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Section 1. Purpose of Comagine Health Care Management 
Program 
The purpose of the Care Management program is to ensure that appropriate medical services are 
provided in accordance with state and federal regulations, statutes, and policies to recipients of the 
District of Columbia (DC) Department of Health Care Finance (DHCF) state Medicaid Plan (fee for 
service).  
 
1.1 History of Peer Review  
The Federal government has expended significant dollars in developing and supporting review of care 
in facilities. In fact, this type of review was required by law in 1972 for Medicaid and Medicare 
programs. Comagine Health has been in existence since 1974, providing utilization management, care 
coordination, case management, quality assurance services and special studies for Medicare, Medicaid, 
and private sector entities.  
 
1.2 Corporate Background and Experience  
Comagine Health is one of the nation’s leading healthcare consulting and care management 
organizations, helping to transform care and improve care delivery and patient outcomes. We work 
with clients throughout the public and private sectors to advance the quality, efficiency, and value of 
healthcare for millions of Americans every day.  
 
Programs offered include traditional utilization management services, such as pre–service, concurrent, 
retrospective review, coding validation, and medical consultation. Services designed for the managed 
care arena include the early identification of high–risk patients, specialty referral management 
services, consumer advocacy services and audits of access to care.  
 
1.3 Organizational Mission and Vision  

Mission: Together, with our partners, we work to improve health and to create a better health care 
system so that people and communities will flourish. 

Vision: Health care reimagined, together. 

At Comagine Health, we believe in partnership and in community. Together, we work on initiatives and 
implement programs aimed at impacting and aligning key levers or strategies to produce outcomes 
that improve health and create a better health care system through systemwide quality improvement, 
care management, research and evaluation, and data solutions. 
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1.4 Utilization Management and Medical Necessity  
Utilization management is the evaluation of medical necessity, appropriateness, and efficiency of 
healthcare procedures and facilities under the applicable health benefit plan. Sometimes utilization 
management is referred to as utilization review or UR. 
Medical necessity, or medically necessary, is defined as health care services or supplies needed to 
diagnose or treat an illness, injury, condition, disease, or its symptoms and that meet accepted 
standards of medicine. The service shall, or is reasonably expected to: 
• Prevent the onset of an illness, condition, or disability, 
• Reduce or ameliorate the physical, mental, or developmental effects of an illness, condition, injury 

or disability, and 
• Assist the recipient to achieve or maintain maximum functional capacity in performing daily 

activities, considering both the functional capacity of the recipient and those functional capacities 
that are appropriate for individuals of the same age. 
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Section 2. Communications with Comagine Health 
Comagine Health’s review process is flexible and is set up to handle review requests received via the 
internet (preferred) and secure fax. Comagine Health offers secure web-based review capability using 
the internet to create a two-way link, via the Comagine Health Provider Portal, which can be used to 
exchange care management data and get your questions answered, thus facilitating real-time, online 
approvals. Comagine Health also maintains toll-free, dedicated phone and fax numbers for Medicaid 
providers to use to request and review services. 
 
Comagine Health’s regular business hours are 8:30 am to 5:00 pm Eastern Time, Monday through 
Friday; excluding scheduled holidays (please refer to Appendix A: Contact Information). Comagine 
Health staff members are available to handle review requests received from 8:30 am to 5:00 pm on 
regular business days.  
 
2.1 Contacting Comagine Health by Phone 
To reach Comagine Health’s customer service for questions about reviews you may also call (800) 251-
8890. In the event your call is after business hours, or an attendant is not available, your call will be 
directed to Comagine Health’s 24-hour voice mail system.  
 
During regular business hours, Comagine Health monitors the voice mail system, checking messages 
and ensuring callbacks are handled in a timely manner. Messages left after 5:00 pm, or on weekends, 
or holidays are retrieved on the next business day and calls are returned by 12:00 pm Eastern Time. 
 
2.2 Contacting Comagine Health via the Provider Portal 
(Preferred) 
Providers submitting web-based review requests will need to obtain a User ID and password to log in 
and access the Comagine Health Provider Portal. Registered, trained providers can log in and directly 
enter information and attach documents required for the admission (i.e., prior-authorization, long- 
term care reviews, service reviews and retrospective reviews).  
 
For more information on how to submit web-based review submissions, please visit: 
https://comagine.org/program/dc-medicaid-um/providers (scroll down to ‘Comagine Health Provider 
Portal’ for links, Quick Start Guides, FAQs, and training videos) or contact Comagine Health at (800) 
251-8890.  
 
2.3 Contacting Comagine Health by Fax 
Providers who submit infrequent requests may fax review requests to Comagine Health at the numbers 
specified below (the preferred method of submitting a review is electronically via the Comagine Health 
Provider Portal and reviews submitted in the Portal are prioritized). Faxed submissions (only one 
patient per fax) must be legible and include all required demographic, clinical information, and forms. 
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Completed medical necessity reviews may be faxed as indicated below. Please do not send the entire 
medical record via fax; only the required pertinent clinical documentation to complete a review.  
 
Toll-Free Fax Number: 1 (800) 731-2314 (for Providers who submit reviews infrequently) 
 
A fax cover sheet with a confidentiality disclaimer is recommended. 
The following are suggestions for submitting your fax: 
• No bold font 
• No italics 
• No underlining 
• Not all caps 
• If possible, no special characters, i.e., * or = (quotes are OK) 
• Normal spacing (i.e., looks like a normal document not written in a column that takes up a 

horizontal third of the page) 
• Typed is preferred over handwritten  
 
Please complete the 719A and other DC DHCF forms completely as required by the review type. Forms 
not completely filled out will be returned to the provider and if not completed, a technical denial will 
be issued.  
 
2.4 Comagine Health’s Communication of Review Determinations 
Our secure Comagine Health Provider Portal Dashboard offers immediate feedback from Comagine 
Health concerning the request for review— Processed, Pending Submission (draft), Pending Decision, 
or pending for Further Information Required (from the provider). For requests submitted through the 
preferred web-based review system, an internet-based notification of the final determination is posted 
for the provider. Providers using the web-based system for their request submissions will not need to 
wait for the transmission of a fax or mailed document to learn of the final determination. 
 
For those requests that are not submitted through the web-based review system, Comagine Health will 
communicate the determination and the Prior Authorization number (i.e., the certification number) to 
the provider via fax. Comagine Health will send letter notifications for all adverse determinations and 
appeal reviews within five business days after the determination is given. These notifications will be 
sent to the recipient, (or if a minor, to the parent or guardian), and the requesting provider. 
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Section 3. Compliance with URAC’s Utilization Review 
Standards 
Comagine Health complies with URAC health utilization management (UM) standards when performing 
utilization reviews (UR). These standards provide a process for conducting a utilization review that is 
clinically sound and respects recipients’ and providers’ rights. URAC standards ensure that only 
appropriately trained, qualified clinical personnel conduct and oversee the utilization review process; 
that a reasonable and timely appeals process is in place; and that medical decisions are based on valid 
clinical criteria. Some frequently asked questions about making utilization review decisions are 
answered in the following section. 
 
3.1 Frequently Asked Questions about Utilization Review 
Decisions 
1. Who makes the utilization review decision? 
URAC (formerly known as Utilization Review Accreditation Committee). Health Utilization Management 
Accreditation requires Comagine Health to use a three-step process to determine if a proposed 
medical treatment or service is medically necessary: 
• Initial Clinical Review: A licensed clinical reviewer conducts this first step of the review process 

using InterQual criteria, organization policies, American Society of Addiction Medicine (ASAM) 
criteria, the DC’s DHCF regulations, criteria and review protocols, or additional guidance. If the 
clinical information provided does not meet medical necessity criteria and review protocols for 
approved services, or if, in the clinical reviewer’s judgment, a physician should review the case, it is 
referred for peer clinical review. 

• Peer Clinical Review: A licensed physician qualified to render a clinical opinion about the proposed 
treatment or service performs a peer clinical review by reviewing all available information and then 
making a decision about certifying care or services. When a non-certification decision is made by 
the physician reviewer, a Comagine Health reconsideration process is available.  

• Comagine Health Reconsideration (appeal) Process: A provider or recipient may initiate a written 
request for reconsideration within 21 business days from the date of the non-certification notice 
for all review types except for Nursing Home Medical Eligibility Reviews. A written request for 
reconsideration for Nursing Home Medical Eligibility Reviews must be made within 30 business 
days of the date of the non-certification notice. Requests may also be made via telephone, 
followed by a written request. The process may be expedited, if requested (please refer to Section 
16).  

 

2. What recourse is there when we disagree with a Comagine Health determination? 
Comagine Health’s written notice of non-certification decision contains instructions for initiating a 
reconsideration request to Comagine Health or an appeal of the non-certification determination to the 
District for the recipient. Please refer to Section 16 of this manual for details on the reconsideration 
and appeal process. If, after reconsideration review, the recipient still disagrees with the Comagine 
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Health determination, their reconsideration letter will outline the steps that must be taken to request 
a Fair Hearing with the DC Medicaid.  
 

3. What is considered an urgent review? 
An urgent review is performed when a case involves urgent care and the application of the time 
periods for making non–urgent care determinations (a) could seriously jeopardize the life or health of 
the recipient or the ability of the recipient to regain maximum function, or (b) in the opinion of a 
physician with knowledge of the recipient’s medical condition would subject the recipient to severe 
pain that cannot be adequately managed without the care or treatment that is the subject of the case.  
 

4. How are review timelines determined? 
The number of days allotted for each type of review for the DC’s Fee for Service Medicaid program is 
based on the District’s Fee for Service Medicaid Program review protocols. Review timelines differ by 
review type and by urgent reviews and non-urgent reviews. If the review requires additional 
information, additional time is allotted. A table of review timeliness is shown in following pages under 
question 5 of this section.  
 
When additional information is required to complete the review, the timeline is three (3) business 
days. When this occurs, it is the provider’s responsibility to provide Comagine Health with the 
additional information requested to complete the review. If the information is not received within 
three business days, the review will be completed with the information already received or a technical 
denial will be issued, putting the case at risk of potential non-certification.  If the District’s required 
forms are not filled out, a technical denial will be issued. 
 

5. What are the time frames for Comagine Health Utilization Management Review 
Decisions per District Requirements? 
When all necessary clinical information has been received and no referral for clinical physician review 
is needed, the timeframes for completion of reviews are as follows: 
 
Table 1. Review Timeframes 

Review Type 
Timeframes for Completion from Date All 
Information Required/ Submitted to 
Comagine Health 

Prior Authorization Review for Acute Care Hospital 6 days 
Specialty hospital admission 3 business days 
Pre-Admission Review  3 days 
Outpatient services and eyewear 6 days 
Home Health & private duty nursing  6 days 
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Review Type 
Timeframes for Completion from Date All 
Information Required/ Submitted to 
Comagine Health 

Direct and transfer Admission for all Acute Care 
Hospital 

Within 24 hours of admission 

Retrospective Reviews for Acute Care 14 business days 
Outpatient Medical Services and Surgical 
Procedure 

6 days 

Durable Medical Equipment 6 days 
Eyewear and Contact Lens 6 days 
Out of State Nursing Home Placement 3 business days 
Hospice  6 days 
Nursing Facility Add-on 6 business days 
Continued Stay Reviews 24 hours (or 1 business day) 
Retrospective Reviews 6 business days 
Level of Care Review - ICF/IDD 3 business days 
Plan of Care  6 business days 
EPD Waiver Program Medical Review  6 business days 
LTC Assessment Reconsideration 20 business days 
CASSIP Disability Determinations 6 business days 
Katie Beckett/TEFRA 6 business days 
Individual reviews for selected medical and 
surgical procedures  

6 days 
 

State Plan 5 business days 
Dental and Orthodontic Service 6 days 
SUD Residential Treatment Facilities Admission 
review 

3 days 

SUD Residential Treatment Facilities Continued 
Stay Reviews 

3 business day of the last certified day 
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6. What if Comagine Health requests additional information?  
When additional information is required to complete the review, the timeline is adjusted accordingly. 
When this occurs, Comagine Health must inform the provider (by the date on which notice of the initial 
decision would normally be due) of the additional information required to complete the review.  
 
Should additional information be required to complete the review, Comagine Health will notify the 
requesting provider and pend the review for three business days awaiting additional information. If the 
information requested is not received within two business days, the review will be processed with the 
information already provided or a technical denial will be issued.  
 
For instances in which required forms are not completed or there is late notification, a technical denial 
will be issued per District requirements. Technical denials are not eligible for reconsideration/appeals, 
however a new review may be requested with required, completed forms and relevant clinical 
information, if the required District review submission timelines have not expired. 
 
 
  



 
 

Page 16 
 

Section 4. HIPAA 
Comagine Health provides care management services on behalf of its clients and is considered a 
“Business Associate” of these clients under the Health Insurance Portability and Accountability Act 
(HIPAA) “Administrative Simplification” regulations governing patient health information. These 
regulations include the Standards for Privacy of Individually Identifiable Health Information (“Privacy 
Rule”) and the Security Standard (“Security Rule”) and in accordance with the requirements of the DC. 
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Section 5. Provider Billing Concerns 
 
5.1 Claim Discrepancies 
Providers are encouraged to thoroughly examine discrepancies in claims for accuracy prior to 
contacting Comagine Health. Xerox Business Services, LLC, the fiscal agent for DC DHCF, has an inquiry 
telephone line for this purpose. Providers may contact the fiscal agent at (202) 906-8319 (inside DC 
metro area) or (866) 752-9233 (outside DC metro area). 
 
Providers may call Comagine Health to investigate a discrepancy that has caused or has the potential to 
cause a claim to fail. A discrepancy may occur when adjustments are made after an authorization has 
been completed by Comagine Health and different information is submitted during the billing process. 
The Provider is responsible for ensuring that submitted information is consistent from authorization 
through the billing process. Examples of such discrepancies are as follows: 
 
• The date(s) on the Comagine Health review does not match the certified admission or discharge 

date on the claim. Admitting or principal diagnosis codes and/or modifiers on the Comagine Health 
review do not match the code(s) on the claim. 

• Incorrect recipient Medicaid Identification number indicated on the  
• Comagine Health review. 
• The Prior Authorization number (11 numeric characters) used for billing does not match.   
• The Provider number (nine numeric characters) used for billing does not match. 
 
