
13.10.17 NMAC 1 

This is an amendment to 13.10 NMAC, Sections 11 and 12, effective March 1, 2020. 

 

13.10.17.11 [INITIAL DETERMINATIONS: 
 A. Expedited initial decision.  A health care insurer shall make its initial certification or adverse 

determination decision in urgent care situations in accordance with the medical exigencies of the case.  The health 

care insurer shall make decisions within 24 hours after receipt of the request for an expedited decision.  An 

expedited decision is not available for post-service claims. 

 B. Standard initial decision.  A health care insurer shall make all other initial utilization review 

decisions within five days after receipt of the request.  The health care insurer may extend the review period for a 

maximum of 10 days if it: 

  (1) can demonstrate reasonable cause beyond its control for the delay; 

  (2) can demonstrate that the delay will not result in increased medical risk to the covered 

person; and 

  (3) provides a written progress report and explanation for the delay to the covered person and 

provider within the original five-day review period. 

 C. Coverage.  When considering whether to certify a health care service requested by a provider or 

covered person, the health care insurer shall determine whether the requested health care service is covered by the 

health benefits plan.  Before denying a requested health care service on grounds of a lack of coverage, the health 

care insurer shall determine that there is no provision of the health benefits plan under which the requested health 

care service could be covered.  If the health care insurer finds that the requested health care service is not covered by 

the health benefits plan, the health care insurer need not address the issue of medical necessity. 

 D. Medical necessity. 

  (1) If the health care insurer finds that the requested health care service is covered by the 

health benefits plan, then when considering whether to certify a requested health care service, the health care insurer 

shall assign a physician, registered nurse, or other health care professional to determine, within the timeframe 

required by the medical exigencies of the case, whether the requested health care service is medically necessary. 

  (2) Before a health care insurer denies a health care service requested by a provider or 

covered person on grounds that it is determined to be not medically necessary, experimental, or investigational a 

physician shall render an opinion, either after consultation with specialists who are experts in the area that is the 

subject of review or after application of uniform standards used by the health care insurer.  The physician shall be 

under the clinical authority of the medical director responsible for health care services provided to covered person. 

 E. Incomplete information.  If the covered person fails to provide sufficient information to 

determine whether, or to what extent, benefits are covered or payable under the health benefits plan, the covered 

person shall be afforded a reasonable amount of time, taking into account the circumstances, but not less than two 

days, to provide the specified information. 

  (1) Expedited initial decision.  If the covered person has been afforded time to provide 

additional information, then the health care insurer shall have 24 hours after the additional information is received to 

make its determination. 

  (2) Standard initial decision.  If the covered person has been afforded time to provide 

additional information, then the health care insurer shall have five days after the additional information is received 

to make its determination.]  RESERVED 
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13.10.17.12 NOTICE OF INITIAL DETERMINATION: 

 [A. Certification.  The health care insurer shall send written notice to the covered person and provider 

of the certification by mail or electronic communication within one day after the date the health care service was 

certified, unless earlier notice is required by the medical exigencies of the case. 

 B. Notice of adverse determination or administrative decision; explanatory contents.  The health 

care insurer shall notify a covered person and provider of an adverse determination by telephone or as required by 

the medical exigencies of the case, but in no case later than one day after making the adverse determination.  

Additionally, the health care insurer shall notify the covered person and provider of the adverse determination or 

administrative decision in writing by mail or electronic communication sent within one day after the telephone 

notice. 

 [C.] Contents of notice of initial adverse determination or administrative decision. 
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  (1) The notices required in Paragraph C, Subparagraphs (2) and (3) of Section 13.10.17.12 

shall be provided to the covered person, the covered person’s authorized representative, if applicable, and to a 

provider or other health care professional with knowledge of the covered person’s medical condition.] The notices 

required in Paragraphs A and B, of this section shall be provided to the covered person, the covered person’s 

authorized representative, if applicable, and to a provider or other health care professional with knowledge of the 

covered person’s medical condition. 

 A. [(2)] Adverse determination. 

  (1) [(a)] If an adverse determination is based on a determination that the requested 

service is experimental, investigational or not medically necessary, clearly and completely explain why the 

requested health care service is not medically necessary or is experimental or investigational; a statement that the 

health care service is not medically necessary, is experimental, or is investigational will not be sufficient. 

  (2) [(b)] If an adverse determination is based on a lack of coverage, identify all health 

benefits plan provisions relied on in making the adverse determination, and clearly and completely explain why the 

requested health care service is not covered by any provision of the health benefits plan; a statement that the 

requested health care service is not covered by the health benefits plan will not be sufficient. 

  (3) [(c)] If the service has already been provided, then include the date of service, the 

provider, the claim amount (if applicable), and a statement describing the availability, upon request, of the diagnosis 

code and its corresponding meaning, and the treatment code and its corresponding meaning. 

  (4) [(d)] Include a description of the health care insurer’s standard that was used in 

denying the claim. 

  (5) [(e)] Provide information stating that a request for review of an adverse determination 

must be filed with the health care insurer within 180 days. 

  (6) [(f)] If the adverse determination involves an urgent care situation, provide 

information that an expedited IRO review to be conducted at the same time as an expedited internal review may be 

requested. 

  (7) [(g)] Describe the procedures and provide all necessary grievance forms for 

requesting internal review of the decision. 

 B. [(3)] Administrative decision. 

  (1) [(a)] If the decision involves claims payment, handling or reimbursement for health 

care services, identify the provisions of the plan that were relied upon in making the decision, including cost-sharing 

provisions such as co-payments, co-insurance and deductibles. 

  (2) [(b)] If the decision involves termination of coverage, identify the provisions of the 

plan that were relied upon in making the determination. 

  (3) [(c)] If the service has already been provided, then include the date of service, the 

provider, the claim amount (if applicable), and a statement describing the availability, upon request, of the diagnosis 

code and its corresponding meaning, and the treatment code and its corresponding meaning. 

  (4) [(d)] Provide information that a request for an internal review of an administrative 

decision must be filed with the health care insurer within 180 days. 

  (5) [(e)] Describe the procedures and provide all necessary grievance forms for 

requesting internal review of the decision. 
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