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Rebrand update

‘We are proud to announce that we are officially changing cur name to Optum. While being part of a national
organization allows us to strengthen our brand, we know that healthcare is a local endeavor. We will continue to
partner with you to provide quality care to the patients we serve together.

IPA networks will begin using the Optum name and logo on June 13", 2022,

O this date, each of our IPA nebeworks will be renamed to Optum Care Network with a distinct sub-nebsork name;
please see the table in the following FACQS for a full breakdown. After the go-live date, you will start to see the name
and logo change within communication, payor provider direciories, referral, credemtialing for new clinicians and 1D
cards for new patients. This rebranding process will not result im any changes to our TIM, NP1, or our legal name.
Howewver, given the timing of the change, you may continue fo see both the legacy brand names and Optum im the
market for a short pericd of time.

While our name is changing, our focus on providing patients with high quality coordinated care will remain in place
and we are committed to making certain that patient care will not be impacted. We are working hard to ensure your
wiorkflows and processes with us will net change, just cur name. We will maintain all cur health plan relationships and
wie will continue our relationships with our valued physician, hospital, and ancillary partners.

Thank you for your ongoing support and parinership. We are committed to evolve and accelerate cur growth and
strategic position in the market, while continuing to provide physicians with the support, stability and innovative
micdels for strategic alignment and partnership under our new name, Optum. We look forward to confinuing to work
closely with you in our shared mission to provide the highest quality care possible to our patients and commmunity.

Thank you in advance to your prompt attention to this matter.

Sinceraly,

Froward Sanen

Howard Saner
Wice President, Metwork Operations
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FAGQ's:

Q. What does this mean to patients?

A: The high guality of care and services we provide our patients in partnership with you will remain the same. We are
not making changes to cost, insurance coverage, or the excellent experience patients have come to expect.

Q. Are patients aware of the name change?
A We are informing IPA patients through a mailer targeted to go ocut early May, but it is likely some will have missed
the communication. Patients may refer to us as the legacy brand names and Optum as they adjust to the transition.

Q. Will patients be receiving different ID cards?
A. Some patients may be sent a new |D card. Howewver, most health plans will not update 1D cards until the next cpen
enmllment. As we go through this transition, you may see |0 cards with Optum, or the legacy network names listed.

Q. The provider contracts with more than one Optum Care Metwork (PrimeCare, Empire Physicians, Valley
Physicians, etc.). How will | be able to distinguish which network my patient belongs to after the name
change?

A Member ID cards and health plans will distimguish the nebtwork by the name that follows “Optum Care Network”™ for
example, "Opium Care Metwork—Corona”™

Q. Will the provider get multiple 109%s for the calendar year 20217
A You should only be issued one 1088 under the current legal entity name at the time of Esuance.

Q. How will | be able to distinguish which network my patient belongs to after the name change®?
A Member ID cards and health plans will distimguish the network by the name that follows “COpium Care Mebaork”.

Flease see below for a breakdown of the new network names:

Curmrent Network Name Post-Rebrand Metwork Name

Empire Physicians Medical Group Dpturn Care Network—Desert Cities
Inland Faculty Medical Group Optum Care Network—Inland Faculy MG
Primary Care Associates Cipturm Care Metwork—Morth County 5D
PrimeCare of Citus Valley Optum Care Metwork—Citrus Valley
PrimeCare of Corona Opturn Care Metwork—Corona
PrimeCare of Hemet Valley Optum Care Network—Hemet Valley
PrimeCare of inland Valley Cpturmn Care Network—Inland Valley
PrimeCare of Moreno Valley Optum Care Metwork—Moreno Valley
PrimeCare of Redlands Cpturn Care Metwork—Redlands
PrimeCare of Riverside Optum Care Network—Riverside
PrimeCare of San Bemardino Optum Care Metwork—5an Bemardino
PrimeCare of Sun City Optum Care Metwork—Sun City
PrimeCare of Temecula Opturn Care Metwork—Southwestem Valleys
Riverside Physician Metwork Optum Care Network—RPM

Valley Physicians Metwork Dpturmn Care Metwork—Valley Physicians

@ 2022 Optum, Inc. All righfs resaned.
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Business Overview

Who is Optum?

Optum develops and manages provider networks, offering a full range of services to assist physicians
and other providers in their managed care and business operations (the “Clients”). For over 20 years,
Optum has been an innovator in health care with a record of accomplishment for quality, financial
stability, extraordinary services and superior electronic capabilities. Optum is well positioned to
continually invest in its infrastructure and systems for the benefit of its Clients and to accommodate the
impending changes that will come forth from healthcare reform.

The Optum Clients represent a network of over 800 primary care physicians and over 2,500 specialists
and work with the premier hospitals in their respective markets.

A key affiliate in Optum operations is Prime Care Medical Network, Inc. (“PMNI”). PMNI has a limited
California Knox-Keene license for the counties of Riverside, San Bernardino, and San Diego enabling
PMNI to accept both institutional and professional risk to enhance the coordinated care model. PMNI
currently accepts global capitation and full risk for most of its senior plans and some of its commercial
plans. As a Knox-Keene licensee, the Department of Managed Health Care subjects PMNI to stringent
measures to ensure that they maintain financial solvency requirements and compliance to multiple
operational standards.

Optum clients include:

Optum Care Network — Citrus Valley

Optum Care Network — Corona

Optum Care Network — Desert Cities

Optum Care Network — Hemet Valley

Optum Care Network — Inland Valley

Optum Care Network — Moreno Valley
Optum Care Network — North County SD
Optum Care Network - Redlands

Optum Care Network - Riverside

Optum Care Network - RPN

Optum Care Network — San Bernardino
Optum Care Network — Sun City

Optum Care Network — Southwestern Valleys
Optum Care Network — Valley Physicians
PrimeCare Medical Group of Chino Valley, Inc.
Mercy Physicians Medical Group, Inc.
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Mission
To be the most trusted name in healthcare.

Vision
We believe that improving quality will result in the most efficient health care delivery system and that
we have a societal responsibility to utilize health care resources appropriately.

Values

Do what is right
Project pride
Care for people
Respond to needs
Be the standard

Purpose
The purpose of this manual is to provide key information to contracted network providers so they can
effectively care for mutual members in accordance with Optum and industry standards.

Optum Website

Optum’s website www.optum.com/primecare provides contracted network providers and members

with access to timely, IPA specific information as well as Optum corporate data.

An important component of the website is the personalized IPA home pages for each of our managed
care organizations. With these customized pages, existing and potential members can explore the
various services found within each of the IPAs, including physician directories, urgent care resources,
hospitals, Health Plans and current news. Existing and potential members can access our physician
search mechanism, which allows members to review our updated list of affiliated physicians. The
physician search mechanism was designed to assist members in identifying a doctor that best meets
their current needs within their preferred service area by specialty, name and location.

Other key components of the external website are member access to Health Education classes on
Chronic Disease Management, Wellness Programs and Preventative Care. Additional member
information on access standards, preventative health guidelines, rights and responsibilities and
accommodation services are available.

Current Optum corporate data regarding the vision, values, management team, vision and value added
services, news and careers is easily accessible as well.
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http://www.nammcal.com/

Optum Service Area

San Diego
County

Primary Care
Associates

Mercy Physicians
Medical Group

East County

South County .
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IPA Contact Information

IPA Address City/State Zip Phone/Fax
Code

Optum Care Network — Desert Cities 34-160 Gateway Dr., Suite 100 Palm Desert, CA | 92211 | P:760-770-8678
F: 760-770-7609

Mercy Physicians Medical Group 3900 Fifth Ave., Suite 370 San Diego, CA 92103 | P:619-543-8800
F: 619-296-5160

Optum Care Network — 450 S Melrose Dr., Suite 220 Vista, CA 92081 P: 760-542-6757

North County SD F: 760-542-6747

PrimeCare Medical Group of Chino 15315 Fairfield Ranch Rd., Suite 275 | Chino Hills, CA 91709 | P:909-465-1397

Valley F: 909-465-6629

Optum Care Network - 2275 Sampson Ave., Suite 111 Corona, CA 92879 P: 951-371-8440

Citrus Valley F: 951-371-5074

Corona

Moreno Valley

Riverside

Optum Care Network - RPN 1650 lowa Ave., Suite 220 Riverside, CA 92507 P: 951-788-9800
F: 951-788-1630

Optum Care Network — 24630 Washington Ave., Suite 203 Murrieta, CA 92545 P: 951-704-1900

Hemet Valley F: 866-861-3291

Valley Physicians

Optum Care Network — Inland Valley 3990 Concours Ave, Suite 201 Ontario, CA 91764 | P:909-466-8000
F: 909-484-6825

Optum Care Network - 560 East Hospitality Lane, Suite 200 San Bernardino, | 92408 | P:909-792-5375

San Bernardino CA F: 909-792-8462

Redlands

Optum Care Network — 41391 Kalmia Street, Suite 310 Murrieta, CA 92562 P: 951-461-0762

Southwestern Valleys F: 951-698-5194

Sun City

2022
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Definitions

Whenever used in this manual, the following terms shall have the following meanings:

Add-on Code Edits:

e Consist of a listing of HCPCS and CPT add-on codes with their respective primary codes. An add-

on code is eligible for payment if and only if one of its primary codes is also eligible for payment.
Allowed Charges:

e Charges for services rendered or supplies furnished by a healthcare provider, which would
qualify as covered expenses and for which the program will pay in whole or in part; subject to
any deductible, co-insurance or table of allowance included in the program.

Ancillary Services — Medicare Provider Reimbursement Manual, Section 2202.8 states:

e Ancillary services in a hospital or SNF include laboratory, radiology, drugs, delivery room
(including maternity labor room), operation room; (including post anesthesia and post-operative
recovery rooms), and therapy services (physical, speech, occupational). Ancillary services may
also include other special items and services for which charges are customarily made in addition
to a routine service charge.

APC — Ambulatory Surgery Classification:

e Used for outpatient hospital claims, paid at OPPS (outpatient perspective payment system)
ASC — Ambulatory Surgery Center:

e Afree standing outpatient surgery center.
Balance Bill:

e lllegal practice of hospitals, clinics, doctors’ offices and other medical facilities billing patients for
the balance between what they want to charge their patients for services and what the
insurance company has already reimbursed them.

Billed Charges:
o The dollar amount billed by a provider as their Usual and Customary charge.
Capital Equipment & Monitors/Pumps:

e Equipment commonly available to patients in a particular setting or ordinarily furnished during
the course of a procedure is considered routine and not billed separately. Supplies used in
conjunction with the equipment are also considered routine. The cost of the equipment should
be incorporated into the charge for the procedure.

Capitation:

e Method of payment for health services in which a physician or hospital is paid a fixed amount
for each person served regardless of the actual number or nature of services provided each
person. This is a per member per month (pmpm) payment to a provider/provider organization
that covers contracted services and paid in advance of delivery of any services. The rate can be
fixed, adjusted by age/sex of enrollees, percent of premium based on severity ratings.

Case Rate:
e Afixed dollar amount established as payment for a service.
Charges:

e Medicare Provider Reimbursement Manual, section 2202.4 states:

Charges refer to the regular rates established by the provider for services rendered to both
beneficiaries and to other paying patients. Charges should be related consistently to the cost of
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the services and uniformly applied to all patients whether inpatient or outpatient. All patients’
charges used in the development of apportionment rations should be recorded at the gross
value; i.e., charges before the application of allowances and discounts deductions.

Clean Claim:

e A complete claim or itemized bill that doesn’t require any additional information to process the

claim for payment.
Clearing House: Trading Partner:
e Aservice that transmits claims and other electronic transactions to insurance carriers.
Contested Claim:

e The DMHC defines a contested claim as “A claim, or portion thereof, is reasonably contested
where the health plan has not received the completed claim and all information necessary to
determine payer liability for the claim or has not been granted reasonable access to information
concerning provider services. Information necessary to determine payer liability for the claim
includes, but is not limited to, reports of investigations concerning fraud and misrepresentation,
and necessary consents, releases and assignments, or a claim on appeal/dispute or other claim
information necessary for the plan to determine the medical necessity for the healthcare
services provided. Department of Managed Health Care regulation 1371.

Copayment:

e Those charges, including coinsurance and deductibles, which may be collected directly from a
Group Member for Covered Services rendered to such Group Member. Provider agrees that cost
sharing for dual eligible enrollees is limited to the Medicaid cost sharing limits; and that for
those dual-eligible enrollees, Provider will accept the compensation listed in Exhibit B of
Provider’s agreement as payment in full or will separately bill the appropriate state source for
any amounts above the Medicaid cost sharing.

Designated Record Set:

e Agroup of records maintained by or for a covered entity that is used, in whole or in part, by or

for the covered entity to make decisions about individuals.
Dietary Services:

e Dietary supplements used for tube feeding or oral feeding, such as elemental high nitrogen diet,

even if written as prescription items by a physician.
DOFR:

e Division of financial responsibility. A contractually executed grid that designates financial

responsibility between group, plan and occasionally facility.
DRG - Diagnosis Related Group:

e A patient classification scheme that categorizes patients who are medically related with respect

to diagnoses and treatment, and are statistically similar in their hospital lengths of stay.
DRG Payment Method:

e An approach to paying for hospital inpatient acute services that bases the unit of payment on

the DRG system of classifying patients. Primarily used for Medicare members.
DRG Rate:

e A fixed dollar amount based on averaging of all patients in that DRG in the base year, adjusted

for inflation, economic factors and bad debts.
Electronic Data Interchange — EDI:
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e The process of electronically submitting data to payers, including but not limited to claims,

electronic eligibility and pre-authorization requests.
Electronic Health Records —EHR/Electronic Medical Records — EMR:
e A digital version of a normal patient medical records that providers store and access via
computer rather than hard copies.
Remittance Advice:
e Detailed explanation received from payee regarding the payment or denial of benefits billed.
Fee for Service — FFS:

e A traditional means of billing by health providers for each service performed, referring payment

in specific amounts for specific services rendered.
Fee Schedule:

o Afee schedule can be any list of professional services and rates at which they are reimbursed by

the payer.
Global Period:

e Atime period set aside before and after surgical procedure is done. This includes the initial visit
and any follow up visits. Per CMS claims processing manual, section 40; including but not limited
to minor surgery, endoscopies and global surgical packages.

Mandated Time Frames:

e Refers to the regulatory agencies’ set payment times which the plans and provider organizations
must adhere to. The DMHC, CMS and Medi-Cal have mandated the time frames for payment of
clean and unclean claims.

Maximum Out of Pocket — MOOP:

e Expenses that are paid by the member and are not reimbursed by the health plan. Out of pocket
expenses are co-pays, deductibles and co-insurance. The health plan caps the out of pocket
expenses, meaning when the member reaches the maximum out of pocket costs, the health
plan takes over and provides coverage for rest of year.

ME Edits:

e Many procedure codes cannot be reported together because they are mutually exclusive of
each other. Mutually exclusive procedures cannot reasonably be performed at the same
anatomic site or same patient encounter.

Medical Necessity:
e Medical service or procedure performed for treatment of an illness for inquiry not considered
investigational, cosmetic or experimental.
Misdirected Claim:
e Aclaim that is submitted to the incorrect payor.
Modifiers:

e A code that provides the means by which the reporting physician can indicate that a service or
procedure that has been performed has been altered by some specific circumstance but has not
changed in its definition or code.

Medically Unlikely Edits (MUE):

e Units-of-service edits for practitioners, ambulatory surgical centers, outpatient hospital services,
and durable medical equipment. This component defines for each HCPCS/CPT code the number
of units of service that is unlikely to be correct.
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NCCl:
e National Correct Coding Initiative comprised of three types of edits: NCCI Procedure to
Procedure (PTP), Medically Unlikely Edits (MUE) & Add-on Code Edits.

Net Amount:

e Dollar amount paid for the billed service minus any member cost share.
Non-covered Service:

e |tem or service that is not covered by the health plan’s benefit plan.
Out of Pocket — OOP:

e Refers to any portion of payment for medical services that are the member’s responsibility.
Patient Convenience Items:

e |tems that do not meaningfully contribute to the treatment of patient’s illness or injury or the

functioning of a malformed body member.
Per Diem:
e A flat amount paid for each day the member is hospitalized regardless of the services rendered.
PHI (Protected Health Information):

e Individually identifiable health information, including demographic information collected from
an individual, and:

1. Is created or received by a health care provider, health plan, employer, or health care
clearinghouse.

2. Relates to the past, present, or future physical or mental health or condition of an
individual; the provision of health care to an individual; or the past, present, or future
payment for the provision of health care to an individual; and
2.1 That identifies the individual; or
2.2 With respect to which there is a reasonable basis to believe the information can be used

to identify the individual.
PTP — (Procedure to Procedure):

e Identification of services not appropriately billed together. If a provider reports the two codes of
an edit pair for the same beneficiary on the same date of service, the column one code is eligible
for payment but the column two code is denied unless a clinically appropriate NCCI — associated
modifier is billed.

Reciprocity:

e Contractual agreement between parties to extend the terms of the parties’ agreement to a non-

contracted risk-bearing provider who renders services to a member.
Risk:
e A method by which costs of medical services are shared or assumed by the health plan and/or
medical group.
Routine Laboratory Services:
e Routine specimen collections
Routine Medical/Surgical Supplies:

e Considered to be packaged into the procedure or room charge and should not be separately
billable to Optum. These items are customarily used during the course of treatment as needed,
are stocked at the nursing station or in floor bulk stock and generally available to all patients
receiving supplies in that location and are not tracked individually. (e.g., alcohol preps,
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applicators, band —aids, Maalox, aspirin and other non-legend drugs ordinarily kept on hand,
suppositories and tongue depressors, gloves, paper masks, linen savers, cotton balls).
Routine Nursing Services:

e All general nursing services, including administration of oxygen and related medications,
monitoring patients, hand feeding, incontinency care, tray service, enemas, and other bedside
nursing services.

Routine Pharmacy Services:
e  Flush and Irrigation supplies
Routine Services:

e Medicare Provider Reimbursement Manual, Section 2202.6 states:

“Inpatient routine services in a hospital or skilled nursing facility generally are those services
included in the daily service charge — sometimes referred to as the “room and board” charge.
Included in routine services are the regular room, dietary and nursing services, minor medical
and surgical supplies, medical social services, psychiatric social services, and the use of certain
equipment and facilities for which a separate charge is not customarily made.”

Supplies:

e Items which are utilized by individual recipients but which are reusable and expected to be
available in an institution providing a skilled level of care: e.g., ice bags, bedrails, canes,
crutches, walkers, wheelchairs, IV poles and pumps, traction equipment and other durable
medical equipment.

Unclean Claim:

e An incomplete claim or a claim that is missing required information/documentation that is

needed to process the claim for payment.
Unbundling:

e Refers to the practice of separating a surgical procedure into multiple components and charging
for each component when there is a procedure code, which would group them together,
resulting in lower global rate.

Usual, Customary and Reasonable — UCR:

o A method of reimbursement to providers on a fee for service payment which reflects the usual
and customary reimbursement rates for other providers for similar services in a geographic
location
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Member Enrollment and Assignment
Individual members or employer groups can purchase healthcare coverage from any of Optum’s
contracted health plans and utilize services from Optum’s contracted physician and ancillary network.

Health Plan Contact Information
Optum proudly accepts the following Health Plans:

COMMERCIAL PLANS
Plan IPAs Plan Phone
Aetna PMNI, MPMG, OCN — Desert (800) 624-0756

Cities, OCN — North County SD

Anthem Blue Cross

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(800) 677-6669

Cities, OCN — North County SD

Blue Shield PMNI, MPMG, OCN — Desert (800) 541-6652
Cities, OCN — North County SD

Cigna PMNI, MPMG, OCN — Desert (800) 882-4462
Cities, OCN — North County SD

Health Net PMNI, MPMG, OCN — Desert (800) 522-0088

Sharp (San Diego County only)

OCN — North County SD

(800) 359-2002

Scripps Health Plan Services

MPMG, OCN — North County SD

(888) 680-2273

United Healthcare

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(800) 624-8822

SENIOR PLANS

Plan

IPAs

Plan Phone

Aetna

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(800) 282-5366

Alignment Health Plan

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(844) 310-2247

Anthem Blue Cross

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(800) 677-6669

Blue Shield

PMNI, MPMG, OCN — Desert
Cities, OCN — North County SD

(800) 258-3091

Cities, OCN — North County SD

Brand New Day OCN — RPN Only (866) 255-4795

Cigna PMNI (800) 882-4462

Central Health Medicare Plan CHI and OCN — San Bernardino (866) 314-2427
Only

Health Net PMNI, MPMG, OCN — Desert (800) 275-4737
Cities, OCN — North County SD

Humana PMNI, MPMG, OCN - Desert (800) 457-4708

Inland Empire Health Plan (IEHP)

PMNI

(877) 273-4347

InterValley Health Plan

OCN —San Bernardino Only

(800) 251-8191

2022
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SCAN PMNI, MPMG, OCN — Desert (800) 559-3500
Cities, OCN — North County SD

United Healthcare PMNI, MPMG, OCN — Desert (800) 950-9355
Cities, OCN — North County SD

Member Transfer or Disenrollment

Health Plans recognize the Provider’s need to address situations where there is a material breakdown in

the physician-patient relationship due to a number of circumstances. Consequently, Optum has

implemented a process by which the Provider may request that a member be removed from his/her

panel. The policies and procedures regarding this process are explained in this section.

*Until the member is transferred, the Provider must ensure that the required services are available,

accessible and are furnished in a manner that ensures continuity of care.

Disenrollment Policy and Procedures

Member Discipline and Disenrollment

Scope
All employees of Optum and its affiliated entities shall follow the procedures set forth in this
section.

Purpose
To establish standardized criteria and procedures for member disenrollment from a Health Plan.

Policy

Optum and its affiliated entities may discipline members as per this policy. The disenrollment of
a member will be handled in accordance with the Health Plan’s policies and procedures
regarding disenrollment. Optum affiliated physicians have contractual obligations to provide
care or arrange for the provision of care of all members assigned to the network. Contractually,
the practitioners shall provide medical care to the member until the transfer of care and/or
disenrollment has been completed.

Procedures
1. Conditions for recommending discipline of disenrollment include, but are not limited to:

a. Patient conduct interfering with rendering effective health care
Disruptive behavior exhibited in the course of seeking or receiving services

c. Member is non-compliant in following recommended treatment or procedures
and the physician believes that there is no alternative treatment or procedure
that is acceptable to the patient, which meets the standards of proper medical
care. The refusal by the member would have to endanger the health of the
member or aggravate an existing condition.

d. Fraud involving an Optum affiliated medical care.
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e. Threatening or physically abusive behavior towards the physician and/or
physician staff, Optum or affiliate entity personnel, other members, visitors or
physical facilities.

2. IPA Staff (PSR, PSC, Executive Director, IPA Manager):

a. Provide the physician’s office guidance and assistance regarding discipline and
disenrollment of a member based upon established policies and procedures
(see Exhibit A).

b. Upon receipt of notification from physician, establish potential patient discipline
and disenrollment file.

c. Fax or mail the discipline or termination request with all supporting
documentation to the member’s Health Plan.

d. Interface with the physician and Health Plan as necessary to complete
resolution of the issue.

e. Forward copy of all correspondence to Ql department for tracking of member
issues.

3. UM Staff:

a. Provide the physician’s office guidance and assistance regarding discipline and
disenrollment of a member based upon established policies and procedures
(see Exhibit A).

b. Upon receipt of notification from physician, establish potential patient discipline
and disenrollment file.

c. Forward copy of all correspondence to PSR and Ql department for tracking of
member issues.

4. Ql Staff:

a. Provide the IPA staff and physician offices guidance and assistance regarding
discipline and disenrollment of members based upon Optum and Health Plan
policies and procedures.

b. Upon receipt of notification from physician or IPA, establish potential discipline
and disenrollment file and enter into QI database for tracking of member issues.

5. Affiliated Physician and Staff:
a. Upon determining that conditions for discipline exist as per Exhibit A:
i. Create a letter to the member stating the reason for disenrollment and
include the following :
1. Alllevels of behavior
2. Documentation of each issue, factually and professionally
3. Documentation of counseling sessions for the unacceptable
behavior and any follow up written notifications.
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ii. The letter should be sent to the member by certified mail with return
receipt requested. Warning letters should state that the behavior is
unacceptable and reaffirm that the member has been counseled.

b. Continue to provide or arrange for patient care until notified in writing by the
Health Plan, but not less than 30 days.

Supplemental Information: Exhibit A

Sample Letters
Treatment Plan Agreement
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Exhibit A: Discipline and Disenrollment Coordination with the Health Plan
PATIENT BEHAVIOR: The following are Optum definitions and practices. They may require
modification based on the patient’s Health Plan policies and procedures.

A. Level A Behavior — Disruptive behavior exhibited in the course of seeking or receiving services
from an affiliated physician and/or vendor (eg. placing unreasonable demands for service or
care either through the physician’s office or directly to member’s Health Plan).

1. Level A behavior must occur on three (3) separate occasions and occur despite warnings
in writing by the physician. All occurrences must be factually and professionally
documented in the patient’s medical record.

2. The second occurrence which results in the same action as the first, outlining the
behavior problem and the possible consequences if such behavior persists.

3. After the third occurrence of such behavior, the physician may send a written request to
the member’s Health Plan to transfer the member. The transfer of the member will be
handled in accordance with the Health Plan’s policies and procedures regarding member
transfers.

4. See Sample Letter A for an idea of what to send to the member.

B. Level B Behavior — Patient is non-compliant in following recommended medical treatment or
procedures, and the physician believed there is no alternative treatment or procedure that is
acceptable to the member which meets the standards of proper medical care. The refusal by the
member would have to endanger the health of the patient or aggravate an existing condition
(eg. the patient leaves the hospital against medical advice).

1. Level B behavior must occur twice within twelve (12) consecutive months, despite
written notice from the physician regarding the medical consequences of the failure to
follow the recommended treatment. At the first occurrence, the physician must counsel
the patient and should send a certified letter with return receipt. The letter should state
that the behavior is unacceptable and reaffirm that the patient has been counseled. A
counseling session must be documented and copies of the letter and supporting
documentation of the incident are to be sent to the member’s Health Plan.

2. After the second occurrence, the physician may send a written request to the member’s
Health Plan to immediately terminate the patient.

3. See Sample Letter B for an idea of what to send to the member.

C. Level C Behavior — Level C behavior need only occur once to request immediate discipline or
transfer.

1. Fraud (eg. prescription forgery, using false identification to obtain services).

2. Threatening or physically abusive behavior toward office staff, Optum personnel, other
patients, visitors or physical facilities.

3. Disruptive or abusive behavior toward Health Plan personnel, other patients, visitors or
physical facilities.

4. See Sample Letter C for an idea of what to send to the member.
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Sample Letter for Level A Behavior

Disruptive behavior exhibited in the course of seeking or receiving services from an affiliated physician
and/or vendor (eg. placing unreasonable demands for service or care either through the physician’s
office or directly to member’s Health Plan).

Date

Member Name
Member Address
Member Address

Re: Unacceptable Behavior

My primary concern is to accommodate your medical needs and deliver quality health care services.
However, your recent behavior is interfering with my ability to assess and respond to your health care
needs in a complete and professional manner.

Your recent behavior in my office has been (describe behavior, e.g.: disruptive, threatening, etc.)
Specifically, you (describe occurrence such as: were verbally inappropriate with my staff on date; by
contacting the health plan requesting referrals leaves me being unable to provide you with
coordinated care. ETC.), which is unacceptable and specifically hinders my ability to treat you
effectively.

| am requesting your cooperation in: (describe recommendations for appropriate behavior)
We are committed to providing you with quality healthcare, but if | can no longer maintain a
compatible physician-patient relationship to provide the medical care you require, | will request your

health plan to disenroll you from my practice and no longer be available as your physician.

If you have any questions regarding this letter, or need to schedule an appointment, please feel free
to contact my office at XXX-XXX-XXX.

Sincerely,

Physician Name
IPA

Cc: Patient File/IPA
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Sample Letter for Level B Behavior

Patient is non-compliant in following recommended medical treatment or procedures, and the physician
believed there is no alternative treatment or procedure that is acceptable to the member which meets
the standards of proper medical care. The refusal by the member would have to endanger the health of
the patient or aggravate an existing condition (eg. the patient leaves the hospital against medical
advice).