5.2 Contingency for Payment 
Comagine Health certification indicates only that admission is medically necessary. This certification 
(approval) does not guarantee payment for services rendered. Payment is contingent upon eligibility 
and compliance with the rules and regulations that govern Medical Assistance in DC. 
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Section 6. Eligibility  
The District’s Medicaid utilization review program has been established to provide a way to authorize 
medically necessary services. The Federal and State Medicaid program was established and is 
regulated by Federal and District Codes. 
 
There are times when DC Medicaid recipients could be covered under another insurance or program, 
and the requirements for review may vary. If another insurer is the primary, a review with Comagine 
Health will not be required. 
 
6.1 Provider Responsibility for Eligibility Verification 
Providers are responsible for verifying recipient eligibility prior to submitting a review request to 
Comagine Health for prior authorization (PA) of admission, continued stay, or retrospective review. The 
following information is available to assist the provider in the eligibility verification process. 

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.   

Verify recipient eligibility for Medicaid benefits and services at the beginning of each month or at each 
visit/care encounter.  Recipients may be enrolled in programs with restricted services. Certain services 
require prior approval for reimbursement. Please refer to the fee schedule to confirm if a PA is 
required. This information may be obtained from the Interactive Voice Response (IVR) system by 
calling (202) 906-8319 (in District) or (866) 752-9231 (outside DC metro area). 
  
The IVR will prompt you to enter your provider number. This is the nine-digit number assigned to you 
through the Medicaid program. The system will then prompt you to enter the recipient number. This 
nine-digit code is listed on the patient’s Medical Assistance Card.  
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Section 7. Utilization Review Methods of Submission  
 
7.1 Submission Methods 
Comagine Health will accept review requests submitted by providers:  
• Over the internet (Comagine Health Provider Portal is the preferred method of review submission), 

or 
• Via Fax (only for providers who submit reviews infrequently or for out-of-state providers). 
 
Include demographics in your submission, any forms required by the District (entirely completed), and 
relevant clinical information to substantiate the reason the service is being requested.  
 
Table 2. Submission Methods 

Submission Mode Description 
Internet (preferred) The Comagine Health Provider Portal is the preferred method of review 

submission. Providers log in to web-based review system and directly enter 
prior authorization information for admission, concurrent (continued stay), or 
retrospective review request instead of sending records for shorter stays. For 
information on how to submit web-based review submissions, please visit:  
https://comagine.org/program/dc-medicaid-um/providers (scroll down to 
‘Comagine Health Provider Portal’ for links, Quick Start Guides, FAQs, and 
training videos) or contact Comagine Health at (800) 251-8890. 

Fax Providers may request prior authorization for admission, concurrent 
(continued stay), or retrospective reviews by faxing the request to Comagine 
Health’s secure, HIPAA-compliant toll-free fax number: 1 (800) 731-2314. 
(Please only send one Medicaid recipient request per fax; faxes containing 
more than one request will be returned.) Include a cover sheet regarding 
confidentiality, and your admission information from the medical record.  

 
  

https://comagine.org/program/dc-medicaid-um/providers


 
 

Page 20 
 

Section 8. Process for Utilization Review Submissions 
Comagine Health has adopted a browser-based product that uses the internet to create a two-way link 
between healthcare providers and Comagine Health Utilization Management Review to facilitate the 
prior authorization review process. The web based Comagine Health Provider Portal review system 
allows providers to submit utilization review requests to Comagine Health using a secure internet 
connection and is available to the provider 24 hours a day, seven days a week. Reviews submitted 
during non-office hours will be processed as received on the next business day (please refer to 
Appendix A).  
 
8.1 Responsibility 
Providers are responsible for verifying eligibility prior to submitting all review requests as required by 
the District’s Medicaid Program utilization review policies and regulations. Providers are responsible 
for submitting all reviews to Comagine Health in a timely manner as required by DC, DHCF. Providers 
are also responsible for submitting reviews to Comagine Health for recipients who are covered by 
other Third-Party Liability (TPL) resources for admission and continued stay if utilizing DC Medicaid Fee 
for Service as a form of primary reimbursement.  
 
8.2 Requirements 
Use of the Comagine Health Provider Portal, web-based review system, requires internet access and 
establishment of provider logon information for each user. Training is conducted by Comagine Health 
via Zoom sessions. If you are interested in receiving training, please see Comagine Health’s website at:  
https://comagine.org/program/dc-medicaid-um/providers scroll down to ‘Comagine Health Provider 
Portal’ for links, Quick Start Guides, FAQs, and training videos) or contact Comagine Health at (800) 
251-8890. 
 
8.3 Process and Procedures 
8.3.1 Submission  
If you have already received Comagine Health Provider Portal web-based review submission training 
from the Comagine Health team, submit your review requests via the internet at the following web 
address: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin  
 
For assistance with use of the web-based review submission once registration and training have 
occurred, please contact the Comagine Health DC Office at (800) 251-8890 or email your inquiry to 
dcmedicaid@comaginehealth.org. If you do not have internet access the preferred method of review 
submission is via fax.  
 
Operational hours for Comagine Health DC Medicaid utilization reviews are: 8:30 am to 5:00 pm 
Eastern Time Monday through Friday except for designated holidays (please refer to Appendix A). 
 

https://comagine.org/program/dc-medicaid-um/providers
https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
mailto:dcmedicaid@comaginehealth.org
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The provider may submit the prior authorization review request to Comagine Health via the web-based 
review system (preferred method) or fax for providers who submit infrequently or are out of state 
providers.  
 

8.3.2 How to Reach Comagine Health 
Comagine Health Provider Portal: 
https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin  
Phone: 1 (800) 251-8890 
Fax: 1 (800) 731-2314 (for all providers who submit reviews infrequently or are out of state) 
 

8.3.3 Required Review Documentation  
The provider will submit all required, completed DHCF forms, depending on the review type, in 
addition to any relevant clinical information required to substantiate the service request.  
 
Additional requirements for clinical documentation and/or other necessary information to complete 
the review process are available within this manual. The requirements of the DC DHCF Policies and 
Transmittals are available on the DHCF website at http://dhcf.dc.gov/page/dhcf-our-providers.  
 

8.3.4 Medical Necessity Screening  
Once the information for the specific review period has been received, Comagine Health’s clinical 
reviewer will assess the medical information to determine whether the condition of the recipient 
meets medical necessity for the services and level of care requested. If the Criteria, Federal and District 
regulations are met, the Comagine Health clinical reviewer will issue a Prior Authorization number and 
the review will be certified (please refer to https://www.changehealthcare.com/clinical-decision-
support/interqual for information about InterQual criteria, Appendix C for the DHCF’s Nursing Facility 
Level of Care Assessment form, and Appendix D for DHCF’s Dental Criteria Guidelines).  
 

8.3.5 Second-Level Peer Review  
Cases that clinical reviewers have determined do not meet criteria are referred to a Comagine Health 
physician reviewer (medical director or physician consultant). The physician reviewer will review the 
clinical information and either certify the admission or issue a potential non-certification. In the event 
of a potential non-certification, the attending physician will be given an opportunity to discuss the 
review with the Comagine Health physician reviewer. Following the discussion, Comagine Health will 
either certify or non-certify the medical review.  
 

8.3.6 Adverse Determinations  
If the Comagine Health physician reviewer issues an adverse determination of the medical review, a 
Comagine Health representative will notify the appropriate facility by web-based review system or by 

https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
http://dhcf.dc.gov/page/dhcf-our-providers
https://www.changehealthcare.com/clinical-decision-support/interqual
https://www.changehealthcare.com/clinical-decision-support/interqual
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fax. Comagine Health will send the non-certification letter within five business days to the following 
parties: the recipient, guardian, or parents of recipient (if minor) and the requesting provider. 
 
The adverse determination will be documented in the non-certification (denial) letter containing 
justification for the non-certification as well as an explanation of the right to request a reconsideration 
review to Comagine Health’s initial adverse determination and recipient appeal rights with the DC 
Office of Administrative Hearing (OAH). 
 
Comagine Health will not send letter notifications on certified (approved) reviews. Certified reviews 
and prior authorization numbers can be found on the Comagine Health Provider Portal for reviews 
submitted via the web. Providers who faxed their reviews will receive notification of their certified 
reviews and prior authorization numbers via fax.  
 
Comagine Health will send letter notifications for all non-certified reviews and Comagine Health 
reconsideration reviews. These notifications will be sent to the recipient, guardian, or parent of 
recipient (if minor) and the requesting provider or facility. 
 
The DC DHCF will not reimburse providers for services that have not been approved by Comagine 
Health, except for adverse determinations that are reversed as a result of a reconsideration review 
performed by Comagine Health or a recipient Fair Hearing by the District.  
 

8.3.7 Procedures for Admissions or Continued Stay (Concurrent) Review - Due on 
Weekends and Holidays 
In those instances where the concurrent review date falls or is due on Saturday, Sunday, or a holiday, 
the concurrent review will take place on the preceding Comagine Health business day. Adverse 
determinations can be retrospective to the first day the recipient was not meeting the level of care 
criteria or protocols. 
 

8.3.8 Late Submission Review Requests 
Late review requests will result in a technical denial and authorization for services moving forward only 
if the review was not submitted timely.  
 
Reviews for continuing services are due on or before the last day of service authorized. The required 
timeframe for submitting all review documentation to Comagine Health for all Acute Care Hospitals in 
the State is within 24 hours of the actual admission.  
 
In the event of an emergency transfer, it is the responsibility of the receiving hospital to obtain 
authorization for the emergency admission within the timeframes outlined.  
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8.3.9 Chart Requests 
At the direction of the DC, DHCF, Comagine Health may request the chart of a recipient to verify quality 
of care or accuracy of the information provided. The chart request may be made telephonically, 
through the web-based review system, or in writing.  
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Section 9. Prior Authorization  
The most effective form of utilization review is prior authorization which takes place before the 
recipient receives a service. The biggest advantage is that inappropriate health care services can be 
avoided rather than contested after an expense is incurred. 
 
The DC’s Medicaid utilization review program has been established to provide a way to prior authorize 
before services are rendered. The Federal and State Medicaid program was established as a prior 
authorization system and is regulated by Federal and State codes. Providers are required to submit 
clinical reviews in a timely manner with complete documentation to substantiate the service request 
for the recipient.   
 
9.1 Responsibility 
Providers are responsible for obtaining the prior authorization review from Comagine Health in 
advance of delivering the services to the recipient.  

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.   

Receiving providers are to submit review information to Comagine Health. The applicable portions of 
the 719A form pertaining to the service being requested must be completed (the provider is to retain 
the original copy of the 719A form). Only the relevant clinical information to satisfy the District’s Fee 
for Service Medicaid Program utilization review protocols and InterQual criteria is required to complete 
the review process.  
 
Providers will be notified of incomplete 719A forms or incomplete clinical information and be given up 
to three business days to submit additional information to complete the review. Notification of an 
incomplete review submission will occur via the web portal for web submission (preferred), via fax for 
fax submission. If the 719A form remains incomplete after three business days a technical denial will 
be issued. If clinical information remains incomplete after three business days, a non-certification may 
result when referred to the physician reviewer.   
 
Comagine Health has five days to complete the review, once all the relevant information has been 
received to complete the review process.  
 
9.2 Requirements 
All of the services listed below must be prior authorized by Comagine Health in order to be reimbursed 
by the DC: 
• Acute Care Hospitals 
• Acute Care Hospitals Bordering Counties 
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• Acute Care Hospital Surgical 
• Community Support Services 
• Collaborative Care Model (CoCM) 
• Gastric Bypass Surgery 
• Outpatient Medical and Surgical Procedures  
• If a PA requirement is noted on the fee schedule 
• Specialty Hospital admission 
• Home Health and Private Duty Nursing Services  
• Hospice (Outpatient and Inpatient) Services 
• Eyewear and Contact Lenses 
• Dental and Orthodontic Services 
• Specific Durable Medical Equipment, Prosthetics, Orthotics,  
• Medical Supplies (DME/POS) 
• Out of State Nursing Home Placement 
• Intellectual and Developmental Disabilities Waiver  
• EPD Waiver Program Services  
• SUD Residential Treatment Facility  
 
Authorization for services will remain valid for 12 months. 
 
9.3 Information Needed for the Review 
Comagine Health representatives require all the information below for clinical reviews.  
Please refer to Appendix B for the 719A form.  
• Recipient name 
• Recipient birth date and age 
• Complete recipient address 
• Sex of recipient 
• Recipient Medicaid ID number 
• Admitting diagnosis codes (all five digits) and modifiers, if required 
• Physician name, address, and phone number 
• Physician Medicaid provider number 
• Facility name, address, phone number and fax number 
• Facility Medicaid provider number 
• Type of review requested 
• Primary and secondary reason for treatment 
• Admit or surgery/service date  
• Justification for the hospitalization or service request, and pertinent history 
• Anticipated discharge date 
• Documentation to justify the medical necessity of the service at the requested level of care, 

including pertinent test results, labs, medications, and treatment  
• Discharge planning details to include placement (provider) 



 
 

Page 26 
 

• Prior authorization request dates of service must be within 6 months from the physician’s signature 
date 
 

9.4 Eyewear and Contact Lenses 
Eyewear and contact lens requests may be submitted via the Comagine Health Provider Portal 
including the required prescription documentation and the completed 719A form (the provider is to 
retain the original copy of the completed 719A form).  
 
9.5 Dental and Orthodontic Services 
Dental and Orthodontic Service requests may be submitted via the Comagine Health Provider Portal. 
Please include all the required documentation with your submission: 
• Submit only services requiring prior authorization  
• Complete all appropriate sections on the 719A form (retain the original copy of the 719A form) 
• Attach electronic radiographs as required 
• Please refer to Appendix D for the DHCF approved Dental Criteria Guidelines 
 
9.6 Specific Durable Medical Equipment (DME) 
• Specific DME requests may be submitted via the Comagine Health Provider Portal submitting the 

complete required documentation: 
• Submit requests only for services requiring prior authorization:  

o prosthetic devices not included in the fee schedule 
o medical supplies and equipment in excess of specific limitations  
o cost, rental or lease equipment, specific procedure codes, and 
o repair of purchased equipment should not exceed 75% of the purchase price of the equipment 

• Completed 719A form (please refer to Appendix B).  
• The provider is to retain the original copy of the 719A form 
• For DME and items not included in the fee schedule 

o Beneficiaries enrolled in IDD (Intellectual & Developmental Disability) waiver will have 
Comagine Health notify the provider and refer the request with supporting documentation to 
DHCF for review within three days of the completed 719A. 

o Beneficiaries enrolled in Fee for Service Medicaid will have Comagine Health notify the provider 
and refer the request with supporting documentation to DHCF for review within six days of the 
completed 719A. 

