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	POLICY STATEMENT



To ensure all newly enrolled Medi-Cal and dually eligible for Medi-Cal and Medicare managed care members receive a comprehensive Initial Health Appointment (IHA) within the required timeframe to establish a patient-provider relationship, address immediate health needs, and create a proactive plan for preventative care and health management. 

This policy applies to all clinical and administrative staff involved in the scheduling, documentation, and provision of care for new Medi-Cal and dually eligible for Medi-Cal and Medicare managed care members. 

All new Medi-Cal and dually eligible for Medi-Cal and Medicare members assigned to our clinic will be offered and provided an IHA within 120 calendar days of their enrollment, in accordance with the Department of Health Care Services (DHCS) All Plan Letter (APL) 26-001. Additional guidance can be found in the January 2026 DHCS  Population Health Management (PHM) Policy Guide. The IHA must include a comprehensive assessment and be documented in the member’s medical record. 

	PROCEDURE



A. Member Identification and Outreach

1. Monthly Rosters: Upon receipt of monthly eligibility rosters from the Medi-Cal managed care plan, the Delegate or clinic will identify all newly enrolled members.
2. Initial Contact: Within [e.g., 5-7 business days] of receiving the roster, clinic staff will make a documented attempt to contact the new member to schedule the IHA. Attempts may be made by phone or written correspondence.
3. Scheduling Attempts: A minimum of two documented telephone attempts and one written attempt will be made to schedule the IHA and must be documented in the member’s medical record.
4. Member Refusal or No-Show: If a member refuses to schedule an IHA, the refusal must be documented in the member’s medical record. If the member misses a scheduled PCP appointment, two additional documented attempts including by phone and written must be conducted and documented in the medical record. 
B. Initial Health Appointment (IHA) Visit

1. Comprehensive Assessment: During the IHA, the provider will conduct a comprehensive assessment that includes, but is not limited to, the following:
a. Health History: Complete medical, social, and family health history, including mental and behavioral health. History of member’s behavioral health should include brief emotional/behavioral assessment (e.g., depression inventory, attention deficit/ hyperactivity disorder [ADHD] scale), with scoring and documentation, per standardized instrument.
i. Examples of commonly used tools: 
1. Ages and Stages Questionnaire: Social-Emotional (ASQ-SE or ASQ:SE-2)
2. Survey of Wellbeing of Young Children (SWYC)
3. Strengths and Difficulties Questionnaire (SDQ)
4. Patient Health Questionnaire, (PHQ-2) (If positive, administer PHQ-9)
b. Physical Exam: A comprehensive physical examination appropriate for the member's age.
c. Risk Identification: A health risk assessment within 120 days of effective date of enrollment or PCP effective date. Assessment related to health and social needs of members, including cultural, linguistic, and health education needs, health disparities and inequities, lack of coverage/access to care, social drivers of health (SDOH).
i. Examples of tools:
1. SDOH – AAFP Social Needs Screening Tool
2. Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE)
3. Cognitive Health Assessment (65+) – General Practitioner Assessment of Cognition, Mini-Cog, Eight-item Informant Interview to Differentiate Aging and Dementia
4. Adverse Childhood Experiences (ACEs) (Birth to 64)

d. Preventive Care Needs: Evaluation of the member's need for preventive screenings, immunizations, and other services based on age and risk factors.
e. Health Education: Provision of health education and anticipatory guidance specific to the needs of the member.
f. Diagnosis and Treatment Plan: Establishment of a diagnosis and a plan for treatment of any identified conditions.
2. Age-Specific Requirements: For members under age 21, the IHA must align with the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) requirements and the American Academy of Pediatrics (AAP) Bright Futures periodicity schedule.
3. Culturally and Linguistically Appropriate Care: The IHA will be conducted in a manner that is culturally and linguistically appropriate for the member, with interpreter services available, as needed. 
4. IHA Completion Opportunities: 
a. The Initial Health Appointment(s) requirement can be completed over the course of multiple visits. The conclusion of the PCP’s assessment must be documented in the member’s medical record.
b. Telehealth visits can be used as an option for completing one or more components of the Initial Health Appointment(s) requirement, but not all of the requirement. The conclusion of the PCP’s assessment must be documented in the member’s medical record.
c. The Initial Health Appointment(s) is not required if the member's Primary Care Provider (PCP) determines that the member's medical record contains complete information that was updated within the previous 12 months. This information must be assessed by the PCP during the first 120 days of member enrollment. 
d. Other reasons a member may not complete the Initial Health Appointment(s) requirement are the following: 
i. Member disenrolled before 120 days
ii.  Member refuses Initial Health Appointment(s) completion
iii. Reasonable attempts by the MCP or delegated provider to contact the member were unsuccessful. All Initial Health Appointment(s) requirement attempts should be documented in the member’s medical record.
C. Documentation

