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Introduction
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and pertinent information to which all providers must adhere. This provider manual contains

information for all product lines; University Family Care, Maricopa Health Plan, University Care

Advantage and University Healthcare Group. Each chapter contains information that is common to

all product lines. In instances where information is specific to a particular product line, it will be

noted within that specific chapter.

INTRODUCTION 1.0




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Welcome!

The University of Arizon a Health Plans (Health Plan) would like to thank you for providing quality
medical care to our members. We remain committed to developing a positive work ing relatio nship
with all of our providers and welcome any comments or suggestions on how we can improve our
operations and interactions with you, our customer.

The Health Plans are part of The University of Arizona Health Network (UAHN). Our integrated
health care system includes The University of Arizona Medical Center ¢+ University Campus and
South Campus, as well as a comprehensive network of UAHN primary care and specialty care
providers and services. We also have a robust and diversified community provider network across

all counties of operation. Our goal is to ensure that our members have access to care nearby and that
providers have a good selection of local providers to work with and refer to.

The Health Plans consist of University Family Care, University Care Advantage and University
Healthcare Group. In addition, the Health Plan is the Plan Administrator for Maricopa Health Plan.

University Family Care (UFC) and Ma ricopa Health Plan (MHP)

UFC and MHP are two plans offered to Arizona Health Care Cost Containment System (AHCCCS)
eligible members. Eligibility is determined by the Department of Economic Security, AHCCCS
Administration.

University Healthcare Group (UHG)

UHG is a statesponsored program that provides health care coverage to small businesses with two
to fifty employees, and political subdivisions of the State of Arizona. UHG is a separate line of
business with different benefits, covered and non-covered seavices from our AHCCCS and Special
Needs Plans. Non-covered services performed by providers will not be reimbursed by UHG.

University Care Advantage (UCA)

UCA is a Special Needs Plans (SNP) for our dual eligible members (members with both Medicare
and Medicaid). Members must be entitled to Medicare Part A, enrolled in Medicare B and AHCCCS
and reside in a contracted service area to be eligible.

The Health Plan has been an AHCCCS plan contractor since 1982 and a Healthcare Group contractor

since 1987. h 2005, the Health Plan began the management of Maricopa Health Plan and in January,
2008, the Health Plan started the Special Needs Plans.
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The Provider Manual is an extension of your Provider Agreement. The Health Plans have designed
the manual to supply participating providers and their staff with policies and procedures the Health
Plans use to administer health plan products.

Please feel free to contact your Provider Relations Representative with any questions you may have.
James V. Stover

T

ef Executive Officer
The University of Arizona Health Plans

Important!

Please note that our Provider Manual is also available online at:
www.ufcaz.com

www.mhpaz.com

www.universitycareadvantage.com
www.universityhealthcaregroup.com
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Definitions

1931 - Eligible individuals and families under the 1931 provision of the Social Security Act, with

household income levels at or below 100% of the Federal Poverty Level(FPL).

AAC.- UPaOOEw EOPOPUUUEUDPOOwW" OET 6 w3T 1T wUUEUI zUwUUOI
Plan.

A.R.S. - Arizona Revised Statutes

ABUSE - Abuse means provider practices that are inconsistent with sound fiscal, business, or
medical practices, and result in an unnecessary cost to the Medicaid program, or in reimbursement
for services that are not medically necessary or fail to meet professionally recognized standards for
health care. It also includes member practices that result in unnecessarycost. Abuse of a member
means any intentional, knowing or reckless infliction of physical harm, injury caused by negligent
acts or omissions, unreasonable confinement, emotional or sexual abuse, or sexual assault.

ADHS BEHAVIORAL HEALTH RECIPIENT - A Titl e XIX or Title XXI acute care member who is
eligible for, and is receiving, behavioral health services through Arizona Department of Health
Services (ADHS) and its subcontractors.

AGENT - Any person who has been delegated the authority to obligate or act on behalf of another
person or entity.

AHCCCS - Arizona Health Care Cost Containment System (AHCCCYS) is the agency that manages

Ul T wOUEUI zUw, | EPEEPEW/ UOT UEOG6wW " """ 2wlUPOPA&I UwEWE
plan contractors such as University Family Care to provide AHCCCS covered services to eligible

members. AHCCCS is funded by state and federal dollars, and acts as the health insurer (through its

prepaid health plans) for members who qualify for federal Medicaid benefits, or Arizona sta te funds

for medically needy (medically indigent or low income) health care programs.

AHCCCSA - Arizona Health Care Cost Containment System Administration (AHCCCSA). The state
agency, which acts as the contracting and regulatory body for the state and for Health and Human
Services/Centers for Medicare and Medicaid Services (CMS) state and federally funded health care
programs.

ALTCS - Arizona Long Term Care System (ALTCS) is a program administered by AHCCCSA that
delivers long term, acute and behavioral health care services to eligible members.

AMBULATORY CARE - Preventive, diagnostic and treatment services provided on an outpatient
basis by physicians, nurse practitioners, physician assistants and other health care providers.
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ANNUAL ENROLLMENT CHO ICE (AHCCCS ONLY ) - The opportunity, given to each member
annually, to change to another contractor in his or her Geographic Service Area (GSA).

ASIIS - Arizona State Immunization Information System (ASIIS) is the central database maintained
by the Arizona Department of Health Services to record all immunizations administered to children
younger than age 19. Arizona law requires physicians to report all immunizations given to children
in this age group at least monthly. PC immunize is free software which assists physicians in
capturing and collecting this data for reporting to the state central registry.

BALANCED BUDGET ACT OF 1997 - The purpose is to enable states to initiate and expand child
health assistance to uninsured, low-income children.

BOARD CERTI FIED - An individual who has successfully completed all prerequisites of the
respective specialty board and successfully passed the required examination for certification.

BREAST AND CERVICAL C ENTER TREATMENT PROGRAM (BCCTP) - A program for women
who are not eligible for Medicaid and are diagnosed as needing treatment for breast and/or cervical
cancer.

CAPITATION - A pre-payment to providers of a fixed monthly dollar amount per assigned
member. For this prepaid amount, the provider agrees to provide a spe cified range of covered
services as agreed to by the provider agreement (contract).

CATEGO RICALLY LINKED TITLE XIX MEMBER - A member who is eligible for Medicaid under
Title X1X of the Social Security Act including those eligible under 1931 provisions of the Social
Security Act (previously AFDC), Sixth Omnibus Budget Reconciliation Act (SOBRA), Supplemental
Security Income (SSI), SStelated groups. To be categorically linked, the member must be aged 65 or
over, blind, disabled, a child under age 19, parent of a dependent child, or pregnant.

CLAIM FORMS
UB-04form is used to bill for: hospital inpatient, outpatient, emergency room, and hospital -
based clinic charges, home health (dependent on the product line), and pharmacy charges for
services provided as an integral part of a hospital service, dialysis clinic, nursing home, free
standing birthing center, residential treatment center, and hospice services.

CMS 1500form is used to bill for: services other than those described above, including
professional services, transportation, and durable medical equipment.

Dental ADA | OUOwWPUwUUI EwOOWEDOOwWI OUWET EUT T Uwi OUWET 06U
CLEAN CLAIM - A claim that may be processed without obtaining additional information for the

provider of service or from a third party; but does not include claims under investigation for fraud
or abuse or claims under review for medical necessity.
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CMS - The Center for Medicare and Medicaid Services (CMS), an agency within the U.S.
Department of Health and Human Services, which administers the Medicare and Medicaid
xUOT UEQUWEOEwWUT 1 w2UEUT w" T POEUI 6zUw' 1 EOUT w( OUUUEOE

CONVICTED - A judgment of conviction has been entered by a Federal, State or local court,
regardless of whether an appeal from that judgment is pending.

CO-PAYMENT - A co-payment is a fee the member pays directly to a provider at the time covered
services are rendered.

CO-INSURANCE (U HG ONLY ) - The portion of a covered service expense for which the member
is responsible.

CON CURRENT REVIEW - Concurrent review is a utilization management function performed by
registered nurses for each inpatient admission to acute care hospitals or extended care facilities. The
concurrent review process determines the appropriateness of the hosital stay and level of care, and
is based on standadized review criteria (Milliman Care Guidelines and InterQual criteria are used
for inpatient/hospital stays). Services that extend over a long period of time, such as home health
services, may be subjetto the concurrent review process.

CONTINUATION AREA - An area outside of the contracted service area within which the Health
Plan arranges to furnish services to our continuation of enrollment members. Members must reside

in a continuation area on a permanent basis. A continuation area does not expand the service area of
the Health Plan.

COVERED SERVICES - Covered services are medically necessary health services (which may vary
by benefit package) that are delivered to the Health Plan members atthe difi EUD OO wOI wOT 1 wol
primary care provider (PCP).

CRS-" 1T POEUI Oz Uwli T EEPODUEUDYI w2l UYPEIT Uwp" 12 AwbUwWEw
Department of Health Services. Federal matching funds are available for the provision of services to

Title X1 X eligible children enrolled in an AHCCCS Health Plan. See the CRS Section in this manual

for additional information.