Date
1% Warning
Member Name
Member Address
Member Address

Re: Maedical Non-Compliance

Dear (Member Name):

It has come to my attention that you are not adhering to the medical treatment plan | have instructed
you to follow. It is necessary for you to (insert advice, regime or recommendation) for important
health reasons. Specifically, if you fail to do so, it may have the following effects on your health:
(insert consequences of not following treatment).

For you to get your treatment course back on track, it is necessary for you to (inert what the patient
must do to get back on track).

We are committed to providing you with quality healthcare, but to do so, we must count on you to
follow your prescribed treatment. You are a critical part of the healthcare team. If you have any
qguestions about what you must do, please call our office at (insert phone number).

Sincerely,

Physician Name

IPA name

Cc: Patient File
IPA
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Sample Letter for Level C Behavior
Level C behavior need only occur once to request immediate discipline or transfer.

Date
Immediate/Final Disenroliment

Member Name
Member Address
Member Address

Re: Non-Compliance
Dear (Member Name):

This letter is to inform you that, although | am concerned about your health, | am requesting (name of
member’s health plan), your Health Plan, withdraw me from your care as your treating physician for the
following reasons:

v (State your reason)
v'  (State your reason)
v (State your reason)
I can no longer maintain a compatible physician-patient relationship to provide the medical care you

require and will no longer be available as your physician.

I will be available to treat you for the next thirty (30) days only. It is extremely import that you place
yourself under the care of another physician without delay. There are many fine physicians in this
community. If you are unable to locate one, | suggest you contact your health plan for a referral.

Enclosed is an authorization form to release a copy of your medical records to the physician of your
choice. Upon receipt of the signed form, my office will forward a copy of the records promptly to the
physician you designate. Also, | will be available to discuss my evaluation and treatment of you with
your new physician.

Sincerely,
Physician Name
IPA

Cc: Patient file
Health Plan/IPA
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Treatment Plan Agreement

(IPA Name) recognizes the vital role of active patient participation in maintaining optimal health (IPA
Name) is committed to the goal of having its patient understand and be involved in the delivery of
medical care. (IPA Name) wishes to provide assistance to its members in reaching their medical goals
but this cannot be accomplished without the cooperation of the member.

At the meeting held (date) at the (location of
meeting) attended by (member’s name, and person’s assisting the member

and any office/IPA staff present), the following treatment guidelines were established and agreed upon
at the meeting;

1.

2.

3.

4,
(The agreements should be stated simply and should be as specific as possible. They should include
dates whenever possible. For example, “Starting today you will make monthly appointments with
Dr. . For your prenatal care until you deliver your baby. You agree to arrive at the

scheduled time for each appoint”)

(If an interpreter is necessary, the interpreter should write out the specific agreements, on this same
document, in the patient’s primary language)

The failure to follow the agreement(s) listed above may result in the referral of your case to your Health
Plan with the possible result of our disenrollment form (Name of practice/IPA).

Your signature below indicates your understanding and acceptance of this agreement.

(Member Signature) (Date)

(Physician/Representative) (Date)

This meeting was conducted with aid of an interpreter, at the (the
member, physician office, etc.) (name of interpreter) acted as the
interpreter and translated the conversations during the meeting and the specific written agreement(s)
listed above, for the member, into (language).

(Interpreter) (Date)

Cc: Member’s Medical Record/IPA
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Credentialing and Recredentialing

The Credentialing Department handles provider credentialing/recredentialing for Optum’s statewide
network. The credentialing and recredentialing verifications are performed by the Credentialing
Department.

Initial Credentialing

To add new providers or extenders (PA and NPs) to the network, initial requests should go
through your contracted IPA and/or the Contracting Department. The Provider Services Representatives
and/or Contracting Representatives will forward the initial credentialing application and/or CAQH
provider ID number along with the required supporting documents to the Credentialing Department for
processing. The PSRs and Contracting Reps will also be your contact person for status on the
credentialing application.

Our initial credentialing process takes approximately 60-90 days to complete, from receipt of
completed credentialing application to Committee approval. The credentialing timeframe is directly
dependent upon receiving a completed credentialing packet. A complete credentialing packet consists
of a current CAQH on-line application (not expired or blocked) or CPPA application and current
supporting documents as indicated below:

- Current copy of California Medical License

- Current copy of DEA certificate with California address listed or a letter from provider
stating who will cover prescriptions

- Current copy of Malpractice Insurance Face Sheet

- Current Hospital admitting privileges or alternate coverage clearly identified in
application. If not, then a letter identifying who will cover admits

- NPl must show a California address as the practice address (Verification may be queried
from https://npiregistry.cms.hhs.gov/)

- Current Curriculum Vitae. **Please ensure work history is updated and includes your
current practice information. Also, ensure there are NO GAPS and please make sure the
dates are MM/YY NOT just YYYY for the beginning and end date for each position.

- NP/PA Scope of Services and/or Protocols

*To register with CAQH, log on to https://proview.cagh.org/. Please contact CAQH directly at 888-599-
1771 if you are having problems or need assistance completing your on-line application.

Recredentialing
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Recredentialing occurs every three years. Eight months prior to the three-year credentialing anniversary
provider will receive a request to log into CAQH, a Universal Provider Datasource, and complete the
online application or if provider has already done so, then verify that the attestation is current and up to
date. The CAQH website is https://proview.cagh.org/Login/. If you need your CAQH provider ID
number, please contact the credentialing department and they will provide it.

Providers shall promptly notify the IPA and Credentialing Department if they no longer meet the
Group’s credentialing criteria (e.g. medical license revoked, opt-out of Medicare, sanctions or
restrictions from medical board)

Please Note: If provider or their group is adding a physician and/or a Nurse Practitioner (NP) / Physician
Assistant (PA), the credentialing must be completed and there must be an executed contract in place
prior to the practitioner seeing IPA members. It is fraudulent practice to bill under one physician when
services are actually provided by another physician/provider.

Should a provider have a change in any address, phone or fax numbers, provider must notify their

Provider Services Representative in writing.
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Utilization Management

Introduction to Utilization Management (UM)
Optum’s UM staff are assigned to each IPA and strive to offer providers and members the most efficient
service possible. Their goal is to process authorizations within the following timeframes:

v" Routine authorization requests within 5 working days.

v' Medically urgent requests within 72 hours.

v" Reminder for Contracted Providers ONLY: We no longer process retrospective authorization
requests except in the following circumstances: |If provider provides emergent or urgent
services that were not prior authorized and submit request to the Medical Management
department within 72 hours, Medical Management will review for medical necessity and
urgency. Failure to submit within 72 hours will result in a Contractual Denial.

Case Management — (CM)

Optum Case Managers are available to assist with managing your patients. The department is designed
to coordinate comprehensive, cost effective care for your patients that have multiple chronic illnesses,
non-adherence concerns, health plan benefit questions, behavioral health issues, social determinant
concerns and/or catastrophic injuries. The clinical case management staff at Optum includes RN’s, LVN's
and Social Workers. Complex Case Management and Care Coordination programs are available. The
case management program successfully integrates medical and behavioral concerns for all age ranges
and health plans. Home social work visits are available upon request.

Case Management is a requirement for all members of our contracted Cal Medi-Connect and SNP
programs. All physician providers are required to attend an annual refresher course on the SNP and
Medi-Connect Model of Care (MOC). In addition, each member and their PCP enrolled in CM, will be
provided with a care plan with their patient’s goals and plans to achieve these goals. Regular scheduled
weekly Team Meetings are held with the interdisciplinary team to review and approve the care plans.
The Medical Director, Pharmacist, Nurses and Social Workers are in attendance. Optional attendees
include the members, health plan case managers and PCP’s. Authorization Portal messaging is the
primary referral source for CM and social work referrals. In addition, CM phone calls, Outlook emails
and faxes are utilized by the physicians.

The CM department also has a Diabetic Nurse Educator that is available to contact patients and enroll
them in an individualized diabetic education case management program. The program provides 6
month telephonic education and self-management techniques to members with Diabetes and CKD.

To assist with Transitions of care, case management also has an automated telephonic discharge calling
system survey IVR (interactive Voice Response) that is used for patients after discharge from the
hospital. The calling system makes calls within 2-3 days after discharge. The areas that alert are sent to
the case managers for follow-up. This IVR program is to designed to detect problems early enough to
avoid readmissions or ER visits for your patients.

For case management referrals and questions please contact us at (909) 493-2390
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Appointment of Representative

The Appointment of Representative (AOR) includes a required form which supports the process to allow
for those times when a Medicare member authorizes a person other than themselves to make a request
for healthcare services (including those for behavior health) on their behalf. A member can appoint any
individual, including an attorney or physician, at any time to represent him/her when requesting a
health care service. A completed Appointment of Representative form (CMS-1696), which is preferred,
or a letter can be submitted assigning the designated person. This is different from a Power of Attorney
or an Advanced Directive.

If member is submitting a letter, it must include the following:

o Be in writing

o Signed and dated by the member and representative (the representative’s signature must be
dated within 30 days of the member’s signature)

J Include a statement appointing the representative to act for the member

. Include a written explanation of the purpose and scope of the representation

. Include the names, phone numbers, and addresses of both the member and the representative

o Include the representative’s professional status or relationship to the member

. Contain a unique identifier of the represented party

o If the party is the beneficiary, the Medicare number must be included. If the party is a
provider or supplier, the National Provider Identifier (NPl) number is requested.

Once reviewed and determined that an AOR form is necessary, the following steps are required:
. If an AOR is required but not included with request for health care services, staff will review the
‘Member Health Alerts’ in the authorization system to determine if an AOR is already on file.

STATUS ALERTS
Member Health Alerts AOR

When Submitting a Referral Request on behalf of an AOR, you must check off the “AOR Requested
(Medicare Only):” field.
* Required Field

* Member: PLEASE SELECT A MEMBER

Member's PCP:

Patient Requested: |
| AOR Requested (Medicare Only): [ |
Category: [Routine ~| Routine
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Department of Healis and Human Senices. Feem Approved OME No.0238-0230
Ceentzes for Medicars & Medicaid Zenices

Appeintment of Representative

Mame of Party Medicare Number (beneficiary as party) or National
Provider |dentifier (provider or zupplier as party)

Section 1: Appointment of Representative

To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):

| appoint this indiidual, . to act as my representative in connection with my claim or asserted
right under Title XVl of the Social Securty Act (the Act) a:\:felated provizions of Title X| of the Act. | authorize thiz
individual to make any request; fo present or to elicit evidencd: to obtain appeals information; and fo receive any natice in
connection with my claim, appeal, grievance or request wholly in my stead. | understand that personal medical information
related to my request may be dizclosed to the representative indicated below.

Gignature of Parly Seeking Representation Date
Street Address Phone Number (with Area Cods)
City State Zip Code

Email Addrecs (optional)

Section 2: Acceptance of Appointment

To be completed by the representative:

I, , hereby accept the above appointment. | cerify that | have not been disqualified,
suspended, or prohibited from practice before the Depariment of Health and Human Sernces (HHS); that | am not, as a
current or former employes of the United States, disgualified from acting as the party's representative; and that | recognize
that any fee may be subject to review and approval by the Secretary.

lama/an
(Professional status or relationship to the party, e.g. attomey, relative, etc)
Signature of Representative Date
Street Address Phone Mumber (with Area Cods)
City Ste Zip Code

Emsail Address (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to, waive their fee for

representation. (Mote that providers or suppliers that are representing a beneficiary and furnizhed the items or services

may not charge a fee for representation and must complete this section.)

| waive my right to charge and collect a fee for representing befare the Secretary of HHS.
Signature Date

Section 4: Waiver of Payment for ltems or Services at lssue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or
services must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act.
(Section 1879(a)(2) generally addresses whether a provider'zupplier or beneficiary did not know, or could not reasonably be
expected to know, that the items or services at issue would not be covered by Medicare.) | waive my right fo collect payment
from the beneficiary for the items or services at izsue in this appeal f a determination of liability under §187%(a)(2) of the Act
iz at issue.

Signature Date
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**REMINDERS**

. AOR form is only good for one year from the date of the beneficiary’s signature
o A photocopy of a completed AOR form is acceptable
J Sections 1 and 2 of the AOR must be completely filled out to be considered complete

Hospital Admission Notification
v’ 24 Hour Notification Process

o For after hours, weekends and holidays, the notification number for all Optum Medical

Groups is (844) 364-8304.

o Please contact the member’s medical group/IPA directly Monday — Friday 8 AM- 5PM

MEDICAL GROUP/IPA

TELEPHONE

FAX

Optum Care Network — Desert Cities

760-770-8678

760-770-7609

Mercy Physicians Medical Group

619-543-8800

877-840-0360

Optum Care Network —
North County SD

760-542-6757

866-321-1465

PrimeCare of Chino Valley

909-465-1397

866-802-1692

Optum Care Network -
Citrus Valley

Corona

Riverside

Moreno Valley

951-371-8440

877-843-4435

Optum Care Network - RPN

951-788-9800

951-788-1630

Optum Care Network — Hemet Valley

909-461-0762

909-465-6629

Optum Care Network — Inland Valley

909-466-8000

877-881-2338

Optum Care Network -
Redlands
San Bernardino

909-476-1575

877-645-8397

Optum Care Network — Sun City
Optum Care Network — Southwestern Valleys

951-461-0762

877-659-8824

Optum Care Network — Valley Physicians

951-704-1900

866-542-9782

v' If Optum fails to respond to a health care provider’s first request for authorization to
provide necessary post-stabilization medical care within one hour of the request, the
necessary stabilization medical care shall be deemed authorized.

v" Optum shall pay for all medically necessary health care services provided to full risk
members. These services must be necessary to maintain the members stabilized condition
up to the time that Optum can effectively coordinate the member’s transfer or the member
is discharged.

v Post-stabilization services at a non-participating facility will be covered until:
o The member is discharged from the hospital
2022
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o Alocal network physician assumes responsibility for the member’s care
o The treating physician and the local network hospitalist of primary care physician
agree to another arrangement for the appropriate level of care

v' Optum reserves the right to respond to a health care provider's request for post-
stabilization medical care authorization by informing the provider of the decision to transfer
the member to another health care provider. The Provider and the UM staff shall coordinate
and effectuate the transfer of the member as soon as possible.

v All requests for authorizations and results for authorizations for post-stabilization medically
necessary health care services which follow the provision of medically necessary health care
services shall be fully documented. Documentation shall include, but not be limited to:

The date and time of the care transition request

o The decision or status of the care transition request
o The name of the health care provider making the request
o The name of the representative Case Manager responding and coordinating the

post-stabilization transfer.

Electronic Connectivity

Optum’s Information Technology Department offers a variety of electronic connectivity services to help
providers do what they do best: take care of their patient’s health care needs. Our goal is to provide
useful technology and easy to use tools which maximize operational and administrative efficiencies and
enhance all levels of customer service.

To improve the coordination of patient care and to assist physicians with meeting Meaningful Use
objectives as specified by CMS, Optum offers an Electronics Health Record (EHR) adoption program in its
connectivity strategy Providers interested in obtaining more information about the EHR program, please
contact your IPA.

Optum Provider Portal
Optum Provider Portal, www.nammnet.com, includes access to a web-based application

offering Optum provider offices access to key member authorization, claims and benefit
information online as well as other value added services available to Optum contracted
providers.

Provider and staff can:

View RAF and Annual Health Assessment Status

Print Reports and Submit Annual Health Assessments on your members
Check on claim status

Check on authorization status

Submit authorizations

Request additional office visit days on authorizations

Review preventive care and quality measures data

ANANENE NENENEN

2022 Page 29 of 121 Optum Provider Manual


http://www.nammnet.com/

Optum Provider Portal is free. There is no cost to Optum providers to sign up and use it.

Optum Provider Portal requires a personal computer with Internet connectivity and a standard
Internet browser such as Internet Explorer; No extra software is needed. It is easy to obtain
access and to use. Provider administrative costs can be reduced by eliminating phone calls, faxes
and paperwork.

*Contact provider’s Optum PSR to get more information or to request enrollment. The PSR will
coordinate on-site training for staff to familiarize them on the easy to navigate Optum Provider
Portal home page, and other services available from Optum Provider Portal at NAMMNet.com.
Contact information is available on page 9 of this Provider Manual or at www.nammnet.com.

Provider Password Manager

After you are enrolled to access the Optum Provider Portal and you have received your logon
credentials, be sure to register on our password self-service portal. It's fast, secure, and easy to use.
You can view and or download registration instructions by accessing the Secure Portal following the
steps below:

1. Access the Optum Provider Portal: www.nammnet.com

2. Click on the Secure Portal link on the right side column.

Optum California Disclaimer Policy Privacy Policy

Provider Portal

Optum

Quick Links Provider Services

i Optum Notices SecurePortal @‘

Login to the Secure Portal for
exclusive services available

Authorization Portal,

formerly NAMMNet
Express

Password Manager

Information Portal

“COZEVA
**NEW QUALITY REGISTRY**
Requires Internet Explorer
11.0+, Chrome 26+, or
Firefox 16,0+

Provider Support
Healthplan Links

National Provider
Identification (NPI)

Log in to Secure Portal to find out more”

Login.

Meaningful Use Resources ‘

Click here for more information

only to Optum Providers

Need an account?
To get started, or for more
information, contact your

Provider Services
Representative

COVID-19 General Info
(CDC)

CDC Info on Personal
Protective Equipment for
Officel/Staff regarding
COVID-19

DMHC Opioid FAQs

3. Onthe prompt, enter your recently acquired login credentials (provided by your
Provider Service Representative).

2022
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4. On the next screen, under the Training Resources column to the left, select the
Provider Password Manager Instructions link.

e P
Training Resources I I
Password Manager *

Instructions

Training & Information

) Care Dojo - On Demand Learning < Cho‘l:)tl.ln‘l
Frequently Asked Questions Access all your educational needs: COVID-19 Updates, Argon, schiology Services

Krypton, MARS, Member Satisfaction, NAMMNet Express and More

5. The registration instructions will now open.

Self-Service

Provider Password Manager
NAMMNet Express - Secure Portal - Argon - Krypton

6. Follow the steps provided to register and take advantage of the following:
1. Reset your own passwords to the Optum Provider Portal (no more waiting
on phone for support).
2. Unlock your own account.
3. Setup and receive notifications prior to password expiration.

Argon Portal
The Argon Portal provides a single platform for submitting Annual Health Assessments,

reporting Transition of Care, collaborating with the IPA on health related Campaigns, and for
providing the Physicians' key performance indicators.

The Argon Portal is accessible from the Optum Provider Portal. The streamlined dashboard
presents providers with a view of their Annual Health Assessment (AHA) submission status,
Chronic HCC Recapture rate, Current and Target RAF scores, current Membership, Screening
Gaps and AHA status. Specific tabs allow you to view All Members, submitted AHA’s, a list of
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members assigned to Campaigns and a listing of Transition of Care members and submissions.
Argon related Announcements and Notifications will also be received by the user.

How to Access the Argon Portal:

1. Goto www.nammnet.com

2. Click the Secure Portal link located at the top of the right hand navigation panel
3. Click the Argon link
4. Log in with the same credentials used to log into the Secure Portal
Argon Support
e Contact your Provider Services Representative if you are not able to log in with your credentials
e Access to the Argon Portal can be requested via your Provider Services Representative
e Support for issues experienced while logged into the Argon Portal can be obtained by contacting
the Health Information Technology support number: (800)956-8000 option 3 or send an email to
HITsupport@nammecal.com

Argon Training Support
Training manuals and quick reference video’s are available on demand from the secure portal:
1. Gotowww.nammnet.com

2. Click the Secure Portal link located at the top of the right hand navigation panel

3. Click the Training & Information link on the left hand navigation under the Training
Resources section

4. Then click the Argon Portal Training link

Authorization Portal Providers:
The following Authorization Portal information explains in detail how to:

Log on to the Authorization Portal System
Look up Eligibility

Look up a Member

View information about the Member
Submit Eligibility requests

Submit Referrals and view Authorizations
Access the Quality Registries in Cozeva
Inquire about Claims

NN N N N NN

Authorization Portal Training Support:
Training manuals are available on demand from the secure portal:

1. Go to www.nammnet.com

2. Click the Secure Portal link located at the top of the right hand navigation panel

3. Click the Training & Information link on the left hand navigation under the Training
Resources section

4. Then click the Authorization Portal Training & Resources link
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Krypton

The Krypton Mobile Application provides immediate access to your metrics from a variety of systems
right to the palm of your hand. Krypton is a mobile application that is readily available from both the
Google Play Store and the Apple App Store. The efficient and modern display allows you intuitively
navigate the application to view your Annual Health Assessment, Transition of Care, Care, and Quality
metrics. This innovative and HIPAA compliant application also provides you with Push Alerts so that you
are instantly notified when one of your patients are Admitted or Discharged from a hospital setting.
Simply log into the application and tap the Alert icon to view patient discharge or admit information as
well as contact information. Contact your Provider Services Representative for downloading details and

training.

2t
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High Risk Members Hub

High Risk Members
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Authorization Portal — Authorizations Quick Start Guide

Logging in to the Authorization Portal system: 2. The Main Menu

Open Microsoft Internet Explorer
Type the following address in your address bar:
www.nammnet.com Inquiry MAIN MENU

. . . Input Authorizations.
Click the Authorization Portal button at the top MessagesiEmail _
iR Please select from the following list:
of the page. L
i i H r Links < Eligibility (Look up member,
Fill in your User Name and Password and click asdeg > Dispay current member
3 ign = Display Authorizations (Look up
the Submit button. o Sl AT (Sselch s on s,
. number, etc
Accept the HIPAA Privacy agreement - P
. < Diagnosis
You are now at the Main Menu. * Procedure

« Input Authorizations
= Referral / Auth (Use for Requests to a
Provider/Vendor)
= Admissions (Use for all Admissions &

H . Precerted Admissions
Hel pr | Hi nts: - Qutpatient Services (l}se for Requests to a
Facility)
= Direct Referral (Use for Capitated Services)
= Messages/Email
- Create Message

v" Make this page your Home Page so it will display + suppeedMessages

° FAQ Lastupdated: 7/28/2013

automatically every time you log into the * Help (get general help)
° Preferences

Internet: At the top of Microsoft Internet  Support Documents (download user guides,

etc.)

Explorer Toolbar, select Tools/Internet Options, e e A  eat prac
Provider Login

and then highlight Use Current. Click OK at the * Medcare ibal OMS Days - Medicare Gioba
bottom of the screen. * Medicare Guidelies - Medicare Coverage

OR you can add this page to your Favorites: On " SenOffemiE

the top Toolbar, click Favorites, then Add to

Favorites, then fill in Authorization Portal. Click

OK. You can now find the Login page under The Main Menu lists functions available to
Favorites. each user depending on the security template

System Failure: that is assigned to that user at Setup.
v' If there is a system failure, contact your Provider There are 5 functional groupings — Inquiry,
Service Representative to obtain a temporary Input Authorization, Messages/Email, Support,

paper form to use until the system comes back Information, Other Links
up. Scroll to the function you want, then just point

and click.

You can also navigate through the system with
the Main Menu on the left.

To display or input an authorization request,
or to check claims or authorization history,
you must first select a member. To select a
member, click on Eligibility.
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3. Look up Eligibility — Select a Member

v

The Eligibility function is used to look up medical
group Health Plan members. Use this screen to
lookup a member.

PCP Offices must enter search criteria in at least
one of the following fields: Member ID, Last
Name, DOB, or PCP.

Specialist Offices must enter a combination of 1)
Last Name, First Name, DOB or 2) Last Name,
First name, Health Plan ID

Then click on the search button

The Select Member screen will appear (See
section 4)

Helpful Hints

v

Input the fewest number of letters or numbers
plus an asterisk * to generate a list of choices.
Then choose the correct entry from the list. This
technique minimizes errors due to misspelling
and typos.

ASTERISK (*) is a wildcard that can be used
throughout the Authorization Portal System
which means you can use it in place of part of a
field to find all occurrences that match your
search. Example: Enter Apple* to generate a
list of medical group members named
Appleseed. Users can also input ‘A* or ‘App*’
to generate a list of members with last names
beginning with A or App.

Words that appear red and underlined like those
listed at the bottom of most pages indicate links
to other windows that allow users to view
additional information.

Only eligible members return back from the
search. Check the Show Termed Member box
and click the Apply Filters button to view termed
members.

4. The Select a Member Screen:

SELECT MEMBER

(| e vme

v Once a member is identified as a possible
match, the user can click on the red
underlined Member Name link to display the
Selected Member Screen (see section 5) and
to make sure the patient information matches
the Eligibility data for a specific member.

Helpful Hints:

v" If the member’s name was misspelled during
data entry, or if a nickname is provided rather
than a legal name, there may not be a direct
online match through eligibility. Once a list of
potential members is created, verify the
correct member by matching the DOB (date of
birth) and Sex.

Use the navigation buttons to view more
records.

= FIRST < PREW HEXT * LAST ==
Click on the (New Search) or (Modify Search)
link to return to the Search Eligibility screen to
perform a new search or to modify your
search criteria.

The member Effective Date will reflect the most
current information for the member that your medical
group has received from the Health Plan. Since your

group receives regular membership downloads from

every plan, long term member information changes
must always be made by the member directly
contacting the Health Plan
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5. View information about the Selected Member 6. Submit Eligibility Requests
Click on any of the Red Underlined links to view

information on the displayed member such as: v" You can submit corrections to the member

v VIEW AUTHORIZATIONS screen if your patient’s address is incorrect or

v SEARCH AUTHORIZATIONS incomplete by clicking on the (Submit request

v/ SUBMIT REQUESTS TO ELIGIBILITY DEPT. to eligibility department) from the Selected

v' VIEW ELIGIBILITY HISTORY Member screen (shown above).

v VIEW CLAIMS The Eligibility Request screen can be used to
' : correct the members Current Address, Health

— e Plan ID and ID Number.

e If Request is for referral processing, request

must be marked Urgent with a comment to

state: For UM Referral Processing.

i’

LLULLL L L

f
7
]

[

|

7. Referrals & Authorizations

There are four classes of Authorizations that can be
entered by the UM and provider office staff:

v' Referrals/Auth: completed by Provider offices

to request visits to a specialist/Vendor and by
Specialist offices to request additional
visits/follow-ups, such as Ambulance, DME,
Home Health and Hospice type referrals.
Admissions: Use for all Admissions & Pre-
certification Admissions, such as Skilled
Nursing Facility (SNF), Acute Rehab/Subacute,
Pre-certification, Observation/MSS, Long Term
Care, Inpatient.
Outpatient Services: Use for requests to a
Facility, such as Outpatient
Treatment/Diagnostic, Outpatient Surgery,
Emergency Room or Dialysis.

v Direct Referral: Use for Capitated Services
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8. How to get started with Authorizations

The first step in every Authorization is Member 8.

Eligibility. You must first have the Selected
Member screen displayed. (Refer to section 3
for instruction on displaying the Selected
Member screen)

From the Selected member screen you may
submit a Referral or Authorization by selecting
the appropriate authorization class from the
Menu on the left.

Once the referral/authorization screen appears
you will need to check the box to indicate if the
Referral or Authorization was requested by the
Patient or Representative.

Select a ‘Referred from’ provider from the drop-
down box. The list of providers are limited to
those in your site.

Select a ‘Referred to’ or ‘Facility/Company’
provider. A list of Providers will appear in the
‘Select a physician’ drop-down box based on
frequently selected. If the drop-down does not
contain the desired provider, click on ‘OTHER
PHYSICIAN’ or ‘OTHER FACILITY/COMPANY. You
may search by specialty or by entering the
provider name in the ‘Name” field. A list of
providers will appear based on your entry. Click

on the provider name in red to select.
Select Place of Service

Select a Diagnosis, a list of diagnosis will appear
in the ‘Select a Diagnosis’ drop-down box based
on frequently selected. If the drop-down does
not contain the desired Diagnosis, click on
‘Select Diagnosis 1’. You may search by entering
the diagnosis code in the ‘Diagnosis Code’ field
or enter the description in the ‘Description’ field,
then click ‘SEARCH’. A list of diagnosis will
appear, select a diagnosis by clicking on the
Code in blue. You may enter additional Diagnosis
up to 8.
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Select a Procedure, a list of procedures will

appear in the ‘Select a Procedure’ drop down

based on frequently selected. If the drop-
down does not contain the desired Procedure,
click on ‘SELECT PROCEDURE 1’. You may
search by entering the procedure code in the
‘Procedure Code’ field or a description in the
‘Description’ and click ‘SEARCH’. A list of
Procedures will appear, select a procedure by
clicking on the code in blue.

