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1.           Purpose 
 

 
To ensure a process by which all practitioners and providers (herein referred to as providers) who 

are either participant in the Molina Healthcare of New Mexico network or non-participating, may 

bring to the attention of Molina Healthcare of New Mexico, Inc. (Molina) any concerns they may 

have regarding the following: 

 
•  credentialing deadlines; 

•  claim payment amount or timing; 

•  claim submission requirements or compliance; 

•  network adequacy, including participation determinations based on network composition; 

•  network composition including provider qualifications; 

•  utilization management practices; 

•  provider contract construction or compliance; 

•  patient care standards or access to care; 

•  surprise billing reimbursement amount, rate, or timing; 

•  termination; 

• operation of the plan including compliance with any law enforceable by the superintendent, 
or of any directive of the superintendent; or 

•  Discrimination 

 
Provider concerns addressed here are specific to Provider interests (as opposed to individual 

enrollee interests), to differentiate from provider issues initiated on behalf of an enrollee. 

Grievances are evaluated in a consistent, impartial, and timely manner to ensure compliance with 

State and Federal laws, regulations, and standards. 

 
To meet compliance with all applicable Office of the Superintendent of Insurance (OSI) standards, 

59A-57-6 NMSA 1978, NMAC 13.10.28 and NMAC 13.10.16 and National Committee for 

Quality Assurance (NCQA) standards. 

 

2.           Initial Provider Inquiry Process 
 

 

Molina values our relationships with our providers that service our members. Any time a 

provider reaches out to Molina, we collaborate with them to resolve their questions and/or 

concerns. We respond to their inquiries promptly to achieve provider satisfaction. Our process 

does not preclude any provider from filing a formal Grievance with Molina. 
 

 

Following are the different methods in which our providers may contact Molina for assistance: 
 

 

a.   Providers may call Molina Customer Service Department for any assistance, to include prior 

authorization or claim payment questions or concerns.
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b.   Molina provides a group email address (MHNM.ProviderServices@molinahealthcare.com) 

for our providers to contact us.  This email box is monitored daily by Molina Network 

Services Department. 

c.   Providers are assigned a Provider Services Representative which they may contact directly. 

If unaware who their assigned Provider Services Representative is, that information can be 

found via the Molina Web Portal at Molinahealthcare.com under “Contact Us.” 
 

After initial contact from the provider and speaking with their assigned Provider Services 

Representative, if the Provider is not satisfied with the results, the Provider Services 

Representative will advise the provider of their option to file a formal grievance. Our Customer 

Service and/or Provider Services Representatives may also route the provider’s concern to our 

Appeals & Grievance Department if they are unable to resolve the provider’s concern. 
 

 

Providers may submit claim questions, adjustment requests, reconsiderations prompt pay 

concerns or any type of claim dispute through Molina’s provider portal or by mail. Requests 

received via the Molina provider portal or by mail, unless specified as a formal complaint, these 

are logged and controlled as disputes in our tracking system and responded to in writing within 

30 days of receipt. If Molina identifies that a claim requires adjustment through the 

inquiry/dispute process, the claim will be adjusted, and provider will be notified. Our 

notification responses include instructions on how to submit a formal grievance should the 

provider not be satisfied with the outcome. 
 
 
 

3.           Provider Grievances 
 

 
a.   A provider may file a grievance within 90 days from the incident that is the subject of the 

Grievance. A provider may present their concerns regarding the operation of the plan, termination 

from the plan, surprise billing reimbursement amount, utilization management practices, claim 

submission requirements or compliance, claim payment amount or timing, discrimination, 

timeliness of credentialing decisions, concerns regarding quality of and access to health care 

services, the choice of health care providers and the adequacy of the Molina network to the Molina 

Provider Grievance Committee responsible for the substantive area addressed by the concern. 

Molina shall ensure that no person shall be subject to retaliatory action for submitting or supporting 

a grievance or appeal. 

 
b.   Provider Grievances may be submitted to Molina, orally, manually, or electronically in writing. 

 

 
c.   Providers may submit multiple related grievances simultaneously provided the grievances are not 

unduly duplicative or repetitive. 
 

 
d.   A group of providers may submit a single grievance on behalf of multiple providers. 

 
e.   Information regarding provider grievance procedures is included in provider contracts, the 

Provider Manual and remittance advice statements. 