CSHCN - Children with Special Health Care Needs, Children under age 19 who are: Blind/Disabled
Children and Related Populations (eligible for SSI under Title XVI). Children eligible under section
1902 (e)(3) of the Social Security Act; in foster care or other oubf-home placement; Receiving foster
care or adoption assistance or receiving services through a family-centered community -based
coordinated care system that receives grant funds of Title V (CRS).

DEDUCTIBLE (UHG ONLY) - The amount a member must pay each calendar year for certain
benefits before University Physicians Healthcare Group will pay for covered services.
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DME - Durable Medical Equipment is an item that can withstand repeated use and is designated to
serve a medical purpose such as hospital beds, wheelchairs, and crutches and is generally not useful
to a person in the absence of a medical condition, illness, or injury.

DISENROLLMENT -31 1 wEDUEOOUDOL
any Health Plan product line.
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DUAL ELIGIBLE - Members who are dually eligible for Medicare and Medicaid or are living in
institutions or have a severe, chronic or disabling condition.

ELIGIBILITY D ETERMINATION - A process of determining, through a written application, and
including required documentation, whether an applicant meets the requirements for Title XIX or
Title XXI.

EMDEON (formerly MediFax) - A company that makes available electronic claims processing
software and electronic eligibility verification information. Providers may contract directly with
MediFax for these services.

EMERGENCY MEDICAL SERVICE - Covered inpatient and outpatient services provide d after the
sudden onset of an emergency medical condition. These services must be furnished by a qualified
provider, and must be necessary to evaluate or stabilize the emergency medical condition.

ENCOUNTER - An encounter is a term often used interchangeably with claim. Generally, capitated
claims are referred to as encounters. Encounters are a claims record of medically related services
rendered by a provider or providers to a member who is enrolled with a contractor (health plan) on
the date of service.Providers are required to report all services to the Health Plan, including services
under capitated arrangements. The Health Plan, in turn, electronically reports these encounters.

ENROLLMENT ( AHCCCS/SNP) - The process by which a person who has been @termined
eligible to receive AHCCCS and/or SNP benefits will become a member of a health plan.

ENROLLMENT (UHG) - The process by which an eligible employee and dependents are qualified
to receive University Healthcare Group services by selecting a beneft plan and completing and
submitting all necessary documentation specified by Healthcare Group Administration (HCGA).

EPSDT (AHCCCS) - Early and Periodic Screening, Diagnosis and Treatment (EPSDT) is a federally
mandated program for persons under 21 years of age who are members of an AHCCCS plan.
EPSDT includes general screening, diagnostic and treatment services including vision, dental and
hearing services. The purpose of the EPSDT Program is to provide comprehensive health care
through primary preventi on, early intervention, diagnosis, and medically necessary treatment of
physical and mental health problems, identified by an EPSDT screening. See Section 13, EPSDT in
this manual.
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FAMILY PLANNING SERVICES ( AHCCCS) - Family planning services are those sewices
available to members, who are eligible to receive full health care coverage and are enrolled with an
AHCCCS health plan and who voluntarily choose to delay or prevent pregnancy.

FAMILY PLANNI NG SERVICES EXTENSION PROGRAM ( AHCCCS) - A program that pr ovides
family planning services only for a maximum of 24 months to SOBRA women whose pregnancy has
ended and the woman is not otherwise eligible for Title XIX.

FEDERALLY QUALIFIED HEALTH CENTER (FQHC) - An entity which meets the requirements
and receivesa grant and funding pursuant to Section 330 of the Public Health Service Act. An FQHC
includes an outpatient health program or facility operated by a tribe or tribal organization under the
Indian Self-Determination Act (PL93-638) or an urban Indian organization receiving funds under
Title V of the Indian Health Care Improvement Act.

FEEFOR-SERVICE - A method of payment to registered providers on an amount -per-service basis,
up to a maximum allowable fee.

FEDERAL EMERGENCY SERVICES (FES) - Federal emergercy services program covered under
R9-22-217 to treat an emergency medical condition for an AHCCCS member who is determined
eligible.

FEDERAL FINANCIAL PARTICIPATION (FFP) - Federal financial participation (FFP) refers to the
contribution that the Federal government makes to the Title XIX and Title XXI program portions of
AHCCCS.

FRAUD - An intentional deception or misrepresentation made by a person with the knowledge that
the deception could result in some unauthorized benefit to himself/herself or some other person. It
includes any act that constitutes fraud under applicable federal or state law.

GATEKEEPER - Primary care provider who is primarily responsible for all medical treatment
rendered, who makes referrals as necessary, and who coordinates and @ OB U OU U wUT T wdl OEI
treatment.

GEOGRAPHIC SE RVICE AREA - The Geographic Service Area describes the locations (counties,
cities, etc.) covered by the Health Plans.

UNIVERSITY HEALTHCARE GROUP (UHG) - UHG has been an innovative, costeffective way
to provide health insurance to the small group marketplace in Arizona since 1988. UHG is a state
funded organization created to provide affordable and accessible health care coverage to small
business with 50 or fewer employees.
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HIFA - Health Insurance Flexibil ity and Accountability Act (HIFA), a demonstration initiative by

"1 OUIl UUwi OUw, | EPEEUI WEOEw, | EPEEDEW21 UYPEI Uwp", 240
Program (Title XXI) funding for populations with incomes below 200 percent of the Federal Pov erty

Level, seeking to maximize private health insurance coverage options.

HIFA PARENTS - Parents of Medicaid and KidsCare eligible children who are eligible for AHCCCS
benefits under the HIFA Waiver. All eligible parents must pay a monthly premium based on
household income.

HIGH RISK PREGNANCY - A pregnancy in which the mother, fetus, or newborn is, or will be, at
increased risk for morbidity or mortality before or after delivery. High risk is determined through
the use of standardized medical risk assesment tools such as the AMERICAN COLLEGE OF
GYNECOLOGY tool, as well as a physical assessment.

KIDSCARE PROGRAM -( OEPYPEUEOUWUOET UwUT T wET T wOil whuNOwl OPT
Health Insurance Program (SCHIP), in households with income at or below 200% of the Federal

Poverty Level (FPL). Children, in households with incomes between 150% and 200% of the FPL, may
participate in the program, but are required to pay a premium amount based on the number of

children in the family and the gross family inco me. Note: An enrollment cap is in place for the

KidsCare Program due to lack of funding. This means AHCCCS cannot approve applications;

however, they will still accept applications and be placed on a waiting list.

MA - Medicare Advantage ¢ Statutes and regulations pertaining to benefits and beneficiary
protections.

MAO - A Medicare Advantage Organization offering an MA plan to enrollees with both Part A and
Part B services if entitled under both parts.

MEDICAID - A federal/state program authorized by Ti tle XIX of the Social Security Act, as
amended, which provides federal matching funds for a medical assistance program for recipients of
federally aided public assistance, Supplemental Security Income (SSI) benefits and other specified
groups. Certain mini mal populations and services must be included to receive federal financial
participation (FFP); however, states may optionally include additional populations and services at
state expense and also receive FFP.

MEDICAL EMERGENCY - A medical emergency is a condition when your life, body parts or
bodily functions are at risk of damage or loss unless immediate care is received.

MEDICAL EXPENSE DEDUCTION (MED) - Title XIX Waiver member whose income is more than

100% of the Federal Poverty Level, and has medichexpenses that reduce income to or below 40% of
the Federal Poverty Level.
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MEDICALLY NECESSARY - Medically necessary refers to those covered services provided by a
physician or other licensed practitioner within the scope of his/her practice under state law to a)
prevent death, treat/ cure disease, and ameliorate disabilities or other adverse health conditions;
and/or b) prolong life. Only medical services that are deemed to be medically necessary and covered
will be authorized.

MEDICARE - A federal program authorized by Title XVIII of the Social Security Act, as amended
that generally serves members 65 or older and selected others.

MEDICARE HMO - A Health Maintenance Organization or Comprehensive Medical Plan, which
provides Medicare services to Medicare beneficiaries pursuant to a Medicare risk contract with
Centers for Medicare and Medicaid Services (CMS).

MEMBER - Eligible persons who are enrolled with one of the University Physician Health Plans.

NCQA - National Committee for Quality Assurance (NCQA). NCQA is an independent, non -profit

NON -COMPLIANT - A non-compliant member is one whose behaviors conflict with a prescribed
x OEOwWOl WEEUI OwOUwUT 1T wUI Un¥ & istructkodsOThEsE dethyidosiplt thee OO 01 OE
member at a higher risk for an adverse outcome.

NON -CONTRACTED PROVIDER - A person and/or facility that provides services and who does
not have a contract with The University of Arizona Health Plans.

PERFORMANC E STANDARDS - A set of standardized indicators designed to assist AHCCCS in
evaluation, comparing and improving the performance of its contractors.

POST STABILIZATION SERVICES - Medically necessary services, related to an emergency

medical condition, prov D ET EwET Ul Uw0T 1T woOi OEIl Uz UWEOOEPUDPOOwWPUwWUIL
member could alternatively be safely discharged or transferred to another location. The services

must be provided at the site where the member was treated for the emergency condition.