1. Medical Record: All components of the IHA visit must be meticulously documented in the member's medical record. Documentation must support the diagnosis, treatment plan, and billing code used.
2. Billing: The IHA visit must be billed using the appropriate ICD-10-CM codes (Primary Diagnosis), and any supplemental preventive screens or tests should be coded and billed accordingly.
3. Compliance: All documentation will be maintained and made available for audit purposes by the managed care plan or DHCS. 
D. Oversight Staff Training and Compliance

1. Regular Training: All clinical and administrative staff will receive regular training on the IHA process, including the specific requirements of the managed care plans with which the clinic contracts. For example, the Provider Manual and Newsletter are provided to the provider, and the Delegate maintains record of training. 


	MONITORING



Managed Care Plan (MCP) monthly IHA Rate Reports and PCP Assignment Detail Reports must be utilized as actionable operational tools that support timely outreach, scheduling, and compliance monitoring, rather than serving solely as administrative data.
A. Delegate-Level Responsibilities: 
1. Distribute Provider-Level Performance Data: 
a. Upon receipt of the monthly IHA Rate Report, the delegate must stratify the data to the individual PCP or site level.
b. Any provider or site falling below the 80% IHA completion threshold must: 
c. Be notified within five (5) business days, and
d. Receive a performance summary identifying:
i. Total eligible members
ii. Completed IHAs
iii. Pending IHAs
iv. Missing or insufficient outreach attempts

2.   Assign Actionable Member Rosters

a. The New Member Monthly Roster distributed by SFHP must be separated by PCP or clinic site and must highlight members needing outreach or pending IHA. 
b. Delegates must distribute the roster to the clinic’s front office, care coordination team, or designated outreach staff within five business days of receipt.
c. Mandate “Red‑Zone” Outreach Prioritization: Delegates must instruct providers to flag members at 60+ days since enrollment without a completed IHA and prioritize these members for immediate outreach and scheduling to ensure completion before the 120‑day limit.
d. Delegates may provide clinics with instructions for using the Health Plan’s Provider Portal to access real‑time rosters (see Provider Portal User Guide, page 15).

3.   Weekly New Member Outreach Audit

a. Delegates must conduct a weekly outreach audit of the New Member Roster.
b. Expectation: There must be zero members over 60 days since enrollment without a scheduled IHA appointment.
c. Any member approaching or exceeding 60 days must be escalated to the provider for immediate outreach and scheduling.

Summary Checklist for Delegates:
	Monitoring Action
	Frequency
	Goal

	New Member Outreach Audit
	Weekly
	Zero members over 60 days without an appt.

	IHA Medical Record Review
	Quarterly
	90% or higher clinical documentation score.

	Coding Training for PCPs
	Semi-Annually
	Reduce use of "Evaluation & Management" codes for IHAs.

	Member Refusal Tracking
	Monthly
	Capture "Informed Refusal" to protect HEDIS/Quality scores.


