
       

Date: _____________      Medicaid CMO Hassle Factor  
& Barrier to Care Form  

     
Part 1 
Please PRINT and complete each section of this form, including as much specific information as possible. 

 
 
Physician Name: _______________________________________________Specialty: __________________________________ 
 
Name of Practice: _________________________________________Medicaid/CMO Provider I.D. Number: ________________ 
 
Contact Information:  ______________________________________________________________________________________ 
                                     (Phone number)     (E-mail Address) 
 
Name of CMO (pls circle):  Amerigroup  Peach State  Wellcare 
 
This is a:      first time problem          recurring problem (how many x ? ____) 
 
 

…………….CHECK ALL THAT APPLY………….. 
Part 1: Subject of Hassle (Admin. Or Logistical) X Actions Taken by Physician 

or Staff 
X

Denial or reduction of payment/ failure to define purpose of denial  Make telephone call(s) – How many? --  
Non-payment for services or failure to meet 15-day requirement  Write letter and/or narrative report  

Prior-Authorization/Pre-Cert complications (denials, delays, inappropriate)  Resubmit claims  

Inability to refer patients to sub-specialists in timely manner or not at all  Review office medical records  

Credentialing delay/ Loss of application/ Failure to load into system in timely manner  Copy and send medical records  
Inability or delays in verifying patient eligibility  Request meeting with Provider Field 

Representative 
 

Auto-assignment: Patients inappropriately assigned/loss of patients  Seek outside assistance  
Claims Management Software/EDI Issues  Consult with colleagues  
Failure to provide EOP/EOB’s in a timely manner or with the necessary information  Retrieve, review, and send hospital 

medical records 
 

New unique requirements in claims submission not clearly communicated  Other (describe)  
Failure to recognize CPT modifiers    
Restrictive drug formulary    
Restrictive treatment plans    
Inability of difficulty checking status and/or correcting claims via Web portal    
Difficulty obtaining information from customer service or provider relations    
Other (describe)    

 
DESCRIPTION 

Briefly describe the problem(s) encountered, and actions taken and any responses. Attach additional sheets 
as needed, including copies of any relevant documents. 
_______________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 
 
Please complete Part 2 on the next page if necessary.  
 
Fax completed form (Parts 1, 2, or both) to Georgia Chapter, American Academy of Pediatrics, Fax: 404-249-9503.  



Part 2: Medicaid CMO Clinical Care Barrier Report 
 
Note: use Part 1 of the Medicaid CMO Hassle Factor Form to report logistical problems with CMOs.  Use 
this Part of the form to report CMO policies/procedures that negatively impacted patient care, including 
barriers to the timely delivery of medically necessary care that resulted in either complications for the 
patient (sub-optimal outcome, preventable complication, preventable hospital admission) or placed the 
patient at increased risk of complications. 
 
Please print legibly. 
Name of CMO (pls circle) Amerigroup  Peach State  Well Care 
 
Child’s initials________ Child’s age______ 
Medicaid id# ____________________________ 
 
Health Care Provider Office Contact Information: 
 Name ________________________________________  
 E:mail ________________________________________ 
 Phone: ________________________________________ 
 
 
Child’s Clinical Presentation: 
________________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Barrier Encountered: 
________________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Outcome: 
________________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
 
Complication(s): 
________________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Fax completed form (Parts 1, 2, or both) to Georgia Chapter, American Academy of Pediatrics, Fax: 404-249-9503.   
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