PRIMARY CARE PROVIDER (PCP) - This term is used interchangeably with primary care

xT AUPEPEOS wW3T 1T w/ "/ wPDUWEwWxUOYDPEI Uwbl OwbUwUI UxOOUDPE
health care. A PCP may be a physician defined as a person licensed as an alloghic or osteopathic

physician or a practitioner defined as a licensed physician assistant or a licensed nurse practitioner.

PRIOR AUTHORIZATION - A process whereby services are reviewed prospectively to determine

if they are medically necessary and appropriate. This review also includes verification of member

1 OUOOOOI OUOwYI UPI PEEUPOOWUT E0wUT T wuUl aU01 U0wDUWEWEOD
eligibility to perform the service.
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PRIOR PERIOD COVERAGE - The period of time, prior to the memberz Uwl OQUOOOOI OUwhOuw
AHCCCS Plan, during which a member is eligible for covered services. The time frame is from the
effective date of eligibility to the day a member is enrolled with UFC or MHP.

PROPOSITION 204 - Proposition 204 was passed by Arizona voters in November 2000, and
requires that tobacco settlement funds be used to increase the AHCCCS eligibility income limits for
full acute care medical coverage to 100% of the Federal Poverty Level (FPL).

PROSPECTIVE REVIEW - A utilization management process that requires review and approval of
services in advance of service provision.

PROTECTED HEALTH INFORMATION (PHI) - Any information about health status, provision of
health care, or payment for health care that can be linked to a specific individual.

QUALITY MANAGEMENT - Activities that focus on measuring, monitoring, and improving the
guality of care outcomes for members and internal and external processes.

QISMC - Quality Improvement System for Managed Care developed by the Centers for Medicare/
Medicaid (CMS), formerly (HCFA), for use in evaluation and management of the quality of care
provided by Medicare and Medicaid managed care contractors.

QUALIFIED MEDICARE BENEFICIARY (QMB) - A person, eligible under A.R.S. §362971(4), who
is entitled to Medicare Part A insurance, meets certain income, resource and residency requirements
of the Qualified Medical Beneficiary program (QMB). A QMB who is also eligible for Medicaid is
commonly referred to as a QMB dual eligible.

RATE CODE - Arate codeidentbi D1 UwUT T w ' """ 2wOl OEIl Uz Uwl OP1 PEDPOE
It is used to determine the capitation payment amount to health plans and to providers for prepaid
services.

REGIONAL BEHAVIORAL HEALTH AUTHORITY (RBHA) - Regional Behavioral Health

Autho rity (RHBA). These entities are contracted by the Arizona Department of Health Services
(ADHS) to cover behavioral health services for eligible AHCCCS members in a specific geographical
area of the state.

RISK GROUP - Grouping of rate codes that are paid at the same capitation rate.
SPECIFIED LOW INCOME MEDICARE BENEFICIARY (SLMB) - A state program similar to
medical assistance for people who need help paying for Medicare services. Members must be

eligible for Medicare Part A, have limited income but not be financially eligible for medical
assistance.
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S.0.B.R.A. - Section 9401 of the Sixth Omnibus Budget Reconciliation Act, 1986 amended by the
Medicare Catastrophic Coverage Act of 1988.

SPECIAL HEALTH CARE NEEDS - Members with special health care heedsare those members
who have serious and chronic physical, developmental or behavioral conditions, and who also
require medically necessary health and related services of a type or amount beyond that required by
members generally.

SPECIAL NEEDS PLAN (SNP) - Special Needs Plans (SNP) is available to people with Medicare
benefits that are also enrolled in Medicaid. Members enrolled in AHCCCS for their Medicaid
benefits may choose to receive their Medicare benefits, as well as their prescription drug coverage,
through a SNP like University Care Advantage and Maricopa Care Advantage.
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Insurance Program under Title XXI of the Social Security Act.

SUPPLEMENTAL SECURITY INCOME (SSI) - Federal cash assistance program under Title XVI of
the Social Security Act.

TANF - Temporary Assistance to Needy Families program (TANF). A Federal cash assistance
program that replaced the Aid to Families with Dependent Children (AFDC) program.

TICKET TO WOR K (Freedom to Work) - Eligible individuals under the Title XIX expansion
program that extends eligibility to individuals, 16 thought 64 years old who meet SSI disability
criteria, whose earned income, after allowable deduction, is at or below 250% of the Federal
Provider Level (FPL) and who are not eligible for any other Medicaid program. These members
must pay a premium to AHCCCA ranging from $10 to $35, depending on income.

TITLE XIX MEMBER - Member eligible for federally funded Medicaid programs under T itle XIX of
the Social Security Act including those eligible under 1931 provisions of the Social Security Act
(previously AFDC), Sixth Omnibus Budget Reconciliation Act (SOBRA), Supplemental Security
Income (SSI), SStelated groups, Title XIX Waiver Group s, Medicare Cost Sharing groups and
Breast and Cervical Cancer Treatment Program and Freedom to Work.

TITLE XIX WAIVER MEMBER - All MED (Medical Expense Deduction) members, and adults or
childless couples at or below 100% of the Federal Poverty Level whoare not categorically linked to
another Title XIX program. This would also include Title XIX linked individuals whose income
exceeds the limits of the categorical program.

TITLE XXI MEMBER - Member eligible for acute care services under Title XXI of the Social Security
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in place for the KidsCare Program due to a lack of funding. This means that we cannot approve
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applications for KidsCare. However, you can still apply and be placed on a waiting list, and we will
contact you if funding becomes available.

URGENT - An acute, but not necessatrily life-threatening disorde r, which, if not attended to, could
endanger the member.

VFC PROGRAM ( AHCCCS) - The Vaccines for Children (VFC) program is an entitlement program
(a right granted by law) for eligible children, The Centers for Disease Control and Prevention (CDC)
recommends immunizing children for 12 preventable diseases. VFC helps families of children who
may not otherwise have access to vaccines by providing free vaccines to doctors that serve them.
Providers serving children must be enrolled in the Vaccines for Children (VFC) program.

WELL WOMAN HEALTHCHECK PROGRAM (WWHP) - Well Woman Health Check Program

administered by the Arizona Department of Health Services and funded by the Centers for Disease
Control and Prevention
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Network Development Contact List

|
Management Staff L Title/Department Telephone
Veronica Piotrowski Director of Communications and 602-344-8340
\Veronica.Piotrowski@uahealth.com Development Cell 602-540-2363
April Forman Contracting Manager 602-344-8333
April.Forman@uahealth.com Cell 602-316-9806
Lisa Gascoigne 5208745203

Lisa.Gascoigne@uahealth.com

Provider Relations Manager

Phoenix-Based Provider Relations Staff

Cell 520-343-1534

Gail.Vanko@uahealth.com

Connie Leonardo Provider Relations Re 602-344-8387
Connie.Leonardo@uahealth.com P Cell 602-501-4761
Sean Seeger . . 6023448385
P Rel R
Sean.Seeger@uahealth.com rovider Relations Rep Cell 602-540-2365
Deb Singpradith , . 602-344-8391
- . P Rel R
Debra.Singpradith@uahealth.com rovider Relations Rep Cell 602-540-2354
Gail Vanko 602-344-8392

Provider Relations Rep

Cell 480-284-1213

Greg Palomo
Gregory.Palomo@uahealth.com

Claims Educator

602-344-8362

Tucson-Based Provider Relations Staff

Staci Garcia
Staci.Garcia@uahealth.com

Provider Relations Rep

5208745524

Cell 520-664-4716

Jamie.Swanson@uahealth.com

Renee Posegate Provider Relations Rep 5208745526
Anna.Posegate @uahealth.com Cell 520-240-7465
Marta Rosengren 520-874-5532
Marta.Rosengren@uahealth.com Provider Relations Rep Cell 520-820-4545
Jamie Swanson 520-8745079

Sr. Provider Relations Rep

Cell 520-437-4389

Pam Skelnik

Patricia.Cooper@udnealth.com

Pamela.Skelnik@uahealth.com Sr. Claims Educator 5208745520
Ros?e Rascon Provider Relations Assistant 5208745523
Rosie.Rascon@uahealth.com

|

Contracting Staff \

I
Jennifer Claver .
Jennifer.Claver@uahealth.com Contracting 6023448393
Ann Hudson .
Ann.Hudson@uahealth.com Contracting 6023448342
Monica Hamilton .
Monica.Hamilton@uahealth.com Contracting 6023448378
Patti Cooper Contracting Project Coordinator 602-344-8348

Quick REFERENCEGUIDE
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Departmental Contact List Z Phoenix Office

Department Telephone Fax
Behavioral Health 602-344-8777 or 866466-8777 6023448372
Case Management 6023448777 or 8664668777 6023448372

800-582-8686 or email
Claims Customer Care ClaimsInquiryCustomerService@uahealth.com 5208747046
Contracting 602-344-8777 or 866466-8777 602-344-8358
Provider Relations 866-466-8777 5208747144
5208745535 or email
Credentialing hpcredentials @uahealth.com 5208747027
Customer Care 800-582-8686 5208743434
EPSDT Coordinator 5208745236
Grievance & Appeals 8005828686 866-465-8340
Hospital Admission Notification 6023448777 or 866466-8777 866-349-1107
Maternal Child Health Maternity 877-8743933
Maternal Child Health Pediatric 877-874-3933 520-874-7056
Member Eligibility 5208745290 or 800582-8686 5208743434
Pharmacy 602-344-8777 or 866466-8777 866-349-0338
Prior Authorization 6023448777 or 866466-8777 8662100512
Quality Management 5208742760
Translation Services 5208745290 or 800582-8686
Transportation Dialysis: 520-874-5225
P All other transport: 800-582-8686
Utilization Management 866-466-8777 6023448372