Enter the Number of Units (or visits
depending on the type of authorization).
Default is one (1) unit. If needed, adjust the
number of units, and then proceed.

. Requested Service is a description of the

services being requested (up to 255
characters). The Notes field is the medical
justification for services being requested. This
field is viewable to everyone. This entry might
include reasons for the urgency of the referral.

. When all the information has been entered for

this Referral, click the Submit button. The
Authorization Submitted screen will appear
confirming your request. Once the Referral is
reviewed, the physician office will see the
AUTH message icon, will allow the physician’s
office to view or print any authorizations they
received.
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Health Plans and Lines of Business in the Authorization Portal and HIP

Each health plan is assigned an identification code in the Optum Provider Portal. The grid below
gives a description of those health plans and lines of business

HMO Name HMO ID Plan Type
Aetna - HMO 610USHC HO1
Aetna - HMO Deductible HRA 610USHC Do1
Aetna - POS 610USHC PO1
Aetna - Medicare 610USHC HO02
Agua Caliente Acess Plan - HMO 610AGUA TO1
Alignment Health Plan — Medicare 610ALIG HO02
Anthem - ACO 610BLCR A07
Anthem - HMO 610BLCR HoO1
Anthem - POS 610BLCR PO1
Anthem — Exchange HMO 610BLCR EO01
Anthem - Medicare 610BLCR HO02
Anthem — Special Needs Medi-Medi 610BLCR M02
Blue Shield - ACO 610BLSH A07
Blue Shield - HMO 610BLSH HO1
Blue Shield - POS 610BLSH PO1
Blue Shield - Exchange HMO 61BLCR EO01
Blue Shield - Medicare 610BLSH HO2
Blue Shield California Health Plan - Special Needs Medi-Medi 610BLSH M02
Brand New Day — Medicare 610BNDH HO02
Brand New Day — Special Needs Medi-Medi 610BNDH Mo02
Central Health Plan — Medicare 610CHPC HO02
Central Health Plan — Special Needs Medi-Medi 610CHPC MO02
Cigna - HMO 610CIGN HoO1
Cigna - POS 610CIGN PO1L
Cigna - Narrow Network 610CIGN wol1
Cigna — Medicare 610CIGN HO02
Health Net - HMO 610HNET HO1
Health Net - POS 610HNET PO1
Health Net - Exchange HMO 610HNET EO1
Health Net - Medicare 610HNET HO02
Health Net - Special Needs Medi-Medi 610HNET Mo02
Humana - Medicare 610HUMA HO02
Inland Empire Health Plan - Dual Medicare/Medi-Cal CCI 610IEHP C02
Inland Empire Health Plan - Special Needs Medi-Medi 610IEHP M02
Inter Valley Health Plan - Medicare 610IVHP HO02
SCAN Health Plan - Medicare 610SCAN HO02
SCAN Health Plan - Special Needs Medi-Medi 610SCAN Mo02
Scripps Health Plan - HMO 610SHPS HO1
Sharp Health Plan - HMO 610SHP_ HO1
UnitedHealthcare — ACO 610PACC A07
UnitedHealthcare - HMO Alliance 610PACC Go1
UnitedHealthcare - HMO 610PACC Ho1
UnitedHealthcare - HMO Deductible HRA 610PACC Do1
UnitedHealthcare —- HMO Harmony 610PACC Y01
UnitedHealthcare — Medicare 610PACC HO02
UnitedHealthcare — Freedom Medicare POS 610PACC RO2
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Lines of Business

Special Needs Plan

A coordinated care plan was created by Congress for Medicare beneficiaries who are either
institutionalized, dual eligible (medi-medi) or suffering from severe or disabling chronic
conditions. The goal of these programs are to improve access for all services, improve
coordination of care through an identified point of contact, improve transitions of care across
healthcare settings and providers, assure appropriate utilization of services and improve
member outcomes.

Medicare chronic special needs plans (cSNP) are for those beneficiaries with chronic diseases.
Some health plans offer cSNP products for a variety of chronic diseases which may vary each
year. The qualified cSNP members are expected to require a higher level of care. Therefore,
primary care physicians receive additional capitation for these members. PCPs are offered
additional incentives for participation in Annual Health Assessment Programs. This is to facilitate
prompt focus on the more acute health care needs of cSNP members.

To support cSNP patients, their family members, physicians and office staff, patients have a
single point of contact with the SNP Case Manager for accessing quality care, including
assistance in appointment scheduling, prescription refills, expedited referrals and arrangements
for transportation. Contact the Case Management Department with any questions at 909-605-
8000 x13129.

Commercial Plans

A commercial managed care plan provides coverage through a specified group of providers in a
particular service area. The providers may be under contract with the commercial health
insurance plan and receive payment based on the number of patients assigned (i.e., capitation
payment, fee-for-service, etc.)

Commercial managed care plans require recipients to use a designated network of providers to
receive a designated schedule of health service benefits. Non-network providers (i.e., providers
who do not have a contract with the recipients’ commercial managed care plan) will be
reimbursed by the commercial managed care plan only if they obtain a referral or provide an
emergency service by legal definition.

Senior Plans

An expanded set of options for the delivery of health care under Medicare was established by
the Balanced Budget Act of 1997. Most Medicare beneficiaries can choose to receive benefits
through the original fee-for-service program or through Medicare Advantage plans which are
coordinated care plans (such as health maintenance organizations, provider sponsored
organizations, and preferred provider organizations).

Effective January 1, 2021, there are two new Medicare Advantage plans with PMNI IPAs that
participate in global risk. A Medicare Advantage POS plan “Freedom Plan” has been added with
United Healthcare. PMNI is participating in Cigna’s Medicare Advantage EGWP (employer group
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waiver plan) which is a customized Medicare Advantage plan developed for specific group
retirees. Not all IPAs may be participating. ACO (PPO) PMNI participates in an
Accountable Care Organization (ACO) agreement with Anthem Blue Cross for the Commercial
preferred provider organizations (PPO) line of business.

PMNI is responsible for care coordination only and will not process referrals or be responsible
for claims payment. The Health Plan remains responsible for authorizations and claims
payments according to the provider’s PPO agreement with the health plan. Participating
providers will receive benefits such as reports and prompts to help manage their individual PPO
patients participating in this program.

Point of Service (POS) Plan

A type of managed care plan combining features of health maintenance organizations (HMO)
and preferred provider organizations (PPOs). Members can decide whether to go to a network
provider and pay a flat dollar or to an out-of-network provider and pay a deductible and/or a
coinsurance charge. When members elect to use their PPO benefits, under most circumstances,
these claims are paid directly by the Health Plan.

Exchange Plans

In 2010 California was the first state in the nation to enact legislation to implement the federal
Affordable Care Act (ACA) by creating Covered California. Covered California offers two types of
exchanges — an “Individual Exchange” and the “Small Business Health Options Program” (SHOP)
each offering HMO and/or PPO. Optum is contracted with two plans for the Exchange Product
line of business:

1. HealthNet (Community Care Individual Exchange) — all Optum IPAs including Optum Care
Network — North County SD (Shared Risk)

2. Anthem Blue Cross — all Optum IPAs excluding PrimeCare Chino, (Global Risk) and
PrimeCare Chino, Optum Care Network — Desert Cities & North County SD (Shared Risk)

3. Blue Shield of California (Trio HMO Plan) — PrimeCare Chino, , Optum Care Network — Inland
Valley, Citrus Valley, Corona, Moreno Valley, Riverside, Sun City, Southwestern Valleys, and
Valley Physicians

Hospice
Hospice includes palliative care for the incurably ill given in such institutions as hospital, nursing
homes, or patients’ private place of residence.

A member must meet all of the following criteria to be eligible for hospice care:

e Eligible for Part A Medicare (for Medicare members)

e Certified by the member’s doctor and the hospice medical director to be
terminally ill with a life expectancy of less than six months

e Sign a statement choosing hospice care instead of routine covered benefits for
the terminal illness

e Receive care from a Medicare approved (Medicare members) or health plan
approved (Commercial members) hospice program
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Capitation and claim payments are not paid by the IPA for members who have elected hospice
care. Senior hospice member claims should be directed to the member’s health plan for
processing or the Hospice carrier.

Eligibility

The Eligibility Department receives member information from the Health Plans at various intervals.
Once this information has been received it is loaded electronically into the Optum healthcare
management system. A reconciliation review is performed for each health plan and IPA/Medical Group
to ensure accuracy.

Reconciliation activities are completed prior to capitation calculations. Discrepancies may be
experienced in the eligibility information because information is being constantly updated and revised.

Per the Health Plan contracts, retroactive changes (additions and/or removals) are not to exceed an
agreed upon time frame. While this varies depending on the Health Plan contract language, the time
frame generally falls somewhere between 90 to 180 day for commercial plans. Medicare, on occasion,
may institute different requirements.

2022 Page 41 of 121 Optum Provider Manual



Health Plan Eligibility and Member Service Numbers

HEALTH PLAN

PHONE NUMBER

DEPT

WEB SITE ADDRESS

Aetna Commercial
Aetna Senior

800-624-0756
800-282-5366

Eligibility & Member
Services
Eligibility & Member
Services

www.aetnha.com
www.aetna.com

Alignment Health Plan
Medicare only

866-634-2247

Eligibility and
Member Services

www.alignmenthealthplan.com

Anthem Blue Cross
Commercial/Senior

800-677-6669

Eligibility & Member
Services

www.anthem.com

Blue Shield
Commercial/Senior

Blue Shield 65 Plus

800-541-6652

Medicare Member Services:
800-776-4466

Eligibility & Provider
Services
Medicare Member

Services

www.blueshieldca.com

Brand New Day
Medicare Only

Member Services:
866-255-4795

Eligibility & Member
Services

www.bndhmo.com

Central Health Plan
Medicare only

866-314-2427

Member Services

www.centralhealthplan.com
Memberservices@centralhealthplan.com

Cigna Commercial**
Cigna Medicare**

Benefit Services:
800-244-6224
Website Assistance

(24 Hours a Day/365 days a year):

800-853-2713

Medicare Member Services:
800-668-3813

(TTY Device: Dial 711)

Eligibility & Benefits
Member Services

WWW.cigna.com

Health Net Commercial*

Health Net Seniority
Plus*

Employer/Group Plans:
800-522-0088

Commercial Provider Services:
800-641-7761

Medicare Provider Services:
800-275-4737

Eligibility Member
Services

Eligibility Member
Services

www.healthnet.com

(TTY Device: Dial 711)

Humana 800-457-4708 Eligibility & Member www.humana.com
Services
IEHP Dual Choice: 877-273-4347 Member Services www.iehp.org
TTY: 800-718-4347 memberservices@iehp.org
Inter Valley Health Plan 800-251-8191 Member Services www.ivhp.com

855-356-6098: UHC Medicare
Specialist

Member Services

SCAN 800-559-3500 Eligibility & Member www.scanhealthplan.com
Services

Sharp 800-359-2002 858-499-8300 Member Services www.sharphealthplan.com

United Healthcare 800-542-8789: Provider Services Eligibility www.uhc.com

Commercial* 800-624-8822: Member Services Member Services

United Healthcare Senior | 800-542-8789: Provider Services Eligibility www.uhc.com

*AUTOMATED ELIGIBILITY LINE AVAILABLE 24 HOURS, SEVEN DAYS A WEEK

AVAILABILITY

**24 HOUR ELIGIBILITY LINE ONLY. NO CONFIRMATION THROUGH FAX
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ELIGIBILITY / MEMBERSHIP Frequently Asked Questions

Can | use the Authorization Portal to verify member Eligibility?
No. The Health Plan is the source of truth for member eligibility. When confirming member eligibility,

the Provider Office is encouraged to check the Health Plan portal for eligibility details. These could
include effective/term dates, co-pay amounts, PCP assignment and other pertinent benefit details.

How is an Urgent ticket defined?
Urgent is only if an authorization is needed.

| need to submit an Authorization but can’t locate member in the Authorization Portal, what should |
do?

1.  Submit an Urgent ticket through the Authorization Portal to add the member.
2. In the Notes section of the ticket, please include “For UM Referral Processing”

What is the turnaround time for an Urgent Ticket?
Urgent is 3 hours and only when the member is not found in the Authorization Portal.

What is the turnaround time for a Non-Urgent Ticket?
Non-Urgent is 24-48 hours. Turnaround times are known to increase in January and February due to

new adds and shifts in membership. The primary cause is timing of membership data from respective
Health Plans.

| submitted an Authorization Portal ticket to add a member but I still can’t locate the member?
1. Check the Eligibility department response for full details

2. If noresponse from Eligibility department, ticket is still in queue to be worked
3. If the member was added within the last few hours, the refresh of data from the source
system to the Authorization Portal has not yet occurred.

Member is active on the Health Plan website but | can’t locate them in the Authorization Portal?
There could be a couple of reasons why a Provider may not see a member:

1. If the Provider Office used the Health Plan website and confirmed member was eligible
with Optum or an affiliate, the Provider should proceed with appointment scheduling.
Note: It is expected that the Health Plan will provide Optum with the member details in the
next scheduled transmission of membership data.

2. If the member was added within the last few hours, the refresh of data from the source
system to the Authorization Portal has not yet occurred.

How often is the Authorization Portal refreshed to reflect updated information?
1. UM Referral requests will be visible within 30 minutes after the ticket has been completed

for members that were not found in the Authorization Portal.
2.  All other requests are usually visible within a 3-hour window after the ticket has been
completed.
a. By Default, the Authorization Portal is refreshed approximately every 2 hours
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A member’s residence address is incorrect in the Authorization Portal, how can it be updated?
The member must contact the Health Plan to update their residence address. The Health Plan will then

provide the updated address in the next scheduled membership file.

How often does Optum receive membership data from the Health Plans?
Here’s the cadence of membership data from each Health Plan

Daily Weekly  Monthly

Agua X
Aetna X
Alignment X
Anthem* X X
Blue Shield* X X
Central X
CIGNA X X
HealthNet X X
Humana X
IEHP X X
SCAN X
SCRIPPS X X
SHARP X X
United

Healthcare X X

*Cadence varies by Senior/Commercial membership
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Capitation

Capitation is paid in accordance with the current Provider Services Agreement. Executive Directors may submit cap
adjustments for inclusion in the monthly cap reports. These adjustments are reflected outside the cap reports.
Executive Directors are responsible for providing back up to the individual providers for any adjustments made (claims
deductions, retro-active rate increases/decreases, etc.).

Once approvals have been received, cap is forwarded to Accounts Payable for processing and forwarded to the IPA’s for
disbursement (exceptions are those providers who have chosen direct deposit). Specialty checks (unless otherwise
indicated) are mailed directly to the providers.

Claims
ATTENTION: Office Managers and Billing Managers

Provided below is key information for claim submission and re-submission to initiate claims payment.

Topics addressed:
e EDI (Electronic Data Interchange)
o EDIFormat
o Electronic Remittance Advice Form
o Electronic Funds Transfer Form
e Claim Payment Policy & Processing Standards
e Billing
e Reading Paper Remittance Advice
o Timeframes
o Helpful hints

Electronic Data Interchange (EDI)

Optum has been a leader in California for many years in encouraging and supporting Electronic Data Interchange (EDI),
particularly claims and encounters. EDI is the computer to computer transfer of data transactions and information
between trading partners (payers and providers). Electronic claims submission allows providers to eliminate the hassle
and expense of printing, stuffing and mailing claims to Optum. It substantially reduces the delivery, processing and
payment time of claims. There is no charge for submitting claims electronically to Optum.

Optum works with two leading national claims clearinghouses: Office Ally and Change Healthcare. Providers can submit
electronic claims to Optum using either of these two clearinghouses.

Trading Partners

Partner Payor ID Claim Type
Change Healthcare E3510 Professional & Institutional
Office Ally IPO79 Professional & Institutional

*Contact provider’s Optum PSR to get more information on initiating electronic claims submission. The phone numbers to
local IPAs can be obtained on www.optum.com/primecare.
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Benefits of EDI:

e Reduces costs
o No more handling, sorting, distributing or searching paper documents
o Keeps healthcare affordable to the end customer

e Reduces errors
o Improves accuracy of information exchanged between healthcare participants
o Improves quality of healthcare delivery and its processes

e Reduces cycle time
o Enhanced information is available quicker
o Ensures fast, reliable, accurate, secure and detailed information

EDI Format:

EDI has a standardized format, which ensures that data can be sent quickly and is interpreted on both sides. EDI
transactions adhere to HIPAA regulations and American National Standards Institution (ANSI) standards. The EDI
specifications are like blueprints for the data that guide the data to make the transitions between different data trading
partners as smooth as possible.

As of March 31, 2012 healthcare providers must be compliant with version 5010 of the HIPAA EDI standards.

The current format that is used is 837, ANSI x12.

e 837i—institutional claims
e 837p - professional claims

Additional transactions performed by Optum:

Electronic Fund Transfer (EFT):
Considering Electronic Fund Transfer (EFT) as a method of receiving your claims payments?

EFT allows a provider to receive claims payments within two business days of finalization of the claim directly to a
designated bank account. A copy of the EFT summary and associated Remittance Advice will continue to be mailed to
the provider’s remittance address for reconciliation.

Becoming an EFT provider is easy; visit the provider portal — forms, EFT Authorization form. Forward the completed and
signed EFT Authorization form, via email to edioperations@nammcal.com or fax it to 866-596-7210 Attention: Check

Processing Coordinator.

**ERA Enrollment form and ERA instructions to complete to follow
**EFT Enrollment form and EFT instructions to complete to follow

If provider is not currently submitting EDI claims and is interested in more information or would like to become an EDI
submitter please email: edioperations@nammcal.com.

For paper submissions, please review the following to ensure that your claim is received and processed accordingly.

Paper Submission:
e Professional vendors must submit on a CMS 1500
o Ambulatory surgery centers with appropriate modifier SG or TC
e Hospital and Facility vendors must submit on a UB04
o Ambulatory surgery centers
e Refer to the Billing section below to locate current claim submission mailing addresses
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ERA Enrollment Form

Retuwrn Ciom pletes Fommis to

Optum Electronic Remiffance Advice |« ~

(ERA) Enrollment Form e face] 3367210
BE-EC: ;:w;ol.-n EJi'.:IS-Cu:-
Ontario, CA 91764

Flease FPRINT clearly
Flease nofe: Upon enrcllment processing, Prov ider will receive both Poper Explanaticn of Payment and Sectronic
Remittance Advice [ERA) for 31 calendar days, afterwhich time Providerwill only receive ERA

Frovider Informafion [ REGUIRED)

ProviderMaome:

Provides Address
Strmat:

oy = hote/Frovinoe: LpLode/Fostol Code:

Frovider Idenifiers [ REGUIRED)

Provider Federal Tax Identification Humber [TIM]
of Emplayer Identification Mumbeer:

Haticnal Provider identifier (MP1):

Frovider Confact iInformafion

Prov ider Contact Hame: Trkhe:

Telephone Humber Telphone Humber Ermal Addres::
Extensaon:

Elecironic Remiflance Advice Informafion [REGUIRED)

preference for Aggregation of Remittance Data [e.g., Account Humber Linkage to Provider lgentifiar]
SELECT OMNE

I:I Prowider Tax ldarfficaton Humber [TIH) I:I Hationel Providerid anter M2

Elecironic Remiflance Advice Clearinghouse |formafion

Cleannghouse Ha me:

Submission Informaion
Reason for Submission: |:| HEW Enrcliment |:|C:HAHG-E Enrclimert I:l CAMCEL Enrcdlment

The umdersigmed herehy certifies that the information provided herein istrue snd acourate i alirespeds and thak ke fshe ke s besn duly sutharzed by sl necessary
and appropriate colportion action, where applicabie, to execute this agre=ment on behalf of the a bowe mentioned Provider Neme to form a legally binding contract
The undersigned suthorizes Optum, PimeCare Medical Metwork, inc. (PMNI] and their affiies tes [coliedively refe med to 2s “0FTUM®) to transmiit electronic
remittanoe advice [ERA) det il for cisimes processed by OPTUM to the provider [sted above. In addition, the undersigred herehy sgrees tha t upon oom pletion of
enrolimentpromessng, OPTUM will concurrently send papersxplanation of paymentand ERA fors period of 31 calendar days, afterwhich time provider will onty
receive ERA.

This Authorizetion is to remain infull foroz and e et unti OPTURM has received writhe nnotifiostion of its termination in auch timeand manner asto aford OFTUM a
ressonable op portunity to act onit.

Authorized Signature: Date:

Printed Mame of Person 3wbmitfing Enrcliment
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ERA Instructions for Completing Enroliment Form

Instructions for completing the ERA enrollment form:

Provider Information

Provider Name - Complete legal name of institution, corporate entity, practice or individual provider

Provider Addressf5treet - The number and street name where a person or organization can be found

City - City associated with provider address field

State/Province - 150 3166-2 two-character code associated with the State/Province/Region of the applicable
Country

Zip CodefPostal Code - Systemn of postal-zone codes (zip stands for "zone improvement plan") introduced in the

1.5, in 1963 to improve mail delivery and exploit electronic reading and sorting capabilities

Provider Identifiers

Provider Federal Tax Identification Number (TIN] or Employer Identification Mumber (EIN) - & Federal Tax
Identification Number, also kmown as an Employer Identification Mumber (EIN), is used to identify a business entity
Mational Provider Identifier [NPI} — A Health Insurance Portability and Accountability Act (HIPAA) Administrative
Simplification Standard. The MNP is a unigue identification number for covered healthcare providers. Covered
healthcare providers and all health plans and healthcare clearinghouses must use the NPIs in the administrative
and financial transactions adopted under HIPAA. The NPl is @ 10-position, intelligence-free numeric identifier (10-
digit number). This means that the numbers do not carry other information about healthcare providers, such as
the state in which they live or their medical specialty. The NPl must be used in lieu of legacy provider identifiers in
the HIPAA standards transactions

Provider Contact Information
Provider Contact Name - Name of a contact in provider office for handling ERA issues

Telephone Number - Associated with contact person
Email address - An electronic mail address at which the payer might contact the provider

Electronic Remittance Advice Information
Preference for Aggregation of Remittance Data (e.g., Account Number Linkage to Provider Identifier) - Provider
preference for grouping (bulking) claim payment remittance advice — must match preference for EFT payment
Provider Tax ldentification Number- maost commanly used
Mational Provider |dentifier — used when enrolling only a sub-part

Submission Information
Reason for Submission — New Enrollment or Change Enrollment or Cancel Enrallment

ERA Enrollment Inquiries — Providers can contact SMBA-EDI@nammcal.com to inquire about ERA enrollment
status. Please allow3-5 business days for Electronic Remittance Advice (ERA) enrollment processing. Once ERA
enrollment has been processed, Praviders will continue to receive paper explanation of payment and ERA for 31
calendar days, after which time provider will only receive ERA.

For mare information about Optumn, Primstare Medical Metwork Inc., and it affilistes please visit us 3t www.optu m.mm,."primecare{
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EFT Enrollment Form

Retun Completed Formstoc

OPtum Electronic Funds Transfer (EFT) et

Enrollment Form Fa: (366) 356-7210
Fail: EDI Departmisnt
35590 Conoours, Suite 300
Ontano, CA S17e4

Pleass PRIMT clearhy
Flease allow 7-10 working days for Bectronic Funds Transfer |BFT) enrcliment processing.

Frovider Iformafion [ REGUIRED])

Hrow ider Mame:

Provides Address
Street:

iy Shafe Frov ince: Tip Code/Fosfa Tode:

Frovider Idenfifiers | REGUIRED)

Prowigier Federal Tax ke nfiiSatcn Humiber [TIH]
of Employer Identification Mumber:

Hatignal Provider identifier (HPI):

Frovider Confact Informaion

Prov ider Contact Mame: Tithe:

Telephone Mumber: Tel=phone Humber Emai Address:
Extension:

Financial Insfihdion Informafion [REGUIRED)

Firva ncial Institution Mamie:

Fina ncial Institution Roufing Humbern Typeof Account at Rnancial Institwlion: [(SELECT OME)

I:l CHECEKING I:l SAVINGS

Prow ider s Accownt Numberwith hnancial Instduhon:

Account Mumer Linkage o Provider Identifier: (SELECT OME)

|:|F'r|:w ider Tax [dertfication Humber TIH) |:| MHational Provid erldentifier NP1}
Submission Informalion
Reason for Submissicn: [ |wew enroiment [ ]| CHANGE Enroliment [ Jeanca enciment
Incluede with Enrcliment Sulbmission (at least one) |:| Woided Check |:| Bark Letter

The undersigmed hereby certifies that the information provided hersinis trse and acosrste in all respects and thaet he fshe has besnduly suthorzed by a | pecessary
and appropriate corporation action, where applicable, to esxecuts this agreement on behalf of the above mentioned Frovider Name to form & l=gally binding ontrac.
The undersigned suthorizes Optum, Prime Care Medical Metwork, Inc. (PMNI] and their 2 fiates [ooliecively nefemend to 25 “0FTUM®) to depeosit payments for
claims paid by OFTUM into the a ccounts listedabowe. In addition, the undersigned here by 2 grees that OPTUR mayinita be credit entries and/or inftizte enrar
adjustments for dupliate or eroneous entries mede tothe sccount listed s bove.

This Authorizationis ko remain in full forozand effed until OFTUM has received writhe n notifiostion from the undersigned of its terminetionin sudh time and manner
a5 to afford OFTUR a reasonable opportunity toad on it

Authorized Signoture; Date:

Printed Mame of Pemon 3wbmitfing Brroliment
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EFT Instructions for Completing Enroliment Form

Instructions for completing the EFT enrollment form:

Provider Information

Provider Name - Complete legal name of institution, corporate entity, practice or individual provider

Provider Address/Street - The number and street name where a person or organization can be found

City - City associated with provider address field

State/Province - 150 3166-2 two-character code associated with the State/Province/Region of the applicable Country

Zip Code/Postal Code - System of postal-zone codes (zip stands for "zone improvement plan”) introduced in the U.5. in 1963 to
improve mail delivery and exploit electronic reading and sorting capabilities

Provider Identifiers

Provider Federal Tax Identification Number [TIN) or Employer Identification Number (EIN) - & Federal Tax Identification Number,
also known as an Employer Identification Number (EIN), is used to identify a business entity

Mational Provider Identifier (NP1} — A Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification
Standard. The NPl is a unique identification number for covered healthcare providers. Covered healthcare providers and all health
plans and healthcare clearinghouses must use the NPIs in the administrative and financial transactions adopted under HIPAA. The
NPl is a 10-position, intelligence-free numeric identifier (10-digit number). This means that the numbers do not carry other
information about healthcare providers, such as the state in which they live or their medical specialty. The NPl must be used in lieu
of legacy provider identifiers in the HIPAA standards transactions

Provider Contact Information

Provider Contact Name - Name of a contact in provider office for handling EFT issues
Telephone Number - Associated with contact person

Email address - An electronic mail address at which the payer might contact the provider

Financial Institution Information

Financial Institution Name - Official name of the provider’s financial institution

Financial Institution Routing Mumber - & 9-digit identifier of the financial institution where the provider maintains an account to
which payments are to be deposited

Type of Account at Financial Institution - The type of account the provider will use to receive EFT payments, e.g., Checking, Saving
Provider's Account Number with Financial Institution — Provider's account number at the financial institution to which EFT
payments are to be deposited

Account Number Linkage to Provider Identifier - Provider preference for grouping (bulking) claim payments — must match
preference for wS010 X12 835 remittance advice

Submission Information
Reason for Submission — New Enrollment or Change Enrollment or Cancel Enrollment
Include with Enrollment Submission — {check at least one)
VOIDED Check - A voided check is attached to provide confirmation of Identification/Account Numbers
Bank Letter - A letter on bank letterhead that formally certifies the account owners routing and account numbers

EFT Enrollment Inquiries — Providers can contact EDIOperations@nammcal.com to inquire about EFT enrollment status.
Please allow 7-10 business days for Electronic Funds Transfer (EFT) enrollment processing.