 
 

mailto:MHNM.ProviderServices@molinahealthcare.com
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4.           Molina’s Provider Grievance Process 
 

 

Initial provider concerns are addressed via the Initial Provider Inquiry Process described above, 

however, if a provider submits a formal grievance or was dissatisfied with the results of an initial 

inquiry, the following describes Molina’s process for handling grievances: 

 
a.   Molina comprises a Provider Grievance Panel that consists of multiple Molina staff members 

including at least one of whom is in a position of authority over Molina’s operations that are the 

subject of the grievance. No person with a conflict of interest will participate in the resolution 

decision of the Grievance. 

The Provider Grievance Panel includes: 

1)  Chairperson; 

2)  Supervisor/Manager/Director of Network Management 

3)  Supervisor/Manager/Director of Provider Appeals and Grievances; 

4)  Supervisor/Manager/Director of Quality Improvement; 

5)  Supervisor/Manager/Director of Health Care Services; 

6)  Medical Director or Chief Medical Officer (acting in the capacity of a consultant if the concern 

involves a clinical or quality of care issue) 

7)  Operational Leader who has authority over the area that is the subject of the grievance, if not 

already present above. 

 
b.   The Director of the Appeals & Grievances Department has oversight of the provider grievance 

process. 

 
c.   Registering and responding to provider grievances is done by a member of the Provider Appeals 

& Grievances Department and will consist of: 

 
1) Acknowledgement of receipt of the grievance to the provider within 5 days of receipt  

      using provider’s preferred communication method. 

2)  Documentation of the issue and resolution in the Appeals and Grievances database. 
3)  Coordinating provider grievance reviews with the Molina Provider Grievance 

Panel. 

4)  Molina may request supplemental information pertinent to the resolution of the grievance, 

within 10 days of our receipt of the grievance.  We will require the provider to submit the 

requested supplemental information within the next 10 days of our request.  
5)  Providers will be afforded the opportunity to present evidence to the panel either orally or 

documentary. 
6)  The decision of the Provider Grievance Panel will be communicated to the provider, in writing 

within 45 days of the later of receipt of the grievance, receipt of supplemental information 
required to resolve the grievance, or the due date for submission of any requested supplemental 
information. 

7) Written notifications to the provider of grievance review determination decisions will include 
the following elements: 

 

• The names and titles and qualifications of the reviewers; 

• A statement of the reviewer’s understanding of the nature of the grievance and 

all pertinent facts and the ultimate decision;  
• Reference to the evidence or documentation considered by the reviewer(s) 

in making the decision as applicable; and, 
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• An explanation of the rationale for the reviewer’s decision. 

• A summary of any proposed remedial action 

• Information on Provider Appeal rights 

 
8)  Extension of deadlines. If confirmed in a documented communication Molina and provider 

may agree to extend any deadline imposed by this rule or this provider grievance plan. 

9)  A recap of all provider grievances will be provided to Molina’s governing body as 

part of the monthly Senior Leadership Team meeting agenda. 

10)  The Provider Appeals and Grievances Department coordinates relaying provider 

grievance information to internal quality improvement committees. 
 

 
 
 

5.           Provider Termination Grievance Process 
 

 

a.   Molina will provide a written explanation to the provider for any proposed termination and shall 

deliver reasonable advance written notice to the provider prior to the proposed effective date of the 

termination via their preferred communication method. Such notice shall be delivered if the 

termination is for cause as described in 13.10.16.9 NMAC, Subsection A, if the termination is at the 

convenience of Molina, if the termination is by virtue of a fixed termination date in the provider 

contract or if Molina does not intend to offer renewal of the provider contract. 

 
b.   Reasonable advance written notice is a minimum of sixty (60) days, except when the quality of 

care provided to enrollees is the basis for the termination and will include the basis for the 

termination. 

 
c.   When the quality of care provided to enrollees is the basis for the termination and Molina has 

a good faith and reasonable belief that further care by the provider would result in imminent and 

significant harm to enrollees, Molina is not required to provide advance written notice but shall 

follow the expedited fair hearing process pursuant to 13.10.16.9(B)(2) NMAC. 