Quick REFERENCEGUIDE
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Departmental Contact List Z Tucson Office

Department Telephone Fax
Behavioral Health 5208745290 or 800582-8686 5208743411
Case Management 877-8743933 5208745750

520-874-5290 or 800582-8686 or email
Claims Customer Care ClaimsInquiryCustomerService @uahealth.com 5208747046
Contracting 602-344-8348 602-344-8358
Provider Relations 5208745523 5208747144
5208742483 or email
Credentialing hpcredentials@uahealth.com 5208747027
Customer Care 5208745290 or 800582-8686 5208743434

EPSDT Coordinator

520-8745236

Grievance & Appeals

520-874-5290 or800-582-8686

520-874-3462 or

8664658340
Hospital Admission Notification 5208745230 5208743420
Maternal Child Health Maternity 877-8743933
Maternal Child Health Pediatric 877-8743933 520-874-7056
Member Eligibility 520-8745290 or 800582-8686 520-874-3434
Pharmacy 5208745290 or 8005828686 866-349-0338
Prior Authorization 5208745290 or 800582-8686 5208743418

Quality Management

5208742760

Translation Services

520-874-5290 or 800582-8686

Transportation

Dialysis: 520-874-5225
All other transport: 800 -582-8686

Utilization Management

866-466-8777

Quick REFERENCEGUIDE
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Network Development

Overview

The Network Development Department is responsible for helping to develop and maintain our

network of PCPs, specialists, hospitals and ancillary providers. Each contracted provider is assigned
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vital link to th e Health Plans services. The Provider Relations staffing is maintained to enable

providers to receive prompt resolution to problems or inquiries and appropriate education about

participation in the AHCCCS program.

The Network Development Department coord inates with other departments and agencies to
provide valuable information on services and programs. Provider Relations Representatives also
conduct provider training activities, and keep you informed of your responsibilities as a provider.
They can help in resolving many administrative issues or concerns you may have.

A list of ways Network Development assists provider offices:

e Acts as the primary liaison between internal departments and the provider network.
e Provides in-services and provider manuals to all newly contracted providers.

e Sends time sensitive bulletins and communications regarding health plan changes and
updates.

e Visits provider offices and provides ongoing communication and education.

¢ Helps resolve benefit, enrollment, contracting, claims and reimbursement issues.
e Publishes a provider newsletter that provides education, news and updates.

e Conducts provider satisfaction surveys.

e Assists in negotiations of new or renewing contracts.

e Assists in monitoring activities regarding compliance and netwo rk accessibility.

e Assists with claims billing and education.
Network Development contact information can be found in the Quick Reference Guide.

Role of Provider Relations Representatives

Provider Relations Representatives serve a variety of roles. They seve as both provider educator
and advocate. They also participate in network development and monitoring activities. Provider
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departments.

Provider Relations Representatives are available to provide initial and follow -up training for office
staff. They will visit your office to review changes and update the Health Plan policies and
procedures, and review specific provider profile information. Visits include discuss ions about
problems or issues that have occurred since the last visit, information about the Health Plan changes
and offer an opportunity for the provider to express any concerns.

Please consult with your Provider Relations Representative as questions arse. Provider Relations
Representatives can answer many of your questions, research your problem or issue, or help direct
you to the proper information resources.

Network Management

The Network Development Contractors routinely review information for each  plan about the
provider network. They work with many other health plan personnel to identify potential areas for
network expansion or modification. The Contractors monitor the services that the network is
providing for each plan and assists the Network Dev elopment Director and Network Development
Managers in securing new contracts and services.

New provider associates are considered to be joining a group if they are sharing the same tax
identification number of the currently contracted provider(s). Associa tes will be added to the
network after they have been credentialed. Providers who share office space will be considered for
participation solely on the basis of network need under his/her own contract. Satellite offices of
contracted groups are not automatically added to the network unless a network need exists. Your
Provider Relations Representative can assist you with these issues.

The Health Plans contract with providers on a geographic and plan -specific basis. Network need is
determined by a variety of factors including the membership, utilization and existing coverage in an
area.

You must supply the Health Plan with prior notification of any changes to address, tax identification
numbers, telephone numbers, or professional staffing in order to comply with contractual
requirements and ensure correct payment and continuity of care. Lack of timely notification to the
Health Plan may result in payment denials or delays in patient referrals. Changes in the location of
your office may result in contract term ination if the new location is not in an area where additional
practitioners are needed.

Physicians, mid-level professionals and dentists are credentialed prior to participation. Practitioner
performance is reviewed at least every three years. This proces requires the practitioner to complete
a reappointment application and provide proof of license renewal and current liability coverage.
Failure to respond timely to these requests for information may be interpreted as voluntary
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withdrawal from the network . Facility licensure and accreditation are also regularly reviewed and
must be updated to maintain contracted status with the plan.

Changes in Professional and Administrative Staff

Changes in the professional staff in your office, for example Physicians, Physicians Assistants, Nurse
Practitioners, or Nurse Midwives, must be reported to your Provider Relations Representative. All
professionals rendering care to the Health Plan AHCCCS (UFC, MHP) or Special Needs Plans
(UCA) members must be registered by the AHCCCS Administration and Medicare and all office
based providers must be credentialed by the Health Plan. Lack of timely notification to the Health
Plan may result in payment denials or delays in patient referrals. When reporting services for

claims or encounter purposes for any product line, his or her provider number (i.e. AHCCCS,
Medicare, NPI), must identify the individual rendering the care. Failure to identify the individual
rendering care when reporting claims is considered to be fraud under federal reporting regulations.

Administrative changes in your office staff may result in the need for additional training. Contact
your Provider Relations Representative to schedule any needed staff training. Regular visits are
intended to provide updates, education, review of compliance issues, and address concerns of the
Plan and provider. The Provider Relations Representatives will meet with the office manager and/or
providers, when available. Visits are usually completed in less than one hour.

Provider Feedbak and Communication

The Health Plan is very interested in your opinions, both compliments and suggestions for
improvement. Provider and member satisfaction surveys are conducted to help improve service to
our providers and members. You will receive feedba ck from the member survey if the responding
members make specific mention of you or your office. Your comments need not be reserved for
these surveys. The Health Plan welcomes your opinions/feedback at any time.
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Provider Standards and Responsibilities

The Health Plan is pleased you have chosen to provide health care to our members and partner with
our plan. The Health Plan has established the highest standards for the delivery of health care for all
members. To that end, we require the following commitments from our health care providers:

Ensure members are treated without discrimination.

Meet standards for member care.
Meet Quality and Utilization Management standards.
Comply with reporting requirements.

Meet credentialing standards.

a c v nNoRE

If providing services for AHCCCS members, providers must obtain an AHCCCS
provider identification number and register with A rizona Department of Health
Services program Vaccines for Children if providing EPSDT services. This requirement
is for our UFC, MHP and UCA product lines.

6. Register locations of service with AHCCCS. Link Provider AHCCCS number to Tax
Identification Number. This requirement is for our UFC, MHP and UCA product lines.

7. Notify plan with changes to providers, locations, key contacts, telephone numbers, Tax
Identification Numbers or corporate structure, etc. This notification should occur within
thirty (30) days of the above noted changes.

8. Provide care for members via in-network facilities to ensure the most cost effective and
quality care.

Introduction
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responsible and accowntable for the coordination, supervision, delivery and documentation of
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services delivered by all providers involved in the members care, including vision, behavioral

health, rehabilitative therapy and medical specialty services, as applicable. The use of the PCP in this

model provides for less fragmentation and ensures continuity of care for our members. This model

helps to attain effective control over utilization of medical services while maintaining the highest

level of care.

The appropriate education of members regarding disease management is required. Providers may

discuss medically necessary or appropriate treatment options with members ¢ even if the options
are not covered services. Health maintenance education is not only expected and encouraged; it is
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required for all providers participating with AHCCCS and Speci al Needs Plans (SNP). The Health

Plan develops and implements procedures to ensure that our providers have information required
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to conduct an initial heal th assessment of all new SNP members within 90 days of the effective date

of enrollment and follow up on unsuccessful attempts to contact a SNP member. Members should

receive counseling regarding disease management, prevention and the importance of regular health
maintenance visits. The Health Plan has no policies preventing our providers from advocating on

behalf of a member and encourages this dual approach to care and disease management.

Members must be included in the planning and implementation of the ir care. Providers must
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acceptable choices. Services must be provided in a culturally competent manner to all members,

including those with limited English pro ficiency or limited reading skills. Providers should always
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participation in care. Providers must maintain compliance with the Cultural Competency Plan

(CCP) and Limit ed English Proficiency (LEP requirements).
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and instruct members to contact their PCP before visiting an emergency room or calling an

ambulance unless a life threatening emergency exists. Page 18.3 of this manual can be copied and
distributed to members regarding appropriate emergency and urgent care use.