IMPORTANT:
If you are/have enrolled to receive Electronic Remittance Advice (ERA), it is highly recommended that Providers
contact the ACH division/department at their financial institution to arrange for the delivery of the CCD+
addenda records to ensure proper re-association of EFT payment and ERA.
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IPA Billing Addresses

Southern California (Inland Empire):

OCN - Citrus Valley

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Corona

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Desert Cities

P.O. Box 3200

Rancho Cucamonga, CA 91729-3200
OCN - Hemet Valley

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Inland Valley

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Moreno Valley

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Riverside

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903

San Diego County:
OCN - North County SD
P.O. Box 6906

Rancho Cucamonga, CA 91729-6906

Provider Disputes — ALL REGIONS:

Provider Dispute Resolution Department
P.O. Box 6902
Rancho Cucamonga, CA 91729-6902

2022

Southern California (cont):

OCN - RPN

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Redlands

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - San Bernardino

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Sun City

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Southwestern Valleys

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
OCN - Valley Physicians

P.O. Box 6903

Rancho Cucamonga, CA 91729-6903
PrimeCare Medical Group of Chino Valley
P.O. Box 6903

Rancho Cucamonga, CA 91729-6903

Mercy Physicians Medical Group
P.O. Box 6907
Rancho Cucamonga, CA 91729-6907
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Billing:

Complete (clean) claims are those claims and attachments or other documentation that include all reasonably relevant
information necessary to determine Payor liability. To be considered a complete claim, the claim should be prepared in
accordance with the National Uniform Billing Committee standards, and should include, but not be limited to the
following information:

1. A claim form that contains:

a. A description of the service rendered using valid CPT, ICD-10 , HCPCS, and/or Revenue codes, the
number of days or units for each service line, the place of service code/bill type and the type of service
code;

b. Member (patient) demographic information;

c. Provider of service name, address, National Provider Identifier (NPI) number and tax identification
number;

d. Date(s) of service

e. Amount billed

f. Signature of person submitting payment; and

g. Other documentation necessary in order to adjudicate the claim, such as medical or emergency room
reports, claims itemization or detailed invoice, medical necessity documentation, other insurance
payment information, referring provider information (or copy of referral), attending provider
information and associated NPI as applicable

2. Prior authorization documentation, such as an authorization number on claim, a copy of the authorization form

or referral form attached to the claim for services in which authorization is required.

Incomplete claims or claims requiring medical records in order to make a determination of Payor liability will be
contested back to the provider via Remittance Advice with a descriptive reason code informing the provider what
additional information is needed. Medicare claims will be developed in accordance with CMS regulations. Any claims
submitted with invalid codes or claims missing required billing elements will be mailed back to the provider with reason
codes attached requesting a corrected claim.

All payments and co-payments are subject to the benefit information as defined by the member’s specific health plan
benefit plan. Claims payment is always dependent on member eligibility status on the date of service as determined by
the health plan.

For a list of the current billing addresses to be used when submitting paper claims to PMNI and Optum go to
www.nammcal.com/ClaimsContact.aspx

Reading Paper Remittance Advice:

e Information is listed on the Remittance Advice in addition to the amount paid. See example located at the end of
this section for a detailed explanation of each field.

e Denied claims are listed on the Remittance Advice with a detailed denial reason or reasons; which are helpful to
refer to when submitting a provider dispute, correcting a claim or contacting Customer Service with questions
regarding a claim.
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Remittance Advice - Field Descriptions

Remit — Provider of Service

From — IPA payer

Tax ID — Claim payee’s Tax ID number

Mem ID — Member (or subscriber) ID is provided for verification of eligibility

Mem - Member’s full name is listed

LOB — Line of business, i.e. commercial, senior, point of service

HP —Health Plan

Cmp Cde — Company code of IPA

Provider — Group

Claim # - Assigned claim number for reference purpose

Pat Acct # - Account number assigned by provider

Check # - Check number that was issued for payment of claim

Date — Date claim posted

DOS — Date of service

POS — Place of service

Service — CPT codes

QTY — Quantity

Billed — Amount billed on submitted claim

Allowed — Allowed amount of billed claim

Not cov — Not covered amounts on billed claim

Copay — Member’s co-payment, due on date of service

Adjust — Any deduction or adjustment in allowed claim

Whld — Withhold amount is listed by claim

Net Amt — Total amount due from each billed charge

INC +/- - Amount reflects a positive or negative incentive payment; per line

Intr — Interest amounts paid on detail line

Det — Coding for claim status: Paid, Denied, Capitated, Adjustment, Informational

Total — Totals for each detail line

Description — Claim reason code detailed description

Totals for Claim # - All amounts are total for each claim
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Remittance Advice Form

Remittance Advice Post Dates from 11/22/2021 to  11/22/2021
Remit To: NEPHROLOGY ASSOCIATES MEDICAL GROUP INC From: PRIMECARE OF CITRUS VALLEY
POBOX 25274
BELFAST, ME 04915-2003 3900 CONCOURS STREET
SUITE 500
ONTARIO. CA 91764
(800) 936-3000

Claim # [ ] Pat Acctés ] T Bl - Check/EFT # - Date 11222021
DOS  POS  Servies o Billed Allowsd Noteov  Copsv  Coinz  Adist  Deduet Whid MetAmt INC+- Istr  Dst  Totsl Descristion
@121 21 5191 1 GET.00 22685 000 000 0.00 0.00 000 000 22685 315 000 P 23010 PAID AT MEDICARE ATTOWABLES

MEDICARE PAYMENT REDUCTION OF 2% SEQUESTRATION
REGULATIONS

Totzls or Clzim £ : 180701506 SET00 11685 0.00 0.00 0.00 0.00 000 000 22685 3315 00D Totzl Paid Amt: 25010 | |Dz&entl\!wuibﬂ.{ty: 0.00

Claim Payment Policy and Processing Standards:

Optum, as a Management Services Organization, adheres to the following claim payment policies. Any modifications to
these policies must be written in the provider’s contract.

Medicare Guidelines

The commercial and Medicare claims payment process is in accordance with Medicare guidelines as indicated below and
paid according to the current Medicare Fee Schedule, unless otherwise specified in Provider’s contract.

e Center for Medicare & Medicaid Services (CMS) guidance, including but not limited to Medicare Provider
Reimbursement Manual (PRM) — relating to charge and cost reporting guidelines. Internet-only manuals (IO0M)
relating to Medicare coverage, benefits, coding, billing and payment, CMS Transmittals, MLN Matters Articles,
frequently asked questions, Medicare contractors, National Correct Coding Initiative (NCCI), Medically unlikely
Edits (MUE), National Coverage Determinations (NCDs) and Local Coverage Determinations (LCDs).

e National benchmarks & industry standards

e National Uniform Billing Committee (NUBC) Guidelines

e American Medical Association (AMA) / Current Procedural Terminology (CPT®)

e Healthcare Common Procedure Coding System (HCPCS)

e International Classification of Disease, 9" edition/Revision (ICD-10) code sets

e Diagnosis Related Group (DRG)

e National Drug Codes (NDC)

e National Health Care Billing Audit Guidelines

e Charge Master Guidelines as they relate to and define services billed.

e UB-04 Data Specifications Manual ICD-10-CM Official Guidelines for Coding and Report

e Uniform Billing (UB) Editor

e American Society of Anesthesiologists (ASA) relative values for the basic coding, regarding Provider, Vendor and
Facility claims.

This policy applies to all Heath Care Services billed on either a CMS 1500 / UB04 form, 837p/837i or future claim form.
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Criteria for Billing Services:
e Must be medically necessary and furnished at the direction of a physician. Documentation in the patients’
medical records must be provided.
e Must be covered in accordance with current Medicare regulations and guidelines.
e Uses of non-FDA-approved procedure/drug/services are considered investigational and are non-covered
services.

CPT Plus:

The most current year of CPT Plus is used to administer and adjudicate claims. Standard CPT Guidelines are followed in
the processing of all claims.

CPT Plus is used for the following reasons:

e Educational sections to identify coding fundamentals, CPT coding and billing issues

e Revised on a yearly basis

e Provides a listing of terms, identifying codes for reporting medical services and procedures performed by
physicians

e Describes medical, surgical and diagnostic services in a uniform language

The benefits of using CPT Plus:

e Has a color coded format to identify:

o Separate procedures

o Unlisted codes

o Non-specific codes

o Correct Coding Initiative (CCI) to identify services included in a primary procedure
e |dentifies codes added or deleted each year

o Codes billed must reflect the code effective for the date of service billed.
e Provides clear criteria for the Evaluation and Management Codes (E&M)

o Sets standards for provider

o Advises supporting documentation needed when billing E&M codes

I”

As a reminder Optum can request additional “relevant records” to support higher levels of care than those services

authorized.

Coordination with Other Payors
Benefits will be coordinated with other carriers when Optum is notified the enrollee has other insurance. Please refer to
provider’s individual contract for information on Coordination of Benefits (COB).

Other Billing and Payment Criteria

Services provided to any enrollee must meet the contractual requirements, or a denial may be issued. These
requirements include, but are not limited to:
e Referral or prior authorization
e Submission of invoice
All standard elements as required to process a claim (see section on claim submission found in the downstream provider
notification).
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All payments and co-payments are subject to the benefit information as defined by the enrollee’s employer group
specific benefit plan. Claims payment is always dependent on member eligibility status for date of service.

Should provider bill less than agreed upon contractual amounts, payment will be made in the amount of the provider’s
allowable billed charge.

Anesthesia:
e Anesthesia is processed following the American Society of Anesthesiologists (ASA) guidelines.

o One (1) unit = fifteen (15) minutes up to four (4) hours

o After four (4) hours — One (1) unit =ten (10) minutes

o Obstetrical anesthesia units are reimbursed in accordance with the provider contract; see Exhibit B of
the provider’s contract.

o 5010 EDI transactions must be reported in minutes. Should the procedure code have minutes in the
description then units are still acceptable.

Immunizations and Injectable Medications:

e Are not separately payable services unless clearly specified in the provider contract

e If provided during the course of a routine office visit, then the visit will be compensated by either monthly
capitation payments or contracted fee schedule

e Must include the appropriate National Drug Code (NDC) number and the corresponding quantity for each NDC
unit dispensed

e Must include the appropriate HCPC/CPT code and corresponding quantity for each HCPC/CPT unit dispensed

e All immunizations should be given in accordance with the ACIP. Adult immunizations should be given in
accordance with USPSTF (United States Preventive Services Task Force) and the benefit plan of the individual
member. Any immunization outside of these will require prior authorization and are subject to member benefit
and health plan guidelines.

Do Not Bill Events:

Provider shall not be compensated for Services directly related to any Do Not Bill Event (as defined below) occurring
in connection with Covered Services provided to a Member pursuant to this Agreement. Provider shall waive
Member Cost Share associated with and hold Members harmless from any liability for all Services directly related to
any DNBE. Provider shall report DNBEs and submit Claims for Services directly related to DNBEs as set forth in the
Provider Manual. In accordance with the terms of this Agreement, a Payor is entitled to deny payment and seek
recovery of overpayments with respect to Claims for Services directly related to any DNBE. The Parties shall work
together in good faith to identify and report to each other any DNBEs and to, on a case-by-case basis, mutually agree
upon adjustments to compensation to reflect a waiver of payment for Services, Including Member Cost Share,
provided to a Member that are directly related to any such DNBE.

“Do Not Bill Event” or “DNBE” shall mean the following (as further described in the Provider Manual):

a. Atany Location (Including an acute care hospital), the following surgical errors and hospital acquired
condition (HAC):
i Wrong Surgery or invasive procedure on patient;

ii. Surgery or invasive procedure on wrong patient;

2022 Page 56 of 121 Optum Provider Manual



iii.  Surgery or invasive procedure on wrong body part; and

iv. If not present prior to provision of Services, removal (if medically indicated) of foreign object
retained after surgery or other procedure.

b. Atany Location that is an acute care hospital, the following HACs if not present upon admission:
i Air embolism;
ii. Blood incompatibility;
iii. Pressure ulcer (stage three or four);
iv. Falls and trauma;

V. Catheter associated urinary tract infection;

Vi. Vascular catheter associated infection;
vii. Manifestation of poor glycemic control;
viii. Surgical site infection following coronary artery bypass graft;

ix.  Surgical site infection following orthopedic procedures or bariatric surgery for obesity;
X. Deep vein thrombosis or pulmonary embolism following orthopedic procedures; and

xi.  Any new Medicare fee-for-service HAC later added by CMS.

Services shall be deemed directly related to a DNBE if the Services constitute the DNBE, or are to treat the DNBE
and are medically necessary.

Claim Forms:

Hospital and Facility vendors are required to bill on a UB04 claim form. Professional providers are required to bill on a
CMS Form 1500. Claims from ambulatory surgery centers may be submitted on a UBOA4. Electronic claims are accepted.
Please refer to the section on electronic billing for guidelines.

DRG/APC Reimbursements:

e DRG/APC reimbursement is derived off of Encoder Plus software selecting option Medicare HMO Claim; Encoder
Plus is published by Micro-dyn Medical Systems, Inc.

Coding:
e Appropriate codes must be submitted by using those published in the AMA’s CPT Level I, HCPCs Level Il and I,
ICD-10 -CM
e Revenue codes for the date of services rendered

Fee Schedules:

Reimbursement is based on the current Medicare Fee Schedule for the appropriate geographical area unless otherwise
stated in the provider’s contract.

e https://med.noridianmedicare.com/web/jeb/fees-news/fee-schedules

Global Period

Services rendered within the pre and post global period are included in the global rate. Global period is the time period
set aside before and after a surgical procedure is performed. This includes the initial visit and any follow up visits.
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e Procedure specific global periods are published in the Federal Register
(http://www.gpoaccess.gov/fr/index.html) and can be located at the following:

o CMS claims manual — section 40: www.cms.gov
o Novitas Solutions — CMS contractor: www.novitas-solutions.com

e The standards listed in the AMA’s (American Medical Association) CPT surgery section are followed for surgical
global packages

Modifiers:

Industry standard modifiers, as published by the American Medical Association, are acceptable for billing. The Correct
Coding Initiative (CCl) guidelines for claims payment and use of modifiers are used when adjudicating claims.

e CPT defines the standard, acceptable modifiers to be used for professional claims
e HCPCS also includes acceptable modifiers for services not defined by CPT
e  Optum accepts modifiers published by CPT and HCPCS

Multiple Procedures:

Multiple surgeries performed by the same physician on the same patient during the same operative session are
reimbursed in accordance to Medicare guidelines (100% of the contracted rate for the highest valued procedure, 50% of
the contracted rate for the secondary procedure), unless otherwise stated in Provider’s contract.

Unbundling and Up Coding:
e CCl edits are followed for identification of unbundled and up coded services. Optum uses Claim Editing System
(CES) software to evaluate claims for unbundling and up coding.
e For more information on the proprietary CES software, you may visit the website at:
o http://www.optum.com/health-plans/operations/payment-integrity/pre-payment.html

Optum reserves the right to rebundle claims according to guidelines established by CMS.

The above information represents the standard claim processing policies approved and used by PMNI and utilized by
Optum to administer claims for its contracted IPAs. Please refer to the provider’s contract for any negotiated
modification to these policies.

Submission Time Frames:
Keep in mind when submitting claims whether it is electronic or paper, there are required timeframes that must be kept
by all parties involved.

Submitter:
e Timely filing limit is 90 days or per the provider contract. A claim submitted after this timeframe may be denied.
Please see Provider Dispute section of this manual for the necessary supporting documentation needed for POTF
(Proof of Timely Filing) when filing a dispute.

Optum:
e Acknowledgement of electronic claims and disputes (see PDR section of this manual) —two (2) working days
e Acknowledgement of paper claims and disputes (see PDR section of this manual) — fifteen (15) working days
e C(Clean claims paid or denied within — forty five (45) working days of receipt
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*Timeframes stated above are per state and federal regulations.

Helpful Hints:
Things to remember when billing and submitting claims:

e EDI submission is Optum’s preferred method of claims submission. It’s fast, easy and cost effective.

o Always verify the member’s eligibility with the health plan at the time of service.

e Submit the most current information; this will increase the chance of accurate payment.

e Provide accurate data and complete all required fields on the claim.

e If the provider has time limits for claims submission in the contract, be sure to know what they are and submit

claims accordingly.

e Know the contract(s) — be sure all billing staff is familiar with current billing and contract information.

e To verify and view claim status go to www.nammnet.com . If provider/staff member is not a current Optum

Provider Portal user, contact provider’s local IPA PSR to set up an account.

e Contact Customer Service at (800) 956-8000 and have a current TAX ID available when making claims status

inquiries.

CMS UB04 Required Fields

In order to insure accurate and timely claim payment certain fields on the standard CMS UB04 claim submission form

are mandatory.

Form Name Requirement Code Instructions for Completing
Locator
1 Provider Name, A = Required Enter the provider’s name, address, city, zip code and
Address/Telephone # telephone number

2 Unassigned Data Field O = Optional Not required

3a Patient Control Number O = Optional The provider may enter a patient control number in this
field for accounting purposes.

3b Medical record number A = Required This number must be entered for accounting purposes

4 Type of Bill A = Required Listed below are the valid bill types accepted:
Inpatient Hospital — 11, 112, 113, 114, 117, 118
Home Health — 331, 332, 333, 334, 337, 338
Hospice — 813, 817, 818, 823, 827, 828
LTC and Assisted Living — 212, 213, 214, 216, 217, 218
Outpatient—131, 137, 138
PPEC - 891, 897, 898
0XX7 — Replacement of Prior Claim — this TOB is used
when a specific claim needs to be restated in its entirety,
except for the identifying information. The original bill is
considered null and void, and the information on this bill
completely replaces the previous claim.
*Previous claim number must be entered in Fld 64
0XX8 — Void/Cancel of a Prior Claim — this code indicates
that this claim eliminates and cancels a previously
submitted claim.
*Previous claim number must be entered in FLD 64

5 Federal Tax ID A = Required Required

6 Statement Covers A = Required Required Field. Enter the beginning and ending dates of
the period included on this bill
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7 Unassigned Data Field O = Optional Not required
8a Patient ID number A = Required Enter the client’s medical insurance plan identification
number
8b Patient Name A = Required Enter the client’s last/first name exactly as it appears on
the medical insurance card
9 Patient Address O = Optional Enter the client’s full mailing address
10 Patient Date of Birth O = Optional Enter the client’s date of birth
11 Patient Sex O = Optional Enter M for male or F for female
12 Admission Date R = Required based | Required if Inpatient and LTC. Enter the date of
on provider type admission for inpatient services.
and specific policy
13 Admission Hour R = Required based | Required for Inpatient and LTC. Enter the national code

on provider type
and specific policy

that corresponds to the hour during which the client was
admitted for inpatient care
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14 Type of Admission R = Required based | Required for Inpatient and LTC. Enter the national code
on provider type indicating the priority of this admission
and specific policy
15 Source of Admission A = Required Required
16 Discharge Hour (DHR) R = Required based | Required for Inpatient. Enter the hour that the client
on provider type was discharged from inpatient care.
and specific policy
17 Patient Status R = Required based | Required for Inpatient, ITC and Hospice. Enter the code
on provider type indicating the status as of the statement covers through
and specific policy | date.
18-28 Condition Codes O = Optional The code(s) used to identify conditions relating to this
bill that may affect payer processing
29 ACDT State O = Optional Not required
30 Unassigned Data Field O = Optional Not required
Occurrence Codes & Dates O = Optional Refer to the UB0O4 National Billing Data Element
31-34 specifications Manual for the code and associated date
defining a significant event relating to this bill.
35 Occurrence Span Codes & O = Optional Code must be 70-99 or MO —Z9
Dates
36 Occurrence Span Codes & O = Optional Not required
Dates
37 Unassigned Data Field O = Optional Not required
The provider must use this field to enter the name,
38 Responsible Party Name O = Optional address, county and telephone number of the
responsible party
39-41 Value Codes Amounts R = Required based | Inpatient and Hospice covered days = 80. LTC Non-
on Provider type covered days = 81. Co-insurance Days = 82. Lifetime
and specific policy | Reserve Days = 83
Value Codes 80-83 must be whole numbers
Hospital: Enter the revenue code that corresponds to
the revenue description in Form Locator 43. The last
entry on the claim detail lines should be 0001 for total
42 Revenue Codes A = Required charges.
PPEC: Use the revenue code that appears on the
approved prior authorization letter for covered services.
43 Revenue Description A = Required Enter a narrative description of the related revenue
categories (FL42) included on this bill.
44 For inpatient and nursing home claims, record any
HCPCS Rates/Codes A = Required applicable accommodation rate in this field. For

outpatient claims, record any applicable HCPCS codes in
this field
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45 Service Date R = Required Enter the date of service provided in MM/DD/YY
format. Each date of service must be billed with
procedure codes.

EXCEPTIONS: Multiple-day service codes, codes
requiring an RR modifier

46 Units of Service A = Required Enter the Quantitative measure of services by revenue
category provided to the client including such items as
number of accommodation days or special treatment.
The cumulative units for accommodation revenue codes
0100-0210, as shown in Form Locator 46, must be equal
to units billed in Form Locator 39-41

47 Total Charges A = Required Enter the total charges pertaining to the related revenue
code for the current billing periods as entered in the
statement covers period.

48 Non-covered Charges O = Optional Non-covered charges may be entered in Form Locator
48

49 Unassigned Data Field O =Optional Not required

50 Payer R = Required based | Required if other insurance had paid. Enter the name of

on provider type the payer and the NEIC. The EOB or remittance from the
and specific policy | third party carrier must be attached to the claim before
payment can be made.

51 Health Plan ID R = Required based | Enter the Health Plan ID for primary, secondary and

on provider type tertiary insurance (NEIC). Must be 5 characters.
and specific policy
52 Release of Information O = Optional Not required
Certification Indicator
53 Assignment of Benefits O = Optional Not required
Certification Indicator
54 Prior Payment R = Required based | Required if a commercial insurance carrier made
on provider type payment. Indicate the amount paid by the other
and specific policy | insurance carrier. Do not indicate Medicare payments in
this field

55 Estimated Amount Due O = Optional Not required

56 NPI A = Required Enter the 10 digit NPI or A-typical number.

57 Other Provider ID O = Optional Not required

58 Insured’s Name R = Required based | Required if a commercial insurance carrier made a

on provider type payment
and specific policy
59 Patients Relationship to R = Required based | Enter the appropriate code as referenced in the UB04
Insured on provider type National Uniform Billing Data Element Specifications
and specific policy | Manual indicating the relationship of the client to the
identified insured.
60 Insured’s Unique ID O = Optional Not required
61 Insurance Group Name R = Required based | Required if other insurance has paid. Enter the insured’s

on provider type
and specific policy

group plan name if another payer insures the client.
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62 Insurance Group Name R = Required based | Required if other insurance has paid. Enter the insured’s
on provider type group plan number if another payer insures the client
and specific policy

63 Treatment Authorization Code | O = Optional Inpatient Rehabilitation hospitals and Specialty hospitals

must obtain prior authorization for all services provided

64 Document Control Number A = Required Required when type of bill (Field 4) indicates a

replacement or void. Previous claim number that is
being replaced or voided must be entered in this field. If
billing electronically, the following elements must be
present when sending a replacement or requesting to
void a claim; otherwise claim will reject.
*Payer Claim Control Number : [Loop2300; REF02]
*Claim Frequency Code: [Loop2300; CLMO05-3]

* 7" — Replacement

* ‘8" - Void

65 Employer Name O = Optional Not required

66 DX O = Optional Not required

67 a-q | Other Diagnosis Codes A = Required Enter the ICD-10 diagnosis codes corresponding to

additional conditions that co-exist at the time of
admission, or develop subsequently, and which have an
effect on the treatment received or length of stay.

68 Unassigned Data Field O = Optional Not required

Admitting Diagnosis R = Required based | Required for Inpatient and LTC. Enter the ICD-10

69 on provider type diagnosis code corresponding to the diagnosis of the
and specific policy | client’s condition that prompted admission to the

hospital.

70 Patient Reason Diagnosis O = Optional Not required

71 PPS Code O = Optional Not required

72 ECI O = Optional Enter the External Cause of Injury Code

73 Unassigned Data Field O = Optional Not required

If applicable enter the primary procedure code and date

74 Principal Procedure Code R = Required based | on which the procedure was performed during the
on provider type billing period as shown in the client’s medical record.
and specific policy | Refer to the UB04 National Uniform Billing Data Element

Specifications Manual if necessary
74 a-e | Other procedure Codes O = Optional Required if a principal procedure code and dates have
been entered in FL 74

75 Unassigned Data Field O = Optional Not required

76 Attending Physician A = Required Enter the 10 digit NPl number and first and last name for

the physician attending client

77 Operating Physician R = Required based | Required if field 74 has been completed. Enter the 10
on provider type digit NPl number and first and last name for the
and specific policy | operating physician

78-79 Other O = Optional Not required

80 Remarks O = Optional This field may be used to include information relative to

processing the claim.

81 a-d | Qual/Code/Value O = Optional Not required
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CMS UBO04 Claim Submission Form
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CMS 1500 Required Fields

In order to ensure accurate and timely claim payment, certain fields on the standard CMS 1500 claim
submission form are mandatory.

1 Required-ldentify if member is Medicare or Group Health (commercial member)
1a). Required-Insured ID number
2 Required-Patient full name (may be different from Insured (subscriber)
3 Required-Patient date of birth (not subscriber)
4 Required-Insured (subscriber) may be different from the patient)
5 Required-Patient address (may be different from subscriber)
6 Not required-relationship to patient
7 Not required but beneficial
8 Not-required-patient status (helpful)
9 Other insured (beneficial for identification of COB)
9a; 9b; 9c¢; 9d only required if possible COB
10 Please identify if Employment or Accident related
11 Required-Signature of patient or responsible
11a; 11b; 11c; 11d; Not required
12 Required
13 Required if patient cannot sign
14 Required (date of current illness or accident)
15 Beneficial/not required
16 Required only if worker’s comp related
17 Required: Name of referring physician for this visit or episode of care and NPI
18 Required if in-patient services
19 N/A
20 N/A
21 Required: List all diagnoses related to current episode of care
22 Required if replacement of prior claim or void/cancel of prior claim
*When submitting a claim, enter the appropriate bill frequency code left justified in the left hand side of the field labeled Resubmission
Code.
Bill frequency code: 7 — Replacement of prior claim; 8 — Void/Cancel of prior claim. List the original claim number for resubmitted claims in
the area titled Original Reference.
*If billing electronically, the following elements must be present when sending a replacement or requesting to void a claim; otherwise claim
will reject.
Payer Claim Control Number: [Loop2300; REF02]. Claim Frequency Code: [Loop2300; CLM05-3].
‘7’ — Replacement; ‘8’ — Void.
23 Required if service requires prior authorization
24 All fields are mandatory and must be specific:
. Date of service and the place where performed are required
. Procedure codes are to be current to year submitted or year rendered
. Unit value if type of service is measured or paid by units
. Specify charge if different on each line (each procedure)
25 Tax ID number must be Tax ID in contract (if par provider)
26 N/A
27 Required for Medicare members
28 Required: Total billed charges
29 Required: Co-pay of member
30 Required: State balance due
31 Required: Provider signature
32 Specify facility where service rendered including the nine digit zip code and NPI
33 All information is required as identified in contract including NPl and the nine digit zip code
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CMS 1500 — Health Insurance Claim Form

HEALTH INSURANCE CLAIM FORM
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Provider Dispute Process

The Provider Dispute Resolution Department’s goal is to provide affiliated physicians and providers with readily

accessible information that works to expedite interaction with our organization and will assist providers in their

managed care and business operations.

AB 1455

AB1455 was established to set requirements for prompt payment of provider claims by Health Plans. It is known
as the California Code of Regulations 1300.71.38 — Fast, Fair and Cost Effective Dispute Resolution Mechanism;
this regulation pertains to the provider dispute process and is provided for informational purposes.

The following information, as required by AB 1455, is electronically attached in this section. To view or
download the information provided, go to https://www.nammcal.com/resources/provider-dispute-
resolution.html

Downstream Provider Notice

Also see the Claims Submission/Provider Dispute Resolution section in the provider’s contract.