 
d.   Molina has developed, adopted, and implemented a fair hearing process so that a provider 

may dispute whether Molina has adequate cause to terminate a provider’s participation with the 

plan if the provider’s relationship with Molina is, in fact, being terminated for cause.  A provider 

may present their case to the Provider Grievance Committee which consists of various Molina staff 

Members (see item #3). 

 
e.   A provider who is being terminated for cause will be afforded access to the Molina fair hearing 

process. Through this process, the provider will have the following rights: 

 
1)  The right to appear in person before the fair hearing committee appointed by Molina 

pursuant to 13.10.16.9(A)(1) NMAC prior to the proposed termination date; 

2)  The right to present his or her case to the fair hearing committee; 

3)  The right to submit supporting material both before and at the fair hearing; 

4)  The right to ask questions of any representative of Molina who attends the hearing; 

5)  The right to call witnesses, and cross-examine any witness; 
 

6)  The right to be represented by an attorney or by any other person of the provider’s 
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choosing; and, 

7)  The right to an expedited hearing within 14 days of the termination in those instances where 

Molina has not provided advance written notice of termination to the provider because 

Molina has a good faith and reasonable belief that further care by the provider would result 

in imminent and significant harm to covered person. 

8)  If a group of providers is terminated for cause, each provider in the group shall have an 

individual right to a hearing. However, if any one of the providers in the group submits a 

grievance relating to the termination, the carrier shall provide each similarly situated 

provider in the group with a notice of hearing, and each provider who receives such notice 

shall be bound by Molina’s determination subject to any appeal rights. 
 

 
 

f. A written fair hearing decision will be issued to the provider within twenty (20) days after the fair 

hearing via the provider's preferred method of communication. Following an expedited hearing, a 

written decision will be forwarded to the provider as soon as the decision is issued, but no later 

than three (3) business days. 
 
 
 

6.           Grievance Log 
 

 

A detailed Grievance Log, to include resolutions, will be maintained by Molina for a period of 

no less than 5 years and will be made available to the Superintendent upon request. 
 

 

7.           Filing an Appeal with the New Mexico Office of Superintendent of 

Insurance (OSI) 
 

 

a. Upon the request of the provider, if the request is received no later than 30 calendar 

days after the provider receives Molina’s response to the grievance, or the deadline 

for the response, whichever is earlier, the superintendent shall conduct an external 

review of a provider grievance as authorized in NMAC 13.10.16.10 only as 

pertains to: 

(1) An alleged violation of a law enforceable by the superintendent; 

(2) Alleged noncompliance with an order of the superintendent; or 

(3) A termination based on a provider’s alleged failure to comply with a law or order 

enforceable by the superintendent. 

 

b. The superintendent will not review a provider grievance appeal unless the provider has 

exhausted Molina’s internal grievance process. 

 

c. The superintendent will not review a provider grievance appeal if it does not contain the 

following information: 

 (1) The provider’s name, license number, address, daytime telephone number, email 

address, and any relevant claim number(s); 

 (2)  The name and phone number of the carrier; 

 (3) Certification that the grievance did not pertain to Medicaid or Medicare coverage, 

excluding Medicare supplement; 
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 (4) A copy of the Molina’s written disposition of the grievance, or certification by the 

provider that the carrier did not issue a written disposition within the time allowed by 

law; 

 (5)  The date the provider receives Molina’s written disposition of the grievance, or 

the date by which Molina was required to provide a written disposition if no 

disposition was received; and 

 (6) A clear and concise statement of the issue on appeal, and the remedy requested on 

appeal. 

d. Within 45 days of receipt of an appeal of a provider grievance, the superintendent will 

determine if the appeal is authorized by NMAC 13.10.16.10(F) and reviewable.  

Supplemental information from the provider or Molina may be requested by the 

superintendent to assist in their decision.  The time between the request for additional 

information and the receipt of that information will not be included in the 45 days. 

(1) If it is determined that the appeal is not authorized or reviewable, the 

superintendent will issue an order dismissing the appeal and provide the reason for 

the dismissal. 

