address Zip(5 Digits Only)





Dropdown lists

		*Non Delegated (Add/Update/Term)		*Roster Group Type (ProviderGroup/AncillaryGroup)		True/false		Yes/No		Practitioner Gender		Gender Limitations

		Add		ProviderGroup		TRUE		Yes		Male		Male Only

				AncillaryGroup		FALSE		No		Female		Female Only





Joshua Borders
File Attachment
Non Delegated Roster - SC.xlsx

mailto:MSC-CREDENTIALING@MolinaHealthCare.com


Please Note: 

The following pages are 
only needed if the 
provider doesn't have an 
updated CAQH profile 



















 
   

                                                                                              

 
                      

 

                      

                    

                         

            

 

                        

                        

    

 

                        

                     

                     

 

 

                            

                        

                

 

                           

                     

                      

 

                         

      

 

                      

          

 

                        

             

 

                      

     

 

                       

                    

                       

                         

 

                          

                      

      

 

  
 

                            

 

   
 

                            

 

 

 

 
               

               

         

 

   

 

 

 

     

 

 

 

 

Molina Healthcare of South Carolina 
ATTESTATION AND RELEASE OF INFORMATION FORM 

Modifications Will Not Be Accepted 

By submitting this authorization and release of information form in conjunction with the Standardized Credentialing form, I understand and agree as follows: 

1) I understand and acknowledge that, as an applicant for participating status with Molina Healthcare of South Carolina indicated on the Practitioner 

Application for initial credentialing or recredentialing, I have the burden of producing adequate information for proper evaluation of my competence, 

character, ethics, mental and physical health status, and or other qualifications in a timely manner. I understand that the application will not be processed 

until the application is deemed complete by Molina Healthcare of South Carolina. 

2) I further understand and acknowledge that Molina Healthcare of South Carolina or a designated agent will investigate the information in this application. 

By submitting this application, I agree to such investigation and to information exchange activities of Molina Healthcare of South Carolina as part of the 

verification and credentialing process. 

3) I authorize all individuals, institutions and entities or organizations with which I am currently or have been associated and all professional liability insurers 

with which I have had or currently have professional liability insurance, who may have information bearing on my professional qualifications, ethical 

standing, competence, and mental and physical health status to release the aforementioned information Molina Healthcare of South Carolina, their staffs and 

agents. 

4) I consent to the inspection of records and documents that may be material to an evaluation of qualifications and my ability to carry out the clinical privileges 

or provide services I request. I authorize each and every individual and organization in custody of such records and documents to permit such inspection 

and copying. I am willing to make myself available for interviews if required or requested. 

5) I release from any liability, to the fullest extent permitted by law, all persons for their acts performed in a reasonable manner in conjunction with providing 

information, investigating and evaluating my application and qualifications, and I waive all legal claims against any representative of Molina Healthcare of 

South Carolina or their respective agent(s) who act in good faith and without malice in connection with the investigation of this application. 

6) I acknowledge that I have been informed of, and hereby agree to abide by, the bylaws, rules, regulations, contractual agreements, and policies of Molina 

Healthcare of South Carolina. 

7) I acknowledge that I am responsible for notifying Molina Healthcare of South Carolina of any changes/challenges to licensure, DEA, malpractice claims, 

criminal convictions, hospital privileges or other disciplinary actions. 

8) I agree to exhaust all available procedures and remedies as outlined in the bylaws, rules, regulations, and policies, and/or contractual agreements of Molina 

Healthcare of South Carolina where I have participation status before initiating judicial action. 

9) I understand that completion and submission of the Authorization and Release does not automatically grant me membership or participating status with 

Molina Healthcare of South Carolina.  

10) I hereby further authorize and consent to the release of information and/or reporting by Molina Healthcare of South Carolina to medical associations, 

licensing boards, the National Practitioner Data Bank, the Healthcare Integrity and Protection Data Bank, and other similar organizations regarding any 

pertinent information which Molina Healthcare of South Carolina may have concerning me as long as such release of information and/or reporting is done 

in good faith and without malice, and I hereby release from liability Molina Healthcare of South Carolina and its staff and representatives for so doing. 

11) I further acknowledge that I have read and understand the foregoing Authorization and Release. A photocopy of this Authorization and Release shall be as 

effective as the original and authorization constitutes my written authorization and request to communicate any relevant information and to release any and 

all supportive documentation regarding this application/attestation. 

a) Have you ever been convicted of, pled guilty to, or pled nolo contender to any felony? 

YES NO (If yes, please provide a statement below explaining your answer.) 

b) Are you currently engaged in illegal drug use? 

YES NO (If yes, please provide a statement below explaining your answer.) 

I certify the information in this entire application is complete, accurate, and current. I acknowledge that any misstatements in or omissions 

from this applications constitute cause for denial or summary dismissal. A photocopy of this application has the same force and effect as the 

original. I have reviewed this information as of the most recent date listed below. 

Print Name Here: 

Signature: 

(Stamped signature is not acceptable) 

Date: 
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