• Notification of authorization will be provided via the Comagine Health Provider Portal or fax 
depending on the method of review submission. 

 
9.7 Out of State Nursing Home Placement  
 May be appropriate when there is no appropriate nursing home bed available in the DC and requires 
that the following additional information be submitted for an initial admission review. All forms must 
be fully completed: 
• Cover Page for Request for Out-of-State Nursing Facility Placement 



 
 

Page 27 
 

• Request for Out-of-State Placement 
• Proof of Contact In-State Nursing Facilities is the responsibility of the requesting facility/provider 

(a minimum of 1 DC facility must be contacted and deny placement within 48 hours of submission 
to Comagine Health) 

• Copy of the Level of Care (LOC) approval letter from the DHCF contractor 
• Copy of the Request for Medicaid Nursing Facility Level of Care, DHCF Form 1728 or the completed 

InterRAI by the DHCF contractor 
• Copy of the Pre-admission Screening and Annual Resident Review (PASRR) 
• Beneficiary Agreement  
• Copy of the beneficiary history and physical as well as the discharge summary, if completed, and 
• If the beneficiary requires specialized care (such as tracheostomy, dialysis, etc.), submit a copy of 

the most recent physician orders and or relevant clinical notes (DHCF transmittal #17-09) 
 
9.8 Timeframes for submission of Prior Authorization Reviews 
Requests for Prior-Authorization require at least six days' advanced notice before the anticipated 
service delivery date. If additional information is required, the review timeline may take longer than six 
days due to Comagine Health awaiting additional information from the provider. 
 
9.9 Timeframes for Pended Reviews 
When a review has been submitted and is pended awaiting clinical/required relevant information, 
Comagine Health will notify the provider via web-based review system fax or phone. The provider has 
no more than three business days to submit the requested information before Comagine Health will 
proceed to review with the information already submitted. This may result in an adverse 
determination due to lack of documentation to support the review’s certification.  
 
9.10 Medical Necessity Review Process 
During the prior authorization review, Comagine Health’s clinical reviewer will review the medical 
record and evaluate the medical necessity for admission at the requested level of care. When Medical 
Necessity Criteria and review protocols are met, the Comagine Health Clinical Reviewer will issue a 
Prior Authorization number, and the review will be authorized.  
 
9.11 Transfer (Admission) Reviews 
Transfers between hospitals require a separate admission review to be completed from the receiving 
provider and a discharge from the referring facility. This includes inter-facility transfers, such as 
discharge from acute inpatient to acute rehabilitation, for example, and discharges to different 
facilities. Thus, each facility will have a unique Prior Authorization number to use on their claim form. 
The following special considerations apply: 
 
• All transfers from one inpatient setting to another require a prior authorization admission review 

with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to 
meet severity of illness and intensity of service criteria for that level of care. 
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• All transfer requests must be submitted by the receiving facility via the Comagine Health Provider 
Portal or fax submission for providers who submit infrequently.  
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Section 10. Specialty Hospital 
The DC Medicaid utilization review program Specialty Hospital reviews allow for review in advance of 
services being provided. Providers are required to submit clinical reviews in a timely manner with 
complete relevant clinical documentation to substantiate the service request for the recipient.   
 
10.1 Responsibility 
Providers are responsible for obtaining the Specialty Hospital review from Comagine Health in advance 
of delivering the services to the recipient. Receiving providers are to submit review information to 
Comagine Health. The applicable portions of the 719A form pertaining to the service being requested 
must be completed. Only the relevant clinical information to satisfy the District’s Medicaid Program 
utilization review protocols and InterQual criteria is required to complete the review process.  

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.   

Providers will be notified of incomplete 719A forms or incomplete clinical information and be given up 
to three business days to submit additional information to complete the review. Notification of an 
incomplete review submission will occur via the web portal for web submission (preferred), and via fax 
for fax submission. If the 719A form remains incomplete after three business days a technical denial 
will be issued. If clinical information remains incomplete after three days, a non-certification or 
technical denial may result when referred to the physician reviewer.  
Comagine Health has three business days to complete the review, once all the information has been 
received to complete the review process.  
 
10.2 Requirements 
All inpatient services at the following hospitals listed below must complete Specialty Hospital review 
and be approved by Comagine Health in order to be reimbursed by the DC. 
• Specialty Hospital of Washington (Capitol Hill, Hadley, or other long term acute care hospital) 
• National Rehabilitation Hospital or other rehabilitation hospital 
• Hospital for Sick children (or other pediatric specialty hospital) 
• Psychiatric Institute of Washington or other psychiatric inpatient facility 
 
Authorization for services will remain valid for 12 months.  
 
10.3 Information Needed for the Review  
 Comagine Health representatives require all the information below for clinical reviews. Please refer to 
Appendix B for the 719A form.  
• Recipient name 
• Recipient birth date and age 
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• Complete recipient address 
• Sex of recipient 
• Recipient Medicaid ID number 
• Admitting diagnosis codes (all five digits) and modifiers, if required 
• Physician name, address, and phone number 
• Physician Medicaid provider number 
• Facility name, address, phone number and fax number 
• Facility Medicaid provider number 
• Type of review requested 
• Primary and secondary reason for treatment 
• Admit or surgery/service date  
• Justification for hospitalization and pertinent history 
• Anticipated discharge date 
• Relevant clinical documentation to justify the medical necessity of the service at the requested 

level of care, including pertinent test results, labs, medications, and treatment  
• Discharge planning details to include placement (provider) 
 
10.4 Timeframes for Submission of Specialty Hospital Reviews 
Requests for Specialty Hospital review require a minimum of three (3) days' advanced notice prior to 
the anticipated date of the service delivery. If additional information is required, the review timeline 
may take longer than three (3) days when Comagine Health is awaiting additional information from the 
provider. 
 
10.5 Medical Necessity Review Process 
During the Specialty Hospital review, Comagine Health’s clinical reviewer will review the submitted 
medical information and evaluate the medical necessity for admission at the requested level of care. 
When Medical Necessity Criteria and review protocols are met, the Comagine Health clinical reviewer 
will issue a Prior Authorization number, and the review will be authorized.  
 
10.6 Transfer (Admission) Reviews 
Transfers between hospitals require a separate admission review to be completed from the receiving 
provider and a discharge from the referring facility. This includes inter-facility transfers, such as 
discharge from one level of care to another and to different facilities. Thus, each facility will have a 
unique Prior Authorization number to use on their claim form. The following considerations apply: 
• All transfers from one inpatient setting to another require a prior authorization admission review 

with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to 
meet severity of illness and intensity of service criteria for that level of care. 

• All transfers require the receiving facility to submit a request for authorization prior to the transfer.   
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Section 11. Acute Care Hospital Reviews 
The DC’s Medicaid utilization review program Acute Care Hospital reviews allow for review of services 
being provided within DC acute care hospitals, those in bordering counties, and surgical reviews. 
Providers must submit clinical reviews promptly with complete relevant documentation to substantiate 
the service provided for the recipient.   
 
11.1 Acute Care Hospital Surgical  
Comagine Health will review acute care services associated with surgical procedures, transplants, 
medical procedures and testing on behalf of the DC DHCF. These reviews should follow the same 
general requirements and information necessary for review as the other Acute Care Hospital reviews. 
 
11.2 Responsibility 
Providers are responsible for obtaining the prior authorization for the Acute Care Hospital review from 
Comagine Health within two business days of the onset of service delivery to the recipient. For surgical 
reviews, providers are responsible for obtaining the prior authorization from Comagine Health within 
six business days of the onset of service delivery to the recipient. In either case, late review submission 
or submission without relevant clinical information will result in a technical denial.  

Prior to submitting a review request to Comagine Health, remember to first verify eligibility.   

Providers will be notified of incomplete 719A forms or incomplete relevant clinical information and be 
given up to three business days to submit additional information to complete the review. Notification 
of an incomplete review submission will occur via the web portal for web submissions (preferred) or 
via fax for fax submissions. If the 719A form remains incomplete after three business days a technical 
denial will be issued. If clinical information remains incomplete after three days, adverse determination 
may result when referred to the physician reviewer.   
Comagine Health has 24 hours/one business day to complete the review, once all the relevant clinical 
information has been received to complete the review process. 
 
 
11.3 Requirements 
All unscheduled admissions for inpatient services within the District and in bordering counties must be 
authorized by Comagine Health in order to be reimbursed by the DC.  
• Receiving providers are to submit review information to Comagine Health for all reviews within two 

business days of admission.   
• The applicable portions of the 719A form pertaining to the service being requested must be 

completed.  
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• Only the relevant clinical information to satisfy the District’s Medicaid Program utilization review 
protocols and InterQual criteria is required to complete the review process.  

 
11.4 Information Needed for the Review 
Comagine Health representatives require all the information below for clinical reviews. Please refer to 
Appendix B for the 719A form.  
• Recipient name 
• Recipient birth date and age 
• Complete recipient address 
• Sex of recipient 
• Recipient Medicaid ID number 
• Admitting diagnosis codes (all five digits) and modifiers, if required 
• Physician name, address, and phone number 
• Physician Medicaid provider number 
• Facility name, address, phone number and fax number 
• Facility Medicaid provider number 
• Type of review requested 
• Primary and secondary reason for treatment 
• Admit or surgery/service date  
• Justification for hospitalization and pertinent history 
• Anticipated discharge date 
• Documentation to justify the medical necessity of the service at the requested level of care, 

including pertinent test results, labs, medications, and treatment  
• Discharge planning details to include placement (provider) 
 
11.5 Timeframes for Submission of Acute Care Hospital Reviews 
The required timeframe for submitting all review documentation to Comagine Health for direct and 
transfer admissions is within two business days of the actual admission. Submission deadlines depend 
on the day the patient was admitted, for example: 
• The following Monday for a Thursday admission 
• The following Tuesday for Saturday and Sunday admissions 
• The following Wednesday for a Monday admission 
• The following Thursday for a Tuesday admission  
• The following Friday for a Wednesday admission 
 
In the event of an emergency transfer, it is the responsibility of the receiving hospital to obtain 
authorization for the emergency admission within the timeframes outlined above.  
Late review submission or submission without relevant clinical information will result in a technical 
denial. 
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11.6 Medical Necessity Review Process 
During the Acute Care Hospital review process, Comagine Health’s Clinical Reviewer will review the 
submitted clinical information and evaluate the medical necessity for admission at the requested level 
of care. When Medical Necessity Criteria and review protocols are met, the Comagine Health Clinical 
Reviewer will authorize the review, and a prior-authorization number will be issued.  
 
 
11.7 Transfer (Admission) Reviews 
Transfers between hospitals require a separate admission review to be completed from the receiving 
provider and a discharge from the referring facility. This includes inter-facility transfers, such as 
discharge from one level of care to another as well as discharges to different facilities. Thus, each 
facility will have a unique Prior Authorization number to use on their claim form. The following special 
considerations apply: 
• All transfers from one inpatient setting to another require a prior authorization admission review 

with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to 
meet severity of illness and intensity of service criteria for that level of care.  

• All transfers require the receiving facility to submit a request for authorization prior to the transfer.  
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Section 12. Continued Stay (Concurrent) Utilization 
Reviews 
The continued stay review process evaluates whether the patient needs an extension of inpatient 
services and meets medical necessity for the level of care. During the continued stay review, the 
Comagine Health Clinical Reviewer evaluates what services have already been provided to the patient 
and the plan for continuing in-patient treatment. Providers should submit reviews in a timely manner, 
on or preceding the last review date authorized. 
 
A continued stay (concurrent) review takes place during the time in which a recipient is receiving 
inpatient treatment at the acute care or residential care facility. If the first review was submitted 
before the recipient is discharged from the facility, the subsequent reviews will be considered 
continued stay reviews through the patient’s discharge date.  
  
12.1 Responsibility 
Providers are responsible for checking Medicaid eligibility prior to seeking authorization of services 
from Comagine Health. Once eligibility has been established, submission via the Comagine Health web-
based portal is the preferred method for submitting a review request. Providers are responsible for 
obtaining certification for continued stay (concurrent extensions) from Comagine Health. The clinical 
reviewer will review all of the appropriate detailed clinical information for the requested review period 
to satisfy InterQual Criteria or DHCF’s criteria before the continued stay review will be certified. The 
provider is responsible for ensuring that the information submitted in the continued stay review 
request is accurate for the review period and documented in the medical record. 
 
12.2 Requirements 
The continued stay request is to be received in advance of the next review date provided during the 
previously certified review.  
• BridgePoint (Capitol Hill and National Harbor) 
• National Rehabilitation Hospital (or other rehabilitation hospital) 
• Hospital for Sick children (or other pediatric specialty hospital) 
• Continued stay Acute Care Hospitals 
• Psychiatric Institute of Washington (or other inpatient psychiatric facility) 
 
12.3 Process and Procedures 
The provider will submit the continued stay review request to Comagine Health via the web-based 
system (preferred method) or by fax.  
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12.4 Procedures for Continued Stay Review - Due on Weekends 
and Holidays 
In those instances where the concurrent review date is due on Saturday, Sunday, or a holiday, the 
concurrent review will take place prior to the next review date. Adverse determinations can be 
retrospective to the first day the recipient was not meeting the level of care criteria or protocols. 
 
12.5 Information Needed for the Review 
• Clinical information provided must specifically substantiate the medical necessity of the continued 

stay request and the length of stay requested. 
• Information should also be provided to indicate progress with discharge planning and goals to meet 

discharge readiness. 
 
12.6 Continued Stay Review Process  
Once the information for the review has been received, the Comagine Health clinical reviewer will 
assess the documentation submitted using InterQual Criteria or DHCF Criteria to determine whether 
the condition of the recipient meets criteria for the level of care and the type of services requested.  
 
During the prior authorization review, the next review date is set for continued stay review. Comagine 
Health will establish the date when a concurrent review will be due if the recipient has not been 
discharged before this date. Providers are responsible for submitting current relevant clinical 
information for continued stay review if the client has not been discharged. Providers are to contact 
Comagine Health and submit the next continued stay review within the following timeframes. 
 
12.7 Timeframes for Continued Stay Review Submissions 
Comagine Health has 24 hours, or one (1) business day to complete the continued stay review if and 
when all relevant clinical information is submitted to complete the review. 
 