(2) If the appeal is authorized and reviewable, the superintendent will schedule either 

a formal or informal hearing according to the superintendent’s rules. The order 

setting the hearing will authorize a designated hearing officer to take or authorize 

any actions that are authorized by law to resolve the appeal. 

  

e. The superintendent may order that Molina and the provider participate in formal or informal 

discussions focused on resolving the issue of the appeal.  If all parties to an appeal consent, 

the hearing officer may facilitate the settlement discussions without being disqualified from 

issuing a recommended decision on appeal. 

f. The superintendent may waive any deadline, formal process requirement imposed by this 

section upon an express finding of good cause. 

g. The superintendent may only impose a remedy, penalty, or corrective action authorized by 

the Insurance Code in the disposition of an appeal. 

 
 

 

Molina cooperates with the Superintendent’s office regarding any information related to appeals. 

No person(s) will be subject to retaliatory action by Molina for submitting or supporting a 

grievance or appeal. 

 

8.   Reporting, Compliance and Submission 

 
Molina will not publish a provider grievance plan, or any amendment of a provider grievance 

plan, that has not been reviewed and approved by the superintendent. A provider grievance plan 

shall be deemed approved if the superintendent fails to expressly approve, disapprove, or object to 

the provider grievance plan within 60 days from submission. 

 
In conjunction with the provider contract certificate, Molina will submit a provider grievance plan 

for the superintendent’s review and approval. At a minimum, the provider grievance plan will 

include: 

• A description of the procedures used by Molina to receive, review, and respond to a 

provider grievance; 
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• The criteria and process Molina uses to select the persons responsible for reviewing 

and responding to a provider grievance; 

• The procedures by which Molina’s governing body is informed of provider 

grievances and Molina’s responses; and 

• The title of staff responsible for implementation and oversight of the provider 

grievance process. 
 
 

9.             Definitions 
 

 

“Business day” means a consecutive 24-hour period, excluding weekends or holidays. 
 

 

“Day” means a calendar day, including weekends, holidays, and any other non-business days. 
 

 

“Claim” means a request from a provider for payment for health care services. 
 

“Clean claim” means a manually or electronically submitted claim from an eligible provider that: 

• contains substantially all the required data elements necessary for accurate adjudication without 

the need for additional information from outside of Molina’s system; 
 

• is not materially deficient or improper, including lacking substantiating documentation currently 

required by Molina; and 
 

• has no particular or unusual circumstances requiring special treatment – such as, but not limited 

to, coordination of benefits, pre-existing conditions, subrogation, or suspected fraud – that prevents 

payment from being made by Molina within 30 days of the date of receipt if submitted electronically 

or 45 days if submitted manually. 
 

“Covered benefits” means the specific health services provided under Molina’s health 

benefits plan. 
 

 

“Credentialing” means the process of obtaining and verifying information about a provider and 

evaluating that provider when that provider applies to become a participating provider within 

Molina’s network. 

 
“Date of receipt” means the date on which a claim or credentialing application is deemed received, as 

follows: 

• for claims and credentialing applications submitted electronically or sent via fax and unless the 

sender is notified immediately of a transmission error, the date of receipt is the date on which a 

claim or credentialing application is submitted or, for claims that arrive on a non-business day, the 

date of the first business day thereafter; 
 

• for claims and credentialing applications that are hand delivered, the date of receipt is the date of 

delivery; or 
 

• for claims and credentialing applications submitted through the US mail, Molina may select and 

shall consistently administer one of the following options: 
 

o the first business day following the date of actual receipt by a person or organization that 

has been designated by Molina to manage incoming mail; 
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o if no person or organization has been designated to manage incoming mail, then the first 
business day following the date of actual receipt by Molina; or 

o three business days after the postmark on the claim or application that is submitted through 

the US mail. 
 

 

“Electronic claim submission” means a request for payment that is submitted by a provider to Molina 

via an electronic portal or using another on-line form or submission process that complies with state and 

federal patient privacy protection requirements and links or transmits directly to Molina. 
 

 

“Enrollee or covered person” means an individual who is entitled to receive health care benefit provided 

by Molina for covered health-related services, subject to out-of-network costs, deductibles, 

co-payments, co-insurance deductibles or other cost-sharing provisions provided by the health benefits 

plan. 
 