Primary Care Provider Panel

A PCP who contracts with the Health Plans is required to have a panel and accepta minimum of 100
members. If a PCP wishes to close a panel to new members after reaching this minimum, the PCP
must send the Network Development Department written notification at least sixty (60) days in
advance. The Network Development Department will re view the request and may agree to close the
panel sixty (60) days from the date the written notice is received. The PCP is obligated to accept
assignment of any member assigned until the approved date of the panel closure. Members already
assigned to a parel at the time of panel closure are considered to be established patients whether or
not they have been seen in the office at the time of panel closure.

Primary Care Provider Assignment

The Customer Care Center will ensure every member is assigned to an agpropriate PCP. Members

may call the Customer Care Center and select a PCP on or within the first ten (10) days of

enrolliment. If the member has not called to select his/her PCP within ten (10) days of enrollment,

one will be auto-assigned to them. This asggnment is based on the geographical location of the
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given the option of selecting another available PCP, as well as information on how to complete this
change.

AHCCCS, Medicare and state regulations require a PCP to be licensed in Arizona as an allopathic or
osteopathic physician who generally specializes in family prac tice, internal medicine, pediatrics or
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If a PCP patrticipates in an AHCCCS product line, their AHCCCS member panel should not exceed a
ratio of 1:1800. This regulation is to ensure AHCCCS membess do not comprise the majority of the
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PCPs ability to meet appointment and other standards.
At a minimum, PCPs are responsible for the following activities:

e Supervision, coordination and provision of care to each assigned member.

¢ Initiation of referrals for medically necessary specialty care.

e Maintaining continuity of care for each assigned member.
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provided to the member by the PCP, as well as any specialty or referral services.

Selecting and Changing Primary Care Providers

Members have the right to select their own PCP through the print and/or directory of participating
and available providers.

Members have the right to change a PCP at any time. Changes will become effective the first of the

month following their request. Please refer members to the Customer Care Center for further
assistance.

When a member changes PCPs, his or her original or copied medical records MUST be forwarded to

the new PCP within ten (10) business days from receipt of the request for the transfer of medical
records.

Primary Care Provider Initiated Changes

A PCP may request member reassignment for a variety of reasons. The PCP must send a written
request to their Provider Relations Representative. The request should include the reason and a copy
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of the medical record/office notes or other supporting documentation. All requests to re assign
members must be reviewed and approved by the Health Plan Medical Director.

PCPs must allow thirty (30) days for a member reassignment and are obligated to continue to treat
the member as necessary during this change.

Members are offered freedom of choice within our PCP Network. However, we may restrict this
choice when a member has shown an inability to form a relationship with a PCP, as evidenced by
frequent changes, or when there is a medically necessary reason. We hope all of our patients and
providers have satisfactory, productive relationships. If you or your staff are having difficulties with
a member, (not keeping appointments or not complying with their care regime, etc.) please notify
our Care Management Department. (see Quick Reference Gide).

Please note:Primary Care Providers rendering services for the Health
Plans should not advise a member that they have been discharged until
the request has been approved and communicated by the Health Plan
Chief Medical Officer.

Customer Care Center representatives will notify the member of the
reassignment, in writing, if approved by the Health Plan Chief Medical
Officer.

AHCCCS Member Plan Changes

There may be times outside of the AHCCCS Annual Enrollment Choice period that AHCCCS allows
members to change plans.

PCP offices should direct members inquiring about plan changes to the Customer Care Center for
more information. The Customer Care Center, in coordination with the Health Plan Medical
Director(s), will determine whether the request me ets AHCCCS criteria and if the change is in

accordance with AHCCCS guidelines. The Health Plan Medical Director(s) may contact the PCP for
additional information.

Covering Providers

Emergency / After Hours Coverage

Health Plan members who are a patient of record in a provider office should receive the same
service in an emergency that would be extended to any other patient of record in that office.
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Providers will maintain coverage for their practice 24 hours a day, seven days a week.
Acceptable Emergency Coverage includes the following:
. OwEOUPI UPOT wUI UYPET wUTl EVWEOUPI UUWUT 1T wxUOYDE
must be able to contact the provider or a covering provider.

e An answering machine that either directs the caller to the office of the covering
provider, or directs the caller to call the provider at another number.

e Call forwarding services that automatically sends the call to another number that will
reach the provider or covering provider.

¢ An answering machine that directs the caller to leave a message that will automatically
page the provider to retrieve the message and respond as appropriate.

Unacceptable Emergency Coverage includes the following:

¢ An answering machine that directs the caller to go to the emergency room.

¢ An answering machine that directs the caller to a cellular phone, which bills the caller
for the call. Members should not receive a telephone bill for contacting a provider.

e An answering machine that does not direct /educate the caller at all regarding after -
hours procedures.

¢ No answering machine or service.

Vacation / Meeting Coverage

It is the responsibility of the Provider to arrange for coverage for members 24 hours a day, 7 days a
week. The Health Plans must be notified of any coverage dates and provider covering, in advance.
The Health Plan must credential ALL covering providers.

Specialty Care Providers

If a member requires services outside the scope of the PCP practice, the PCP will refer the member

to a contracted specialty care physician. PCPs are rgsonsible and accountable for the coordination,
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dental services when provided without a PCP referral). Female members have direct access to

OB/GYN providers i ncluding physicians, physician assistants and nurse practitioners within the

scope of their practice, without a referral for preventative and routine services.

Some services do require Prior Authorization or notification. Please refer to the Health Plan Prior
Authorization grid for additional information which can be found on the Health Plan web sites as
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well as from your Provider Relations Representative (see Quick Reference Guide). The PCP is
responsible for the referral of the member as well as initiati ng authorization for some specialties.

Specialty care physicians will provide members PCP all medical information in writing, within
thirty (30) days of initial date of service, describing all covered services provided to the member.

Appointment Availability Standards

The Health Plan has made a commitment to meet appointment availability standards as set forth by
AHCCCS, Medicare, and community standards. All members must be offered the same
appointment availability standards as other patients receiving ca re in their office. Should the
Provider segregate any Health Plan members, the Provider may have their provider agreement
terminated. All Providers are to become familiar with and adhere to the following:
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for emergency care
e Within two (2) days for urgent care

e Within seven (7) days for non-urgent but in need of attention (SNP only)

e Within 21 days for routine physicals or health maintenance visits

Appointment availability standards for specialty care are as follows:

e Within 24 hours of a referral for emergency care
e Within three (3) days of a referral for urgent care

e Within 45 days of a referral for routine car e

Appointment availability standards for maternity care are as follows:

e Within 14 days for first trimester

e Within seven (7) days for second trimester

e Within three (3) days for third trimester

e Within three (3) days of identification of high risk, or immed iately if an emergency
e Within 45 days for routine care (SNP only)

e Uncomplicated pregnancy ¢ every four (4) weeks for the first 28 weeks and every two to
three weeks until 36 weeks of pregnancy, and weekly thereafter

e One postpartum visit at approximately si x (6) weeks after delivery
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Appointment availability standards for dental care are as follows:

e Within 24 hours for emergency care
e Within three (3) days for urgent care

e Within forty -five (45) days for routine care

Wait Times For Appointments

Members with an appointment shall not wait more than 45 minutes for treatment, except when the
provider is unavailable due to an emergency. If an emergency or delay arises, members should be
given the option to reschedule his/her appointment within a reasonable period of time.

Wait Times For Transportation

For medically necessary transportation, transportation shall be scheduled so that the member
arrives on time for the appointment, but no sooner than one hour before the appointment; nor have
to wait more than one hour after the conclusion of the treatment for transportation home; nor be
picked up prior to the completion of treatment.

Non -Compliant Appointments / Wait Times

In accordance with AHCCCS and Medicare standards, appointment standards/wait time audits are
conducted regularly to ensure members timely access to care. Should providers be norrcompliant
with appointment or wait time standards, a corrective action plan is required.

Missed or Canceled Appointment s

Please notify the Customer Care Center, if a memler consistently misses appointments or cancels
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Reference Guide).

The Customer Care Center will contact the member to provide education on the importance of
keeping appointments and provide assistance in scheduling future appointments. The Customer
Care Center also encourages the provider to talk to his/her patient regarding the importance of
keeping their appointments.
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Penalty for Missed Appointments

Childless Adult and TANF members residing in rural counties, outside of Maricopa and Pima
counties, that miss ascheduled appointment by more than 20 minutes will be charged $ 3.00. The
parent or adult must give the provider 24 hour notice to avoid the fee. Physicians, nurse
practitioners and physician assistants are permitted to charge the fee and prohibit members from
rescheduling their appointments until the member has paid the missed appointment fee.

Prior to implementation of the missed appointment fee, p roviders must submit a plan to AHCCCS
for approval that addresses how they intend to:

3 Provide notice of appointments to members 48 hours prior to appointment
3 Provide Written Notice by mail, e -mail, or text message
3 Track who they charged the fee and how they will report the fees to the state.