B. Provider-Level Responsibilities:

1. Review Assigned Member Rosters
a. Providers or designated clinic staff must review the New Member Monthly Roster (or pull equivalent data from the Provider Portal) to identify members who are newly enrolled or have not yet completed an IHA.
b. Staff must ensure all members requiring outreach, scheduling, or documentation review are added to the clinic’s internal follow‑up workflow. (e.g., by checking Enrollment Effective Dates against scheduled IHA appointment).
2. Conduct Timely Outreach and Scheduling
a. Clinics must initiate outreach for any member without a scheduled IHA, prioritizing members closest to their enrollment effective date.
b. Outreach attempts must follow requirements (at minimum 2 phone calls and 1 written attempt) and be documented in the member’s medical record. 
c. If the member misses a scheduled PCP appointment, two additional documented attempts including by phone and written must be conducted and documented in the medical record. 
3. Compare Enrollment Dates to Appointment Activity
a. Staff must verify each member’s Enrollment Effective Date and ensure an IHA is scheduled and completed within the 120‑day requirement.
b. Members with missed or canceled appointments must be re‑engaged promptly.
4. Follow IHA Documentation Protocol
a. Clinic staff must flag charts with:
i. “IHA candidate – verify Z00-series diagnosis” for full IHA visits, or
ii. “IHA components initiated” when the IHA is completed across multiple visits, for first visit.
b. Providers must ensure documentation meets IHA standards and includes all required components.
5. Prioritize “Red Zone” Members 
a. Providers must flag any member who reaches 60+ days since enrollment without a completed IHA.
b. These Red‑Zone members must be given priority scheduling and outreach to ensure completion before the 120‑day limit.
6. Maintain Weekly Tracking
a. Clinics must monitor weekly which members:
i. Have no scheduled IHA
ii. Require follow‑up outreach
iii. Are approaching the 60‑day or 120‑day thresholds
7. Maintain "Outreach and Refusal" Logs
a. Providers must maintain documented evidence of outreach attempts for members who have not completed an IHA.
i. The Workflow: Standardize documentation for Unable to Reach (UTR) and Informed Refusal outcomes.
ii. The Instruction: "Review logs to ensure at least three outreach attempts, including two phone calls and one written notice, are documented for members who did not complete an IHA.”
a. If a member refuses, the chart must contain either a signed refusal form or a detailed note documenting a verbal refusal.
b. If the member misses a scheduled PCP appointment, two additional documented attempts including by phone and written must be conducted and documented in the medical record.
8. Conduct "Quarterly Claims-to-Chart" Reconciliations
a. Review claims data to reconcile delayed claims or those coded incorrectly.
i. The Workflow: Pull a sample of claims billed with preventive codes (99381–99397).
ii. The Instruction: "Match the claim to the medical record. Verify that the clinical note contains the mandatory IHA elements (SDOH, Behavioral Health, and Physical Exam). If a preventive claim exists but the note is missing these elements, it is a failure of compliance and requires provider retraining."  
9. Perform "Model of Care" (MOC) Gap Analysis (for Duals)
a. For members in Dual-Eligible (D-SNP) plans, the IHA is the primary source of data for the NCQA-mandated Individualized Care Plan (ICP).
i. The Workflow: Audit whether IHA findings were uploaded into the care management system.
ii. The Instruction: "Verify that 100% of high-risk findings identified during the IHA (e.g., food insecurity, fall risk) were converted into a Care Plan Goal within 30 days of the appointment. A completed IHA with no corresponding update to the member’s Care Plan is considered a failure in MOC compliance."





Summary Checklist for Providers:
	Monitoring Action
	Frequency
	Goal

	New Member Review & Scheduling

	Weekly
	All new members added to workflow; no members unscheduled past 30 days.


	Red‑Zone Member Prioritization
	Weekly
	Zero members reaching 60+ days without a scheduled IHA.

	Outreach Attempt Documentation
	Monthly
	Minimum 2 phone + 1 written outreach attempts documented for all members without a complete IHA.

	Refusal / UTR Log Maintenance
	Monthly
	100% of refusals documented (signed or verbal note) and UTR attempts logged.

	IHA Documentation Accuracy Check

	Monthly
	100% of completed IHAs contain required elements (SDOH, BH screening, Physical Exam).

	Missed Appointment Follow‑up
	Monthly
	Two additional outreach attempts (phone + written) documented for all missed appointments.

	Claims‑to‑Chart Reconciliation
	Quarterly
	100% match between preventive claims (99381–99397) and chart documentation.

	Model of Care (MOC) Gap Analysis – D‑SNP
	Quarterly
	100% of high-risk IHA findings added to Care Plans within 30 days.

	IHA Coding Review
	Semi‑Annually
	Proper use of Z00-series codes; reduced improper E&M coding for IHAs.