12.8 Timeframes for Pended Reviews 
When a review has been submitted and is pended awaiting clinical/required information, Comagine 
Health will notify the provider via the Comagine Health Provider Portal, fax, or phone, depending on 
the mode of submission. The provider has no more than two calendar days to submit the requested 
information before Comagine Health proceeds with the information already submitted. This may result 
in an adverse determination due to lack of documentation to support certification of the review.  
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Section 13. Substance Use Disorder 
The DC Medicaid utilization review program Substance Use Disorder (SUD) Residential Treatment 
Facility (RTF) allows review within 48 hours of admission. Providers are required to submit clinical 
reviews in a timely manner with complete documentation to substantiate the level of care request for 
the recipient. 
 
13.1 Responsibility  
Providers are responsible for checking Medicaid eligibility prior to seeking authorization of services 
from Comagine Health. Once eligibility has been established, submission via the Comagine Health web-
based portal is the preferred method for submitting a review request. Providers are required to submit 
clinical reviews in a timely manner with complete documentation to substantiate the level of care 
request for the recipient.  Within 48 hours of the individual presenting at the SUD residential 
treatment provider, the accepting SUD residential treatment provider shall perform the Continuum 
Assessment, in accordance with DBH’s Chapter 63, and submit the initial clinicals. 
 
Providers will be notified of incomplete clinical information or missing documents and be given up to 
two business days to submit additional information to complete the review. Notification of an 
incomplete review submission will occur via the web portal for web submission (preferred), and via fax 
for fax submission. If the information or document remains incomplete after three business days a 
technical denial will be issued. If clinical information remains incomplete after three business days, a 
non-certification or technical denial will be issued.   
 
Comagine Health has three business days to complete the review, once all the information has been 
received to complete the review process. 
 

13.2 Requirements 
The SUD residential treatment provider shall include the following documents in the request for 
authorization:  
• A completed Continuum Assessment which will include: 

o Documentation of an active moderate to severe Substance Use and/or Addictive Disorder per 
the DSM-V, 

o An individualized, comprehensive biopsychosocial assessment of the patient’s Substance Use 
and/or Addictive Disorder, 

o An evaluation by a Qualified Provider (i.e., Physicians; Psychologists; Licensed Independent 
Clinical Social Workers; Licensed Independent Social Workers; Licensed Professional 
Counselors; Licensed Marriage and Family Therapists; and Advanced Practice Registered 
Nurses) confirming medical necessity of the requested services, 

o A medical history detailing the individual’s medical conditions, and 
o For level 3.3 ONLY, description of cognitive deficits of moderate to severe intensity. 
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• Within 48 hours of the individual presenting at the SUD residential treatment provider, the 
accepting SUD residential treatment provider shall perform the Continuum Assessment, in 
accordance with DBH’s Chapter 63, and submit the initial clinicals (described below) to DHCF’s 
contracted Quality Improvement Organization (QIO), beginning July 1, 2021. Authorization requests 
should be submitted to the QIO via the Provider Portal 
(https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin). 

 
• Additional medical information, including: 

o Comprehensive urine toxicology screen results, 
o Pregnancy test results for women (If a woman refuses a pregnancy test, the refusal must be 

documented and submitted to the QIO. The QIO may require additional information.), and 
o The glucose level to validate medical clearance for admission into the SUD residential 

treatment provider. 
 
13.3 Prior Authorization Process  
Authorization for services will remain valid for 12 months. 
 

Prior Authorization Review & Documentation Timeline Summary 
Level 3.1, 3.3, & 3.5 SUD Residential Treatment Level 3.7 WM SUD Residential Treatment 
By Day 7 – Co-Triage, Continuum Assessments, 
and SUD Plan of Care, MCO Approval Letter if 
transitioning & Clinical Summary Progress 

By Day 3 – Co-Triage, Continuum Assessments, 
and SUD Plan of Care, MCO Approval Letter if 
transitioning & Clinical Summary of Progress 

Day 14 – Clinical Summary of Progress (for the 
most recent 14 days, or less, of treatment) 

By Day 5 – Updated Clinical Summary of Progress, 
Continuum Assessment, and Plan of Care 

Day 28 – Updated Clinical Summary of Progress, 
Continuum Assessment, and Plan of Care (for the 
most recent 28 days, or less, of treatment) 

Every 5 days following – Clinical Summary of 
Progress and any documentation updates (i.e. 
Continuum or SUD Plan of Care) 

Every 14 days following –Clinical Summary of 
Progress and any documentation updates (i.e. 
Continuum or SUD Plan of Care) 

  

 
Co-occurring Capable (BH by an External Org) Co-occurring Capable (BH by an External Org) 
Behavioral Health Assessment (Only to be 
submitted once (unless updated) with the initial 
Continuum and enhanced by Day 15 if needed) 

See 3.1,3.3 & 3.5 

Behavioral Health Plan of Care (Only to be 
submitted once (unless updated) with the initial 
Continuum and enhanced by Day 15 if needed) 

  

For MCO to FFS Transitions (>15 days in any 
month) 

  

https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
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Co-occurring Capable (BH by an External Org) Co-occurring Capable (BH by an External Org) 
3 Days prior to transition – Submit Clinical 
Documents including Continuum Assessment, 
Current Treatment Plan, and Clinical Summary of 
Progress to Comagine Health along with MCO 
Approval Letter 

 

    
13.4 Medical Necessity Review Process 
During the SUD Residential Treatment Facility review, Comagine Health’s clinical reviewer will review 
the clinical information submitted and evaluate the medical necessity for admission at the requested 
level of care. Medical Necessity Criteria and review protocols are met, the Comagine Health clinical 
reviewer will issue a Prior Authorization number, and the review will be authorized. 
 
13.5 Transfer (Admission) Reviews 
Transfers between Facility’s require a separate admission review to be completed from the receiving 
provider and a discharge from the referring facility. This includes discharges to different facilities. Thus, 
each facility will have a unique Prior Authorization number to use on their claim form. The following 
considerations apply: 
• All transfers from one inpatient setting to another require a prior authorization admission review 

with the receiving facility. Transfers will be evaluated to ensure that the recipient continues to 
meet severity of illness and intensity of service criteria for that level of care. 

• All transfers require the receiving facility to submit a request for authorization prior to the transfer. 
 

Section 14. Retrospective Reviews 
A retrospective review for medical necessity is indicated after services have been rendered, the client 
has been discharged, and subsequent eligibility has been established.  
 
Prior to submitting a review request to Comagine Health, remember to first verify active eligibility 
dates were present during the time the services were provided.   
 
Providers are required to submit a request for a retrospective review within the allotted timeframe of 
12 months after discharge and/or that billing was initiated within the 12 months after discharge. The 
provider is responsible for ensuring that the information submitted in the review is accurate for the 
review period and documented in the medical record. 
 
14.1 Process and Procedures 
The provider will submit the Subsequent Eligibility Admission review request to Comagine Health via 
the web-based system.  
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14.2 Submitting Retrospective Reviews Via Web-based Review 
System 
• Subsequent Eligibility Admissions will be initiated by the provider. Providers should include 

sufficient relevant clinical information for the clinical reviewer to complete the review. Please do 
not send the entire medical chart for review. The entire review may be submitted into the web-
based system in seven-day (one week) increments with attached: 
o Admission Summary 
o Physician orders and notes  
o Discharge Summary 
o Review summary of progress toward meeting discharge goals for days of stay and for longer 

lengths of stay each week, until last week of discharge, then daily clinical information submitted 
 
14.3 Information Needed for the Review  
Comagine Health representatives require all the information below for clinical reviews. Please refer to 
Appendix B for the 719A form.  
• Recipient name 
• Recipient birth date and age 
• Complete recipient address 
• Sex of recipient 
• Recipient Medicaid ID number 
• Admitting diagnosis codes (all five digits) and modifiers, if required 
• Physician name, address, and phone number 
• Physician Medicaid provider number 
• Facility name, address, and phone number 
• Facility Medicaid provider number 
• Type of review requested 
• Primary and secondary reason for treatment 
• Admit or surgery/service date  
• Justification for hospitalization and pertinent history 
• Anticipated discharge date 
• Documentation to justify the medical necessity of the service at the requested level of care, 

including pertinent test results, labs, medications and treatment  
• Discharge planning details to include placement (provider) 
 
14.4 Medical Necessity Screening 
The Comagine Health clinical reviewer will review the information provided for the retrospective 
review and will apply the appropriate InterQual Criteria. If the criteria, Federal and District regulations 
are met, Comagine Health will issue a retrospective authorization number. Comagine Health 
certification indicates that the admission was medically necessary.  
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14.5 Timeframes for Retrospective Review Submissions 
Comagine Health has 14 business days to complete acute care stay review if all required information is 
submitted to complete the review. 
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Section 15. Long Term Care Reviews 
The Long-Term Care Reviews determine that the services and environment for delivery of those 
services are medically appropriate to allow the consumer to live with a permanent or chronic 
condition. 
 
15.1 Responsibility 
The Comagine Health clinical reviewer will receive and review all the appropriate detailed level of care 
assessment form (please refer to Appendix D) information for the requested services before services 
are delivered. The provider is responsible for ensuring that the relevant clinical information submitted 
in the review is accurate for the review period and present in the documented medical record.  

Prior to submitting a review request to Comagine Health, remember to verify eligibility first.   

 
15.2 Requirements 
Providers are responsible for submitting the long-term care review service requests and required 
documents as indicated by DC policy: 
• EPD Level of care (LOC) determinations (require DC Care Connect (DCCC) entry) 
• EPD Waiver program medical reviews (require DCCC entry) 

o Approved LOC for the certification/recertification period of request 
o Completed Case Management Conflict Free Personalized Care Plan 

• Level of care (LOC) determinations 
o Pre-admission Screening and Resident Review (PASRR) must be included with LOC requests for 

Nursing Home Placement and Nursing Home Reviews 
• Nursing Facility Reviews (Nursing Home) 

o Pre-admission Screening and Resident Review (PASRR) 
o 1728 DHCF LOC Request or InterRAI Assessment 
o 1728 DHCF LOC or InterRAI assessment Approval Letter from the DHCF contractor  
o Current or Up to Date Completed Minimum Data Set (MDS) 
o Physician Certification/Recertification every 60 days 
o Supporting Clinical Documents 

• Nursing Facility continued stay reviews (Nursing Home) 
o Pre-admission Screening and Resident Review (PASRR) 
o 1728 DHCF LOC Request or InterRAI assessment form 
o 1728 DHCF LOC or InterRAI Approval Letter from the DHCF contractor 
o Current or Up to Date Completed Minimum Data Set (MDS) 
o Physician Certification/Recertification every 60 days 
o Supporting Clinical Documents 
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15.3 Information Needed for the Review 
Comagine Health representatives require all the information below for clinical reviews. Please refer to 
Appendix D for Form 1728, which must be attached to the Comagine Health Provider portal (preferred 
mode of submission) during the review process or faxed to Comagine Health at 800-731-2314. 
Incomplete forms will be returned to the provider, and two business days will be given to complete the 
form. Forms that are incomplete will result in technical denial. 
• Recipient name 
• Recipient birth date and age 
• Complete recipient address 
• Sex of recipient 
• Recipient Medicaid ID number 
• Admitting diagnosis codes (all five digits) and modifiers, if required 
• Physician name, address, and phone number 
• Physician Medicaid provider number 
• Facility name, address, and phone number 
• Facility Medicaid provider number 
• Type of review requested 
• Primary and secondary reason for treatment 
• Admit or service date  
• Justification for the services and pertinent history 
• Anticipated discharge date 
• Discharge planning details to include placement (provider) 
 
15.4 Submitting Level of Care Reviews via the Comagine Health 
Provider Portal 
• Level of Care Reviews (LOC) may be submitted via the Comagine Health Provider Portal, and the 

1728 form may be attached to your review request in the web-based system. The provider is to 
retain the original copy of the form.  

• If you do not have internet access, you may fax your review request to 800-731-2314, including the 
1728 form. 

• Comagine Health will review the LOC request within three business days of receipt and issue a 
determination. 

• Approval notifications will be visible via the Comagine Health Provider Portal or faxed for those 
review requests received via fax. 

• If the Comagine Health physician reviewer non-certifies the LOC requested, the determination 
status will immediately be posted in the web-based review system, and an adverse determination 
letter will be mailed out within five business days to the following parties: the recipient and the 
requesting provider/facility. The letters will contain justification for the adverse determination with 
an explanation of the right to request reconsideration to Comagine Health and a description of the 
recipient appeal procedure to the District. Please refer to Reconsideration and Appeals, Section 16. 
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• DHCF will not reimburse providers for services that have been non-certified by Comagine Health, 
except for non-certifications that are reversed because of an appeal review by Comagine Health, a 
provider appeal, or recipient Fair Hearing by the State. 

 
15.5 EPD Waiver Program Medical Reviews 
• Level of Care Reviews (LOC) must be submitted in DC Care Connect (DCCC). A completed paper or 

electronic interRAI assessment and level of need document must be included in your review 
request from the provider agency or Aging and Disability Resource Center (ADRC) in DCCC. The 
provider is to retain the original copy of the documentation.  

• Once the LOC is approved Comagine Health sends the information to DHCF’s Long Term Care 
Division (LTCD) and Case-management agency via DCCC. DHCF’s LTCD will then send a transmittal 
to the Economic Security Association (ESA) to determine financial eligibility (for the initial LOC 
approval). 

• This process within ESA can take up to 45 days. 
• Once Comagine Health is tasked from DHCFs Long Term Care Division or Provider agency, 

Comagine Health will conduct a review of the Personalized Care Plan within six business days 
according to DHCF’s Policy and Procedures to make a determination of services requested.  

• Recertification for the LOC review; a task request is submitted from the provider agency via DCCC 
to Comagine Health. The provider is to retain the original copy of the documentation. 

 
15.6 Nursing Facility Reviews  
• Nursing Facility Reviews will be performed at the Nursing Home facility by a Comagine Health 

Clinical Review Specialist.   
o A minimum of one week’s advanced notice will be provided prior to visiting the facility to 

perform reviews. 
o Reviews will be conducted within 30 days of admission to a nursing facility   
o The recipient records subject to review will be faxed, or sent via secure email, in advance to the 

Nursing Home facility with the review date notice. 
o For readmissions to the nursing home, review will be conducted within 18 days, prior to 

expiration of the bed hold 
o Documentation to justify the level of care as well as the presence of a completed Pre-admission 

Screening and Resident Review (PASRR), if required.  
o The Nursing Home facility will have all individual medical records (electronically or hard copy) 

available for review when the Comagine Health Clinical Review Specialist arrives at the facility.  
• Continued Stay Reviews will be performed at the Nursing Home facility by a Comagine Health 

Clinical Review Specialist: 
o At least one week’s advanced notice will be provided prior to visiting the facility to perform 

reviews. 
o Reviews will be conducted 30 days from the nursing home admission date, 6 months from the 

initial nursing home review and then annually 
o The recipient records reviewed will be faxed or sent via secure email to the Nursing Home 

facility with the review date notice. 
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o Documentation to justify the level of care and a completed Pre-admission Screening and 
Resident Review (PASRR), if required.  

o The Nursing Home facility will have all individual medical records (electronic or hard copy) 
available for review when the Comagine Health Clinical Review Specialist arrives at the facility.  

