Credentialing Services

Credentialing Speed & Bottleneck
Elimination Guide

An Operational Framework to Cut Payer Enrollment Timelines by Up
to 45 Days

Executive Summary

The national average turnaround time for medical credentialing is 90 to 150 days. Every 30-day
delay in getting a provider credentialed costs an average outpatient practice $30,000 to $65,000
in unbillable or delayed revenue.

The primary causes of delays are rarely health plan processing times alone; rather, they stem
from incomplete intake dossiers, unverified work history gaps, passive follow-up schedules, and
missing document updates. This guide outlines the concrete operational strategies
high-efficiency practices use to cut credentialing turnaround times to 45 to 60 days.

Part 1: Anatomy of Credentialing Delays: Where Time Is Lost

Understanding where applications stall allows practice administrators to eliminate bottlenecks
before they occur:

Standard Payer Review Timeline (120 Days)

Intake & Audit Primary Source Verification | Committee Review & Contracting

(Days 1-30) (PSV) (Days 61-120)
(Days 31-60)

1\ 70% of delays occur here
due to missing records,
unverified references, or
unresponsive peer reviewers.

Part 2: The 5 High-Impact Velocity Strategies
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The 5 Credentialing Acceleration Rules

. The Zero-Defect Intake File Build a complete document dossier before touching a
single portal.
. The 30-Day CV Gap Audit Eliminate all unverified work gaps across the entire

career timeline.

. Pre-Warmed Peer References Contact peer references in advance so responses
return within 48 hours.

. The 7-Day Follow-Up Rhythm Never allow a file to sit in payer queues without
verified status.

. Electronic-Only Submissions Eliminate paper forms; submit exclusively via PECOS,
CAQH, and payer portals.

STRATEGY 1: Implement the "Zero-Defect" Intake Protocol

Never submit an initial application piecemeal. Payers do not review applications in stages; a
single missing document pauses the entire file.

o Enforce the Pre-Flight Checklist: Collect every active license, federal DEA, state CDS,
board certificate, diploma, and 12-month malpractice COI before submitting.

o Verify NPPES & W-9 Uniformity: Ensure the legal entity name, Tax ID (EIN), physical
practice address, and taxonomy codes match across NPPES, IRS Form CP-575, and
CAQH ProView. Discrepancies between "LLC" and "Inc." can cause immediate rejection at
the intake clearinghouse.

STRATEGY 2: Eliminate Work History Gaps (The 30-Day Rule)

The #1 reason files are flagged for secondary manual review by Credentialing Verification
Organizations (CVOs) is an unverified gap in employment.

o Audit the CV Chronology: Inspect the provider's CV in MM/YYYY to MM/YYYY format
from medical/professional school graduation to the present day.

o Draft Proactive Gap Statements: If any gap exceeds 30 calendar days, include a signed
narrative explanation directly in the submission packet (e.g., "Studying for USMLE Step 3
/ Board Exams: 06/2023 — 08/2023" or "Relocation and state licensing processing:
01/2024 - 03/2024").

STRATEGY 3: Pre-Warm and Prep Peer References




Primary source verification of clinical competence frequently stalls because peer references do
not respond to mailed or emailed inquiries from payers.

o

Select Responsive References: Choose three peers within the same clinical specialty
who have direct knowledge of the provider's clinical work within the last 12 months.
Obtain Direct Contact Details: Secure direct mobile numbers and private email
addresses rather than general hospital switchboards.

Pre-Notify References: Send a heads-up email informing references that credentialing
verification requests from specific health plans will be arriving and request prompt
turnaround.

STRATEGY 4: Establish a Structured 7-Day Follow-Up Rhythm

Applications left unattended often sit in intake queues for weeks without being assigned to an

analyst.
Day 0: Submit Day 7: Confirm Day 14: PSV Day 21: Agenda
Capture Reference Verify file assigned to | Check for missing Secure exact
Number & Log an intake analyst docs or "pended” flags | committee meeting
date

Day 7 Follow-Up: Confirm receipt, log the unique application tracking/reference ID, and
verify the file is assigned to an intake specialist.

Day 14 Follow-Up: Verify the primary source verification (PSV) stage has begun and
confirm zero documents are listed as missing.

Day 21 Follow-Up: Determine the exact date of the next Credentials Committee meeting
and ensure the provider's completed file is placed on that agenda.

Day 28+ Follow-Up: Verify committee approval, secure the written approval letter, confirm
effective date, and obtain the provider ID (PIN/PTAN).

STRATEGY 5: Leverage Electronic Portals Exclusively

Paper applications submitted via mail or fax take 2 to 3 times longer to process and have high
rates of manual data entry errors by payer intake clerks.

o

Medicare: Submit exclusively via PECOS online (averages 30-45 days) instead of paper
CMS-855 forms (averages 90-120 days).

Commercial Payers: Utilize CAQH ProView electronic roster imports and direct payer
web portals (e.g., Availity, provider network portals) rather than paper state universal
applications.

Medicaid: Submit directly through the state’s secure Medicaid Management Information
System (MMIS) web portal.




Part 3: Credentialing Velocity Tracking Log

Use this standardized tracking template to maintain visibility over all active provider enroliment

files:
Payer / Health Sub. Date Method Tracking ID Analyst Status / Eff. Date
Plan
Medicare (MAC) PECOS Web
State Medicaid State MMIS
BCBS CAQH / Portal
UnitedHealthcare CAQH / Direct
Aetna Availity / CAQH
Cigna CAQH / Direct
Humana CAQH / Direct

Part 4: Emergency Escalation Protocols: How to Unstick a Stalled
Application

If an application exceeds 90 days without movement:

1. Request Escalation to a Provider Relations Manager: Request contact information for the
regional Provider Network Manager / Territory Representative for your geographic
county.

2. Cite Patient Access & Underserved Status: Highlight patient wait times and community
need if your practice operates in a rural, shortage, or high-volume area.

3. Request Delegated Credentialing Options: If operating a large group practice (typically
20+ providers), evaluate securing a Delegated Credentialing Agreement with major
payers to conduct primary source verification in-house and eliminate payer processing
queues entirely.

Need Faster Credentialing & Payer Contracting?

EXP Credentialing Services accelerates provider onboarding and eliminates administrative
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bottlenecks with dedicated account managers, weekly payer follow-ups, and guaranteed
submission accuracy.

o Website: expcredentialingservices.com
o Email: info@expcredentialingservices.com
© EXP Credentialing Services. All rights reserved. For provider educational and administrative use

only.
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