	DEFINITIONS



1. Initial Health Appointment (IHA)
A comprehensive clinical encounter between a new member and their Primary Care Provider (PCP) is required within 120 days of enrollment. It is a holistic assessment of the members’ physical and mental health, social risks, and preventive care needs.
2. Dual-Eligible Member
An individual who is enrolled in both Medicare (Part A and/or B) and Medi-Cal. For these members, the IHA must specifically address the coordination of benefits between both programs and identify any "carve-out" services.
3. 120-Day Compliance Window
The mandated timeframe for IHA completion, which begins on the effective date of enrollment with the Managed Care Plan (MCP), not the date the member first establishes care or chooses a PCP.
4. Social Determinants of Health (SDOH)
The non-medical factors that influence health outcomes (e.g., housing stability, food security, transportation, and physical safety). Documentation of SDOH is a mandatory component of the IHA under DHCS APL 26-001
5. Behavioral Health and SUD Screening
The use of validated, age-appropriate tools to identify risks for mental health disorders or Substance Use Disorders (SUD). Common tools include the PHQ-9 (Depression), GAD-7 (Anxiety), and SBIRT (Screening, Brief Intervention, and Referral to Treatment).
6. Health Risk Assessment (HRA)
A formal survey—often conducted by the plan or delegate—used to identify high-risk members. While the HRA and IHA are separate, the findings from the IHA must be used to update or validate the member’s Individualized Care Plan (ICP).
7. Individualized Care Plan (ICP)
A member-centric document that outlines the specific health goals, interventions, and responsible parties for a member's care. For Dual-Eligible members, the ICP is a cornerstone of the NCQA Model of Care (MOC) requirements.
8. Staying Healthy Assessment (SHA) / Individual Health Education Behavioral Assessment (IHEBA)
The legacy state-mandated assessment forms. Note: While the specific SHA forms are no longer mandatory as of 2023, the clinical domains they covered remain a requirement for the IHA.
9. Delegation Oversight
The process by which the Managed Care Plan (MCP) monitors the performance of its subcontractors (the delegate) to ensure they are meeting DHCS and NCQA standards.
10. Preventive Services (USPSTF A & B)
Clinical services—including screenings, checkups, and patient counseling—that the U.S. Preventive Services Task Force recommends for all asymptomatic patients to prevent illness or disease.





















	AFFECTED DEPARTMENTS/PARTIES



Arial 12 pt, Align Left, No bullet list
Department – Functional Department

Affected Departments/Parties identify the departments who need to abide by this particular policy and/or who has a responsibility within this policy to monitor or carry out  the stated procedure. This also includes Delegated Groups and Network Providers, as well as SFHP Committees that are impacted. 

	RELATED POLICIES & PROCEDURES, DESKTOP PROCESS and PROCESS MAPS



Arial 12 pt, Align Left, Numerical list

Numerically list related policies & procedures, desktop process, and process maps. Related Policies & Procedures, DTP and Process Maps refer to documents that are impacted by this P&P. Do not include hyperlinks.
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	REFERENCES



1.       SFHP Provider Manual
2. CALAIM: Population Health Management (Phm) Policy Guide January 2026
Population Health Management (PHM) Policy Guide

3. California Department of Health Care Services (DHCS) Requirements
· DHCS All Plan Letter (APL) 26-001: Initial Health Appointment: The primary authority. Mandates the 120-day completion requirement and defines the shift from "Assessment" to "Appointment."
· DHCS APL 24-004: Quality Improvement And Health Equity Transformation Requirement: Outlines the performance measures and quality indicators that the IHA data supports.
· DHCS APL 24-016: Diversity, Equity, And Inclusion Training Program: Ensures the IHA is conducted in the member’s preferred language and that translated materials are provided.
3. National Committee for Quality Assurance (NCQA) Standards
· NCQA Health Plan Accreditation (HPA) Standard PHM 2 (Population Identification): Focuses on integrating the IHA data into health risk assessments and population health workflows.
· NCQA HPA Standard MBS 1 (Medicaid Benefits and Services): Confirms the plan and its delegates provide all state-mandated benefits, including timely IHA access.

· NCQA HPA Standard QI 1 (Quality Management and Improvement): The governing standard for Delegation Oversight, requiring the plan to audit the group's IHA medical records and policies.
4. Clinical & Preventive Frameworks
· USPSTF A and B Recommendations: Lists the mandatory preventive screenings (e.g., depression, obesity, hypertension) that must be addressed or scheduled during the IHA.
· AAP/Bright Futures Periodicity Schedule: The required clinical framework for all pediatric IHAs.
· CDC/ACIP Immunization Schedules: The authoritative source for age-appropriate vaccines that must be verified during the IHA.
5. Contractual & Legal References
· California Code of Regulations (CCR) Title 22, Section 53851: Provides the legal basis for Managed Care Plan (MCP) service delivery and member assessments.
· Medi-Cal Managed Care Boilerplate Contract: Specifically Exhibit A, Attachment 10 (Scope of Services), which binds the delegated group to these health assessment timelines.































Disclaimer: This document is a sample template provided for informational purposes only. To ensure this policy meets the standards of your organization prior to implementation, it is the responsibility of the delegated entity to customize and align this policy with your specific organizational workflows, clinical methods, and contract requirements. 
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