 

“Grievance” means a concern that a provider may have regarding: 

• the operation of a managed health care plan, including concerns regarding quality of and access to 

health care services, the choice of health care providers and the adequacy of the plan’s provider 

network; or 
 

•  the existence of adequate cause to terminate a provider’s participation with a managed health care 

plan to the extent that the relationship is terminated for cause. 
 

 
“Health benefits plan” means a policy, contract, certificate, or agreement entered into, offered, or issued 

by Molina to provide, deliver, arrange for, pay for, or reimburse any of the costs of health care services. 

 
“Health care professional” means an individual engaged in the delivery of health care services that are 

licensed or authorized to practice in this state. 
 

 

“Health care services” means services, supplies, and procedures for the diagnosis, prevention, treatments, 

cure or relief of a health condition, illness, injury, or disease, and includes, to the extent offered by the health 

benefits plan, physical and mental health services, including community-based mental health services, and 

services for developmental disability or developmental delay. 

 
“Health care insurer” means a person that has a valid certificate of authority in good standing under the 

Insurance Code to act as an insurer, health maintenance organization, nonprofit health care plan or prepaid 

dental plan. 
 

 

“Health insurer or health carrier” means an entity subject to the insurance laws and regulations of this 

state, including a health insurance company, a health carrier (Molina), a health maintenance organization, 

a hospital and health service corporation, a provider service network, a non-profit health care plan, a third-

party, or any other entity that contracts or offers to contract, or enters into agreements to provide, deliver, 

arrange for, pay for or reimburse any costs of health care services, or that provides, offers or administers 

health benefit policies and managed health care plans in this state. 

 
“Managed health care plan (MHCP or plan)” means a health care insurer or a provider service network 

when offering a benefit that either requires a covered person to use, or creates incentives, including 

financial incentives, for a covered person to use health care providers managed, owned, under contract 
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with or employed by the health care insurer or provider service network. “Managed health care plan” or 

“plan” does not include a health care insurer or provider service network offering a traditional fee-for- 

service indemnity benefit or a benefit that covers only short-term travel, accident-only, limited benefit, 

and student health plan or specified disease policies. 

 
“Manual claim submission” means a request for payment that is submitted by a provider to Molina, 

via US mail, fax, email, or hand delivery. 

 
“Network” means the group(s) of participating providers who provide services under a network plan or 

managed health care plan. 

 
“Network plan” means a health benefits plan that either requires a covered person to use, or creates 

incentives, including financial incentives, for a covered person to use health care providers managed, 

owned, under contract with or employed by Molina.     
 

 

“Provider” means a person that is licensed or otherwise authorized by the state to furnish health care 

services and includes health care professionals and health care facilities. Additional definition means a 

physician, hospital, or other health care professional licensed or otherwise authorized to furnish health care 

services in this state. 
 

 

“Participating provider” means a provider, health care professional, or facility who under express 

contract with Molina or with its contractor or subcontractor, has agreed to provide health care services to 

enrollees with an expectation of receiving payment directly or indirectly from Molina, subject to co-

payments, co-insurance deductibles, or other cost-sharing provisions. 
 

 

“Practice group” means an incorporation or other legal collaboration of providers who work together 

sharing responsibility for providing care, liability, and resources. 
 

 

“Standard reimbursement rate” means the usual, customary, and reasonable reimbursement rate paid 

to providers for health care services that is at or near the median rate paid for similar health care services 

within the surrounding geographic area where the charges were incurred. 
 

 

“Superintendent” means the superintendent of insurance, acting on behalf of the office of the 

superintendent, or anyone acting in an official capacity on the superintendent’s behalf. 

 
“Termination” means the discontinuance of a provider’s employment, contractual relationship, or other 

business relationship with, and initiated by, a carrier. plan that is instituted by the plan and is involuntary 

on the part of the provider. 
 

 

“Usual, customary and reasonable rate” means health care services, medical supplies and payment rates 

for health care services provided by a health care practitioner at or near the median rate paid for similar 

health care services within a surrounding geographic area where the charges were incurred. Surrounding 

geographic area may be determined by the type of service and access to that service in the geographic 

area. 
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