Providers may submit their plan for AHCCCS approval to missedappts@azahcccs.gav

Confirmation Calls

A confirmation telephone call to the member is encouraged to minimize the number of missed
appointments. The Health Plan encourages providers to remind members, duri ng the confirmation
call, that medically necessary transportation is available to our AHCCCS and SNP members (see
Quick Reference Guide).

Your Suggestions are Welcome

If the Health Plan can assist you with managing your membership, including those member s who
frequently miss scheduled appointments, please let us know. We are committed to ensuring our
members receive quality care in accordance with the expectations of their providers.

Release and Confidentiality of Medical Information

It is the policy of t he Health Plan to ensure the appropriate and confidential exchange of member

information among providers to ensure continuity of care. All contracted providers who house
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the safe storage and handling of the medical record as well as procedures to maintain confidentiality

and integrity of each record.

*Subject to change per state and federal requirements. Please contact the Health Plan to verify the
most current policy.
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HIPAA (Health Insurance Portability and Accountability Act) requires covered entities, including,
but not limited to, health plans and providers, to safeguard protected health information (PHI) and
use or disclose it only as permitted under federal and state law. The confidentiality of member PHI
must be protected by policy and/or procedure as required by federal and state law, (Health Plan
Policy # QM 101). Documentation must also exist that both the Health Plan and provider office staff
are informed of, understand and agree to required confidentiality standards.

Certain PHI may be disclosed without member authorization as outlined in HIPAA 45 CFR164.512,
including but not limited to the following reasons:

¢ Requirement by law
e Regarding victim s of abuse, neglect or domestic violence
e Health oversight

¢ Judicial and Administrative proceedings

When a member chooses a new Primary Care Provider, medical records must be transferred to the
new provider within ten (10) days of the request in order to assure and promote continuity of care.
Any provider sending member records, upon member written request, to a new or referring
provider must ensure the medical records are forwarded in such a way that unauthorized
individuals are not able to access or alter PHI.

HIPAA also provides the member the right to obtain a copy of their records. Any Health Plan
member is entitled to receive one copy of his/her medical records from the provider office free of
charge, annually.

Additional HIPAA requirements and info rmation is available via the government web site:
www.hhs.gov/ocr/privacy/hipaa/understanding/summary

Availability and Retention of Medical Records

It is the policy of the Health Plan to make available at all reasonable times during the term of the
contract, all Health Plan member records for inspection, audit or reproduction for quality review
purpose by an authorized representative of the Health Plan, state or federal regulatory agencies.
(Policy # QM 104)

The Health Plan will retain member records from five (5) to seven (7) years as required by specific
state and federal agencies.
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the member, if the reason for such request is directly related to the administration of the health plan.
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without written approval of the member. They shall be afforded access to said records within
twenty (20) working days of receipt of request.

Advanced Directives

Health Plan members have the right to make decisions about their health care, including the right to
accept or refuse medical care and the right to execute a advanced directive.
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¢ Provide written information to adult members regarding their rights under State law to
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advanced directives, including conscientious objections, if applicable
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provided with the above information and whether or not an advanced directive has
been executed.

¢ Not discriminate against a member because of his or her decision to execute or not
execute an advanced directive and not make it a condition of or the provision of health
care.

¢ Provide education to staff on issues concerning advanced directives, including
notification of direct care providers of servic es, such as home health care and personal
care providers, of any advanced directives executed by the member to whom they are
assigned to provide services.
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nursing facility, home health agency, hospice or any organization responsible for providing personal
care for inclusion in their medical record.

Information concerning advanced directives may be obtained from your Provider Relations
Representative or athttp:/www.azag.qgov/

Medical Record Transfer During Member Transition

Member Transitioning Out of the Health Plan
If a member is under active treatment for an acute or chronic condition and transitioning out of the

Health Plan the Primary Care Physician is responsible for providing a copy of the medical record
upon request from the receiving health plan or program contractor.
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e Medical records must include records related to diagnostic tests and determinations,
current treatment services, immunizations, hospitalizations with concurrent review data
and discharge summaries, medications, current specialist services, behavioral health
guarterly summaries and emergency care.

e The cost of copying and transmitting the medical record information will be the
responsibility of the relinquishing provider for AHCCCS and SNP members. These
members may not be billed.

e The records must be available to the new provider within ten (10) days of receipt of
request or upon request for an urgent visit.

¢ Confidentiality must be maintained by all staff, provider and/or vendors according to
medical record policy and procedure.

Member Transitioning Into the Health Plan

When a case managed member is transitioned into the Health Plan, the newprovider will receive
notification from our Care Management Department. Pertinent information will be relayed via
telephone or fax request. Records will be requested of current provider and forwarded to you within
ten (10) days.

Member Care Requirements

EPSDT Services

AHCCCS providers are required to offer comprehensive health care and preventative services to
eligible members. The EPSDT (early and periodic screening, diagnosis and treatment) program is
federally mandated and includes all AHCCCS eligible me mbers from birth through the age of 20

years (until the 21st birthday). EPSDT includes well-child visits and referrals for dental, vision and
behavioral health. Medically necessary services to treat conditions noted in EPSDT screens are
covered services. The program requires documentation of visits at specific intervals and the

completion of AHCCCS -approved EPSDT Tracking Forms that prompt appropriate health
maintenance activities at each age. Section 13 describes the EPSDT program and PCP responsibilities
in more detail. AHCCCS -approved EPSDT Tracking Forms are available to providers on the

AHCCCS and the product line web sites or by contacting your Provider Relations Representative.

Immunizations

Age appropriate immunizations are to be provided following the standards adopted by the
Advisory Committee on Immunization Practices (ACIP), which includes the American Academy of
Pediatrics and the Center for Disease Control (CDC). Those members who are unable to document
prior immunizations should be immunized u ntil current with their appropriate age group. Arizona
state law requires that providers report all immunizations administered to children under age 19 to
the Arizona Department of Health Services. Adult immunizations should be provided according to
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CDC standards. Additional immunizations for influenza and pneumonia should be given when
medically indicated. Current immunization standards are located in Section 13, page 13.9.

AHCCCS providers must register and provide immunizations from the Vaccines for Chi Idren (VFC)
Program. The program guarantees vaccine purchase and supply to all states for use by participating
providers. Through VFC, the Federal and State governments purchase, and make available to
providers free of charge, vaccines for AHCCCS children under age 19. Any provider, licensed by the
State to administer immunizations, may register with ADHS as a VFC provider and receive free
vaccines. The Provider shall comply with all VFC requirements. Arizona State law requires
reporting of all immunizatio ns given to children under the age of 19. Immunizations must be
reported at least monthly to ADHS. Reported immunizations are held in a central database known
as ASIIS (Arizona State Immunization Information System), which can be accessed by providers to
obtain complete, accurate immunization records. Software is available from ADHS to assist in
meeting the reporting requirements.
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VFC Program. It is the responsibility of the Provider to submit billing to the VFC Program for

reimbursement. Plan will reimburse Provider for the administration of VFC vaccines in the amount

of ten dollars ($10) per vaccine. The Plan will not reimburse Provider for the administratio n of the

vaccines in excess of the maximum allowable set by CMS, found in the AHCCCS fee schedule.

All routine childhood vaccines recommended by the Advisory Committee on Immunization
Practices (ACIP) are available through this program. For more informati on about this program,
contact the Maternal Child Health Department (see Quick Reference Guide).

If vaccines are not available through the Vaccines for Children (VFC) Program, please contact your
Provider Relations Representative immediately.

Family Planning Services

Family planning services are a covered service for members, please note coverage benefits and

limitations are dictated by plan in which member is enrolled. Members can receive family planning

services from any provider that is contracted. / " / z UWwEUIT wUT Ux OOUDPEOI wi OV wi 60U
information and access to these services.

Arizona state statutes requires AHCCCS members of reproductive age be reminded that family

planning services are available to them. See Section 16 for more irégrmation on family planning
services.

Formulary

The plan specific Drug Formularies can be found on the Express Scripts website www.express
scripts.com and Health Plan web sites, (see Quick Reference Guide for specific web sites) or from
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your Provider Relations Representative. If available, providers must prescribe generic medications
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medication is not listed in the formulary or the provider is requesting a name brand, provider shall

obtain approval before prescribing medication in accordance with Prior Authorization policies.

Provider signatures on prescriptions must be legible in order for the prescription to be dispensed. If

you have questions or require furthe r clarification please call our Pharmacy Coordinator (see Quick

Reference Guide for contact information).

Hospital Admissions

PCPs are expected to admit members to Health Plan contracted facilities and follow his/her own
patients in the hospital. If the PCP is unable to admit and or follow the patient, it remains his/her
responsibility to arrange for an admitting/attending provider. The selected provider must be
contracted and must have privileges at the admitting facility.

Referrals/Prior Authorizations

The PCP is responsible for initiating and coordinating referrals to specialists within the contracted
network when necessary and obtaining prior authorization for services listed on the Prior
Authorization Grid. Please refer to the Prior Authorization Grid a nd Referral Guidelines for
additional information which can be found at the Health Plan web site or can be obtained from your
Provider Relations Representative (see Quick Reference Guide).