Claims Payment Practices

https://www.nammcal.com/resources/provider-dispute-resolution.html - click on download for claims payment

practices
Dispute Form
https://www.nammcal.com/resources/provider-dispute-resolution.html — click on download for dispute form

Optum provides this information required by AB 1455 on behalf of our affiliated entity PrimeCare Medical Network, Inc.

and as the Management Services Organization (MSO) for the physician organizations listed at the beginning of this

manual.

Definition of a Provider Dispute

A provider dispute is a provider’s written notice to the IPA and/or the member’s applicable health plan
challenging, appealing or requesting reconsideration of claim (or a bundled group of substantially similar
multiple claims that are individually numbered) that has been denied, adjusted or contested or seeking
resolution of a billing determination or other contract dispute (or bundled group of substantially similar multiple
billing or other contractual disputes that are individually numbered) or disputing a request for reimbursement of
an overpayment of claims. Each provider dispute must contain, at a minimum, the following information:

e Provider’s name

e Provider’s Identification Number

e Provider’s contact information

> Should the provider dispute concern a claim or reimbursement of an over payment of a claim from IPA to
Provider the following must be provided:

v Clear identification of the disputed item, such as the claim(s) number
v"  Date of service
v Clear explanation of the basis upon which the provider believes the payment amount should be

» Should the provider dispute not concern a claim:
v’ Clear explanation of the issue
v Provider’s position on such issue
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Should the provider dispute concern a member or group of members:

v
v

v

Name and identification number(s) of the member or members

Clear explanation of the disputed item, including the date of service and provider’s position on the

dispute
Member’s written authorization for provider to represent said members

Submitting a Provider Dispute Resolution (PDR)
Optum’s preferred method of PDR submission is electronically via

https://www.nammnet.com/SecurePortal/Dashboard.aspx . If provider is unable to submit the PDR

electronically, contact provider’s local PSR.

Advantages of submitting electronically:

Cost Savings — no longer need to purchase postage stamps or make a trip to the post office to mail
out a dispute. There is no additional cost or fee for the provider as it is included in the Optum

Provider Portal account.

Time Savings — no waiting to see of the PDR was received. When submitting electronically the user
will receive an acknowledgement email the moment after the “Submit” button is clicked.

How to Submit a PDR
Electronically:

Login to https://www.nammnet.com/SecurePortal/Dashboard.aspx
Click on the “Secure Portal” link
Provider Services

SecurePortal &

Enter username and password, then click “OK”
Click on the “Provider Dispute Resolution” box

Provider Dispute
Resolution

Allows submizzion of Provider Dizputes
electronically. An schknowledgement
{etter iz genersted [resi-fime) back fo the
zender. Provider will have the option fo
fax or electronically upload supporing
documeniz. You must have the claim
number in order to file your dispute

electronicaliy.

Enter the claim number and select the provider type, then click on “Search”
Continue to enter information regarding the PDR, including attachments as needed

Show/tics Inztructions

SEARCH CLAIM

Claim ID Number Provider Typa

0 -
No claim selected.
DISPUTE DETAILS
Description of Dispute (Provide Specific Details) Expected Outcome
][ Browse |[Attach a File
H " Y . H
e Click “Submit” when finished
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Mail:

All mailed provider disputed must be sent to:
PrimeCare Medical Network, Inc.

<<Name of Appropriate IPA>>

Provider Dispute Resolution Department

P.O. Box 6902

Rancho Cucamonga, CA 91729

Things to Remember When Submitting a Provider Dispute:

Provider dispute forms must be completed in full and included with the dispute
= To download a copy of the form:
https://www.nammcal.com/resources/provider-dispute-resolution.html

All required information must be included. Disputes that are missing information will be returned to
the submitter.

Commercial disputes must be submitted within three hundred sixty five (365) calendar days from
the last date of action of the group or provider.

Medicare Provider disputes must be submitted within one hundred twenty (120) calendar days from
the last date of action of the group or provider.

Multiple disputes that are substantially similar may be files in batches as a single dispute utilizing the
PDR form and including the Multiple (Like) Claim form:
https://www.nammcal.com/resources/provider-dispute-resolution.html

Be specific when completing the description of the dispute and the “Expected Outcome”

Time Frames:

PDRs

Acknowledgement: Per AB 1455, disputes are required to be acknowledged when received. Below
are the standard time frames that Optum has adopted:
» Electronic PDR:

e Dispute is acknowledged immediately after submission and an acknowledgement
letter is sent instantly to the submitter as a confirmation

> Paper PDR:

e Once the dispute is received, it is acknowledged within fifteen (15) working days
from the date of receipt via mail

» Resolution:

e Commercial contracted and non-contracted disputes and Senior contracted disputes
are to be resolved within forty five (45) working days. CMS PDR’s must be resolved
in 30 calendar days. A written determination stating the pertinent facts and
explaining the reason for the determination will be issued to provider.

Other information and fee schedules are available for electronic viewing at the listed links below:

Claims Payment Policies — https://www.nammcal.com/resources/provider-dispute-resolution.html

2022
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e Optum Provider Portal — Claim information for providers
e Fee Schedules:

e Medicare Fee Schedule & other related information:
www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/index.html

e DMEPOS Fee Schedule:
www.cms.gov/Medicare/Medicare-Fee-for-SErvice-Payment/DMEPOSFeeSched/index.html

e GPO Access — Global Period Federal Register:
www.gpo.gov/fdsys/browse/collection.action?collectionCode=FR

e (Claim Editing System — CES — For more information on CES:
https://www.optum.com/solutions/care-operations/claims-administration/payment-

integrity/claims-contract-editing-cpl.html

* All inquiries regarding the status of a provider dispute or questions about filing a provider dispute must be
directed to the Provider Dispute Resolution Unit for the Group. The PDR department can be reached at (800)
956-8000.
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Authorization Portal/Customer Service

Authorization Portal is Optum’s preferred method of contact for its customers. If provider does not have an
Authorization Portal account established, contact provider’s local Provider Services Representative (PSR) for assistance.

For faster service regarding claims or authorization inquiries, access Authorization Portal on the secure provider portal
at www.nammnet.com

Experience the benefits of using the Authorization Portal:
e No wasted time on the phone, holding for information
e Quick and easy accessibility to view claim and authorization information electronically
e Ability to view multiple inquiries
e No additional cost/fee for this feature
e Communication via email to the Customer Service or Utilization Management staff

Authorization Portal Access
Access claim or authorization information in the Authorization Portal by following these easy navigation steps:

Optum

Inquiry SEARCH ELIGIBILITY

OPTION I: SEARCH BY MEMBER ID
HMO 1D:]] |

OPTION Ili: SEARCH BY MEMBER DEMOGRAFPHICS

— Last Name: | _ | First Name{
Input Authorizations DOB: _— (mmfdd!ywy)
Messages/Email Health Plan:|- All HealthFlans — b
Information PCP: |- AILPCPs inyour Office — /|

Support

Other Links

Enter the member’s name or member ID (if available) and click on the “Search” button

SELECT MEMBER

|_|MEI'I1|JP.T Hame |DGB |5ex. |Health Plan
e 717/1998 M |Aetna - HMO

1. Validate/verify the member’s information compared to the selection list
2. Select the member by clicking on the appropriate member’s name
3. Click on the appropriate link to view Claims or Authorizations
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Viewing Claims

To view claims:

SELECT CLAIM
Current member | N v I -~cr N |

Provider First Date of Service Diagnosis Billed Pay amount Status
] 6/25/2012 V202 5160.00 |$96.00 Capitated
1. Locate and select the claim that is related to the Date of Service (DOS) in question
2. Click on the correct DOS link
3. View the provided claim information.
4. Questions regarding the claim viewed can be emailed to Customer Service by clicking on the “Message about

This Claim” link and completing the electronic form.
SELECTED CLAIM

] 7T - C MG Inland Valley
£ icing

Referring — o
_

Aetna Place of Service [#8lijl=}

) i V20 2 - ROUTIN CHILD HEALTH
e

199394 -
PERIODIC
1 COMPREHENSIVE ©/23/2012 5160.00 $0.00 $96.00 Capitated

PREVE

Viewing Authorizations

To view authorizations:

LISTAUTHORIZATIONS

current memoer [ ~C° I

Referred Referred
From 3 To &

MICHELLE T MICHELLET FOLLOW UP Cancelled by

| Rstsalldnhiy D T BRITT APPT Physician/Provider

Date € AuthNumber & Type & Reason Status =

Locate the date of service that is related to the authorization in question

1.
2. Click on the red date link
Back

[ Send Email about Authorization ] [ View/Add Notes ] [ UploadView Attachments ] [ View Letter

View the authorization information
4. Questions, requests for code changes, date extensions or anything regarding the authorization viewed can be
emailed to Utilization Management by clicking on the “Send Email about Authorization” link and completing the

electronic form
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o Hint, type UM in the Last Name field of the message “To” field and you will see all IPA UM Departments
listed

All emails submitted via the Authorization Portal are answered between 24 and 48 hours

If at any time provider or staff experience issues with the Authorization Portal account, be sure to contact provider’s
local PSR for assistance.

Things to remember before contacting Customer Service:

e Optum has 45 working days (60 calendar days) to process claims

e Optum is unable to provide eligibility or benefits. Provider must contact the health plan directly. Use the
following links to verify eligibility online directly with the health plan:

Aetna — www.aetna.com/healthcare-professionals

Alignment Health Plan (Medicare only) - www.alighnmenthealthplan.com

Blue Cross— www.anthem.com/ca/home-providers

Blue Shield — www.blueshieldca.com/provider
Brand New Day - https://aerial.carecoordination.medecision.com/ucipa/physician/LoginDefault.aspx

Central Health Plan (Medicare only) - www.centralhealthplan.com
Cigna — www.cignaforhcp.cigna.com
Health Net — www.healthnet.com/portal/provider
Humana — www.humana.com/providers
IEHP - https://ww3.iehp.org/en/providers/
Inter Valley Health Plan - https://www.ivhp.com/MemberEligibility
United Healthcare — www.uhcwest.com — select provider
Scan — www.scanhealthplan.com — select CA under provider Tools
Scripps — www.scrippshealthplan.com
o Sharp —www.sharphealthplan.com — select provider tab
e Have provider’s current Tax ID number ready when contacting Customer Service

O 0O 0O O OO O O OO OO0 0 0 O0

If provider is unable to locate the correct information in the Authorization Portal, contact Customer Service at (800) 956-
8000

The Customer Service Department can assist providers with claims and authorizations inquiries during the following
hours:

o Monday - Thursday — 8:00 AM to 5:00 PM
o Friday —8:00 AM to 4:30 PM

*If provider is not satisfied with, or does not agree with how the claim was processed, provider has the option of filing
an electronic Provider Dispute Resolution at www.nammnet.com. To learn more about Provider Dispute Resolution, see
the Provider Dispute Resolution section in this Manual.
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Medical Management

General Information

Optum’s Medical Management Department consists of Utilization Management, Case Management and Quality
Improvement.

The following documents are provided as an overview only of Optum’s Quality Improvement and Utilization
Management programs. These sections provide some of the common tools needed for the Provider’s daily practices.

Optum is proud to provide affiliated physicians with convenient electronic access to Health Improvement Resource
Materials. The resource materials consist of a listing of our QlI/UM Administrative Policies and Procedures, PCP
Guidelines, Disease Management Guidelines and Preventive Health Guidelines. This information is contained in the
Optum Provider Portal.

Optum’s Attestation Statement

Utilization Management decision making is based only on appropriateness of care and service and existence of coverage.
Practitioners or other individuals are not rewarded for issuing denials of coverage. Financial incentives for UM decision
makers do not encourage decisions that result in underutilization. Decisions regarding hiring, compensation,
termination, promotion, or other similar matters with respect to any individual are not made based upon the likelihood
that the individual will support the denial of benefits.

Utilization review criteria, based on reasonable medical evidence and acceptable medical standards of practice (i.e.
MCG, applicable health plan or CMS guidelines, Hayes criteria and internal guidelines) are used to make decisions
pertaining to the utilization of services. Review criteria is used in conjunction with the application of professional
medical judgment, which considers the needs of the individual patient and characteristics of the local delivery system.

Upon request from a member, a member’s representative, the general public, or a physician, the relevant criteria used
to support the UM decision making process may be released. Members are instructed in their adverse determination
letters that they may call the UM or Customer Service department to make the request. Physicians may contact the PSR
at the IPA to obtain UM Policy or Criteria used in making medical decisions. See page 8 for IPA contact information. The
materials provided to provider are guidelines used by UM to authorize, modify, or deny care for persons with similar
illnesses or conditions. Specific care treatment may vary depending on individual need and the benefits covered under
the health plan contract.
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Quality Improvement

Introduction to Quality Improvement (Ql)

Included in this section are a few of the most important documents that, as a result of many regulatory
requirements, the provider will need while working with managed care members. It is important that
the provider and office staff take the time to review the information and guidelines contained within
this section.

A.

2022

Provided in this manual is a copy of the Member Bill of Rights in both English and Spanish. By
regulation, this document must be posted in the provider’s office in a prominent location for review
by members. Many providers choose to place the document in a Plexiglas in their waiting rooms.

This section contains an updated sample of the Commercial grievance form along with the Medicare
Advantage Appointment of Representatives form. Providers are required to have both of these
forms available in their office for members to file a grievance (complaint). The member can
complete these forms and mail them to their Health Plan or they may call their Health Plan directly
to file a grievance. Additionally, for senior members, the Appointment of Representative form can
be used if a Medicare member would like to appoint a person, including a physician, to file a
grievance, request a coverage determination, or request an appeal on his or her behalf. Copies of
these forms can also be found on the secured provider portal at:
https://www.nammnet.com/P4PPortal/MemberGrievance.aspx

We have included an excerpt from the policy regarding Medical Records. As a contracted managed
care provider, patient records will be subject to audit on a periodic basis, based on these medical
standards. Standards require that the medical records include documentation of the patient’s
principal language spoken. These audit scores will be reflected in the provider’s credentialing file.

The next document references the currently accepted appointment access criteria. Periodic
measurements of access compliance are performed throughout the year. Results of these audits are
reviewed closely by the managed care plans with which we contract. Access concerns are also
measured through patient satisfaction surveys performed annually.

Preventive Health Guidelines have been adopted from Blue Shield and are included for use in the
provider’s office. These guidelines can be found at the end of this manual beginning on page 94,
along with recent changes for women’s health coverage. US Preventive Services Task Force
guidelines are utilized by Optum and can be found at: www.uspreventiveservicestaskforce.org

Clinical Quality Improvement Programs

a. Pay for Performance (P4P) is a Health Plan incentive program for Commercial membership
that rewards the IPAs and Medical Groups that provide quality patient care and service. The
program is based on preventive and chronic care clinical measures, member satisfaction, IT
integration total cost of care and appropriate resource use. Optum currently requires that
the Provider group has EHR systems certified for Meaningful Use.

b. 5STARis a CMS (Medicare) rating of IPA and Health Plans with improved group
performance on measures translating to a higher payment.
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c. Asummary of the P4P and 5 STAR measures has been included, see next page. We use
Cozeva as our quality registry. Contact your IPA Provider Service Representative for access
and training to the Cozeva registry.

G. Medicare Risk Adjustment, see page 101.

H. Page 113 outlines current requirements in the HIPAA privacy regulations.
STAR / AMP Measurement Set

* 2021 STAR / AMP Measurement Set *
STAR PROGRAM

Cut points! valid until October 2022

STAR is a CMS Program to award health plans for their parformance in multiple domains and utilizes measures set forth by HEDIS

Measure 1STAR 25TAR 3STAR 4 STAR 5 STAR
Breast Cancer Screening (BCS)’ <42% 242% - <61% 261 % - <69% 269 % - <76% 276 %
Care of Adult-Medication Review (SNP) <48% 248% - <71% >71% - <84% >84% - <95% 295%
Care of Adult-Pain Assessment (SNP <55% 255% - <76% 276% - <87% 287% - <96% 296%
Colorectal Cancer Screening (COL)’ <49% >49% - <62% 262% - <71% >71% - <80% 280%
Controlling Blood Pressure: Hypertensive Pts (CBP)" <58% 258% - <70% 270% - <79% 279% - <87% 287%
Diabetes Care: Kidney Disease (NEPHSCR)' <82% 282% - <88% >88% - <94% 294% - <97% 297%
Diabetes Care: Blood Sugar Controlled $9% (HbA1c)' <41% 241% - <60% 260% - <72% >72% - <81% 281%
Diabetes Care: Eye Exam (CDCEye) <52% 252 % - <62% 262 % -<71% 271%-<79% 279%
Med Adherence: Cholesterol (Statins) (PDCS)" <78% 278% - <83% 283% - <87% 287% - <91% 291%
Med Adherence: Diabetes Meds (PDCD)’ <80% >809% - <85% >85% - <87% >87% - <91% 291%
Med Adherence: Hypertension (RAS antagonists) (PDCA)’ <74% 274% - <82% 282% - <87% >87% - <90% 290%
Transitions of Care: Medication Reconciliation Post-Discharge (MRP) <39% >39% - <56% >56% - <69% >69% - <82% 282%
Osteoporosis Management (OMW)’ <27% 227% - <40% 240% - <50% 250% - <68% 268%
Statin Therapy for patients with Cardiovascular (SPC)’ <76% >76% - <81% >81% - <84% >84% - <89% 289%
Statin Use in Persons with Diabetes (SUPD)" <76% 276% - <80% 280% - <84% >84% - <88% 288%
Additional STAR Measures
*  Pneumonia Vaccine (CAHPS-survey) *  AMP and STAR measure
* Annual Flu Vaccine (CAHPS-survey) .

Thresholds are UHC predicted cut points published 10/2021
1  Cut Points are from “Medicare Health & Drug Plan Quality and Performance
Ratings 2022 Part C & D Technical Notes released on 10/7/2021

* Reducing the Risk of Falling (HOS-survey)
*  Monitoring Physical Activity (HOS-survey)
* Improving Bladder Control (HOS-survey)

* Improving or Maintaining Physical Health (HOS-survey) NEW!
* Improving or Maintaining Mental Health (HOS-survey) Transition of Care will include the following:
*  Plan All-Cause Readmissions (HEDIS-survey) 1. Notification of Inpatient Admission within 2 days

2. Receipt of discharge information within 2 days
3. Patient Engagement After Inpatient Discharge within 30 days
4. Medication Reconciliation within 30 days of discharge

November 2021
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* 2021 STAR / AMP Measurement Set *
AMP PROGRAM

Align. Measure. Perform (AMP) is a CA initiative (previously P4P) that was created to measure Physician Organization (PO) performance using a common set

of measures

2021 Measurement Year / 2022 Reporting Year

Cardiovascular Musculeskeletal

1. Controlling High Blood Pressure (CBP)* 1. Osteoporosis Management in Woman Who Had a Fracture (OMW)*
2. Med Adherence: Hypertension (RAS antagonists) (PDCA)"

3. Med Adherence: Cholesterol (Statins) (PDCS)*

4. Statin Therapy for Patients with Cardiovascular Disease (SPC)*

Diabetes Prevention

1. Diabetes Care—HbA1lc Poor Control (9.0%) (HbAlc)* 1. Childhood Immunization Status: Combination 10 (CIS)
2. Diabetes Care—HbA1c Control {<8.0%) (HbAc8) 2. Adolescent Immunizations: Combination 2 (IMA)

3. Diabetes Care—Eye Exam (CDCEye)* 3. Chlamydia Screening in Woman (CHL)

4. Diabetes Care—Nephropathy Monitoring (NEPHSCR)* 4. Cervical Cancer Screening (CCS)

5. Diabetes Care—BP Control (<140/90) (CBPD) 5. Cervical Cancer Overscreening (CCO)

6. Diabetes Care—Optimal Diabetes Care Combination Rate (ODC) 6. Breast Cancer Screening (BCS)*

7. Med Adherence: Diabetes Meds (PDCD)* 7. Colorectal Cancer Screening (COL)*

8. Statin Therapy for Patients with Diabetes (SPD)

9. Statin Use in Persons with Diabetes (SUPD)*

Respiratory Behavioral Health and Substance Use

1. Asthma Medication Ratio (AMR) 1. Use of Opioids at High Dosage (HDO)

2. Appropriate Testing for Children with Pharyngitis (CWP) 2. Concurrent Use of Opioids and Benzodiazepines (COB)

3. Avoidance of Antibiotic Treatment of Adults with Acute Bronchitis (AAB)

Reference Key:

HEDIS — Healthcare Effectiveness Data and Information Set is standard measure set
tool created by the National Committee for Quality Assurance (NCQA) for health plans Please contact your Ql Nurse for any questions
CAHPS — Consumer Assessment of Healthcare Providers and Systems

* AMP and STAR measure

Survey Measures

November 2021

HOS — Health Outcomes Survey 1. Provider Communication
PQA — Pharmacy Quality Alliance 2. Accessto Care

3. Care Coordination

4. Office Staff

5

._Health Promotion
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Grievance Form
Grievance Form for California Managed Care Members
Attention Medicare Advantage members — do not complete this form. Request the
“California Medicare + Choice Plan Member Appeal and Grievance Form”

You have the right to file a grievance about any of your medical care or service. If you want to file a grievance, please
use this form. There is a process you need to follow to file a grievance. Your health plan must, by law, give you an
answer within 30 days. If you have any questions, please feel free to call your doctor’s office or health plan at the
phone numbers on the back of this form. You may also call the phone numbers on your health identification (ID)
card. If you think that waiting for an answer from your health plan will hurt your health, call and ask for an
“Expedited Review.”

Please print or type the following information:

Member Name (Last, first, middle initial)

Address Home Phone number (include area code)
City, State, Zip Work Phone number (include area code)
Name of Employer or Group Enrollment or Member ID #

Date of Birth

If someone other than the member is filing this grievance, please provide the following information:

Name: Daytime Telephone #

Relationship to Member:

Address:

City: State: Zip:

Write what your grievance is about. Give dates, times, people’s names, places, etc. that are involved.
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Please attach copies of anything that may help us understand your grievance.

Y If you attach other pages, please check this box.

Please sign and MAIL or FAX, if applicable, to your health plan (see the page with health plan contact information)

Date Member Signature:

Date Signature of Representative

NOTICE TO THE MEMBER OR YOUR REPRESENTATIVE:

The California Department of Managed Health Care (DMHC) oversees health care plans. If you do not agree with
your health plan, you should file a grievance with your health plan before calling the DMHC. You can still take other
action that may be available to you. If you need help with a grievance in an emergency, or your plan has not given
you an answer on your grievance for more than thirty (30) days, you may call the DMHC for help. You may also be
eligible for an Independent Medical Review (IMR). If you are eligible for an IMR, it means that someone outside of
your health plan will look at a medical decision made about your care. They will look at whether the care or service
is needed. These decisions may be about care or service asked for by your doctor. They also may be about whether
your health plan should pay for special treatments, or who should pay for emergency health services you get. You
may call DMHC free of charge at 1-888 466—2219. If you have problems with your hearing or speech, you may call
the TDD line at 1-877-688-9891. The DMHC has an Internet Web site (http: --//www.hmohelp.ca.gov). The Web
site also has this form and information on how to use it.

Federal Employees: If you are a Federal Employee, you have additional rights through the

Office of Personnel Management (OPM) instead of the DMHC. Please reference your Federal Employees Health
Benefits (FEHB) Program Brochure, which states that you may ask OPM to review the denial after you ask your health
plan to reconsider the initial denial or refusal. OPM will determine if your health plan correctly applied the terms of
its contract when it denied your claim or request for service. Send your request for review to: Office of Personnel
Management, Office of Insurance Programs Contracts Division IV, P.O. Box 436, Washington, D.C. 20044

Employees of Self-Insured Companies: You may have the right to bring a civil action under Section 502(a) of the
Employee Retirement Income Security Act (ERISA) if you are enrolled with your health plan through an employer who
is subject to ERISA. First, be sure that all required reviews of your claim appeal have been completed and your claim
has not been approved. Then consult with your employer's benefit plan administrator to determine if your
employer's benefit plan is governed by ERISA. Additionally, you and your health plan may have other voluntary
alternative dispute resolution options, such as mediation.

2022 Page 79 of 121 Optum Provider Manual



http://www.dmhc.ca.gov/

Federal Employees

Federal employees have additional rights through the Office of Personnel Management (OPM) instead of the
DMHC. Please reference the Federal Employees Health Benefits (FEHB) Program Brochure, which states that
Federal employees may ask OPM to review the denial after they ask their Health Plan to reconsider the initial
denial or refusal. OPM will determine if the Health Plan correctly applied the terms of its contract when it
denied the claim or request for service. Send request for review to:

Office of Personnel Management, Office of Insurance Programs Contracts Division IV
P.O. Box 436
Washington, D.C. 20044

Employees of Self-Insured Companies

You may have the right to bring a civil action under Section 502(a) of the Employee Retirement Income Security
Act (ERISA) if you are enrolled with your Health Plan through an employer who is subject to ERISA. First, be sure
that all required reviews of your claim appeal have been completed and your claim has not been approved. Then
consult with your employer’s benefit plan administrator to determine if your employer’s benefit plan is
governed by ERISA. Additionally, you and your Health Plan may have other voluntary alternative dispute

resolution options, such as mediation.

California Managed Care Member Health Plan Grievance Addresses

Please send grievance letters to the appropriate Health Plan at:

Aetna Health of California
Attn: Commercial Grievance & Appeals, P.O. Box 10169, Van Nuys, CA. 91410

Member Services: 800-756-7039, 877-665-6736 (72 Hr. Expedited), TDD-TTY: (800) 628-3323
Fax 818-932-6566 (72 Hr. Expedited)

Alignment Health Plan

Attn: Appeals and Grievances, 110 W. Town and Country Road, Suite 1600 Orange, CA 92868
Member Services: 866-634-2247

Internet Website: www.alignmenthealthplan.com

Anthem Blue Cross of California

Attn: Grievance & Appeal Mgt. Dept., P.O. Box 4310, Woodland Hills, CA 91365-4310

“Call Cust. Serv. at the # on the front of your ID card.” for Oral-Exp. Appeals (varies by group ID)
7 a.m.—12 p.m., M-F, PST; 8 a.m. —4 p.m., Sat., Fax 818-234-2767 or 3824

Blue Shield of California

Attn: Member Services, P.O. Box 272540, Chico, CA 95927-2540

Member Services Phone: 800-424-6521, option 3, Spanish 800-424-6521

TDD-TTY: call 800-241-1823 (Oral req.), Internet website: http://www.mylifepath.com

Brand New Day

Attn: Appeals and Grievance Department, P.O. Box 93122, Long Beach, CA 90809
Email: complaints@universalcare.com

Phone: 866-255-4795, TTY 771; Fax: 657-400-1217
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Central Health Plan

Attn: Grievance & Appeal Mgt. Dept., 1540 Bridgegate Drive Diamond Bar, CA 91765
Email: appealsandgrievances@centralhealthplan.com (Preferred)

Grievance & Appeal Mgt. Dept. Fax: 626-388-2372 Member Services Phone: 866-314-2427

CIGNA HealthCare (California)
Attn: Grievance & Appeal Mgt. Dept., 400 N. Brand Blvd., Glendale, CA 91203-2311
Member Services Phone: 800-832-3211, Option 1; Member Srvs., TDD-TTY: 877-688-9891

Health Net (California)

Attn: Appeals & Grievances Dept., P.O. Box 10348, Van Nuys, CA 91410-0348

Member Services Phone: 800-522-0088; Fax: 818-676-7200; Expedited Fax 818-676-7504
TDD-TTY: Commercial — 800-995-0852; Medi-Cal — 800-952-8349

Humana Health Plan of California, Inc.
Attn: Grievance & Appeals Department, P.O. Box 14165, Lexington, KY 40512-4165
Telephone: 1-800- 867-6601

Toll Free: 1-800- 457-4708 (Member Services)

IEHP

P.0O. Box 19026, San Bernardino, CA 92423-9026
Toll Free: 1-877-273-1EHP (4347) (Member Services)
TTY/TDD: 1-800-718-4347

Fax: 1-909-890-5748

Inter Valley Health Plan
Attn: Grievance & Appeals, Inter Valley Health Plan, 300 South Park Avenue, Pomona, CA 91769-6002
Phone: 909-623-6333 or 800-251-8191; TTY Devices: Dial 711. Fax: 909-620-8092

SCAN Health Plan

Attn: Grievance and Appeals Department, P.O. Box 22644 Long Beach, CA 90801-5644
Toll Free: 1-(800) 559-3500 (Member Services)

TTY: 1-(800) 735-2929

Fax to: 1-(562) 989-0958

Scripps Health Plan

Attention: Appeals & Grievances 45-300, 10790 Rancho Bernardo Road San Diego, CA 92127
TTY: 1-844-337-3700

Sharp Health Plan

Attn: Appeals and Grievances, 4305 University Ave., Suite 200, San Diego, CA 92105
Telephone: 1-800-359-2002 (Member Services)
Fax: 1-619-740-8572

UnitedHealthcare of California

Attn: Appeals Dept.-Exp. Mbr. Apls., PO Box 6107,MS CA124-0160, Cypress, CA 90630

Member Services Phone: Standard: 800-624-8822, Fax 800-704-3420, TDD-TTY: 800-442-8833. Expedited 888-277-4232,
FAX 800-346-0930, TDD-TTY 800-422-8833
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Medicare Advantage Members’ Rights

Filing an Appeal

To exercise appeal rights, file appeals in writing within sixty (60) calendar days after the date of the
original denial notice. Your plan can give you more time if you have a good reason for missing the
deadline.