• Approval Determinations 
o Comagine Health will send letter notifications for approved review requests.  
o Notification of the approval determination will be provided via fax or via secure email within 5 

business days of the approval determination being made for Nursing Home facility onsite 
review.  

 
15.7 Second-Level Peer Review  
• Cases that clinical reviewers have determined do not meet criteria are referred to a Comagine 

Health Medical Reviewer 
• The physician reviewer will review the clinical information and either certify the admission or issue 

a non-certification.  
 
15.8 Adverse Determinations 
• If the Comagine Health physician reviewer non-certifies the medical review, a Comagine Health 

representative will notify the appropriate facility by fax or secure email. Comagine Health will send 
the adverse determination letter within five business days to the following parties: the recipient, 
guardian, or parents of recipient (if minor) and the requesting provider. 

• The adverse determination letter will contain justification for the non-certification and an 
explanation of the right to request reconsideration review to Comagine Health’s initial non-
certification determination as well as recipient appeal rights with the District.  

• Comagine Health will send a letter notification for all non-certified reviews and Comagine Health 
reconsideration reviews. These notifications will be sent to the recipient and the requesting 
provider or facility within five business days of the determination being made. 

• If the beneficiary and or the facility wishes to request reconsideration, the reconsideration request 
must be made within 30 business days from the date the non-certified notification was sent.  

 
The DC DHCF will not reimburse providers for services that have been non-certified by Comagine 
Health, with the exception of adverse determinations that are reversed as a result of a reconsideration 
review performed by Comagine Health or a recipient Fair Hearing by the DC Office of Administrative 
Hearing (OAH). 
 

Section 16. Utilization Review Reconsiderations and 
Appeals 
Comagine Health offers a process in all cases involving adverse determination. When a reconsideration 
review determination is to non-certify a review request, Comagine Health will generate written 
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notification of the adverse decision within one business day of the date the decision is made. 
Comagine Health’s non-certification notification will include rights for an appeal review. Comagine 
Health’s reconsideration process features a second opinion by a physician who specializes in the 
services under review.  
 
URAC requires that appeal reviews be conducted by individuals who: 
• Are clinical peers 
• Hold an active, unrestricted license to practice medicine or a health profession 
• Are board-certified  
• Are in the same profession and in a similar specialty as typically manages the condition 
• Are neither the individual who made the original non-certification nor the subordinate of such 

individual 
• Have no conflicts of interest with the patient, attending physician, or facility being reviewed. 
 
There are two types of reconsiderations potentially available - expedited or standard. Instructions on 
how to initiate each type of appeal are included in the adverse determination letter Comagine Health 
sends. 
  
16.1 Expedited Reconsideration 
16.1.1 Definition 
Expedited reconsideration is an appeal of an adverse determination in a case involving urgent care. 
 

16.1.2 Process and Procedures 
A request for an expedited reconsideration may be made by the Comagine Health Provider Portal or 
fax within two business days of the date that appears at the top of the Non-Certification Letter if the 
recipient has not yet been discharged. If an expedited appeal request is filed after two business days, 
Comagine Health will respond to that request through the standard appeal process.  
 
How to Request an Expedited Appeal from the Comagine Health DC Office 
Requests for expedited appeals should be directed as follows: 
Provider Portal: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin  
Fax: (800) 731-2314 
 
Upon receipt of the request for an expedited appeal, the following will occur: 
• Comagine Health will notify all appropriate parties of the request. 
• Comagine Health will, if needed, request that any additional medical information necessary for the 

appeal review be submitted to us within two hours. 

https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
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• The case will be referred to a Comagine Health physician reviewer who is licensed and/or 
accredited in the appropriate specialty or subspecialty who is not the same individual who initially 
reviewed and non-certified the review. 

• The physician reviewer will review the medical information.  
• If the physician reviewer reverses the non-certification decision, the Comagine Health 

representative will issue a certification number and length of stay (if applicable) and will notify all 
appropriate parties telephonically and in writing. 

• If the physician reviewer modifies the decision or upholds the adverse determination, the 
requesting physician or facility will be notified telephonically and in writing. 

• The DC MMIS will be updated electronically accordingly if decision is either reversed or modified. 
• Notification with the review outcome, including clinical rationale will be sent to the recipient, 

attending physician as appropriate, and facility. 
 
If the recipient, attending physician, or facility disagrees with the expedited outcome, a standard 
appeal may be filed.  
 
16.2 Standard Reconsideration 
16.2.1 Definition 
Standard reconsideration is an appeal of adverse determination. It is not an expedited appeal. In most 
cases, standard appeals will not relate to cases involving urgent care. However, standard appeals may 
also include secondary appeals. 
 

16.2.2 Process and Procedures 
A request for a standard reconsideration must be made through the Comagine Health Provider Portal 
or fax within 21 days (for all review types with the exception of Medical Eligibility Nursing Home 
Reviews and Dental Reviews) of the date shown on the Non-certification Letter. A request for a 
standard reconsideration for Medical Eligibility Nursing Home Reviews and Dental Reviews must be 
made within 30 business days of the date shown in the non-certification letter. Requests may also be 
made via telephone, followed by a written request. 
 
How to Request a Standard Appeal from the Comagine Health DC Office 
Requests for standard appeals should be directed as follows: 
Provider Portal: https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin  
Fax: (800) 731-2314 
 
Any request for reconsideration of an adverse determination will be reviewed by a Comagine Health 
physician/practitioner consultant licensed and/or accredited in the appropriate specialty or 
subspecialty as the attending physician but will not be the same individual(s) who initially non-certified 
the review or the expedited appeal, if applicable. 

https://comaginepp.zeomega.com/cms/ProviderPortal/Controller/providerLogin
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Comagine Health will issue the reconsideration decision within 14 days of receipt of the request for a 
standard appeal; and issue a notice of determination within five (5) days of the decision to the 
recipient and the provider. All appropriate parties will be notified in writing of Comagine Health’s 
determination to uphold, reverse, or modify the initial non-certification decision. 
 
Comagine Health’s reconsideration decision will take precedence over the initial adverse 
determination or the expedited appeal decision, if applicable. For example, if the appeal review 
certifies more facility days than the original review, then more facility days will be recommended for 
certification.  
 
16.3 DC DHCF Fair Hearing Rights for Recipients 
The DC, DHCF Fair Hearing procedure is the process by which recipients can contest the Comagine 
Health non-certification decision. Recipients may request a fair hearing by phone or in writing to the 
Fair Hearing representative at DC Office of Administrative Hearings within 90 days of the date on 
Comagine Health’s adverse determination or reconsideration determination letter non-certifying the 
service.  
For Nursing Home denials, if a recipient requests a fair hearing within thirty (30) calendar days of the 
postmark date on the date of notice, the DC Medicaid program will continue to pay for the nursing 
facility costs while your appeal is pending. 
Recipients may still request a hearing after thirty (30) calendar days of the postmark date on this 
notice, but the request must be filed no later than ninety (90) calendar days of the postmark date of 
the notice letter. If the request is filed after the thirty (30) calendar day period, the DC Medicaid 
program will not pay for the nursing facility costs during the appeal. The request must state the 
rationale for requesting a Fair Hearing.  
 
The address and phone number to request a fair hearing: 
 

Office of Administrative Hearings 
One Judiciary Square 
441 4th Street, NW 
Suite 450 North 
Washington, DC 20001 
Telephone: (202) 442-9094 
Fax: (202) 442-4789 

 
You may also call, write, or visit the Office of the Health Care Ombudsman at: 
 

441 4th Street, NW, 2nd Floor  
Washington, DC 20001 
Telephone: (202) 724-7491 or 1-877-685-6391 
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Fax:  (202) 535-1216 
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Section 17. Potential Quality of Care Reviews 
Comagine Health is committed to promoting optimum quality of care for all recipients and therefore 
will use the Centers for Medicare & Medicaid (CMS) Physician Reviewer Assessment Form (PRAF) “C” 
Category of Concern codes to assess quality of care in various settings while performing reviews 
(please refer to Appendix E) . 
 
The facility and attending physician are responsible for delivering the utmost quality of care for their 
patients. The Comagine Health clinical reviewer is responsible for identifying potential quality of care 
concerns regarding DC Medicaid recipients. Potential quality of care concerns may be identified during 
all types of reviews, including retrospective chart reviews. 
 
17.1 Process 
If the Comagine Health clinical reviewer identifies a potential quality of care concern, when performing 
a review, the situation will be handled in one of two ways: 
• If the clinical reviewer determines that the recipient’s quality of care is currently being 

compromised, a Comagine Health physician (medical director or P/PC) will be consulted. If the 
Comagine Health physician concurs that there is a potential quality of care concern, Comagine 
Health will refer the case to DHCS for further action.  

• If the clinical reviewer determines that there is a potential quality of care concern, but the 
recipient’s care is not currently being compromised, a Comagine Health physician (medical director 
or P/PC (physician reviewer) will be consulted. If the Comagine Health physician concurs that there 
is a potential quality of care concern, Comagine Health will refer the case to DHCF for further action 
and obtain the records if requested. 
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Section 18. Miscellaneous Reviews 
Miscellaneous reviews are received directly from the DHCF by Comagine Health. These ad hoc reviews 
require a specialized clinician (networks of clinicians) to render expert opinion.  
 
18.1 Process 
Comagine Health will review and provide an expert opinion on individual cases subject to review by 
another entity but referred to us by the Contract Administrator for the purpose of determining 
whether the service under review was reasonable, medically necessary, and appropriate. Individual 
reviews will be performed by a Medical Reviewer (RN or Physician) with the components of the review 
to be determined by the individual case. Comagine Health will prepare an individual letter with 
outcomes documented for each individual review. This letter, which is the written report of findings, 
will also serve as the Special Cases Report that is submitted to the DHCF Contract Administrator within 
48 hours of review of special cases. 
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Appendix A: Contact Information and Business Hours 
 
Comagine Health District of Columbia Office  
PO Box 34800 
Washington, DC 20043 
Phone:  1 (800) 251-8890  
Fax Number: 1 (800) 731-2314 
  
Business Hours:    
Monday through Friday,  
8:30 am to 5:00 pm Eastern Time  
 
Holiday Schedule:  
New Year’s Day, Martin Luther King Jr. Day, Presidents’ Day, Memorial Day, Juneteenth, Independence 
Day, Labor Day, Columbus Day, Veterans’ Day, Thanksgiving Day, Christmas Day 
 
Comagine Health District of Columbia Office Leadership 
Folasade “Sade” Akinkuowo, RN, MSN, CCM 
QIO Project Director, Comagine Health, District of Columbia 
Phone: 1 (800) 949-7536, ext. 2995  
fakinkuowo@comagine.org   
 
Foster C. “Bud” Beall Jr., MA  
Vice President, Care Management, Comagine Health 
Office Phone:1 (800) 949-7536 ext. 2041 
bbeall@comagine.org 
 
DC, DHCF 
Cavella Bishop, MBA, BSN, RN-BC, CCM 
Program Manager for Clinicians, Pharmacy, and Acute Provider Services 
Department of Health Care Finance 
One Judiciary Square 
441 4th St., NW Suite 900S 
Washington, DC   20001 
Office Phone: 1 (202) 724-8936 

mailto:fakinkuowo@comagine.org
mailto:bbeall@comagine.org
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Appendix B: DC DHCF 719A Form 
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Appendix C: DC DHCF Form 1728 - Request for Nursing 
Facility Level of Care 
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Appendix D: Dental Utilization Review Criteria Guidelines 
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Appendix E: CMS PRAF “C” Category of Concern Codes 
for Quality Review 

Centers for Medicare and Medicaid Services 
 PRAF “C” Category of Concern Codes 

 
The quality review process involves the use of the Centers for Medicare & Medicaid (CMS) Physician Reviewer 
Assessment Form (PRAF) “C” Category of Concern codes to screen for quality of care. These codes can be 
applied to any setting of care, including acute inpatient, long term care, residential treatment center care, and 
outpatient services.  
 

CATEGORY DESCRIPTION AND USE  
C01 
 

Apparently did not obtain pertinent history and/or findings from examination. 

This category is used for a failure to provide an accurate history; this is also for failure to 
include information obtained by the performance of an appropriate physical exam. 

C02 
 

Apparently did not make appropriate diagnoses and/or assessments. 

This category is used for a failure to perform an appropriate assessment and establish a 
diagnosis. 

C03 
 

Apparently did not establish and/or develop an appropriate treatment plan for a defined 
problem or diagnosis which prompted this episode of care [excludes laboratory and/or imaging 
(see CO6 or CO9) and procedures (see C07 or C08) and consultations (see Cl3 and C14)]. 

This category is used for a lack of organized, appropriate diagnostic and management plans 
related to the condition for which the patient was admitted; incomplete, inappropriate, or lack of 
treatment plan for principal diagnosis. 

C04 
 

Apparently did not carry out an established plan in a competent and/or timely fashion (e.g. 
omissions, errors of technique, unsafe environment). 

This category is used for failure to take necessary precautions; lack of appropriate equipment 
maintenance; medication errors; technical and/or procedural errors; failure to follow physician’s 
orders; delayed completion or reporting of studies. 

C05 
 

Apparently did not appropriately assess and/or act on changes in clinical/other status results. 

This category is used for failure to recognize clinical changes which occur in the patient’s 
condition; this category also applies if the clinical changes are noted but not acted on. 

C06 
 

Apparently did not appropriately assess and/or act on laboratory tests or imaging study results. 

This category is used for a failure to provide ongoing monitoring and evaluation of the patient’s 
laboratory or imaging studies by failing to evaluate and/or act on diagnostic studies. 

C07 
 

Apparently did not establish adequate clinical justification for a procedure which carries patient 
risk and was performed. 

