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H. Indiana law requires that a utilization review agent must "ensure that every utilization review determination as to the necessity or 
appropriateness of an admission, service or a procedure is reviewed by a physician or determined in accordance with standards or guidelines 
approved by a physician."  Please provide a separate signed statement by a physician licensed in the United States, employed or under contract 
to your utilization review firm, verifying that determination made as to necessity or appropriateness of admission, service, or procedure are 
reviewed by a physician licensed in the Untied States or determined in accordance with standards or guidelines approved by a physician 
licensed in the United States. In lieu of this signed statement, your firm may provide other appropriate documentation to satisfy the requirement 
of the law. 

Indiana law requires that a utilization review agent must provide, upon request, a written description of the appeals procedure to a covered individual 
or enrollee or the person's provider of record.  The appeals procedure must comply with the following requirements:  

A. on appeal, the determination not to certify an admission, service or a procedure as necessary or appropriate must be made by a health 
care provider licensed in the same discipline as the provider of record;  

B. adjunction to the appeal of a determination must be completed within thirty (30) days after the appeal is filed and all information 
necessary to complete the appeal is received; and  

C. if a medical review determination results in a limitation or reduction of benefits, a notice of appeals procedure shall be provided by the 
utilization review agent to the provider who rendered the health care services.  

Does the appeals procedure of your firm meet the above standards? Yes No 
 

Certification 
 
This company, through its duly authorized officer, hereby applies for the registration authorizing it to operate as a utilization 
review agent in the State of Indiana, and do hereby swear that all responses, information, exhibits and documentary evidence 
submitted in support of this application are true and correct. 

 I certify that there have been no changes to any application information and documentation submitted during the last 
year; or 

 I certify that there have been changes to the previously submitted application information and documentation and 
have attached the revised documentation. 

_____________________________________________________________________________________________ 
Certified by: 
 
_____________________________________________________________________________________________ 
Signature of Applicant  Date   Printed Name of Signature   Title 
 
 
Please mail completed application, checklist, fee and other documents to: 
 
Attn:  UR Coordinator 
Indiana Department of Insurance 
311 W. Washington St., Suite 300 
Indianapolis, IN 46204-2787 
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