You or someone you name to act for you (your authorized representative) may file an appeal. You may
name a relative, friend, advocate, attorney, doctor or someone else to act for you. Others not previously
mentioned may already be authorized under State Law to act for you.

You can call us at: (800) 282-5366 to learn how to name your authorized representative. If you have a
hearing or speech impairment, please call us at TTY/TDD (800) 628-3323.
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Important Information about Your Appeal Rights

There are Two Kinds of Appeals You Can File:
Standard (30 days) — You can ask for a standard | For a Fast Appeal: You or authorized representative
appeal. Your plan must give you a decision no later | should contact us by telephone or fax using the plan
than 30 days after it gets your appeal. (Your plan may | contact information indicated on the California Medicare
extend this time by up to 14 days if you request an | Advantage Plan Member Appeal & Grievance Form.
extension, or if it needs additional information and the
extension benefits you.)

What Happens Next? If you appeal, your plan will
Fast (72-hour preview) — You can ask for a fast appeal | review our decision. After your plan reviews our
if you or your doctor believe that your health could be | decision, if any of the services you requested are still
seriously harmed by waiting too long for a decision. | denied, Medicare will provide you with a new and
Your plan must decide on a fast appeal no later than | impartial review of your case by a reviewer outside of
72 hours after it gets your appeal. (Your plan may | your Medicare Advantage Organization. If you disagree
extend this time by up to 14 days if you request an | with that decision, you will have further appeal rights.
extension, or if your plan needs additional information | You will be notified of those appeal rights if this
and the extension benefits you.) happens.

v"If any doctor asks for fast appeal for you, or
supports you in asking for one, and the
doctor indicates that waiting for 30 days
could seriously harm your health, your plan
will automatically give you a fast appeal.

v" If you ask for a fast appeal without support
from a doctor, your plan will decide if your TTY/TDD:
health requires a fast appeal. If your plan
does not give you a fast appeal, your plan will | Elder Care Locator

Other Resources To Help You:
Medicare Rights Center
Toll Free: 1-888-HMO-9050

decide your appeal within 30 days. Toll Eree: 1-800-677-1116
1-800-MEDICARE (1-800-633-4227)
What Do | Include With My Appeal? TTY/TDD: 1-877-486-2048

You should include: your name, address, Member ID OMB Approval No. 0938-NEW Form No. HCFA-10003-

NDMC
(June 2001)

number, reason for appealing, and any evidence you
wish to attach. You may send in supporting medical
records, doctors’ letters, or other information that
explains why your plan should provide the service.

Call our doctor if you need this information to help
you with your appeal. You may send in this
information or present this information in person if
you wish.

How Do | File An Appeal?
For Standard Appeal: You or your authorized
representative should mail or deliver your written
appeal to your Health Plan at the address indicated on
the California Medicare Advantage Plan Member
Appeal & Grievance Form.
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Appointment of Representation Form

egatm ent of Heakhand Human 5 ervices Form Sppeoved OWE Mo 03350950
Certers for Medicare & Medicaid 5 avices

Appointment of Representative

Mame of Party Wedicare Mumber (bheneficiary as party) or National
Fravider ldertifier (provider or supplier as party)

Section 1: Appointment of Representative

To he completed by the party seeking representation (i e., the Medicare beneficiary, the provider or the supplier):

| appaint this individual, . toact as my representative in connection with rmy claim or asserted
right under Title X111 of the Social Security Act (the Act) and related provisions of Title ®1 of the Act. | authorze this
indwidual to make any request; to present arto elicit evidence; to obtain appeals information; and to receive any notice in
connection with ry claim, appeal grievance or request wholly in ry stead. | understand that personal medical information
related to rmy request may be disclosed to the representative indicated below,

Hgnature of Party Seeking Representation Date
SAreet Address Phone Murnber (uith Area Code)
City Ctate Zip Code

Ernail Address (optional)

Section 2: Acceptance of Appointment

To he completed by the representative:

I, . hereby accept the abmie appaintment | certify that | have not been disqualfied,
suspended, or prohibited from pramlce befare the Department of Heath and Human Services (HHS); that | amnot, as a
current or farmer employee of the United States, disqualfied from acting as the party’s representative; and that | recognize
that any fee may be subjectio review and approval by the Secretary.

lamalan
(Professional status or relationship to the party, e.q. attorney, relative, etc.)
Hgnature of Representative Date
Hreet Address Phane Murnber (with Area Code)
City otate Zip Code

Brnail Address (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to, waive their fee for
representation. (Mote that providers ar suppliers that are representing a heneficiary and furnished the iterns orsenvices
may not charge afee for representation and must complete this section.)

[ waive my right to charge and collect a fee for representing hefore the Secretary of HHS.

Hgnature Date

Section 4. Waiver of Payment for ltems or Services at Issue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or
services must complete this section if the appeal involves a question of liahility under section 1879{a)(2) of the Act
(ection 1879(2)(2) generally addresses whether a providersupplier ar beneficiary did not know, or could not reasonably be
expected to know, that the tems or services at issue would not be covered by Medicare) | waive my right to collect payment
framthe heneficiary for the iterns or senvices at issue in this appeal it a determination of liability under $1879(2)(2) of the Act
i5 at issue.

Hgnature Date
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Charging of Fees for Representing Beneficiaries before the Secretary of HHS

An attorney, ar other representative for a beneficiary, who wishes to charge a fee for services rendered in connection with
an appeal hefore the Secretary of HHS (ie., an Administrative Law Judge (ALJ) hearing or attorney adjudicator review by
the Cffice of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, ar a proceeding before OMHA or
the Medicare Appeak Council as a result of a rernand from federal district court) & required to obtain appraoval of the fee in
accordance with 42 CFR 406 210(f).

The form, "Petition to Obtain Representative Fee' elicits the information required for a fee pettion. It should be completed
by the representati e and filed with the request for AL1 hearing, OMHA review, or request for Medicare Appeak Council
review. Approval of a representative’s fee is not required if: (1) the appellant being represented is a provider or supplier;

(2] the fee is for services rendered in an official capacity such as that of legal guardian, carmmittee, or similar court
appointed representative and the court has approved the fee in question; (2] the fee is far representation of a beneficiary in
a proceeding in federal district court; ar (4) the fee B for representation of a beneficiary in a redetermination or
reconsideration. If the representati e wishes to waive a fee, he or she may doso. Section [l on the frant of this form can be
used forthat purpose. Insome instances, as indicated on the farm, the fee must be waived for representation

Approval of Fee

The requiremert for the approval of fees ensures that a repres entative will recei e fairvalue for the sewices performed
hefore HHS on hehalf of & beneficiary, and provides the beneficiary with a measure of security that the fees are determined
to be reasonable. In approving & requested fee, OMHA or Medicare Appeals Council will consider the nature and type of
senvices rendered, the complexity of the case, the level of skill and competence required in rendition of the services, the
arnount of time spent an the case, the results achieved, the level of administrative review to which the representative carried
the appeal and the amount of the fee requested by the repres entative.

Conflict of Interest
dections 203, 205 and 207 of Title *M Il of the United States Code make it a criminal offense for certain officers, employees
and farmer officers and employees of the Unted States to render certain senvices in matters affecting the Government or to

aid or assist in the prosecution of clairms against the United States. Individuaks with a corflict of interest are excluded from
being represertatives of beneficiaries befare HHS.

\Where to Send This Form

aend this form to the sarme location where you are sending (or have already sent) your: appeal if you are filing an appeal,
grievance or camplaint if you are filing a grievance ar complaint, or an initial determination or decsion if you are requesting
an initial determination ar decision. If addtional help is needed, contact 1-2800-ME DICARE (1-800833-4227) or your
Medicare plan. TTY users please call 1-877-486-2048.

‘fou have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You ako have the
right ta file a complaint if you believe youve been discriminated against. Visit hitps:han crms.govabout-crsdagency -
[nformation/aboutiehsitelcrsnondiEcriminationnatice htrnl, or call 1-2800-MEDICARE (1-800-633-4227) for mare
information.

Becomding tothe Paperwork Reduction Sd of 1993, no pets ons ame regdired to respond to 8 sollection of rformation wiless t displays a vald OMEB sortrol number, The vald O ME sontrod
rum bt for this ivdom ation sollection is 05280930, The time recuired to prepare and dsribue this sollection is 15 minutes per notice, holuding the ime to selest the preprirted form,
wom plete tard defver o the bendficgry. If you Fane comments coneeiming the accutacy o the imeesimates o sugoestions for improving this fom, plesse write to CM S, PRO
Clearahce Officer, T30 5ecurity Bouevard BEalimore, MarBnd 21244 1850

Form CS- 1696 [Rey 0545
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Medical Records Standards

In an effort to promote the optimal health of each patient through complete and accurate medical record

documentation, Optum has a standard set of guidelines for patient medical records. The guidelines have been

established by the National Committee of Quality Assurance (NCQA), as well as any state and federal regulator,

for medical record documentation (protected health information or PHI).

>

Patient Identification
Each page in the record must contain the patient name and/or patient ID number.

Personal/Biographical Data
Each record must have the patient’s name, address, employer, home and work phone numbers, marital
status, date of birth, emergency contact and phone number.

Patient Language

Each patient’s health record shall include the patient’s primary language, as well as any linguistic
services needed for limited-English proficient or hearing impaired persons. Use and/or refusal of
interpreters will be documented.

Patient Consent

To the extent required by applicable law, Providers must represent and warrant that it has received
from each Member all legally required consents and authorizations necessary for Provider or Provider’s
designees to release a Member’s health information, including but not limited to pharmacy, dental,
vision, mental health, substance abuse, HIV/AIDS, psychotherapy, reproductive, and communicable
disease information to other medical providers, contracted IPA, Optum and its Optum affiliates, for
purposes of treatment, payment or health care operations as defined by HIPAA and/or applicable state
law. Provider shall promptly notify IPA of each patient who does not authorize the release of health
information described above.

Practitioner Identification

All entries will be identified as to the author. It is suggested that this is by full signature (first and last
time and title) but, electronic identifier or initials are acceptable. Further, all physician assistant (PA)
and/or nurse practitioner (NP) signatures must be cosigned by the supervising physician.

Entry Date
All entries will be clearly dated on each unique record documentation

Legible
The record will be legible to someone other than the writer. Any record judged illegible by one
practitioner reviewer may need to be evaluated by a second reviewer before it is deemed illegible.
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> Problem List
Significant illnesses and medical conditions will be identified on the problem list. If the patient has no
known medical illness or conditions, the medical record will still include a flow sheet for health
maintenance.

> Allergies
Medication allergies, adverse reactions, and/or the absence of allergies (NKA) will be noted on the front
of the chart. A stamp, with red ink, may be provided to each primary care physician office, if requested.

» Advance Directives
Presence of an advance directive or evidence of education about advance directive of members over the
age of 18 must be noted. Patients will be provided information as to making their own health decisions.
Advance directives supplied to the practitioner must be included in the medical record.

» Medical Records
Patient charts will be maintained in an area secure from public access, located for easy retrieval of both
active and inactive charts. Each chart should be well organized in a standard format with the contents
fastened and/or secured and containing only one individual’s information.

» Past Medical History (for patient seen three or more times)
Past medical history will be easily identified, including serious accidents, operations and illnesses. It is
recommended to include sexual activity and mental health status, if applicable. For children and
adolescents (18 years or younger), past medical history will be noted as above and will include childhood
illnesses, immunizations, and prenatal care and births, if applicable.

» Smoking/ETOH/Substance Abuse

For patients age 14 and older, there is appropriate notation concerning depression, violence, and the
use of cigarettes, alcohol and substances (for patients seen three or more times, there is evidence of
substance abuse query). If a member answers “yes” to the alcohol prescreen question, the PO will
ensure that the PCP needs to offer the member an expanded, validated alcohol screening questionnaire.
If the member is identified as being engaged in risky or hazardous drinking, the PO will ensure the PCP
will offer at least one, but may offer up to a maximum of three behavioral counseling interventions for
alcohol misuse per year. The PO will ensure that the PCP maintains documentation of the alcohol misuse
screening or their members. When a member transfers from one PCP to another, the receiving PCP
must obtain the member’s prior medical records, including those pertaining to the provision of
preventive services. Additional behavior counseling interventions must be authorized when medically
necessary. However, medical necessity must be documented by the members PCP.

> History and Physical
Appropriate subjective and objective information will be obtained for the presenting complaints.

> Appropriate Use of Lab and Other Studies
Laboratory and other studies ordered will be noted, as appropriate.
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> Working Diagnoses
Working diagnoses are consistent with findings.

» Risk Factors
Possible risk factors for the member relevant to the particular treatment will be noted.

> Plan/Treatment
Treatment plans are consistent with diagnoses.

» Return Visit
Progress notes will have a notation concerning follow-up care, calls or visits. A specific time to return for
an appointment will be noted in weeks, months or as needed.

> Follow-up
Encounter forms or notes will have a notation, when indicated, regarding follow-up care, calls or visits.
Missed appointments will be noted in the medical record, including outreach efforts. Unresolved
problems from previous office visits will be addressed in subsequent visits. Follow-up of referrals with
any lab or test results should be maintained as well.

> Appropriate Use of Consultants
Review for under and over-utilization will be noted. For example, repeated visits with a PCP for an
unresolved problem might lead to a request for consultations with a specialty physician.

» Continuity of Care
For example, if a consultation is requested, a note from the consultant, after the visit, must be
documented in the record. If the visit does not occur (i.e., failed visit by the patient) the failure to visit
should be documented as well.

» Consultants/X-Rays/Lab and Imaging Report Initials
Consultations, lab and x-ray reports filed in the chart will have the primary care physician’s initials and
date signifying review. Consultation and abnormal results will have an explicit notation in the record of
follow-up plans. Recommendation that date report/results received will be noted.

» Medication Documentation
Current medication is documented, including name, dosage, frequency and route, include refill
information. For medications given on site, list the name, dosage, route, site given, and the
manufacturer’s name and lot number, and member’s reaction to medication.

» Immunization Record
For adult immunization, physicians will follow the guidelines from the United States Preventive Services
Task Force. For pediatric records (age 18 and under), there will be a completed immunization record or a
notation that “immunizations are up-to-date.”
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» Preventive Services
There will be evidence that preventive screening and services are offered. A suggested checklist may be
provided to each office for use and inclusion in the medical record. The CDC and the American Academy
of Pediatrics (AAP) recommend that children be screened for developmental delays and disabilities
during regular well-child visits at 9, 18, 24 and 30 months. ASD-specific screenings should occur in all
children at ages 18 and 24 months because these are critical periods for early social and language
development.

» Member Education
Recommendation and instructions given are included.

» Addendum to Record
Any adult patient who inspects his/her record will have the right to provide to the physician a written
addendum with respect to any item or statement in the record that the patient believes to be
incomplete or incorrect. The addendum, which should be written on a separate page and include all
applicable requirements (eg. patient name, ID number, etc.) will be limited to 250 words per alleged
incomplete or incorrect item and will clearly indicate, in writing, that the patient wished the addendum
to be a part of the record. The physician will attach the addendum to the record and will include the
addendum whenever the physician makes a disclosure of the alleged incomplete or incorrect portion of
the record, to any third party. The receipt of information in an addendum which contains defamatory or
otherwise unlawful language, and the inclusion of this information in the record, will not, in and of itself,
subject the physician to liability in any civil, criminal, administrative or other proceeding (see policy #02-
06-008-01 Amending or Correcting Health Information & Records).
Acceptable Signature Examples

Acceptable Electronic Signature Examples Acceptable Written Signatures

o  Chart ‘Accepted By’ with Provider’s name e  Legible full signature

e  ‘Electronically signed by’ with Provider’s name e  Legible first initial and last name

e ‘Verified by’ with Provider’s name e |llegible signature over a typed or printed
name

e  ‘Reviewed by’ with Provider’s name e |llegible signature where the letterhead,

addressograph or other information on the
page indicates the identity of the signatory.
Example: An illegible signature appears on a
prescription. The letterhead of the
prescription lists 3 physicians’ names: One
of the names is circled

e  ‘Approved by’ with Provider’s name e lllegible signature NOT over a typed/printed
name and NOT on letterhead, but the
submitted documentation is accompanied
by: 1) a signature log, or 2) an attestation

statement
®  ‘Released by’ with Provider’s name e Initials over a typed or printed name
e  ‘Signed by’ with Provider’s name e |Initials NOT over a typed/printed name but

accompanied by: 1) a signature log, or 2) an
attestation statement

. e  Unsigned handwritten note where other
‘Signed before import by’ with Provider’s name entries on the same page in the same
handwriting are signed

e  ‘Signed: John Smith, M.D.” with Provider’s name

e  Digitized signature: Handwritten and scanned into the
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computer

e  ‘This is an electronically verified report by John Smith,
M.D.

e  ‘Authenticated by John Smith, M.D.

e  ‘Authorized by: John Smith, M.D.

e  ‘Digital Signature: John Smith, M.D.’

e  ‘Confirmed by’ with Provider’s name

®  ‘Closed by’ with Provider’s name

e  ‘Finalized by’ with Provider’s name

e  ‘Electronically approved by’ with Provider’s name

e  ‘Signature Derived from Controlled Access Password’

Medi Medi Smoking Cessation

e For Medi-Medi members only, Providers are required to meet the following requirements related to Tobacco
Cessation:
o Initial assessment within 120 days of enroliment
o Health Education Behavioral Assessment (IHEBA). The Staying Healthy Assessment (SHA) is DHCS’s IHEBA
o Shall cover all FDA-approved tobacco cessation medications for adults who use tobacco products. This
includes over-the-counter medications with a prescription from the provider. Medication:
= Bupropion SR (Zyban)
= Varenicline (Chantix)
®= nicotine gum
® nicotine inhaler
® nicotine lozenge
® nicotine nasal spray
® nicotine patch
o At least one FDA-approved tobacco cessation medication must be available without prior authorization.

e Shall ensure that providers review the SHA’s questions on tobacco with the beneficiary
e Shall ensure that individual, group, and telephone counseling is offered at no cost to beneficiaries who wish to quit
smoking, whether or not those beneficiaries opt to use tobacco cessation medications
e Shall ensure beneficiaries receive a minimum of at least four counseling sessions of at least ten minutes.
(individual/group/telephone- beneficiary’s choice)
e Shall cover tobacco cessation counseling for at least two separate quit attempts per year, without prior
authorization, and no mandatory breaks between quit attempts
e Shall ensure providers refer beneficiaries who use tobacco to the California Smokers’ Helpline (Helpline) (1-800-NO-
BUTTS)
e Ask all pregnant women if they use tobacco or are exposed to tobacco smoke
e Offer at least one face-to-face tobacco cessation counseling session per quit attempt
e Ensure referral to a tobacco cessation quit line, such as the Helpline
e Counseling services must be covered for 60 days after delivery, plus any additional days needed to end the
respective month
e Shall use the USPHS “Clinical Practice Guideline, Treating Tobacco Use and Dependence: 2008 Update” for provider
training on tobacco cessation treatments
e Trainings shall include:
o Requirements for comprehensive tobacco cessation services included in this APL.
o Anoverview of the “Clinical Practice Guideline, Treating Tobacco Use and Dependence: 2008.”
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O

O

How to use and adopt the “5 A’s,” the “5 R’s,” or other validated model for treating tobacco use and

dependence in the provider’s clinical practice.
Special requirements for providing services for pregnant tobacco users.

Informing providers about available online courses in tobacco cessation

Primary care practices institute a tobacco user identification system, including the use of International Classification
of Diseases (ICD)-10 Codes. The full set of ICD-10 codes to record tobacco use can be found at:
www.ctri.wisc.edu/documents/icd10.pdf

At a minimum, tracking for adults shall include results from tobacco questions in the Consumer Assessment of

Healthcare Providers and Systems (CAHPS) survey
Tracking treatment utilization of tobacco use may be implemented using any of the following measures:

O O O O

Pharmacy claims data for NRT products.

Helpline web-based referral system.

Helpline e-referral program.

Individual and group counseling outcomes.

Current Procedure Terminology codes for tobacco use, such as: 99406; symptomatic; smoking and tobacco
use cessation counseling visit, greater than 3 minutes, up to 10 minutes. 99407; symptomatic; smoking and
tobacco use cessation counseling visit; greater than 10 minutes.

Providers must also meet the following requirements related to Alcohol Misuse Screening / Behavioral Counseling

Interventions for Alcohol Misuse:
When a member answers “yes” to the IHEBA alcohol pre-screen question, the PCP offers the member an expanded,
validated alcohol screening questionnaire. One of the following screening tools must be used:

@)

O

O

Alcohol Use Disorder Identification Test (AUDIT) or

Alcohol Use Disorder Identification Test—Consumption (AUDIT-C).

PO to ensure that PCPs offer behavioral counseling intervention(s) to those members that a provider
identifies as having risky or hazardous alcohol use when a member responds affirmatively to the alcohol
guestion in the IHEBA, provides responses on the expanded screening that indicate hazardous use, or when

otherwise identified.
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Amending or Correcting Health Information and Records

Subject: Amending or Correcting Protected Policy Manual: Optum Corporate
Health Information

Effective Date: April 14, 2004 Policy Number: 01-11-00-011

Revision Dates: Department: Compliance

Title: Vice President of Legal Affairs

Certification Dates: 02/04; 04/05; 03/06; 02/07;
03/08; 03/09; 12/11; 12/12
Last Revised By: VP of Legal Affairs Approval Signature on File: President

Signature: On File

SCOPE

All employees of Optum, PMNI, and its affiliated entities, globally referred to as “the Company” shall follow the
procedures set forth in this policy.

PURPOSE

To allow the opportunity for members to request an amendment or correction to the protected health information (PHI)
generated by the Company IPAs/Groups. (Examples: Claim or authorization denial letters, authorizations, health
education mailings/surveys, etc.)

POLICY

Members who believe information in the Company IPA/Group designated record set is incomplete or incorrect may
request an amendment or correction to the information.

PROCEDURE

Upon notification or request from a member to amend or correct information, the following steps should be taken by
the Company IPAs/Group department who generated the correspondence:

Pull hard copy (i.e., Claim or authorization, denial letter, physician correspondence, etc.)

Verify any discrepancies.

Correct information in the computer system and/or paperwork as needed.

Notify all concerned parties of correction.

If no discrepancy is found, notify member and refer member back to the provider or source of the disputed
information.

ok wnN e
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Appointment Access Criteria

Access Type

Standard

PCP and Specialty Access Standards

Access to non-urgent appointments for primary care-regular and
routine care (with a PCP)

Within 10 business days of request

Access to urgent care services (with a PCP or SCP) that do not
require prior authorization

Within 48 hours of request

Access to non-urgent appointments for specialty care

Within 15 business days

Access to urgent care (specialist and other) services that require
prior authorization

Within 96 hours of request

Access to after-hours care (with a PCP)

Ability to contact on-call physician after hours within 30
minutes for urgent issues. Appropriate after-hours emergency
instructions

In-office wait time for scheduled appointments (PCP and
Specialist)

Not to exceed 15 minutes

Access to preventive health services

Within 30 days of initial request

Non-urgent appointments for ancillary services for the diagnosis
or treatment of injury, illness or other health condition

Within 15 business days of request

Appointment rescheduling

The provider must promptly reschedule the appointmentin a
manner that is appropriate for the member's health care
needs

Appointment Access Standards Behavioral Health

Access to non-urgent appointment with physician for routine
care

Within 10 business days of request

Non-urgent appointments with a non-physician behavioral
health care provider

Within 10 business days of request

Access to urgent care

Within 48 hours of request

Access to non-life-threatening emergency care

Within 6 hours of request

Access to life-threatening emergency care

Immediately

Access to follow-up care after hospitalizations for mental illness

Within 7 business days of request (initial visit) Within 30
business days of request (second visit)

Exceptions

Extending Appointment waiting time

May extend waiting time for an appointment if the
appropriate health care provider has determined and noted in
the relevant record that a longer waiting time will not have a
detrimental impact on the health of the member

Advance Access

Implementation of standards, processes and systems
providing same or next business day appointments from the
time an appointment is requested will demonstrate
compliance for a PCP practice (includes advance scheduling of
appointments at a later date if the member prefers not to
accept the appointment offered within the same or next
business day).

Advance Scheduling

Preventive care services and periodic follow-up care may be
scheduled in advance consistent with professionally
recognized standards of practice as determined by the
treating licensed health care provider
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2021 Preventive Health Guidelines

For children ages 0 1o 2

Topics you may want fo
discuss with your doctor

snot numier ina serles

Sately
DToP (diphiherla, fefonu
» Use @ checkilst o “babyproot™ um-“‘amnugm s
yiour home.
= Check your home for fne Flu, annweal
presence of lecd paint. Hepatitis A
SIGEET Hepatiiis B
L EI'EK:ISIHEK:“I'IE andlron-
enched fomuia and food ::':” [HoemophilLs Infuerzae
forintants. Pe b]
o M nactivaled
' neaifn pollovirus vaccing)
= Do nof put your baby or
toddier to bedwith a bottie Meningococcal

Age 2-18 months

MME [measies,
mumps, ruioelia)

Pneumacoccal [pneumonia)
Rotarix (rotavires), or
RotaTeq (rofavirus)
Varicella [chicksn pox)

contalning juice, mik, or other
sugary liguid. Do nof prop a
bottie In a baoby's or toddier's
mouth. Clean your baby’'s
gums and feeth daliy.

= Use a clean, molst washcloth
o wipe gums. Use o soft
toothbrusn with waler only,
beginning with eruption of
st tooth.

= Age & months fo preschool:
Dilscuwss witn your denkist

aoout taking an aral Niearde Blood fesis
supplement Hwaber s
deficient In fluoride.

Flsoride use

= Age T Begin brushing child's
tesatn with pea-se amount of

nuaride toofhpaste. ‘Gonococcal ophinalmia
Helght and welght

Hewborn icreening Panel
Slckle cell

disease screening

Skin Cancer

Tuberculosis

Immunizations

1 2 3 4

2 4 3 15-18 months
For children & months and olgers™

12-23 months [second dose ot least & months atber Tirsé)

0 [ioirtn] -2 £—18 montns

z 4 & 12-15 months
2 4 &—18 months

For children with risk fociors

First dose af 12-15 mionins, second dose ol ages -4

z 4 & 12-15 months
z 4 months

] 4 & monins

I2-15 monfns, s2cond dose af oges £-&

Screeningsfcounseling/fservices

‘2448 houwrs afier birth fo screen for conditions such as phenylkefonuria
or nypothyroddism!

Discuss use of prescribe oral supplement for ages 4 moenths and older. Apoly
Nuoride vamish fo primarny feeth of Infants and children.®

Toplcal eye medicafion administered during Inifial newborn care
Perlodically

Screening e commended Tor all discrders Bsted on the Recommended
Uniferm Screening Panel [RUSF)1R

Elsk assessment and festing If risk ldenfified

Bahavioral counseling bo minimize exposure to uwiraviclet radiation for persons
oges & months to 24 years obd af high ris

Risk assessment and jesting IF risk ldeniifiied

Injury prevention for infants and young children

Decrease risk of SID3

Sudden infont death syndrome (SID5] is a leading cause of death
for infants. Put infants to sleep on their backs to decrease the risk
of SIDE.