The Health Plan encourages contracted specialists to secure neededuthorizations, but it is the
responsibility of the PCP to ensure the authorization is requested. It is critical that the PCP
maintains a strong communication link with specialists who are treating their members.

Caring for Members with Special Needs

UAH P considers our contracted providers partners in caring for our members. As health care
reform becomes a reality, it is a critical time for health plans and providers to align their efforts in
providing care for members and patients with special needs.

The methods in which plans and providers will be reimbursed are rapidly moving toward payment
for quality and improved health outcomes. UAHP would like to share some of the specific areas
where you can impact the outcomes of your patients and assist the plan in achieving high quality
ratings.

The Health Outcomes Survey (HOS) is used to gather valid, reliable, and clinically meaningful
health status data from patients for use in quality improvement activities, pay for performance,
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program oversight, pub lic reporting, and improving health. HOS measures include questions on
the following topics:

e Improving or Maintaining Physical Health
¢ Improving or Maintaining Mental Health
e Monitoring Physical Activity

¢ Reducing the Risk of Falling

e Management of Urinary | ncontinence

The Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey asks patients to
report on and evaluate their experiences with health care and their provider. The survey covers
topics that are important to consumers and focuses on aspects of quality that consumers are best
gualified to assess. CAHPS survey questions incorporate the following topics:

¢ Communicating with Your Physician

e Overall Health Care Quality

o Ease of Getting Needed Care

e Getting Appointments and Care Quickly
e Getting Needed Prescription Drugs

The Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by health plans to
measure performance on important dimensions of care and service. The following are a
representative sample of the measures:

e Prevention and Screening
A Adult BMI Assessment
A Breast Cancer Screening
A Colorectal Cancer Screening
A Glaucoma Testing
e Managing Chronic Conditions

A Diabetes Caret Blood Sugar Controlled, Cholesterol Controlled, Kidney Disease
Monitoring, and Dilated Retinopathy Exam

A Cardiovascular Care ¢ Cholesterol Management and Controlling High Blood
Pressure

e Care for Older Adults ¢ Medication Review, Functional Status Assessment and Pain
Screening
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Another importance consideration is medication safety for members with chronic conditions like
diabetes, heart disease and hypertension. Quality focus areas irclude medication adherence, review
and reconciliation.

Using SOURCE as a reminder will help to maximize the provider -patient experience. After all,

your patient is the best SOURCE of information about their healthcare needs.

Screenings and Immunizations: Encourage members to have preventive screenings including

breast cancer screening, colorectal cancer screening, cholesterol screening, glaucoma testing, bone
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pneumococcal vaccinations.

Organize Medications: 11 YD1 pw0Oi 1 wxEUPI 60z UWEUUUI O0wOI EPEEUDO
with a high risk of serious side effects with safer drug choices. Also, encourage adherence with
maintenance medications for hypertension, diabetes and cholesterol.

Urrinary Incontinence:  This can be a difficult topic for patients to bring up with their physician.

Find out if the patient has experienced problems with the leakage of urine. If yes, consider
recommending bladder training, exercises, medication, and/or surgery.

Risk of Falling: Determine if the patient had a fall or problems with balance or walking in the past
12 months. The patient may benefit from having their blood pressure taken in a lying or standing
position, an exercise or physical therapy program, a vision or hearing test, or even prescribing a
cane or walker.

Chronic Conditions:  Members with hypertension, heart disease, diabetes, rheumatoid arthritis,

chronic obstructive pulmonary disease, etc. require extra care. Be sure to allow sufficient time for
monitori ng disease specific criteria in addition to routine preventative care.

Exercise: Discuss level of physical activity; encouraging patients to initiate, increase or maintain an
I BT UEPDUI wxUOT UEOCS ww# OO0z Uwi OUTT OwlUOwEsmeord& 01 wOT 1 w
overall assessment.

University Care Advantage has many re SOUI'CEs available to assist you including medical

directors, case managers and pharmacists. The best place to start is to contact your Provider
Representative.
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Children with Spedal Health Care Needs

The Health Plan is committed to providing children with special health care needs access to
experienced providers. Should you need help obtaining a referral to a specialist, please contact the
Maternal Child Health Pediatric Care Mana ger (see Quick Reference Guide for contact information).
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The Health Plan does not prohibit, or otherwise restrict a Provider, acting within the lawful scope of

practice, from advising or advocating on behalf of a member who is his or her patient, for the
following:
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treatment that may be self-administered.

e Any information the member needs in order to decide among all relevant treatment
options.

e The risks, benefits and consequences of treatment or nortreatment.
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the right to refuse treatment and to express preferences about future treatment
decisions. (42 PR 438.102)

Providers must provide information regarding treatment options in a culturally -competent manner,
including the option of refusing treatment, and must ensure that members with disabilities have
effective communication in making decisions regard ing treatment options.

Adult Health Care

The following information is based on the periodicity schedule for adult preventive care and is
available to all members over the age of 21 for discussion with their PCPs.

19-39 Years
e First mammogram between ages35-40 or at any age if medically necessary.

¢ HIV and other STD tests if unprotected sexual relations or IV drug use. STD screenings
at least once during pregnancy.

e Cholesterol screening.
e Tuberculosis screening.

e Tetanus shot once every 10 years.

40-64 Years
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¢ Routine mammography annually after age 50 or at any age if considered medically
necessary.

e HIV and other STD tests if unprotected sexual relations or IV drug use. STD screening
at least once during pregnancy.

e Cholesterol blood screening.
e Colon cancer sceenings digital rectal exam and stool blood test, annually after age 50.
e Tuberculosis screening.

e Tetanus shot once every 10 years.

65 Years and Over
e Cholesterol blood test every five (5) years, more may be approved if medically
necessary.

e Yearly mammograms.

e HIV and other STD tests if unprotected sexual relations or IV drug use.
¢ Pneumonia vaccine every 10 years.

e Tetanus vaccine every 10 years.

¢ Flu vaccine every year.

Immunizations
Covered immunizations for adults include, but are not limited to:

¢ Diphtheria ttetanus
¢ Influenza

e Pneumococcus

e Rubella
e Measles
e Hepatitis -B

Please note coverage is dictated by the plan member is enrolled; please call our Customer Care
Center for more detailed information or refer to our web sites for plan specific benefit s tructures.

Clinical Practice Guidelines

The Health Plan endorses or develops clinical practice guidelines in order to support physicians and
other clinical providers in the assessment, diagnosis and treatment of our Health Plan members.

PROVIDER STANDARDS AND RESPONSIBILITIES 5.16




THE UNIVERSITY OF ARIZONA HEALTH PLANS

The Health Plan Clinical Guidelines are:

e Based on valid and reliable clinical evidence or a consensus of health care professionals
in their respective field.

e Selected with consideration of the needs of the Health Plan members.
e Adopted in consultation with the Health Plan p roviders.
e Based upon National Practice Standards.

¢ Developed by health care professionals and based upon a review of peerreviewed
articles published in the United States when national practice guidelines are not
available.

The Health Plan Clinical Practice Guidelines are recommendations to support clinical decision-
making. Primary Care Providers, specialists and other health care providers are expected to
collaborate with their patient and/or patient surrogate to develop and implement treatment plans
that are individualized to meet the specific needs of each patient. This collaboration allows possible
deviation from the guidelines in unique clinical situations and should be clearly substantiated in the
medical record.

The Health Plan Clinical Practice Guidelines are endorsed or developed with designated, desired
outcomes and associated, standardized measures of effectiveness. These guidelines will be
disseminated to all affected providers and are available to all providers, members and affiliated
allied health professionals upon request.

As these guidelines may include treatment that requires prior authorization and/or is not covered by
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for additional infor mation which can be found on the Health Plan web sites (see Quick Reference

Guide).

http://www.mhpaz.com/WebsiteMedia/Docs/Clinical_Practice_Guidelines.pdf
http://www.ufcaz.com/WebsiteMedia/Docs/Clinical_Practice Guidelines.pdf

The Health Plan Practice Guidelines are reviewed by the Quality Management/Performance
Improvement (QM/PI) Committee at least annually to determine if the guidelines remain applicable,
represent best practice standards and reflect current medical standards.

The Medical Management Department is available as a clinical resource to providers that request
additional information related to the Health Plan Clinical Practice Guidelines.

Clinical practice guidelines can also be found on our web sites.
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Transportation

The Health Plan does not cover routine transportation for Healthcare Group or SNP members. The
Health Plan will provide transportation when no other transportation is available to its AHCCCS
members. See Section 7, Member Copayments for applicable copay amounts.Please use the
following guidelines:

Same Day Transportation Needs:

Transportation service requests require a three (3) day advance notice, to ensure adequate
scheduling. However, same day transportation services can be arranged under the following
guidelines:

e To ensure timely in-patient or emergency room discharges
e To ensure transport to an urgent care facility

e To ensure that members are afforded emergent and urgent PCP appointments in lieu of
an emergency or urgent care visit.

Members and or providers shall use the Transportation Guidelines and Overview to set up non -
emergency medically necessary transportation.

Future Transportation Needs (3 -day advance scheduling):

Transportation services are to be scheduled with a minimum of three (3) business days prior to the
scheduled appointment. The transportation vendor uses the Transportation Guidelines and
Overview to set up the transportation request. The contracted transportation vendor will complete
up to two (2) future transport requests within one call.

