March 2011 Medicaid Provider Quality Assurance Questionnaire
	
	Question
	Response



	
	
	YES
	NO

	1
	Have you found your current experience in providing services to Medicaid recipients of significant value to the community and society as a whole? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Do you regard your experience as a N.C. Medicaid provider overall to be a positive experience? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Do your colleagues enrolled in the Medicaid program view their impact on improving health to recipients as value added? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Do you find the administrative services and education information provided by DMA on its website, bulletins, and customer service to be adequate in supporting a high level of health care for Medicaid recipients? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Do you or your staff ask all Medicaid recipients to present their Medicaid card as well as identification prior to providing services?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Would you be willing to support more use of telehealth monitoring, which is the remote exchange of a patient’s vital signs and other biometric data between the patient’s home and the medical provider? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Are you knowledgeable of changes in Medicaid clinical policy that affect your patients? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Have you (personally) recommended changes to N.C. Medicaid clinical policy on improvements that may positively affect your patient’s outcome? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	9
	Do you believe that North Carolina’s clinical policies addressing Medicaid patients are fair and meet the needs of a majority of the patients? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10
	Are Medicaid recipients more likely to keep their initial appointments than other covered patients? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11
	Are patients always notified in writing of a non-covered Medicaid service?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12
	When Medicaid recipients are added to your schedule, are they allotted ample time for you to meet their often complex medical needs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13
	Do you have a formal process to measure Medicaid patient customer satisfaction in your practice? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	14
	Has your business relationship (i.e., billing, payment, clinical policy, and enrollment) experience with N.C. Medicaid been at a high professional level? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	15
	Do you or your staff need more training and direction (i.e., billing, payment, clinical policy, and enrollment) from DMA? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	16
	Would you consider your experience with the N.C. Medicaid Program to be a collaborative partnership? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	17
	Would you prefer to handle all enrollment and recertification and other communication with the Medicaid program electronically? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	18
	Are you knowledgeable of the Electronic Health Record (EHR) initiative and the federal funding available to support its development among practitioners? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	19
	Do you agree that there is a need to verify the criminal history of those that provide health care to Medicaid recipients? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	20
	Are the current EOBs easily understood and useable? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Please submit your completed questionnaire to DMA Provider Services by e-mail at ncdma.providerqasurvey@lists.ncmail.net or by fax to 919-715-8548.

All responses will be kept confidential.