This category is used for failure to document accepted indications for a procedure. 
C08 
 

Apparently did not perform a procedure that was indicated (other than lab and imaging, see 
C09). 

This category is used for failure to perform a medically necessary procedure that is indicated 
by the patient’s condition. 
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CATEGORY DESCRIPTION AND USE  
C09 
 

Apparently did not obtain appropriate laboratory tests and/or imaging studies. 

This category is used for failure to order diagnostic (laboratory and/or imaging) studies that are 
deemed appropriate for the patient’s condition. 

C10 
 

Apparently did not develop and initiate appropriate discharge, follow-up, and rehabilitation 
plans. 

This category is used for a lack of follow-up arrangements or plans for conditions continuing to 
require treatment and/or monitoring prior to or following discharge; failure to develop a plan 
that reflects an appropriate transition of care; failure to identify additional needed resources; 
failure to provide appropriate teaching; failure to transmit pertinent information. 

C11 Apparently did not demonstrate that the patient was ready for discharge. 

This category is used for failure to assure that the patient is stable enough for discharge to the 
setting into which the patient is being discharged. 

C12 Apparently did not provide appropriate personnel and/or resources. 

This category is used for lack of sufficient staff to handle patient load; lack of credentialed staff 
for provision of offered services; equipment unavailable to carry out treatment plan. 

C13 Apparently did not order appropriate specialty consultation. 

This category is used for those cases in which a specialty consultation that would have been 
necessary to adequately assess and treat the patient was not ordered. If there is a distinct 
clinical management concern over and above failure to order the consultation, cite that 
category as well, even if it is C.03. 

C14 Apparently, specialty consultation process was not completed in a timely manner. 

This category is used when a specialty consultation is not ordered in a timely manner or is not 
completed in a timely manner. If the only issue is the delay, do not additionally cite C.03. If 
there is a distinct clinical management concern over and above the delay in ordering or 
completing the consultation, cite that category as well, even if it is C.03. 

C15 Apparently did not effectively coordinate across disciplines.  

This category is used when there is poor communication and coordination between specialists 
or clinicians that adversely impacts the patient's care. 

C16 Apparently did not ensure a safe environment (medication errors, falls, pressure ulcers, 
transfusion reactions, nosocomial infection). 

This category is similar to category C04 but is more specific to patient safety and protection 
from injury. 

C17 Apparently did not order/follow evidence-based practices. 

This category of concern is used when there is a specific aspect of the treatment plan that 
doesn't follow current guidelines and evidence-based practices. 

C18 Apparently did not provide medical record documentation that impacts patient care. 

This category is used for poor or missing documentation that makes it difficult to follow the plan 
of care and patient progress. 

C40 Apparently did not follow-up on patient’s noncompliance (NOTE: Only applies to MA or 
Managed Care patient). 

This category is used when there is no follow-up on patient compliance with a previously 
prescribed treatment plan for a patient enrolled in an MA or Managed Care Plan. 



 
 

Page 116 
 

CATEGORY DESCRIPTION AND USE  
C99 Other quality concern not elsewhere classified. 

This category is used in exceptional cases. The vast majority of cases should be able to fit into 
the above listed categories. 
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Appendix F: Letter – Denial 
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Appendix G: Letter – Reconsideration Upheld, Inpatient 
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Appendix H: Letter – Prior Authorization for EPD Waiver 
Services  
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Appendix I: Comagine Health Provider Portal Quick Start 
Guides 
To support the use of the Comagine Health Provider Portal (CHPP), we have created Quick Start Guides for the 
different submissions through the portal. This section contains selected examples; the entire set are posted on 
our website at https://comagine.org/program/dc-medicaid-um/providers.  
 
I.1 Acute Care Hospitals  
The following are the steps for submitting Acute Care Hospital Prior Authorization (PA) requests via the CHPP. 
Please note that Acute Care Hospital requests must be submitted within 48 hours of admission and Comagine 
Health does not review emergency room admissions.  
 
Steps 
1) Main View:  

A. Home (Splash) Page – Where Comagine Health posts provider announcements. 
B. Dashboard Menu (New Request or Search Request) – Where work can be managed individually 

(through the To Do tab) or as a team (through Team tab).  
C. Menu – To start a New Request or Search for a request.  
D. Memory List – Keeps a running list of the episodes viewed so they can be found easily while in the 

CHPP. Should be cleared out at the end of each session.  
 

 
 
2) Submit a New Request: 

A. Click on Menu and select New Request. 
 

 
 

B. Client: Select DC MEDICAID  
C. Insurance ID, enter Medicaid ID number, starting with 7. 

https://comagine.org/program/dc-medicaid-um/providers
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D. Click on Search. 

 
3) Medicaid Recipient Search: 

A. Verify correct member name, date of birth, and insurance ID.  
 

 
 
4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu. 

 

 
 
5) Fill out the Episode Details with the red asterisk, including the Treatment Class. For Inpatient requests 

complete: 
A. Request Type*: Select Prior Authorization.  
B. Time Request: Does not need to be filled in. 
C. Treatment Class: Select Currently Admitted, Discharged (Retros only), Future Admission or 

N/A (this field MUST be completed even though an asterisk is not present). 
D. Request Priority*: Will auto-populate with Non-Urgent. 
E. For Treatment Type*: Select Acute Care Hospitals. 
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6) Fill out the Diagnosis section: 
A. For the Code Type*: ICD10 will auto-populate. 
B. Under Diagnosis*: Only enter one diagnosis at a time. 

• The diagnosis codes will appear in a drop-down menu as you start typing, and you can then 
select it.  

• Example: J44.0 will appear below and can be selected by clicking on it. 
• If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by 

selecting the yellow star on the Primary Dx line.  
 

 
 
7) Complete the Provider Details section: 

A. To add an organization, click the paperclip icon beside the Requesting Provider drop-down 
menu underneath Provider Details. 

• This entry is required for users to access the case via the CHPP and receive updates on status from 
Comagine Health. 
B. After adding the organization, please select Attach Providers by clicking on the blue Attach 

Providers button to the right of the paperclip.   
 

 
 

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for 
providers. Enter the DC Medicaid Provider ID that starts with zero, or the National Provider 
Identification Number (NPIN).  

• For facility/vendors and Individual selections, searching for the Medicaid Provider ID or the NPIN 
may help narrow requests rather than searching by last name. 
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• An errant search will trigger you to call Comagine Health for assistance. You may do so or attempt 

your search again using different parameters.  
D. Click Search. The search results for the agency will appear on the right. 

 

 
 

E. Each provider entry must be paired with a specific provider role selected from the drop-down 
contained inside the Provider Role column within the search result itself. Tip: Disregard the 
Provider Network drop-down. 

• Facility/vendor is always paired with Admitting. 
• Individual is always paired with Treating. 
• Organization is always paired with Requesting. 
F. Click on the gear icon ( ) under search results and choose Multiple Attach. 
• The list of providers will appear under Selected Provider’s List  
• The entry will remain there while you complete additional searches to complete your entries. 
• When all entries are selected and you are ready to attach, select Attach from the bottom left of 

the screen. 
• If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one 

provider at a time. You will have to recomplete step C - forward for any additional entries. 
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G. Once all providers have been selected, click the green Attach button to save all providers. 
 

 
 

H. If a provider is selected in error, click the icon under Action to detach the provider; a pop-up 
message will ask, “Do you want to detach from request?” Click OK. 

 

 
 
8) Complete the Stay Request section for Inpatient (IP) admits only: 

A. Service Type: Leave blank. 
B. Place of Services: Leave blank. 
C. Requested Level of Care: N/A (May be useful). 
D. Expected Admit Date*: Enter the date. 
E. Actual Admit Date: Enter the date. 
F. LOS Requested *: Enter number of days requested. For example, one day. 
G. Click the blue Add button. 
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9) To edit a Stay Request: 

A. Click on the gear icon  under Action. A new screen will open for edits. 
10) To remove a Stay Request: 

a. Click on the gear icon  under Action and select Remove. A box will open to confirm you want 
to remove it, click OK to remove. 

 

         
 
11) Add Assessments. Click on the Add Assessment tab.              
   

   

 
 

A. Select and complete the DCM Provider Initial Assessment. 
• There are three questions in the DCM Provider Initial Assessment. 
• Enter contact name, contact phone number, and contact fax. 
• Always select Complete when finished with an assessment and not just Save. 

 

 
 

12) In the Documents section: 
A. Click on the blue Add Documents button. 

 
B. Document Title*: Enter the name of the document being uploaded. 



 
 

Page 133 
 

C. Document Type and Description: Can be left blank. 
D. Select Document*: Choose Browse and locate your document to upload. 

• Tip: Please only use PDF or DOC files. 
• Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted in 

either PDF or DOC format. 
E. Once you have selected the document to be added, click the green Add button.  

 

 

F. If you have multiple documents, please complete step A through E for each document. 
G. Once all documents have been uploaded, select Save.  
H. The maximum number of allowed documents attached is four (4). If the number of uploaded documents 

exceeds four an error message will appear (see below). Click OK. If you need to add more than this, you 
may either combine documents into one attachment, or attach additional documents after the request 
has been submitted. The process for this is outlined below in Step 15. 
 

 
 
12) Under the Notes section, enter the following information: 

A. Note Type: Will auto-populate to Web. 
B. Note Text: Add notes according to the request (i.e., additional information submitted). 
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time. 
D. Click Save. 
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13) Submit, save, or delete.  

A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered information is 
correct and click Submit. It will ask you to confirm – click OK. 

B. Save as Draft: Episode will not submit to Comagine Health; but will be saved for later edits.  
C. Delete: The request will be deleted. 

 

 
  
14) Make a note of the CHPP Reference ID number for your records to locate the episode faster. 

A. Selecting Episode Abstract here allows you to review what was submitted; however, you 
cannot edit from here. 

 

 
 

B. You can print by selecting Printable View. 
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15) If additional documents need to be submitted, locate the submitted episode by clicking on Memory List at 

the top of the screen, or by completing a search by clicking Menu and then Search Request. 
 

 
 

A. Either select the episode you were working on in the Memory List or search for the Reference ID in the 
Search Request.  

B. Click on Add Document and follow Step 11 above to add additional documents. 
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16) Always go to the Memory List and close out of all episodes. This will ensure Comagine Health has access to 

review your submission. Click on the x next to the episodes or click Close All to clear the Memory list. 
 

 
 

For CHPP Technical Assistance: 1-800-251-8890 
CHPP Log-On Link: 
https://comaginepp.zeomega.com 
 
I.2 Specialty Hospital 
The following are the steps for submitting Long-Term Acute Care Hospital (LTACH) Pre-Admission 
requests via the CHPP. 
 
Steps 
1) Main View:  

A. Home (Splash) Page – Where Comagine Health posts provider announcements. 
B. Dashboard Menu (New Request or Search Request) – Where work can be managed 

individually (through the To Do tab) or as a team (through Team tab). 
C. Menu – To start a New Request or Search for a request. 
D. Memory List – Keeps a running list of the episodes viewed so they can be found easily while in 

the CHPP. Should be cleared out at the end of each session. 

 

 
 
2) Submit a New Request: 

A. Click on Menu and select New Request. 

 

https://comaginepp.zeomega.com/
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B. Client: Select DC MEDICAID. 
C. Insurance ID: Enter Medicaid ID Number, which starts with 7. 
D. Click on Search. 

 

 
 
3) Medicaid Recipient Search: 

A. Verify correct Member Name, Member Date of Birth, and Insurance ID. 

 

 
 
4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu. 

 

 
 
5) Fill out the Episode Details with the red asterisk, including the Treatment Class. For Inpatient 

requests, complete: 
A. Request Type*: Pre-Admission.  
B. Time Request: Does not need to be filled in, and automatically populates to 1 day. 
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C. Treatment Class: Select Currently Admitted, Discharged (Retros only), Future Admission, or 
N/A (this field MUST be completed even though an asterisk is not present). 

D. Request Priority*: Will auto-populate with Non-Urgent. 
E. Treatment Type*: Select Specialty Hospital of Washington. 

 

 
 
6) Fill out the Diagnosis section: 

A. Code Type*: ICD10 will auto-populate. 
B. Diagnosis*: Only enter one diagnosis at a time. 
• The diagnosis codes will appear in a drop-down menu as you start typing, and you can then 

select it. 
• Example: J44.0 will appear below, and you select it by clicking on it. 
• If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by selecting 

the yellow star on the Primary Dx line. 

 

 
 
7) Complete the Provider Details section: 

A. To add your Organization, click the paperclip icon beside the Requesting Provider drop-down 
underneath Provider Details. This entry is required for users to access the case via the Provider 
Portal and receive updates on status from Comagine Health. 

B. After adding your Organization, select Attach Providers by clicking on the blue Attach Providers 
button to the right of the paperclip. 
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C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for 
providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider 
Identification Number (NPIN). 

• For facility/vendors and individual selections, searching for the Medicaid 
Provider ID or the NPIN may help narrow the requests rather than searching 
by a last name.  

• An errant search will trigger you to call Comagine Health for assistance. You 
may do so or attempt your search again using different parameters. 

 

 
 

D. Click Search. The search results for the agency will appear on the right. 

 

 
 

E. Each provider entry must be paired with a specific provider role selected from the drop-down 
contained inside the Provider Role column within the search result itself.   

• Facility/vendor is always paired with Admitting. 
• Individual is always paired with Treating. 
• Organization is always paired with Requesting. 
F. Click on the gear icon ( ) under search results and choose Multiple Attach.  
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• The list of the providers will appear under the Selected Provider’s List.  
• The entry will remain there while you complete additional searches to complete your entries. 
• When all entries are selected and you are ready to attach, select Attach from the bottom left of 

the screen. 
• If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one 

provider at a time. You will have to recomplete step C - forward for any additional entries. 
G. Once all providers have been selected, click on the green Attach button to save all providers. 

 

 
 

H. If a provider is selected in error, click the icon under Action to detach the provider; a pop-up 
message will ask, “Do you want to detach from request?” Click OK. 
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8) Stay Request section for Inpatient (IP) admits only: 
A. Service Type: Leave blank. 
B. Place of Service: Leave blank. 
C. Requested Level of Care: Select Acute Medical/Surgical, Rehab, or N/A. 
D. Expected Admit Date*: Enter date.  
E. Actual Admit Date: Enter Date (if already admitted) 
F. LOS Requested*: Enter number of days requested. For example, 7 days. 
G. Click the blue Add button. 
H. To edit a Stay Request, click on the Gear under Action. A new screen will 

open for edits. 
I. To remove a Stay Request, a box will open to confirm you want to remove it, 

click OK to remove. 