Protect your children with car seats

Use the right car seat for yourvehicle and for your child’s weight.
Read the cor seat and vehicke manufacturer’s instructions about
installation and wse. Use a rear-facing cor seat unfil your child is
atleast 1 year old and weighs ot least 20 pownds.

Babyprocf your heme

Take these steps fo give your child a safe home envircnment:

*  Keep medicines, cleaning solufions, and other dangerous
substances in childproof containers, locked vp and out of
reach of children.
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Use safety goles across stairways (fop and bottomn) and
guards on windows cbove the first flocr.

Keep hotwwater healer femperatures below 1207 F

Keep uvnused electrical outiets covered with plastic guards.
Consider not placing your baby in a baby wallker. f you do,
provide constant supervision. Block the access fo stoinevays
and fo objects that can fall {such as lamps) or cauwse burns
[such as stoves or eleciric heaters).

Keep objects and foods that con cause choking away
from your child. This incluedes things like coins, balloons,
smiall toy parts, hot dogs fwhole or small bites), peanuts,
and hard candy.

Use fences that go all the way around pools and keep goles
to pools locked.
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For children ages 3 to 10

Topics you may

want to discuss DTaP [dishine o, tetanus,

with your doctor acelisar perfussis)
:{“Ehl’ Flu, anrweal
= Use g checkiist to “chilg- Hepatitis &

proof™ your home. Hepatitis B

= Check your home for fhe
presence of lead palint.

Exerclse

= Parficipaie In physical activity
as a family, such as faking walks
ar playing af the playground.

= Limif screen fime (such as
moklle devioes, compusers,
and television) o less than

IPV [Inactivaied
pollovinus vaccine)
MMR [measies,
mumps, ruoelia)

Pnevmoceccal [oneumonia)
Varicedio [chicken pox)

Immunizations

Ages &4 (Tdap for age 7 and above]

Recommended™.'™
For chilidren nof previously vacoinale d and risk fochors are present

For chisdren wiho did not comiglede ihe Immunization series betwesen 0 and
18 manths

Fourth dose at ages 4-4

Second dose at ages 4-6

For chilldse n with risk factors* or an Incomplede schedule joges 2-5)
Second dose at ages 4-6

Dilscuss use of prescribe onal supplement for ages é montns and cider. Apply
Muorice varnish to primary eeth of Infants and childsen.

Screening, counseling, and benavional inferve nikons for children age &

and older and offer or refer fo comprehensive Infensive behavioral
Intervenilon to promoée Improvements In welkght stabus

Behavioral counseBng for minimizing exposure fo uthraviolet radiation for
persons ages & months fo 24 years old at high risk

Discuss education or brief counseling to prevent inltiation of fobocco wse
omongst school-oged chidren and adolescents

fwo hours a oay. " " .
e Screenings/counseling/services
= Eat a nealthy diet. Limit Helgnt, weighi, body mass At annual exam

Tat and caories. Eat frulis, Indiex [BMI) vision, hearing

vegefables, beans, and i

whiche QTE-'IS.E'VE'I'.' day. il s
Dental healtn

Obesity
= Ask your denilstwhen and

hiow to floss child's teefn.
= Age 5 Talk fo your dentist

anout dental sealants. s
Other foplcs for discusslon
= Well-chid vists o= a good [foiucniond casarion

time to folk to your doctor

about oy CoOnoernsyou Tuberculosls

hawe with your chikd's he aitn,
growin, or behavior.

Fisk assessment and testing If risk Idenfified

Be oware of your child's mcommended weight: Use our online fools fo calculate your child's body
mass index [BMI) by logging in fo blveshieldea.com and searching for BML

Injury prevention:

For older children

* Children should use a booster seat in the car's bock seat unfil
they are at least 8 years old orweigh ot least 80 pounds.

* Older children shouwld use car seat belfs and sitin fthe back seat
at all fimes.

* Teach your child traffic safety. Children under ¥ yvears old need
supervision when crossing streefs.

* Make sure your child wears a helmet while rollerbloding or riding
a bicycle. Make sure your child uses profective equipment for
rollerbloding and skafeboarding [helmet wrist, and knee pods).

* Warn your child about the risk of using alcchol and drugs. Many
driving and sports-related injuries are caused by the use of
alcohol and drugs.
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For all ages

+ Use smoke and carbon monaoxide olarms/detectors in your
home. Change the batteries every year, and check once a
month to see that they work.

+ If you have a gun in your home, make sure that the gun and
ammunition are locked up separately and kept out of
children's reach.

+ Mewer drive affer drinking alcohel or affer marijuana use.
+ Use car seat belts af all fimes.

+ Post the number for the Poison Confrol Cenfer — (800) 222-1222 -
near your phone. Also, odd the Poison Confrol Center number
toyour home “Important Information” list. The number is the
same inevery LS. locafion. Do not try fo freat poisoning unfil
you have called the Poison Contral Canier.
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For children ages 11 1o 19

Topics you may

want to discuss

with your doctor

Exerclse

= Regular physical activity
laf least 30 minules per day
starting ot age 11} can reduce
tme: risks of coronary heart
diseqse, oslecpoross, obestty,
and digbefes.

Nutrition

= Eat g heoltty dist. Limif raf and
calories. Eaf frulls, vegetables,
peans, and whole grains
evary day.

= Optimal calchum intake for
odolescents and young adults
sesiimaled fo be 1,200 to
1,500 mgfday.

Sexual health

= Sexually fransmitied intecton
(STIHN prevention!: proctos
soier SEX [USe Condoms)
or absinence.

= Ayoid uniniended peEgnancy;
use confrocephion

Substance use disorder

= Lse of alcohal, fobacoo
(cigarfies, vaping, or
chewing|, inhalants, and oiher
drugs among adokescents s a
major concem for pasenis. Let
the: dochor Enow fyou have
ary concerns about your child.

Dental healtn

= Floss and boush with fluoride
toothpasie dally. Seek denial
care regularty.

Other toplcs for discussion

= It Is a good kdea to ket your
tesnager nave privase fime
with the doctor fo ask any
guestions ne or she may not
leel comforfable asking you.

1
Fiu, ammual
Hepafitls &
Hepafitls B

mmunizations

HPW [human paplliomavirus)

Meningococcal

MMR [me asles,
mumps, rubelia)

Pneumeococeal [prneumonia)

Tdap booster (fetanus,
diphiheria, perfussis)

Varicella [chicken pox)

Recommended?
For Individuals not previousty vaccinabed and risk fochors are present

For individuals not previously vaccinabed: for individuals with risk fachors
seeking profection™

Twiz- of theee-dose series depending on age af Inial vaccinaiion.
Recommended for ol adolescents age 11-12 years and through 18 years of age.

Roufine voccinafion two-dose series. First dose at ages 11-12 second dose
ot age 14.

At pre-odolescent vislt joges 11-12) If missing second dose

For childrenwith risk fochors*

For children ages 11-12 who hove compleied the recomme nded DTaP
Immunization series”

At pre-odolescent vislt [oges 11-13) If missing second dose

Screenings/counseling/services

Alcohol misuss

Bloaed pressure, helght, welghd,
BM I, vision, and hearing

Chlamydia and Gonormhaa
Coniraception

Deprassion
Domestic violence and obuse

Drug Misuse

Healthy dlet and
physical activity
Hepatitls C

HIV

Cbaslity
Sexually fransmifted infeciions

Skin cancer

Syphills
Tobocco vse and cessation

Tuberculosls

screaning for unhealthy alcohol use and behavional counseling as nesdead
At annual exam

screening for all sexually aclive women under oge 24 and for women at
Increased risk for Infection”

FOA-opproved controcepilve methods for lemale s, education, and
counse Bng

screening for all adolescents for major depressive disorder ($D0)

screening for Inerpersonal and domestic vickence for adolescents, women,
ond women of childbearing oge™

Screening for unhealify drug uses
Behaviorol counseBng™

screening for HCV Intection In persons at high risk of Infection™

SEIEEI'I"'IQ tor all adolescents and adulis ages 15—&5. Recomme nd
peeexposUre proghy loxis [PreP] to persons at high risk of HVY aogulsifion.

Screening, counseling, and Denavional Inderwe ntlons and ofier or reter to
comprehensive infensive benavicral Intervention fo promode Improvements in
welght status

Behaviorol counseBng as nes ded™

Behavioral counse Bng for minimizing exposure fo wiraviolet radiation for
adolescenis af high risk

Screening for Indwidueals af increase d risk for infe chion®

Discuss education or brief counseling to prevent inttkation of tobacoo use
omang schook-oged children and adolescents

Rk assessment and testing If risk idenfinied

Promaoting your preteen's and adolescent’s social and emaotional development

Parents need fo offer open, positive communicafion while
providing clear and fair rules and consistent guidance. Let your
child find his or her own path while staying within fhe boundaries
you have set.

+ Be o good role model for handling disagreements — for
example, talk calmby when disogreeing.

» Supervise the websites and compuler games that your child uses.

= St limits on use of compuiers, felephones, fexfing, ond TV after
a setevening hour fo help your child get regular sleep.

» Talk fo your child about healthy relationships. Dating abuse does
oocur among preleens and feens.
. . o . * Be a role model for healthy eatfing and regular physical exercise.
* Praise him or her for sucoessfully avoiding a confrontation -
for emample, say, “I'm prowvd of you for staying calm.”
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For women ages 20 to 49

Topics you may

want to discuss

with your doctor

Exercise

= Regular physical activity [af
least 30 minukes per day] can
reduce the risks of coronary
heart disease, osleoporosls,
obeslty, and diobeies.

= Orver 40 Consult physiclan
betore stariing new vigorous
pivysicol activity.

Mufrition

= ENow your body miass Index
[8M1). blood peessure, and
cholesierc level. Modily your
diet oocordingty.

= Eaf a haalthy dief. Lim 1of and
calories. Eat fruiss, vegetables,
peans, and whoie grains
every doy.

= Opimal calchum Infoie Tor
waomen befwesan ages 25
and 50 ks esimaied to be
1,000 mg/day.

= Witomnin D Important for bone
and muscle development,
tunchion, and preservation.

Sexixal health

= Sexuaily fransmitied intection
(STIHN prevention* prociice
saler se [use condoms) of
obstinenoe.

= Avoid uniniended peegnoncy;
use contracephion.

Substance use disorder

= Sfop smoking. Limit alcohal
consumpison. Avold alcohol or
drug use while driving.

Dental health
= Flioas amd brush with Buornde

toothpasie daly. Seek dental
care regulamy.

I you are pregnant,
please refer to the “For
pregnant women” poge
for pre gnoncy-related
recommendafions.

2022

Immunizations

Fiu, annual
Hepatiiis &
Hepatiiis B
HPV [human papliomavins)

Meningococcal

MMR [measies,
mumps, rubelia)

Preumococcal [pneumonia)

Td baoster [fetanus,
diphineria)
Varicella [chicken pox)

Recommendead?
For Individuals with risk faciors for Individuals seeking profection?
For Individuals with risk faciors: for Individuails seeking profeciiont™

For all women age 24 and younger i nof pevicusly Immunized. Recommended
Tor all sexually ochive women age 30 and cider in conjunchon wiih cenvical
cancer soeening (Pap smear).

Firs-year colliege students whao Ive In resdential housing If mat previousty
Immunized and millkary recrults?

Once, without proof of Immunify or f no previous second dose®

For Individuals with risk fachors’
Recommendead once every 10 years®

Recommended for odulswithout evidence of Immunity: 2-dose senes 4-8
wesks apart?

Screenings/counseling/services

Alcohol misuse

Blood pressure, helght, weight,
BML. vision. and hearing

BRCA risk assessment and
genefic counselingfesting

Breast cancer

Breast cancer
chemoprevention

Cordlovascular disease
Cervical cancer
Chiamydia ond Gonorrhea

Confracepiion
Depression
Dlobefes

Domestic violence
and abuse

Drug Misuse

Healthy diet and
physlcal activity
Hepatiiis C

HIV

Latent tuberculosls
Infecticon [LTBI)

Uipid disorder
Obesity

osteoporosls
Sexpually fronsmitted Infections
Skin cancer

Syphills
Tobacoo vse and cessation
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screening for unnealimy alcohol use and behavional counseling as needed

At well visit, annually

wiomenwith a positive sesult on fne risk assessment tood or nave a Tamily
history of breast, ovarian, tubal, prosiale, pancreatic, or pericneal cancer
are recommended fo e oeive genetic counseling and/for genafic lesting ™

Recommend mommogram every 1-2 years beginning af oge 40

Recommended forwomen at high risk for breast cancer and kow risk for
odverse effects from chemopseveniion

Stafin use for primary prevention In adulis®
Recommended screening every 3 years with cervical cyfology by Pap tests

screening for all sexually ochive women under age 24 and forwomen at
Incee ased risk for Infection”

FOA-aporoved female contracepiive methods, e ducation, and counseling™
screening for all adults
screening for overwelght or obese odulls oges 40-7077

screening for Inferpersonal and domestic violence for adolescents, women,
and women of childbearing age

Screening for unhealty drug use™
Behavioral counseing™

screening for HCV Indection In persons at high risk of Infeciion

Screening for all adolescents and adulfs ages 15-65. Recommend
presxposune prophylaxls [PrEP) fo persons ot nigh sk of HIV acguisiion.

screening for asymptomatic adults af Increased risk for Infection™

Screening for Individuats at Increased risk”

Screening, counseling, and be havional inde rventions and offer or sier to
comprehansive infensive benavional Inkervention fo promode Improvemenfs In
welght stabus

Screening forwomen at Inceased risk
Behavioral counseling as needed™

Behavioral counseling for minimizing expaosure to utiraviolet radiafion foryoung
adults fo age 24 af high risk

Screening for pregnant wome n and Individuals af Incse ased risk for Infection™
screening for fobacco use and cessation Inéervention
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For men ages 20 fo 49

Topics you may

want to discuss

with your doctor

Exerclse

= Reguiar physical aciviy [at
least 30 minuies per day) can
reduce the fsks of connary
heart dsease osecponosks,
obesfy, and diabeles.

= ben over 43 Consult physicion
bedore siariing new vigorous
prysical activily.

Hutrition

= Know your body mass Index
(BN, DICOT pressure, and
cholestenol evel. Modily your
dief acoordingdy.

= Witamin O i important for bone
and muscle development,
Tunchion, and presenvaiion.

Sexwal health

= Semualy fronsmified intection
[5T)HM prevention® proctice
saler X [Use Condoms)
or abstinence.

Substance use disorder

= Shop smoking. Limit alconal
consumpdion.

» Avoid alcohol of drug use
while driving.

Dental health

= Fioss and brush with Auoride
toothpasie gally. seek dental
care mgularty.

"Emow your numibers.”
‘We encouroge you fo
learn your “rumbers” at
your doctor visit and work
towrard the optimal goals
through exercise and a
healthy diet.

Immunizations

Flu, annwal

Hepatiiis &

Hepatiiis B

HPY [rwman papllilcmayinus)

Meningococcal

MMR jmeasies,
mumips, rubelia)

Pneumococcal
[pReumacnia)

Td booster [tetanus,
diphineria)

Varicella [chicksn pox)

Recommended?
For Individuals with risk taciors for individuals seeking prodecilon?
For Individuals with risk tociors for individuais seeking profectiont™

Recommended for all odults through 24 years of age. 2 or 3-00se Eres
depending on age of Intial vaccination

First-year college students who Ive In residential housing It not previously
Immunized and milliary recrults?

Cnioe, without proof of Immunity or if no previous second dose®

For Individuals with risk fachors

Recommendad onoe every 10 years™

Recommenaded for adulls wiEhoutevidence of Immunify: 2-dose Enes
4-8 weaks opart?

Screenings/counseling/fservices

Alcohol misuse

Blood pressure, helght, weight,
BMI, vision, and hearing

Cardlovascular disease
Depression

Diobefes

Crug Misuse

Healthy diet and
physical activity

Hepatiiis C
HIW

Latent fuberculosis
Intection [LTBI)

Uipid disorder
Obesity

Sexually fransmitied Infections

Skin cancer

Syphills
Tobacco vse and cessation

screening for unhealihy alcohol use and behavional counseling as needead
At annual exam

Stafin use for primary prevention In adulis®®

screening for all adults

screening for overwelght or obese adults oges 40-70%
screening for unheatity drug use=

Behavionl counseling™

Screening for HOW Indection I pe rsons at high risk of Infection™

SCFEE'I'TI'IE for all cdolescents and adulis ages 15-&5. Recommend P ERDODE
prophyloxis (PrEP) ho persens af Nigh sk of HIV acquisifion.

screening for asymptomatic adulis at Increased risk for Infeciion™

screening for Individuals at Increased risk?

Screening, counseling, and behavioral inlervenfions and cifer or refer to
comprehensive inlensive behavioral Inerveniion o promaoie Improvements In
welght shabus

Behavional counseling os nesdadis

Behavionl counseling for minimizing exposune fo uliraviosst radiafion foryoung
odulis fo age 24 ot high risk

Routine screening for Indy iduals af Increased risk for Inection’®
Screening for fobocco use and cessation Inke rvention

Heart health factors Optimal goals

Total cholesterol

LOL “bad" cholesierol
HOL “good™ cholesiencl
Trighycerides

Blood pressure

Fasfing glucose

Body mass index [BMI)
Exercise
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Less than 200 mg/dL

Less than 100 mgfdL

50 mg/dL or higher

Less than 150 mgfdL

Less than 120/80 mmHg

Less than 100 mgfdL

Less than 25 kgim2

Minimum of 30 minutes most days of the week
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For men and women age 50 and older

Topics you may

want to discuss
with your doctor

MNutrition

= Eat a healtty diet. Lim fat and
colories. Eat frults, vegelabies,
beans and whole grains
every day.

= Opiimal calclum Infoke
estimaied o be 1,500 mgfday
Tor posmenopausal women
not on estrogen heraoy.

= Witamin D Is imporhant for bone
ond muscle development,
Tunction, and preservaiion.

Sexal health

= Sexuaily fransmitied intection
(ST HN prevention!® prachios
safer sex [Use condoms)
or absfinence.

Substance use disorder

= Stop smoking. Limit alcohol
consumpson. Avold alcohol
or dnug us while driving.

Dental healtn

= Ao and brush with Buoride
toothpasie dalty. Seek denbal
care Egukarty.

Other topics for discussion

= Faoll pevention.

= Possinie risks and benelts
of hommane replacement
inerapy (HRT) for posi-
MENORIUST WomEen.

= Fisks Tor and possibée benefis
of prosiole cancer screening
In men fo cetermine what ks
best foryou.

= The damgers of drug
Interactions.

= Piysical activity.

» Glaucoma eye exam by an
eye care professional [Le., an
ophthaimologist, opfomeirist)
Tor those age 45 and older.

For heart health, adulis
shiould exercise regularky
[at least 30 minutes a day
on most days), which can
help reduce the risks of
coronary heart diseass,
osteoporosis, obesity,
and diobetes. Consult
your physician before
starting a new vigorous
physical activity.

2022

Immunizations

Flu, annual

Hepatiiis &

Hepatiiis B

Meningococcal

MMR [measlies, memps, rubella)
Pneumococcal [pneumonia)

Td booster (e fanus, diphtheria)
Varicedla [chickenpox)

Toster [sningles)

Recommended?

For Individuals with risk fackors: for iIndividuals seeking profection?
For Individuals with risk faciors for individuals seeking projeclon?
Boosier every Mive years If risk remains.

Onoe, without proot of Immunity or If no previous second dose®

Recommendead for Individuals age 45 and céder: and Individuals under
oge &5 with risk fociors

Recommended once every 10 years™

Recommended for adulls without evidence of Immunify: 2-do= =nes
4-8wesks apart®

Twio dioses of RIV for all aduits oge 50 and oider. IVL may be used as an
afie rnative for adulis age &0 and older.

Screenings/counseling/services

AAA [abdominal
oortic aneurysm)

Alcohol misuse
Aspirin

Blood pressure, helght, weight,
BMI, vision, and hearing

BRICA risk assessment and
genelic counsaling/testing

Breast cancer

Breast cancer
chemoprevention

‘Caordlovascular disease
Cervical cancer

‘Chlamydia and Gonorrhea
Colorectal cancer
Depression

Dlabefes

Domestic violence
‘and abuse

Drug Misuse
Fall prevention

Healthy diet and
physical activity

Hepatiiis ©
HIW

Latent tuberculosls
Intection [LTBI)

Lipid disorder
Lung cancer
Mammograp iy
Obesity

Osteoporosis

Sexwolly fronsmitied Infections

Syphills
Tobacoo vse and cessation
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For ages &5-75who have ever smoked, one-time sCrEening for AAA
by ulfrosonograpiny

screening for unhealthy alcohol vse and behavioral counseling as nes ded

Use for primarny peeveniion of cardiovascular disease and colorectal cancer
Tor gdults who ase af Increased sk’

At annual exam

wiomenwith a postiive e sult on the risk assessment tool or nave a Tamily
history of breast, ovarian, tubal, prosiale, pancreatic, or perlfoneal cancer
are recommended fo e oeive genetic counseling and/for genefic festing =

Recommend mammaogram every 1-2 years beginning af oge 40: BECABART
testing Is covered It medically neoessary™

Cowered for Individuals af high risk for Dreast cancer and low risk for adverse
effecis from chemopneveniion

5hafin use for primary prevention In adulfs®

Every 3 years Il cervix psesent: atier age 45, Pap fests can be discontinued It
previous fests have besn normal

Screening for Individuals who are at Increased risk for Infeciion™
Screening for adults ages 50-75

Screening for all adults

Screening for ovenwelght or obess adults oges 40-707

Screening for Inferpersonal and domestic violence for agolescents, women,
and women of childoearing age™

Screening for unheaity drug use™

Recommended exerclse Inferventions for adults ages &5 or older af
Inceeosed risk=

Benavioral counseBng™

screening for HCY Indechion In pe rsons at high sk of Infection™

Screening for all adolescents and adults ages 15-45. Recommend
preexposure prophylaxls [PrEP) to persons at high rsk of HIY acguistion.

screening for asymptomatic adulis at Increased risk for Infection®™

screening perodically
screening for lung cancer In persons with smoking nilsiony™
Biennial mammograghy recommended 1or women age 50 and older

screening, counseling, and be havicnal Inde rventlions and olier or eier fo
comprehensive intensive benavicnal Infervention fo promode Improveme nts in
welght status

Roufine sceening for women age &5 and older and for men age 70 and oider—
beginning age can be reduced Tor Individuals af Increased risk

Behavioraol counseling Qs neegads
screening for Individuals at Increased risk for Infeciion®

Screening for fobacco use and cessation Indervention
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For pregnant women

Screenings/counseling/services

Alcohod misuse

Asplrin

Asymplomatic bacterivria
Bre-ast-feeding counseling

Chlamydia and Gonorrhea
Depression

Drug Misuse

Follc acld

Gestational diobetes

Hepatifis &

HIV

Preeciompsia

R {O) Incompatib ity

Syphills
Tdap
Tobocco use and cessation

screening for unheatiy alcohol use and behavioral counseling as needed
Low-diose aspiin use for the preveniion of morbldity and mortallfy from preeciampsial
Recormmended screening using wrine culture In pregnant women.

Promode beeast-eeding fo pregnant or postpartum women. Provide comprehensive laciation support and breask-
teading e guipment.

Duwing first prenatal visit and second screening during the ihird trimesier for fhose at iIncreased risk”

Refer pregnant and posiportum persons who are af Increased risk of depression fo counseling Interventions
Screening for unnealtny drog use™

Discuss use of 0.4 o 0B mg dally

‘women beitween 24- fo 28-week gestafions and the first prenaial visit for pregnancy. Women ldentiied to be at
Increased risk tor alabetes.

First pee notal visIf™
First pre notal visif™
Screaning with Dlood pressure me asurements

Recommended s pealed Bn|D) antibody testing for all unsensitize d Bn[D] - negative women at 24 to 26 wesks'
gestafion, unless the blological Tather is known fo be En[D] - negative

Recommend early screening for Infection In all pregnant women™
One dose of Tdap Is recommended dwing each pregnancy, preferatily In the eary part of the gestational weeks 27-34
sceeaning for tobooco use and tobacco-cessation Inservention

Having a baby? Be aware that while almaost all women get the “baby blues" after childbirth, as mony as 10% will get postpartum
depression. For more informaofion, visit our website, blueshieldeca.com, or see your healthcare provider.

Recommendations for a healthy pregnancy

Prenatal care

Be ginwithin 14 days of confirming pregnancy.
Dietary supplements
Waomen of childbearing age should fake 0.4 to 0.8 mg of folic

screening for alpha fetoprotein; chorionic villus screening [CVE]
or amniccentesis (for women age 35 and older); blood fests for
cartain birth defects; fundal height; fetal heart tones.

Discussion fopics at prenatal care visits
Prior vaccinafions (including flu shots), history of genital herpes,

acid daily fo decrease the risk of fetal brain and spinal cord
birth defects. The recommended colcivm intake for pregnant
or nursing women is 1,000 miligrams daily.

Screenings and diagnostics

Blood pressure and weight check at all visits; urine fest; cbsietrical
history and physicol: screenings for asymptomafic bacteriuria;
chlamydia; gestafional diobetes; Group B steptococcal bockeria;
hepatitis B; syphilis; gonorrhea; hematocrit; rubella; varicello; Rh (D)
incompafibdity; HVY counseling and screening; ulfrasonography:

2022
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nuirifion, smoking cessafion, other medicafion and drug use,
preterm labor risk, domesfic abuse, mental health as an initial
intervenfion service after screening for inferpersonal and
domesfic violence, and other medication and dreg use.

Postpartum care

To be performed within three to seven weeks following delivery.
Postpartum exam to include weight, blood pressure, breast and
abdomen exam, or pebvic exam.
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Health Resources and Services Administration Supported Women's Preventive
Services: Required Health Plan Coverage Guidelines

Non-grandfathered plans and issuers are required fo provide coverage without cost shanng
consistent with these guidelines in the first plan year (in the indvidual market, policy yvear) that
begins on or after August 1, 2012

Type of Preventive Service

Well-woman visits.

Screening for gestational
diabetes.

Human papillomavirus
testing.

Counseling for sexually
transmitted infections.

Counseling and screening
for human immune-
deficiency virus.

Contraceptive methods and

counseling. ™ {see note)

2022

HHS Guideline for Health
Insurance Coverage

Well-woman preventive care
wvisit annually for adult women
to obtain the recommended
preventive services that are
age and developmentally
appropnate, including
preconception and prenatal
care. This well-woman wisit
should, where appropriate,
include other preventive
services listed in this set of
guidelines, as well as others
referenced in section 2713.

Screening for gestational
diabetes.

High-nsk human
papillomavirus DNA testing in
women with normal cytology
results.

Counseling on sexually
transmutted infections for all
sexually active women.

Counseling and screening for
human immune-deficiency
virus infection for all sexually
active women.

All Food and Drug
Administration approved
contraceptive methods,
sterilization procedures, and
patient education and
counseling for all women with

reproductive capacity.
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Frequency

Annual, although HHS
recognizes that several visits
may be needed to obtain all
necassary recommended
preventive services,
depending on a woman's
health status, health needs,

and other nsk factors.” (see
note|

In pregnant women between
24 and 286 weeks of gestation
and at the first prenatal visit for

pregnant women identified to
be at high nsk for diabetes.

Screening should begin at 30
years of age and should occur
no more frequently than every
3 years.

Annual.

Annual.

As prescribed.
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Health Resources and Services Administration Supported Women's Preventive
Services: Required Health Plan Coverage Guidelines

Breastfeeding suppon, Comprehensive lactation In conjunction with each birth.
supplies, and counseling. support and counseling, by a

trained provider during
pregnancy and/or in the
postpartum penod, and costs
for renting breastfeeding
equipment.

| Screening and counseling for | Screening and counseling for  |Annual
interpersonal and domestic | interpersonal and domestic
violence. violence.

Medicare Risk Adjustment

Optum encourages providers to document patient health information and demographics for appropriate

Medicare reimbursement. CMS uses this demographic information reported for one year along with risk

adjustment diagnosis codes to determine reimbursement rates for the following year. Compensation

rates are based on patient risk scores.