 
 

J. At the end you should see the Stay Request entered, as below. 

 

 
 
9) Add Assessments. Click on the Add Assessment tab.  

 
A. Select and complete the DCM Provider Initial Assessment. 

 

 
 

• There are three questions in the DCM Provider Initial Assessment. 
• Enter Contact Name, Contact Phone Number, and Contact Fax. 
• Always select Complete when finished with an assessment and not just Save. 
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10) Add Documents section: 

A. Click on the blue Add Documents button. 

 
 

B. Document Title*: Enter the name of the document being uploaded. 
C. Document Type and Description: Can be left blank. 
D. Select Document*: Choose Browse and locate your document to upload. 
• Tip: Please only use PDF or DOC files. 
• Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted 

in either PDF or DOC format. 
E. Once you have selected the document to be added, click the green Add button. 

 

 
 

F.  If you have multiple documents, please complete step A through E for each document. 
G. Once all documents have been uploaded, select Save.  
H. The maximum number of allowed documents attached is four (4). If the number of uploaded 

documents exceeds four an error message will appear (see below). Click OK. If you need to add 
more than this, you may either combine documents into one attachment, or attach additional 
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documents after the request has been submitted. The process for this is outlined below in Step 
14. 

 

 
 
11)  Notes section: 

A. Note Type: will auto-populate to Web. 
B. Note Text: Add notes according to the request (i.e., additional information submitted). 
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time. 
D. Click Save. 

 

 
12)  Submit, save, or delete.  

A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered 
information is correct and click Submit. It will ask you to confirm – click OK. 

B. Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for 
later to edit.  

C. Delete: The request will be deleted. 

 

 
 
13) Make a note of the CHPP Reference ID number for your records to locate the episode faster. 

A. Selecting Episode Abstract here allows you to review what was submitted; however, you 
cannot edit from here. 
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B. You can print by selecting Printable View button in the top right corner. 

 

 
 
14)  If you need to submit additional documents, go to the Memory List at the top of the screen. 

Select the episode you were working on in the Memory List. 
 

 
 

A. Click on Add Document and follow Step 10 above to add additional documents. 
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15) Always go to the Memory List and close out of all episodes. This will ensure Comagine Health has 

access to review the submission. Click on the x next to the episodes or click Close All to clear the 
Memory List. 

 

 
 

For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890 
CHPP LOG-ON LINK: https://comaginepp.zeomega.com 

 
I.3 Continued Stay Review  
The following are the steps for submitting continued stay review inpatient (IP) extension requests via 
the CHPP. 
 
Steps 
1) Log In: 

A. Enter current user ID and password. 
B. Compatible with Chrome, Edge, and Firefox. I.E. mode in Edge not required. 

 

https://comaginepp.zeomega.com/


 
 

Page 146 
 

 
 
2) Main View:  

A. Home (Splash) Page – Where Comagine Health posts provider announcements. 
B. Dashboard – Where work can be managed individually (through the To Do tab) or as a team 

(through Team tab). 
C. Menu – To start a New Request or Search Request. 

 

 
 
3) To submit a continued stay review extension request: 

A. Click on Menu and select Search Request from the drop-down. 

 

 
 

B. Client: Select DC MEDICAID.  
C. Insurance ID: Enter the Medicaid ID number, starting with 7. 
D. Enter the Reference ID number. 
E. Click on Search. 

 
4) Medicaid Recipient Search: 
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A. Verify correct member name, date of birth, and insurance ID. 
B. Click on the gear icon next to episode you want to work. 
C. Select Open from the drop-down menu. 

 

 
 
5) Stay Request:  

A. Go to the Stay Request section and click the box next to the last approved length of stay (LOS) 
line. 

 

 
 

B. Click on the Extension button and enter the number of days requested. 

 

 
 

C. If the extension request is 24 hours past the last approved date, then you may receive an error 
message that looks like the following screenshot. This is because currently it is set to error 24 
hours from the last approved date or the next review due date. Comagine health is working on 
extending this 24-hr. timeline, so this error will change. 
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D. Even if you receive the error message and do not have the Extension button available to add 
the number of days requested in the LOS extension request, proceed to the Workflow tab to 
add your assessment.   

 

 
 
6) Update the Notes section: 

A. Click Add Notes. 

 

 
 

B. Note Type: Select Web. 
C. Note Text: Add notes according to the request, such as the number of days requested, or your 

name, phone number, and email address. 
D. Add the discharge date, discharge disposition, and follow up appointments, as applicable.  
E. Note Encounter Date and Note Encounter Time: Auto-populates the date and time. 
F. Click Save. 
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7) Submit the extension:  

A. Click on the Submit Extension button if you are allowed to complete the LOS extension request, 
add notes, and complete the assessment. Click on the IP (episode #) to navigate in the episode 
for assessments and notes. 

 

 
 

 
 
8) Click on the x in the right corner to close the episode when you have completed your request. 
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9) Always go to Memory List and close out of episodes. This will ensure Comagine Health will have 

access to review your submission.  
A. Click on the x next to the episode or click Close All at the bottom to clear the Memory List. 

 

 
 
For CHPP Technical Assistance: 1-800-251-8890 
CHPP Log-On Link: 
https://comaginepp.zeomega.com 
 
I.4 Outpatient Medical Services & Surgical Procedures 
The following are the steps for submitting an outpatient (OP) authorization request via the CHPP. 
 
Steps 
1) Main View:  
A. Home (Splash) Page – Where Comagine Health posts provider announcements. 

B. Dashboard Menu (New Request or Search Request) – Where work can be managed 
individually (through the To Do tab) or as a team (through Team tab). 

C. Menu – To start a New Request or Search for a request. 

https://comaginepp.zeomega.com/
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D. Memory List – Keeps a running list of the episodes viewed so they can be found easily while in 
the CHPP. Should be cleared out at the end of each session. 

 

 
 
2) Submit a New Request: 

A. Click on Menu and select New Request. 

 

 
 

B. Client: Select DC MEDICAID. 
C. Insurance ID: Enter Medicaid ID Number, which starts with 7. 
D. Click on Search. 

 

 
 
3) Medicaid Recipient Search: 

A. Verify correct Member Name, Member Date of Birth, and Insurance ID. 

 

 
 
4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu. 
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5)  Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient 

requests complete:  
A. Request Type*: Enter Prior Authorization or Retrospective. 
B. Time Request: Does not need to be filled in. 
C. Treatment Class: Select N/A (this field MUST be completed even though an asterisk is not 

present). 
D. Request Priority*: Will auto-populate with Non-Urgent. 
E. Treatment Type*: Select the specific type requested: DME/POS, Dental and Orthodontic 

Service, Eyewear and Contact Lenses, Home Health Aide Services, Hospice, Nursing Home Add-
On, Home Health Occupational Therapy, Home Health Private Duty Nursing, Home Health 
Physical Therapy, Home Health Skilled Nursing, OP Medical and Surgical DX or Home Health 
Speech Therapy. 

 

 
 
6)  Fill out the Diagnosis section: 

A. For the Code Type*: ICD10 will auto-populate. 
B. Under Diagnosis*: Only enter one diagnosis at a time. 
• The diagnosis codes will appear in a drop-down menu as you start typing and can then be 

selected. 
• Example: C25.4.0 will appear below and can be selected by clicking on it. 
• If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by 

selecting the yellow star on the Primary Dx line. 
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7)  Fill out the Provider Details section. 

A. To add your organization, click the paperclip icon beside the Requesting Provider drop-down 
underneath Provider Details. 

• This entry is required for users to access the case via the CHPP and receive update on the status 
from Comagine Health. 

B. After adding your organization, please select Attach Providers by clicking on the blue Attach 
Providers button to the right of the paperclip. 

 

 
 

C. Once selected, you will see the screen below. You can do a basic Search or Advanced Search for 
providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider 
Identification Number (NPIN). 

• For facility/vendors and individual selections, searching for the Medicaid Provider ID or the 
NPIN may help narrow the requests rather than searching by a last name.  

• An errant search will trigger you to call Comagine Health for assistance. You may do so or 
attempt your search again using different parameters. 
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D. Click Search. The search results for the agency will appear on the right. 

 

 
 

E. Each provider entry must be paired with a specific provider role selected from the drop-down 
contained inside the Provider Role column within the search result itself.  Tip: Disregard the 
Provider Network drop-down. 

• Facility/vendor is always paired with Admitting. 
• Individual is always paired with Treating. 
• Organization is always paired with Requesting. 
F. Click on the gear ( ) under search results and choose Multiple Attach. 
• The entry will remain there while you complete additional searches to complete your entries. 
• When all entries are selected and you are ready to attach, select Attach at bottom left of the 

screen. 
• If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one 

provider at a time. You will have to recomplete step C - forward for any additional entries. 
G. Select each provider role from the drop-down. They will appear under Provider Details. 
• Admitting: PA is issued to the servicing provider on the 719A. 
• Treating: The prescribing provider who also signs the 719A. 
• Requesting: Ensure CH ID is selected; this allows access to the episode. 
H. Once all providers have been selected then click on the green Attach button to save all 

providers. 
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I. If a provider is selected in error, click the icon under Action to detach the provider. A pop-up 
message will ask, “Do you want to detach from request?” Click OK. 

 
8)  Service/Specialty Drug Request (OP only), enter the following information: 

A. Service Type: Leave blank. 
B. Place of Service: Leave blank. 
C. Code Type*: Select appropriate code type (CPT). 
D. Service Code*: Enter code or search for code; select code by clicking from drop-down box. 
E. Time Frame: Auto-populates to per day. 
F. Time Period: Leave blank. 
G. Modifier: Leave blank. 
H. Start Date*: Enter MM/DD/YYYY or select from calendar.  
I. End Date*: Auto-populates and can be modified up to 60 days for home health requests. 
J. Requested #*: Enter number requested.  
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K. Units: Auto-populates to 1 and can be adjusted; must match requested number.  
L. Click on the blue Add button. 

 

 
 
9)  Outpatient (OP) Service Request view:  

A. To edit a service request, click on the gear icon under Action. A new screen will open for edits.  
B. To remove a service request, a box will open to confirm removal. Click OK to remove. 

 

 
 

10) Add Assessments. Click on the Add Assessment tab.   

 
 

 
 

A. Select and complete the DCM Provider Initial Assessment. 
• There are three questions in the DCM Provider Initial Assessment. 
• Enter contact name, contact phone number, and contact fax. 
• Always select Complete when finished with an assessment and not just Save. 
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11)  In the Documents section:  

A. Click on the blue Add Documents button. 

 
 

B. Document Title*: Enter the name of the document being uploaded. 
C. Select Document*: Choose Browse and locate your document to upload. 
• Tip: Please only use PDF or DOC files. 
• Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be resubmitted 

in either PDF or DOC format. 
D. Document Description: Can be left blank 
E. Once you have selected the document to be added, click the green Add button.  
F. If you have multiple documents, please complete Steps A through E for each document. 
G. Once all documents have been uploaded, select Save. If there are multiple documents, repeat 

the steps above. 

 

 
 

H. The maximum number of allowed documents attached is four (4). If you need to add more than 
this, you may either combine documents into one attachment, or attach additional documents 
after the request has been submitted. The process for this is outlined below in Step 14. 
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12) Under the Notes section, enter the following information:  
A. Note Type: Auto-populates to Web. 
B. Note Text: Add notes according to the request (i.e., additional information submitted). 
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time. 
D. Click Save. 

 

 
 

E. Submit, save, or delete. Review to ensure your entered information is correct and click Submit. 
It will ask you to confirm – click OK. 

• Submit: Episode will be submitted to Comagine Health. 
• Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for 

later to edit.  
• Delete: The request will be deleted. 

 

 
 

13) Make a note of the CHPP Reference ID number for your records to locate the 
episode faster. 
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A. Selecting Episode Abstract here allows you to review what was submitted; however, you 
cannot edit from here. 

B. You can print by selecting Printable View in the upper right corner on this screen. 

 
14) If additional documents need to be submitted, locate the submitted episode by 

clicking on Memory List at the top of the screen, or by completing a search by 
clicking Menu and then Search Request. 

 

 
 

A. Click on Add Document and follow the above step to add additional documents. 

 

 
 
15)  Always go to the Memory List and close out all episodes. This will ensure Comagine Health has 

access to review the submission. Click on the x next to the episodes or click Close All to clear the 
Memory List. 
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For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890 
CHPP LOG-ON LINK: https://comaginepp.zeomega.com 
 
I.5 Durable Medical Equipment, Prosthetics, Orthotics, and 
Medical Supplies (DME/POS)  
The following are the steps for submitting Durable Medical Equipment (DME) Prior Authorization 
requests via the CHPP. 
 
Steps 

1) Main View:  
A. Home (Splash) Page – Where Comagine Health posts provider announcements. 
B. Dashboard Menu (New Request or Search Request) – Where work can be managed 

individually (through the To Do tab) or as a team (through Team tab). 
C. Menu – To start a New Request or Search for a request. 
D. Memory List – Keeps a running list of the episodes viewed so they can be found easily while in 

the CHPP. Should be cleared out at the end of each session. 

 

 
 
2)  Submit a New Request: 

A. Click on Menu and select New Request. 

 

https://comaginepp.zeomega.com/
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B. Client: Select DC MEDICAID. 
C. Insurance ID: Enter Medicaid ID number, starting with 7. 
D. Click on Search. 

 

 
 
3)  Medicaid Recipient Search: 

A. Verify correct Member Name, Date of Birth, and Medicaid Insurance ID. 

 

 
 
4) Under Action, click where it says Add Request and select Inpatient (IP) from the drop-down menu. 

 

 
 
5)  Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient 

requests complete:  
A. Request Type*: Enter Prior Authorization. 
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B. Time Request: Does not need to be filled in, automatically populates to 1 day. 
C. Treatment Class: Select N/A (this field MUST be completed even though an asterisk is 

not present). 
D. Request Priority*: Will auto-populate with Non-Urgent. 
E. Treatment Type*: Select SPECIFIC DME/POS, or DME MADS. 

 
 
6)  Fill out the Diagnosis section: 

A. For the Code Type*: ICD10 will auto-populate. 
B. Under Diagnosis*: Only enter one diagnosis at a time. 
• The diagnosis codes will appear in a drop-down menu as you start typing and can then be 

selected. 
• Example: I67.9 will appear below and can be selected by clicking on it. 
• If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by 

selecting the yellow star on the Primary Dx line. 

 

 
 
7) Fill out the Provider Details section. 

A.  To add your Organization, click the paperclip beside the Requesting Provider dropdown 
underneath Provider Details. 

• This entry is required for users to access the case via the Provider Portal and receive updates on 
status from Comagine Health. 

B. After adding your Organization, please select Attach Providers by clicking on the blue Attach 
Providers button to the right of the paperclip. 
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C.  Once selected, you will see the screen below. You can do a basic Search or Advanced Search for 
Providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider 
Identification Number (NPIN). 

• For facility/vendors and Individual selections, searching for the Medicaid Provider ID or the 
NPIN may help narrow requests versus searching by last name. 

• An errant search will trigger you to call Comagine Health for assistance. You may do so or 
attempt your search again using different parameters. 

 

 
 

D. Click Search. The search results for the agency will appear on the right. 

 

 
 

E.  Each provider entry must be paired with a specific provider role selected from the drop-down 
contained inside the Provider Role column within the search result itself.   

• Facility/vendor is always paired with Admitting. 
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• Individual is always paired with Treating. 
• Organization is always paired with Requesting. 

F.  Click on the gear ( ) under search results and choose Multiple Attach.  
• The entry will remain there while you complete additional searches to complete your entries. 
• When all entries are selected and you are ready to attach, select Attach at bottom left of the 

screen. 
• If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach one 

provider at a time. You will have to recomplete step C - forward for any additional entries. 

G. Select each provider role from the drop-down. 
• Admitting: PA is issued to, also the servicing provider on the 719A. 
• Treating: the prescribing provider who also signs the 719A. 
• Requesting: Ensure QH ID is selected; this allows access to the episode. 
H. Once all providers have been selected, click on the green Attach button to save. 

 

 
 

I. If a provider is selected in error, click the icon under Action to detach the provider; a pop-up 
message will ask, “Do you want to detach from request?” Click OK. 
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8)  Service/Specialty Drug Request (OP only): 

A. Service Type: Leave blank. 
B. Place of Service: Leave blank. 
C. Code Type*: Select appropriate code type (CPT). 
D. Service Code*: Enter code or search for code, select code by clicking from drop-down box. 
E. Time Frame: Auto-populates to per day. 
F. Time Period: Leave blank. 
G. Modifier: Leave blank.  
H. Start Date*: Enter MM/DD/YYYY or select from calendar.  
I. End Date*: Auto-populates and can be modified up to 3 months for DME requests. 
J. Requested #*: Enter number requested.  
K. Units: Auto-populates to 1 and can be adjusted, must match requested number. 
L. Click on the blue Add button. 

 

 
 
9)  Outpatient (OP) Service Request view:  

A. To edit a service request, click on the Gear under Action. A new screen will open for edits.  
B. To remove a service request, a box will open to confirm you want to remove, click OK to 

remove. 
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10) Add Assessments. Click on the green Add 
Assessment button.   

 
A. Select and complete the DCM Provider Initial Assessment. 

 

 
 

• There are three questions in the DCM Provider Initial Assessment. 
• Enter Contact Name, Contact Phone Number, and Contact Fax. 
• Always select Complete when finished with an assessment and not just Save. 

 

 
 
11)  In the Documents section: 

A.  Click on the blue Add Documents button. 
B. Document Title*: Enter the name of the document being uploaded. 
C. Document Type and Description: Can be left blank. 
D. Select Document*: Choose Browse and locate your document to upload. 

• Tip: Please only use PDF or DOC files. 
• Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be 

resubmitted in either PDF or DOC format. 

E. Once you have selected the document to be added, click the green Add button. 
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F. If you have multiple documents, please complete step A through E for each document. 
G. Once all documents have been uploaded, select Save.  
H. The maximum number of allowed documents attached is four (4). If the number of uploaded 

documents exceeds four an error message will appear (see below). Click OK. If you need to add 
more than this, you may either combine documents into one attachment, or attach additional 
documents after the request has been submitted. The process for this is outlined below in Step 
15. 

 

 
 
12)  Under the Notes section, enter the following information: 

A. Note Type: Auto Populates to Web. 
B. Note Text: Add notes according to the request (i.e., additional information submitted). 
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time. 
D. Click Save. 
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13)  Submit, save, or delete.  

A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered 
information is correct and click Submit. It will ask you to confirm – click OK. 

B. Save as Draft: Episode will not be submitted to Comagine Health but will be saved as draft for 
later to edit.  

C. Delete: The request will be deleted. 

 

 
 
14)  Make a note of the CHPP Reference ID number for your records to locate the episode faster. 

A.  Selecting Episode Abstract here allows you to review what was submitted; however, you 
cannot edit from here. 

 

 
 

B. You can print by selecting Printable View button in the top right corner. 
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15) If you need to submit additional documents, go to the Memory List at the top 
of the screen. 

 

 
 

A. Either select the episode you were working on in the Memory List or search for the 
Reference ID in the Search Request. 

B. Click on Add Document and follow Step 11 above to add additional documents. 
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16) Always go to the Memory List and close out all episodes. This will ensure 
Comagine Health has access to review your submission. Click on the x next to 
the episodes or click Close All to clear the Memory List. 

 

 
 
Required Documents for Home Health 
• A DC Medicaid-approved 719A form, completed in its entirety to include frequency, duration, and 

number of units requested and signed by a physician, nurse practitioner, or physician assistant.  
• Any pertinent supporting clinical documentation. 
• Supporting clinical documentation: An independent manufacturer’s price quote - cannot be the 

same as the requesting provider, if using a miscellaneous code. 

 
For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890 
CHPP LOG-ON LINK: https://comaginepp.zeomega.com  
 
I.6 Dental & Orthodontic Service  
The following are the steps for submitting Dental and Orthodontic Prior Authorization requests via the 
CHPP. 
 
Steps 
1) Main View:  

https://comaginepp.zeomega.com/
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A. Home (Splash) Page – Where Comagine Health posts provider announcements. 
B. Dashboard Menu (New Request or Search Request) – Where work can be managed 

individually (through the To Do tab) or as a team (through Team tab). 
C. Menu – To start a New Request or Search for a request. 
D. Memory List – Keeps a running list of the episodes viewed so they can be found easily while in 

the CHPP. Should be cleared out at the end of each session. 

 

 
 
2)  Submit a New Request: 

A. Click on Menu and select New Request. 

 

 
 

B. Client: Select DC MEDICAID. 
C. Insurance ID: Enter Medicaid ID number, starting with 7. 
D. Click on Search. 

 

 
 
3)  Medicaid Recipient Search: 

A. Verify correct Member Name, Date of Birth, and Medicaid Insurance ID. 
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4)  Under Action, click where it says Add Request and select Outpatient (OP) from the drop-down 

menu. 
 

 
 
5)  Fill out the Episode Details with the red asterisks, including the Treatment Class. For Outpatient 

requests complete: 
A. Request Type*: Select Prior Authorization.  
B. Time Request: Does not need to be filled in. 
C. Treatment Class: Select N/A (this field MUST be completed even though an asterisk is not 

present). 
D. Request Priority*: Will also auto-populate with Non-Urgent. 
E. Treatment Type*: Select Dental and Orthodontic Service. 

 

 
 
6)  Fill out the Diagnosis section: 

A. For the Code Type*: ICD10 will auto-populate. 
B. Under Diagnosis*: Only enter one diagnosis at a time. 

• The diagnosis codes will appear in a drop-down menu as you start typing and can then be 
selected.   

• Example: K05.30 will appear below once you select it by clicking on it. 
• If there are multiple diagnoses, the primary diagnosis (Primary Dx) can be amended by 

selecting the yellow star on the Primary Dx line. 
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7)  Complete the Provider Details section. 
• To add an organization, click the paperclip icon beside the Requesting Provider drop-down menu 

underneath Provider Details. 
• This entry is required for users to access the case via the CHPP and receive updates on status from 

Comagine Health. 
• After adding the organization, please select Attach Providers by clicking on the blue Attach 

Providers button to the right of the paperclip. 

 

 
 

C.  Once selected, you will see the screen below. You can do a basic Search or Advanced Search for 
Providers. Enter the DC Medicaid Provider ID that starts with a zero, or the National Provider 
Identification Number (NPIN).  
• For facility/vendors and individual selections, searching for the Medicaid Provider ID or the 

NPIN may help narrow the requests rather than searching by a last name. 

 

 
 

• An errant search will trigger you to call Comagine Health for assistance. You may do so or 
attempt your search again using different parameters.   

D. Click Search. The search results for the agency will appear on the right. 



 
 

Page 174 
 

 

 
 

E.  Each provider entry must be paired with a specific provider role selected from the drop-down 
menu contained inside the Provider Role column within the search result itself. Tip: Disregard 
the Provider Network drop-down.  
• Facility/vendor is always paired with Admitting. 
• Individual is always paired with Treating. 
• Organization is always paired with Requesting. 

F.  Click on the gear icon ( ) under search results and choose Multiple Attach. 
• The list of providers will appear under Selected Provider’s List. 
• The entry will remain there while you complete additional searches to complete your 

entries. 
• When all entries are selected and you are ready to attach, select Attach from the bottom 

left of the screen. 
• If you prefer selecting Single Attach instead of Multiple Attach, this will allow you to attach 

one provider at a time. You will have to recomplete Step C - forward for any additional 
entries. 

G.  Select each provider role from the drop-down menu. 
• Admitting:  PA is issued to, also the servicing provider on the 719A. 
• Treating:  The prescribing provider who also signs the 719A. 
• Requesting: *Ensure CH ID is selected; this allows access to the episode* 

H. Once all providers have been selected, then click on the green Attach button to save all 
providers. 
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I. If a provider is selected in error, click the icon under Action to detach the provider. A pop-up 
message will ask, “Do you want to detach from request?” Click OK. 

 

 
 
8)  Service/Specialty Drug Request (Outpatient only): 

A. Service Type: Leave blank. 
B. Place of Service: Leave blank. 
C. Code Type*: Select appropriate code type (CPT). 
D. Service Code*: Enter code or search for code; select code from drop down box. 
E. Time Frame: Auto-populates to per day. 
F. Time Period: Leave blank. 
G. Modifier: Leave blank. 
H. Start Date*: Enter MM/DD/YYYY or select from calendar. 
I. End Date*: Auto-populates and can be modified up to 6 months for dental requests. 
J. Requested #*: Enter number requested. 
K. Units: Auto-populates to 1 and can be adjusted; must match requested number.  
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L. Click on the blue Add button. 

 

 
 
9)  Outpatient (OP) Service Request view:  

A. To edit a service request, click on the gear icon ( ) under Action. A new screen will open for 
edits.  

B. To remove a service request, a box will open to confirm you want to remove it, click OK to 
remove. 

 

 
 
10) Add Assessments. Click on the green Add Assessment tab.  

 

 
 

A.  Select and complete the DCM Provider Initial Assessment.  
• There are three questions in the DCM Provider Initial Assessment. 
• Enter Contact Name, Contact Phone Number, and Contact Fax. 
• Always select Complete when finished with an assessment and not just Save. 
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11)  In the Documents section: 

A.  Click on the blue Add Documents button. 
B.  Document Title*: Enter the name of the document being uploaded. 
C.  Document Type and Description: Can be left blank. 
D.  Select Document*: Choose Browse and locate the document to upload. 

• Tip: Please only use PDF or DOC files. 
• Tip 2: TIFF files will not be accepted and Comagine Health will ask for clinicals to be 

resubmitted in either PDF or DOC format. 
E. Once you have selected the document to be added, click the green Add button. 

 

 
 

F. If you have multiple documents, please complete step A through E for each document. 
G. Once all documents have been uploaded, select SAVE. 
H. The maximum number of allowed documents that can be attached is four (4). If the number of 

uploaded documents exceeds four an error message will appear (see below). Click OK. If you 
need to add more than this, you may either combine documents into one attachment, or attach 
additional documents after the request has been submitted. The process for this is outlined 
below in Step 15. 
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12)  Under the Notes section, enter the following information: 

A. Note Type: Will auto-populate to Web. 
B. Note Text: Add notes according to the request (i.e., additional information submitted). 
C. Note Encounter Date and Note Encounter Time: Will auto-populate the date and time. 
D. Click Save. 

 

 
 
13)  Submit, save, or delete.  

A. Submit: Episode will be submitted to Comagine Health. Review to ensure your entered 
information is correct and click Submit. It will ask you to confirm – click OK. 

B. Save as Draft: Episode will not submit to Comagine Health; but will be saved as draft for later to 
edit. 

C. Delete: The request will be deleted. 

 

 
 
14)  Make a note of the CHPP Reference ID number for your records to locate the episode faster. 

A.  Selecting Episode Abstract here allows you to review what was submitted; however, you 
cannot edit from here. 
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B. You can print by selecting Printable View in the upper right corner on this screen. 

 

 
 
15)  If additional documents need to be submitted, locate the submitted episode by clicking on 

Memory List at the top of the screen, or by completing a search by clicking Menu and then Search 
Request. 
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A.  Select the episode you were working on in the Memory List or search for the Reference ID in 
the Search Request.  

B.  Click on Add Document and follow Step 11 above to add additional documents. 
 

 
16)  Always go to the Memory List and close out of all episodes. This will ensure Comagine Health 

has access to review your submission. Click on the x next to the episodes or click Close All to clear 
the Memory List. 

 

 
 
Required Documents for Dental Reviews 
• Include a 719A form – the appropriate descriptions of the dental service, summary reason 

regarding the nature of the question and the dental procedure code on the 719A form used to 
request prior authorization. 

• DC Medicaid-approved 719A form completed in its entirety to include duration and number of 
units requested for the respective service. 

• The 719A form is to include a dental diagnosis (ICD-10 code) related to the need for the dental 
service. 

• A brief summary justification regarding the services requested. 
• Letter of necessity for a beneficiary with cognitive, physical, or psychologically impairment. 
• Anesthesia request –submit on the 719A form the service codes that are related to the anesthesia 

request. Include the anesthesia code and anesthesia licensure number on the 719A form. 
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• X-ray(s), dental CBCT scan if applicable, Panorex, periodontal charting and pictures must include 
(the date of service, name, and date of birth of the beneficiary). 

• Supporting clinical documents/medical history. 

 
For CHPP TECHNICAL ASSISTANCE: 1-800-251-8890 
CHPP LOG-ON LINK: https://comaginepp.zeomega.com 
 
 

https://comaginepp.zeomega.com/
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