History of Medicare Managed Care

v
v
v

D NI N NI N

AN

v

1965 - Medicare program starts

1973 - Congress passes HMO Act

1982 — Congress passes the Tax Equity and Fiscal Responsibility Act (TEFRA). TEFRA established
the AAPCC payment system. AAPCC’s took FFS expenditures by county and multiplied that by
95%

Organized delivery system

Discrete PCP sub-groups within an IPA

Physician Organized Delivery Systems (PODS)

Discrete PCP sub-groups within an IPA

1987 — Congress passes the Balanced Budget Act (BBA)

2000 - Principal Inpatient Diagnostic Code Grouping (PIP-DCG) model implemented. This model
only incorporated data from inpatient encounters

2000 — Congress passes the Benefits Improvement and Protections Act of 2000 (BIPA)

BIPA mandates that Medicare implement a risk adjusted payment system incorporating
ambulatory diagnosis beginning in 2004

Medicare selects the DCG/HCC model (known as CMS-HCC)

CMS Hierarchical Condition Categories (HCC) Model

v

v
v
v

The model groups diagnoses codes into disease groups called HCC that include conditions which
are clinically related with similar cost implications

The model is heavily influenced by costs associated with chronic diseases

The model is additive allowing for consideration of multiple conditions

Prospective — diagnoses from base year used to predict payments for the following year
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Cozeva User Guide

@C OZEVA® USER GUIDE

Practice
1. OVERVIEW
0= Guy. PATRICIAM a @ A M e

‘¢ Homa R R IS (] continuous Encaliment 9 =

2 Patienis

: Gaps Performance Patiens

1 T r—— 26,562 28.49% 6121

i

5" Reports ¢ Breast Cancer 444
: . | [ |} 6T (T4l /2004) 1sr SN i
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TOGGLE SIDEBAR — APP TRAY 528 MOTIFICATIOMS ﬁ SUPPORT - ACCOUNT e
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Measurement Period Measure Set Payer 26,362 i 12
2018 Q4 ALL ALL s Breast Cancer 444
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2017 Q3 All Patients EHEE 435z Bz | et penite |
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. THRESHOLD MUMERATOR - Compliant MUMBER TO
= Mezcurement period: Calendaryaar oo
s Mancure eat. HEDIS. CMS STARS pte PERFORMAMCE DEMOMIMATOR - Eligible GOAL

VIEWING PERFORMANCE

The REGISTRIES view is your one-stop-shop for viewing perform ance
by patient population. Patients are grouped by messure-set Medicare,
Commercial, etc. Color coded chiclets or STARS report pedormance, by
measure,

COLOR CODED FERFORMAMCE THRESHOLDS

PATIENTS DUE LIST

Select any measurs to view
a list of patients due.

Preventive Health Scraening | Breast Cancer
BT 48 - IHA Commercial - EverGiresn - Cominuous Ereclimant Logic O1F

Parliesriis
1,273 nun camgliam

Sort, filter, expaort and print

o M D8 Gandir Ll Til Lt Wit mcnn‘?] Cane  HOC  Ewenls Product e 0p O this liat to create custom
: : Gap  Gap Strius . K
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YIEW DETAILS FOR EACH LISTING SORT MOST COLUMMNS FILTER

Fall 2019 - @Applied Ressarch Works, Inc, 2019 For feedback | contact:trainingi@oozews .com
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Applied Research Works, Inc.

“ COZEVA USER GUIDE

Practice
2. PATIENT DASHBOARD
= PATRICIA M Guy d O ———C . SEARCH FOR PATIENTS
Kiowa Haathcara Canter
Search by
£ Performance Measures PATIENTS .
¢ First mame
PATIENTS *+ Last hame
DXOTMIL, PRECIOUS .
¢ [Date of birth
052071937 | F| 36-56-Waa
Mame o]} ¢+ MRN
coo

fuown 0 IAEHOEH - HighLYRIIIOY - LowCueity R YIEW OPEN CARE GAFS
GOEMDFROMM., CHERI - Ma phone rember ekl

Mo ereall e sl bl

Famak - 62y [DAMSI556) - Wi reos evellaks - Hospice 2017 +9 ather) P T, EIBEL A, HLFETT
EVERGREEN 444 7riam 1 7113017 - Praseet PCPGLy PATRCIA Care Oy Melmtiown  RAF MskPoon  AmikdslaDl Ve orsthsdmin B
Hapasl swi Prekned Fhavvaey rofeTeey 120 nooy 9 FL -t B pamamarn Zegrosson 11 . OPE'T'I Care Qap
S - = ©  Fending Care ga
Ope Al Ewariionn i ¥ Timeline = x g g p
Cualty Veamam D] POC| Fwalt Barviod Coda Provider Sirvice vt Satisfied Care gap
'/ I:"" R~ OV . S lmm:uzmlazo-lﬁEvems
MOYEMBER 24
P i o el

- o T [ N

3. ATTEST TO COMPLIANCE OR EXCLUSION

MARK AS PENDING #
Care Ops  All - EverGreen - ZM7 Q4 -
Termporarily mark as compliant for five weeks if the gap
e e will ¢lose through claims. Pending gaps are presented
./ Add Supplemenial Data Gh20é Unknaown with a hollow dot. ©
o
Mark as Panding ADD SUPPLEMENTAL DATA
. 88147 Linknewn
4 Cenfcl Carce ; Permanently mark a measure as compliant (or sxclude
a patient from a measure! if you have proof of service
— i e docurnentation that the service was completed (e

lab result, shot records, eted t the measure will not be
ATTEST TO COMPLIANCE OR EXCLUSION VIATHE PENCIL TOOL recieved by COZEVA on an in-network claim.

= & o FILL OUT ATTESTATION FORM
. : . :
E_,h,__,__ﬂ,__,__ Fill out the attestation form for the patient. Supplemental
g data forms observe measurs set logic- Users can anly ex-
. = : B e man clude or attest to compliance with codes in the value set.
et il g e FROVIDE PROOF OF SERVICE DOCUMENTATION
: : : Upload or associate already uploaded documents with the
SUPFLY CODES AND  VIEW RELEVANT ACCESS PATIENT attestation for review by an administrative user.
SERVICE DATE CLIMICAL HISTORY DOCUMENTS
Fall 2019 - @ 2pplied R esearch Works, Inc. 2019 For teedhack | contacttrainingiE@oozeva . com
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\F-i' COZEVA USER GUIDE

Practice

4. NETWORK COMPARISON

Preventive Health Screening | Breast Cancer @
207 04 - ALL - EverGreen - Continuous Enrcliment Logic O

Patienis | Parformance Statistics Metwork Comparison
1,814 non campliam 44 06% current scare T79th peroantile

Last Updated 04/ 0972018 DZ0409 W ParceMie: - ==25
Matworic Evardraan Parcenilie: =25 - «=50
: W Fercendle: »50 - <=75
B Percentie: =75 - <=100

oy
g ¢
=
& s
5
5 7 E
: RN 111 L
o T T I I | : T 1 I
mn m o D 0 & o H [5] L %0
Percentile
1 !
Hank HF1 Pravider Hame Patient Count leuﬂllué Perfarmance

Showing 110 1 af 1 entriss -

VIEWING PERFORMANCE RELATIVE TO NETWORK

From within mast patient due lists, view peformance as compared to other
providers in the netwoark via the Metwork Comparson tab. The percentile
displayed in the ribbon pertains to threshold performance based on the measure.

elect a colored bar to view a list of providers and their corresponding
performance. Some organization's bliind this view in COZEWA- for these builds,
provider/practice names are de-identified. Contact your organization's help-desk
for questions regarding the Nebwork Comparison view.

CURREMT PROVIDER FERFORMANCE

T WIEW OTHER PROVIDERS
L L] Prosided N Pathsn Coun Paanthe Parbaimiig
kL] TR Werdy Ko Tk Tind LT . . .
2 F— [ . _— - Select a bar to view providers in

that level of performance.

w5 e S MABGE N ST EH) Tl E217% ) ) P .
10 pp— [P - . - Some arganizations will "blind
2 Pop— e erelat m _ — this view-these users will see
09 snmmans R o, Tl e their performance against de-
wa ST [R—— - —_— g identified provider listings.

m 7 araa Boneyam T T IIR1LY

Fall 2019 - @ Applied R esearch Works, Inc. 2019 For feedback | contad:trainingi@oozeva com
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Applied Research Works, Inc.

o EOZEUA

USER GUIDE

FPractice

5. CREATE PATIENT BATCHES

Gy

: d
Aamiar
PATIENTS
PATIENTS
DXOTMIL, PRECIOUS
05/20/1937 | F | 3%-56-WaB
1
DXOIFQS, NEDRA
L, PRECIOUS 05

THTDS194E | F | 2R-B7-MHMN

1010/ 1948 ZR-87-MHMN

Q

Swatch Back

EVERGREEMN_SecBcBb,
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All Patients

[m] Nama

ER Visit
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Gandar
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Seen

. Fumem .. Hh

] Middleaon, DZ/25/1969 F
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Cument Moling  MBD

[m] Russo, Harold  O07/221972 M Curent dmra HMO

[Fatient Careops Batch
Print HCG
Print Cuality Ops

Frint Mon-compliant Quality ops

Lazt Export gebected 1o CEY
Message o bort setected 1o POF
OMC 1o Batch
Export all ta C5V
o [ NA

ADD PATIENT TO BATCH
[OPTIDN 1%

Full multiple patient due
reparts using the batehes
functionality.

¢ Search for the patient
¢ Select SEEALL

* Select Ho

ADD PATIEMNT TO BATCH

FROM FATIENT LISTING
[OPTION 2t

From any patient Listing:
¢ Select patient box
¢ Select exportfprint
¢ Select Add to Bateh

Continue adding patients
using one of the methods
outlined above.
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VIEW BATCHED PATIENTS

Access batched patients in the sidebar Select the Menu =
buttan fram the drop down and choose ‘Batehes.” Batehes
ate provider centric and automatically shared with all ather
team members. Only one bateh per provider or practice is
possible.

Fall 2019 - @ Applied Research Works, Inc, 2019

2022

FRINT AMD DELETE BATCHES

Paliers
Al
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Frimt all patient due reports in a bateh by first selecting therm
all using the top check box, and then selecting "Print Care ops
Bateh” Clear an existing bateh using the appropriate selection.
Create batches for patients coming in the next day orweek for
easy integration into your existing warkflow.

For feedback , contad:traini ng@oozews.com
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Why Physician Data Reporting is Critical
v' The model is highly data reliant and only works when complete and accurate diagnosis data is
used.
v' 80% of the diagnoses are extracted from physician data.
v If diagnoses are not documented per the CMS standards, then they do not count.
v' Every January 1%, the beneficiary “becomes well” — if a condition is not documented each year it
does not count towards the next year’s payment amount.

What has Risk Adjustment Done?

v' Leveled the playing field for enrolling Medicare beneficiaries — no incentive to enroll only
“healthy seniors”.

v' Good medical management is rewarded.

v Physicians are no longer penalized for who they service.

v" Moves the system of care to one that is more supportive of the needs of chronically ill patients.

Risk Adjustment is here to Stay

v" It’s the law and would take an act of congress to change.
v"It’s more equitable.

v' It works.

v" Medicare will refine the model.

v' Embrace it and it can be good for you.

Keys to Success with Risk Adjustment

v" Good coding and documentation practices — the medical record documentation must support
the material submitted on the encounter of Annual Health Assessment Form.

v" High reporting levels of encounter data.

v" Member retention.

Coding and Documentation

v Use the current version of ICD-10CM and code to the highest level of specificity.
v" Code all conditions when they become certain.
v" Do not code probable, suspected, rule out or working diagnoses.

Documentation

v Verify that all diagnosis codes reported can be supported by source medical records.

v"In addition to the primary reason for the episode of care, document all co-existing, acute and
chronic conditions that impact the clinical evaluation and treatment.

v' CMS will audit medical records to validate codes submitted.

Annual Health Assessment Description

v’ Face to face visit with all seniors.

v' PCP’s are reimbursed for each senior member for whom they conduct an Annual Health
Assessment and complete the AHA form/Online.

v" The AHA form must be completed in its entirety and submitted to Optum for processing.

v' The form itself will be used to report the encounter.

v' Optum will offer education to MDs and their office staff.
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Compliance with IPA Initiatives
v IPA Executive Committees adopt initiatives during the year to advance Medicare Risk
Adjustment efforts. Physicians are required to participate and comply with these initiatives as
may be appropriate.

Health Education
The following documents are contained herein:

Introduction to the Language Assistance Program (LAP)
Introduction to Optum’s Diabetic Education Program
Optum Diabetes Education Referral Form

i A

Health Plan Health Education Programs

Language Assistance Program (LAP)
Health Plans have established a Language Assistance Program (LAP) for commercial members that are

IM

limited English proficient (LEP). Health Plans are required to translate certain “vital” documents in
threshold languages and make them available to members (eg. Health Plan applications benefit
summaries, UM and claims denials, etc.) A limited English proficient enrollee is defined as “an enrollee
who has an inability or a limited ability to speak, read, write or understand the English language on a
level that permits that individual to interact effectively with health care providers or Health Plan

enrollees.”

Translation requests will normally come through the Health Plan, but may be received by the Provider
offices. Any member requests for translation or interpreter services may be forwarded to the member’s
Health Plan Member Service department for assistance with coordination.

Diabetic Management Program

Diabetic Education and Management services are available to all Optum members with diabetes. MPMG
can refer to “Whittier” and all other IPAs can refer to Optum Health Enhancement. The programs cover
the following topics: Healthy eating; management; medication review; physical activity; and behavior
modification with goal setting. Please see your PSR for directions on how to submit the diabetic
education referral.

We look forward to working with provider’s patients to assist them with managing their disease and
preventing complications.

MPMG offices may submit the referral to “Whittier” diabetic program; all other IPAs can submit to
Optum Health Enhancement, see below.
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Referral Type: (DED) Direct Referral LHCP

Field Name What to enter Comments
Auth.Class Direct Referral
IMember IMember is selected prior to entry Search Member name and DOB
Patient Requested Enter as applicable
Category Enter applicable Category Will Default to Routine (Do Not Change)

Referred From

Click “Other from Physician” and select Requesting
Physician

PCP reguesting

Referred To Click “Other Physician” and search using “Vendor” | Select Optum Health Enhancement
630PTUMHEALT

Place of Service Home

Estimated Date of Service Will Default to Date of Entry

Requested Visits Number of total requested visits Will default to 1

Diagnosis 1

Click Diagnosis 1 and choose dx code

Choose additional dx codes if needed by
clicking on "Add New Diagnosis”

Procedure 1%**

Click Procedure 1 and choose applicable code

99202 — 99205

Requested Units

Defaults to 1

Requested Services

LHCP Diabetic Education Program

MNotes Enter applicable Notes
Click Submit
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Mammograms

A new state law is in effect that requires physicians to notify women if they have dense breast tissue,
which could be associated with a higher risk of breast cancer.

About the New Law

Federal law already mandates that health care providers report mammogram screening results to
patients in writing. In California, those letters now must include an extra paragraph if women have
dense breast tissue, such notices will encourage women to decide on a course of action with their
physician. California is the fifth state in the country to require dense breast tissue notifications.

This bill requires, under specified circumstances, a health facility at which a mammography examination
is performed to include in the summary of the written report that is sent to the patient a prescribed
notice on breast density.

A health facility at which a mammography examination is performed shall, if a patient is categorized by
the facility as having heterogeneously dense breasts or extremely dense breasts, based on the Breast
Imaging Reporting and Data System established by the American College of Radiology, include in the
summary of the written report that is sent to the patient, as required by federal law, the following
notice:

Your mammogram shows that your breast tissue is dense. Dense breast tissue is common and is not
abnormal. However, dense breast tissue can make it harder to evaluate the results of your mammogram
and may also be associated with an increased risk of breast cancer. This information about the results of
your mammogram is given to you to raise your awareness and to inform your conversations with your
doctor. Together, you can decide which screening options are right for you. A report of your results was
sent to your physician.
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Health Plan Education Programs

Health Plan Description Phone Number
Aetna ® Healthy Outlook (866) 269-4500
= Diabetes
= Coronary Artery Disease
® Informed Health Line (800) 556-1555
IAnthem Blue ®  (Future Mom’s Program —Prenatal Edu (800) 769-4896
Cross Program)
e  Wellbeing Program /Condition Care (800) 522-5560
= Additional Support/Education for those
with Chronic Health Conditions
= Diabetes
= Asthma
= CHF/COPD
= Low Back Pain
Blue Shield
® 65+ plus member services (800) 776-4466
® 24 Hour Nurse Line (866) 954-4567
®  First Steps Prenatal (877) 371-1511
® Depression
® Preventative Health
Cigna ® HealthCare Well Aware (800) 882-4462
= Asthma
= Diabetes
= Heart Disease
= Low Back Pain
= COPD
United HealthCare ® (Case Management (866) 352-9898
= Taking Charge of Diabetes (800) 915-9159
= Taking Charge of Depression VM (800) 513-5131
= Taking Charge of Your Heart (800) 915-9159
= CAD/Stroke QMed
® (Case/Disease Management VM (877) 840-4085
SCAN ® Member Services (800) 559-3500
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Coordination of Benefits (COB) and Third Party Liability (TPL)

Third Party Liability

Third Party Liability (TPL) issues must be processed in accordance with regulatory requirements.
Optum has established a TPL management program that has been approved by the health plans.
As a result, Optum California is required to be the coordinator of billing and collection of all TPL
cases with referred and/or authorized services.

If the patient states that they have had an accident, whether it is by motor vehicle, injury at a
grocery store, assault and battery etc., have the member complete the Accident Questionnaire
(sample questionnaire to follow).

Other COB (if Optum is not Primary Insurance)

If a member presents current proof of other primary insurance making the IPA the secondary
payor, the provider has the right to bill the primary insurance and collect the applicable co-pays
from the member. The provider must inform Optum of this status by having the member
complete the Coordination of Benefits (COB) Questionnaire (sample questionnaire to follow).

Member’s Rights

Contracts between the health plan and the member extend discounts to the members according
to Optum’s Network rates. Optum entities filing liens are prohibited from billing full charges if
they are paid at contractually discounted rates (fee-for-service) or are otherwise compensated
under a contractual agreement with all considerations of obligations as defined in accordance
with applicable state and federal laws, rule and regulations (i.e. HIPAA, FDCPA guidelines
including Mini-Miranda Warning, SB1471, Made Whole Rule, common law doctrine, etc).

Benefits will be coordinated with other carriers when Optum is notified that the member has
other insurance. Please refer to provider’s contract for information on Coordination of Benefits
(CoB).

Optum will not assume responsibility for services under Worker’s Compensation. Always verify if
a claim is for a work related injury when treating patients, and obtain specific billing information
from the member.

Legal Claims

TPL cases requiring legal involvement or court appearances, motions, declaratory judgments,
equitable relief or matters dealing with complaints and legal actions, (especially managing the
cases through the court) will be directed to our legal department. Actions and settlements
thereafter will follow our company’s legal considerations and policies and will no longer be
handled under the documented TPL guidelines.
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Provider’s Responsibilities

Provider compensation, whether it is fee-for-service or capitation, should be considered
payment in full. Liens for members will be filed by the TPL Unit in accordance with contractual
obligations and regulatory requirements. Any exceptions should be coordinated first with the
TPL Unity at Optum in order to avoid duplication or breech in contractual obligations.

Care for all members with a TPL case should be managed with the same considerations as any
other member, which includes Primary Care Physician (PCP) authorizations and network
referrals.

Applicable co-pays should be collected by providers for any referred and/or authorized services
as with any other HMO member, regardless of TPL status. If any members refuse to pay co-pays,
have them contact our local TPL Department for education.

The following are examples of internal and external resources responsible for providing
operational and technical support as related to the processing of TPL cases. Each is responsible
to submit any applicable data to the TPL Unit for further processing in accordance with their
desktop operating procedures:

Receptionists/Front Office Staff

Physicians/Front Office Support Staff

Urgent Care Admitting Personnel

Utilization Management Department (UM)

Claims Department

Customer Service Representatives

Medical Records Department from our Network of Hospitals

N

To coordinate these efforts and to learn more on regulatory requirements, contact the TPL Unit
at (909) 605-8098.

Worker’s Compensation

If services rendered are Worker’s Compensation related, the provider is authorized to bill the
appropriate carrier. If the claim is denied by the carrier, submit confirmation and bill to Optum
for processing.

TPL Contact Information
All completed Coordination of Benefits or Accident Questionnaires should be forwarded to:

Optum

TPL Department

3990 Concours, Suite 500
Ontario, CA 91764-7970
Phone: (909) 605-8098
Fax: (909) 605-0535
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COB Questionnaire

Are you and/or your dependents insured under any other group health insurance plan or Medi-Cal?
Yes Please complete section 2 and 3.

No Skip to section 3 and sign.

Name and address of other insurance carrier.

Insurance Company Name:

Address: Phone Number:
City: State: Zip:
Name of insured: Date of Birth:

Effective date of coverage:
Employer Name:
Employer Address:

Name of covered dependents and their relations to the insured.

Name Relationship

| certify the above information is correct to the best of knowledge and authorize the release of medical
information and claims payment records to Optum.

Print Member Name Print Spouse Name
Signature of Member Signature of Spouse
Date:
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Accident Questionnaire

Member Name Health Plan

Address Health Plan Member

Number

City/State/Zip Code Date of Accident

1. Briefly describe accident (e.g., location of accident, date, and how it happened)?

2. ANY other insurance coverage (e.g., auto, worker’s compensation, homeowner’s, etc.):

Insurance Company Name:

Insurance Address:

Insurance Phone Number: Policyholder’s Name/Number:

Adjuster’s Name: Claim Number:

3. Identify other parties who may be responsible for accident:

Name:

Address: Phone Number:
Insurance Name: Phone Number:
Policyholder’s Name: Claim Number:

| hereby authorize Optum and/or affiliated entities to release any information concerning my injury which may be needed
for the proper handling and processing of my claims, to any third party payor or my own attorney. A Photostat copy of this
authorization shall be as valid as the original.

| hereby acknowledge my obligation under my Health Plan Benefits agreement, which requires if | obtain a settlement for
medical expenses from a third party payor, | will reimburse Optum and/or the affiliated entity for expenditures made on my

behalf in connection with this injury.

| hereby authorize and direct my attorney and, or any third party payor to pay Optum directly any sum due for the
expenditures made on my behalf in connection with this injury.

Signature Date
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Legislation
Corporate HIPAA Compliance

What is HIPAA?
The Health Insurance Portability and Accountability Act (HIPAA) was passed in 1996 to reform the health
insurance market. Aimed at reducing administrative overhead in health care, the Administrative
Simplification sections of the regulations impose requirements for standardized electronic transmission
of health care data. These standards are accompanied by privacy and security guidelines to protect
patient confidentiality and ensure data integrity. These federal regulations impact the entire health care
industry.

What does this mean for Physicians?
Most physician offices are specified as “covered entities” under HIPAA and will be required to comply
with the regulations. They will need to review and revise many of their policies and procedures
concerning claims submission, medical records maintenance, patient sign-in, physical security,
internet/email security, referral/authorization submission, eligibility verification, patient consent, and
much more. It is crucial that physicians and their staff began to familiarize themselves about HIPAA and
evaluate the impact it will have on their operations.

What is Optum doing?
For the affiliated IPAs, Optum will maintain a full compliance program, including transmission of
standardized electronic transaction, increased use of EDI, organization wide privacy and security policies
and ongoing monitoring of the regulations. To assist the affiliated physicians, Optum is conducting
regular physician updates, providing reference materials and distributing compliance tools, to include
checklists and tips, sample forms, policy templates and general HIPAA education. Physicians can contact
their IPA PSR for additional information about the HIPAA program, or reference their contract.

SB 137
Open/Closed Panels - Provider shall notify Group in writing, within five (5) business days if:

(a) Provider no longer accepting new patients, or
(b) If Provider previously not accepting new patients is now open to new patients.

If Provider is not accepting new patients but is contacted by a Member seeking to become a
new patient, Provider shall direct the Member to the health plan in which the Member is enrolled to
find a participating provider who is accepting new patients and to the Department of Managed Health
Care to report any inaccuracy with the health plan’s provider directory.

Nothing herein waives any obligations in this Agreement, including without limitation: open
and closed panel requirements and other notices required in this Agreement, including any
changes/updates in status/demographic information.

2022 Page 116 of 121 Optum Provider Manual



AB 457 Protection of Patient Choice in Telehealth Provider Act
Payment Parity Provision — PMNI will reimburse covered telehealth services on the same basis
and to the same extent that PMNI reimburses the same covered services delivered in-person.

Preclusion List Policy

The Centers for Medicare and Medicaid Services (CMS) has a Preclusion List effective for claims with
dates of service on or after January 1, 2021. The Preclusion List applies to both MA plans as well as Part
D plans. The Preclusion List is comprised of a list of prescribers and individuals or entities who:

a. Arerevoked from Medicare, are under an active reenrollment bar, and CMS has
determined that the underlying conduct that led to the revocation is detrimental to the
best interests of the Medicare program; or

b. Have engaged in behavior for which CMS could have revoked the prescriber, individual
or entity to the extent possible if they had been enrolled in Medicare and that the
underlying conduct that would have led to the revocation is detrimental to the best
interests of the Medicare program.

c. Have been convicted of a felony under federal or state law within the previous 10 years
and that CMS deems detrimental to the best interests of the Medicare program.

Care providers receive a letter from CMS notifying them of their placement on the Preclusion List. They
have the opportunity to appeal with CMS before the preclusion is effective. There is no opportunity to
appeal with Optum. CMS updates the Preclusion List monthly and notifies MA and Part D plans of the
claim rejection date, the date upon which we reject or deny a care provider’s claims due to precluded
status. Once the claim-rejection date is effective, a precluded care provider’s claims will no longer be
paid, pharmacy claims will be rejected, and the care provider will be terminated from the Optum
network. Additionally, the precluded care provider must hold Medicare beneficiaries harmless from
financial liability for services provided on or after the claim rejection.
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Federal Disaster Policy

Policy and Procedure

Subject: Federal Disaster Policy Policy Manual: Optum Corporate
Effective Date: April 1, 2013 Policy Number:
Revision Dates: Department: Title:

Signature: On File

Certification Dates:

Last Revised By: V. Medlen Approval Signature on File: President

S

COPE

All employees of Optum, PMNI, and its affiliated entities, globally referred to as “the Company” shall

follow the procedures set forth in this policy.

PURPOSE

T
E

o provide guidance regarding provider access during a Federal Disaster or other Public Health
mergency Declaration.

POLICY
In the event of an emergency disaster declaration or public health emergency the company is

committed to providing adequate health care coverage.

PROCEDURE

1. Designate that the emergency/disaster policy begins with declaration of federal/local determination

2. Continues for 30 days from date of original designation

3. Allow for Part A/B and supplement Part C benefits to be furnished at specified non-network facilities
(Part A/B benefits must be furnished at Medicare certified facilities).

4. Waive in full requirement for gatekeeper referrals, where applicable

5. Temporarily reduce out of plan approved costs to in-network cost sharing amounts

6. Waive the 30 day notification requirement to members as long as all of the changes benefit the

enrollee (such as waiving authorizations and reduction of cost sharing)
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Optum

To:

From:

Date:

Re: Benefits during Disasters and Catastrophic Events

This notice is being sent to serve notice and provide guidance regarding provider access during a Federal
Disaster or other Public Health Emergency Declaration.

In the event of a Presidential emergency declaration, a Presidential (major) disaster declaration, a
declaration of emergency or disaster by a Governor, or an announcement of a public health emergency
by the Secretary of Health and Human Services — but absent an 1135 waiver by the Secretary —MA plans
are expected to:

1. Designate that the emergency/disaster policy begins with declaration of federal/local determination

2. Continues for 30 days from date of original designation

3. Allow for Part A/B and supplement Part C benefits to be furnished at specified non-network facilities
(Part A/B benefits must be furnished at Medicare certified facilities).

4. Waive in full requirement for gatekeeper referrals, where applicable
5. Temporarily reduce out of plan approved costs to in-network cost sharing amounts

6. Waive the 30 day notification requirement to members as long as all of the changes benefit the
enrollee (such as waiving authorizations and reduction of cost sharing)
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