Recurring Transportation Order or Blanket Transportation Requests:

At times, members are required to establish recurring transportation requests for continuous
medical treatment such as dialysis, physical therapy, wound care, chemotherapy, etc. Should a
member require recurring transportation, call Customer Care at 1 -800-582-8686 or1-520-874-5290.
The Customer Care Center will work with the contracted transportation vendor to establish the
recurring/blanket transportation request. Additionally, the Customer Care Center may request that
the provider send a FAX to Customer Care with pe rtinent information regarding the request. The
FAX/Order requires at a minimum the following information:

e Member Name & Address
e Member AHCCCS ID
e , 1 OET Uz Uuw/ "/
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e Provider Rendering Service
e Type of Service

e Date Service Starts

e Date Service Ends

¢ Time of Appointment

e Time Appointment Ends

e Location of Appointment

e Key Contact at Facility

Bus Passes:

The Customer Care Center, through its contracted transportation vendor, assesses the distribution of
bus passes. Members that reside in areas where public tranportation is rendered will be assessed
for issuance of bus passes. Members that have frequent transportations within an area that has
public transportation services will be contacted by the contracted vendor to determine if a bus pass
is a better transportation option. Members that would like to be considered for issuance of a bus
pass can call the Customer Care Center and select the transportation option. The member can
request that her/his transportation services be audited to determine if member qualifie s for a bus
pass. Members must have a minimum of three (3) months of transportation use services to be
considered for issuance of a bus pass.

Friends and Family Program:

The contracted transportation service offers a Friends and Family Program to membersthat do not
have a means of transportation; but, do have a family or friend that can provide medically necessary
transportation to the member.

To secure this type of transportation and reimbursement for services, the member shall:

e Call the Customer Call Center and select Transportation.

e Request to be added to the Friends and Family Program.

Once approved to be on the program, the member will need to provide the following information to
be reimbursed for the services:
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e Claimants (Friend or Family) Name, Address, and Telephone number
e Attending Physician
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o Date of Service

e Exact travel location and miles traveled

The member must submit for reimbursement within 90 days of the date of services. The
reimbursement will take up to 30 days to process.

Submit reimbursement to:

Medical Transportation Brokerage of Arizona
Attention: Travel Reimbursement

P.O. Box 803

Tempe, AZ 85280

Non -emergent Ambulance Transportation

An AHCCCS member may be transported from a provider office to the hospital or from a hospital
to another facility for care. This type of transport should be arranged by calling the Customer Care
Center and selecting the option for transportation. Prior Authorization is not required if using a
contracted vendor. All air transportation requires Prior Authorization.

Emergency transportation is also available. Instruct the member to call 9-1-1 for emergency
transportation.

Mainstreaming the Health Plan Members
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Act of 1990 gives civil rights protections to individuals with  disabilities similar to those provided to
individuals on the basis of race, color, sex, national origin, age and religion. While the ADA is a
federal law, Arizona does have a mirror statute regarding disabilities, giving the Attorney General
the authority to enforce this law.
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In accordance with the Act, a member will not be discriminated against based on his/her disability.
Contracted providers will make reasonable accommodations, without undue hardship, in order to
provide quality care for a member with a disability.

Civil Rights act of 1964, Title VI

The Civil Rights act of 1964, Title VI, prohibits discrimination on the basis of race, color or national

origin. Health Plan providers will mainstream all Health Plan members so that they are provided

covered services without regard to payer source, evidence of insurability, race, color, creed, sex,

religion, age, national origin, ancestry, marital status, sexual preference, genetic information,

medical condition, physical or mental handicap. Restriction of a ppointment availability standards

may not occur. Members must be treated with dignity and respect and have equal access and
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If you have any questions or are interested in receiving additional information, please contact your
Provider Relations Representative.

Cultural Competency

The Health Plan promotes Cultural Competency for its staff, provider network and members.
Cultural Competency is an awareness and appreciation of customs, values and beliefs and the
ability to incorporate them into the assessment, treatment and interaction with members. We have a
Cultural Competency Committee and Program as well as a Cultural Competency Liaison who
creates education programs for the specificaudiences of staff, providers and members. This
education comes in the form of provider education sessions and in- services; member and provider
newsletter articles, staff in-services and many other forms of communication forums.

The goal of the Cultural Competency Committee is to ensure that members are provided with
culturally competent care and services by the health plan staff and the provider network. The
purpose is to increase awareness of how our cultural assumptions and language affect interactions
with others, including but not limited to, patient care. This does not mean each person will be
competent in all cultures, but that each person should be aware that people may have different
perceptions of health care based on their respective cultures.These cultures should be considered
when helping and caring for members.

Areas for consideration are:

e Ethnicity
e Area of the country one is from
e Length of residency in the United States

e Gender
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e Religion

e Sexual orientation

e Language(s) spoken

e Family

¢ Limited English Proficiency (LEP)
e Life experience

e Socioeconomic status

e Age

In addition, we will provide member education related to available services offered e.g. translation
and interpretation which the Health Plan and provider experiences and the results on their health
outcome. Providers must maintain compliance with the Cultural Competency Plan (CCP) and
Limited English Proficiency requirements.

The Health Plan provides interpretive services for its members. If you have a member who is in
need of these services please contact the Customer Care Center (see Quick Reference Guide).
Interpretive services are not based upon the nonravailability of a family member or friend for
translation. Members may choose to use family or friends; however, they should not be encouraged
to substitute them for the translation service.

If you have questions or are interested in receiving additional information, please contact your
Provider Relations Representative.

Ask Me 3

The Health Plan has joined forceswith the Partnership for Clear Health Communication to help
members improve their health literacy skills through a new program called Ask Me 3.

There are many ways you can integrate the Ask Me 3 tools and resources into your practice or

organization to i mprove your communication with patients. Improved communication can help
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improving their health outcomes.

Here are some easy and productive ways to get starf E 6

o Visit www.AskMe3.org for a comprehensive background to help you better understand
or explain health literacy issues.

¢ Meet with your colleagues and staff to identify the implications of health literacy to your
organization.
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e Use the prevalence calculatd) WEYEDOEEOI wEUwbbbP&xi Pal UTT EOUT «
that can help you and your staff identify the potential percentage of your patient
population that has low health literacy and, therefore, may need additional help
understanding and acting upon medical information and instructions.

A Some people with low health literacy use well -practiced coping mechanisms that
effectively mask their problem. Chances are that some of your patients are among the
90 million people in the United States who may be at risk due to difficulty
understanding and acting on health information.

¢ Conduct an in-service training for your staff on low health literacy issues, and on using
tools available via Ask Me 3 to help improve communication.

e Perform an audit of the points of contactt written, visual and verbal ¢ that your practice
has with its patients both inside and outside of the practice environment. The more you
learn about health literacy, the better equipped your practice will be to determine if
these communications are easy for patients to understand. For example, if all of your
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these materials are unclear to some of your patients.
A Create an audit that reflects the specific neals of your practice and patients. Some of
the areas you may want to examine include:

A How information is provided to patients

A The reading level of the written materials you provide, such as medication
instructions

A Your protocols for patient follow up and questions

There are numerous other ways to creatively integrate Ask Me 3 into your daily work.

Review the Information Sheets written especially for you! The printed information helps explain
the scope and impact of low health literacy, the importance of clear health communication, and the
benefits of Ask Me 3.

Share the Patient Information Sheets!

W The highly informative Patient Information Sheet educates patients about the Ask Me 3
program, and how using the three questions can help them better communicate with
doctors, nurses, physicians assistants, pharmacists and other health care or information
providers.
W You can share it with patients by:
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departure from your office

Request a speaker!
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W Call 1-877-4-ASK-Me-3 to request a member of the Partnership for Clear Health
Communication to speak to a group of your patients about:
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W Request a speaker who can talk to you and your local medical society, allied health
professionals or even local employers or civic organizations about low health literacy,
and integrating Ask Me 3 into your practice or organization.

Your Provider Relatio ns Representative is available to assist you with the implementation of the Ask
Me 3 program, provide you with printed Information Sheets and arrange for an in - service for you

and your staff.

(Source: Partnership for Clear Health Communication)
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Translation Services

Translation Services for The University of Arizona Health Plans

Call The University of Arizona Health Plans ¢ Customer Care Center at:
1 (520) 874-5290 or 1 (800) 582-8686

Provide the representative with the member’s AHCCCS ID number and the
2 nature of the translating services required

You will be placed on hold while the representative connects you with the
translation services

Important Translation Tips

Working with an Interpreter + Give the Interpreter specific questions to relay.
Group your thoughts or questions to help conversation flow quickly.

Length of call + Expect interpreted comments to run a bit longer than English
phrases. Interpreters convey meaning-for-meaning, not word-for-word. Concepts
familiar to English speakers often require explanation or elaboration in other
languages and cultures.

Interpreter identification ¢ Translation Services Interpreters identify themselves by
tirst name only. For reasons of confidentiality, they do not divulge either their full
names or phone numbers.

Demonstration line ¢ If you would like to hear a recorded demonstration of over-
the-phone interpretation call 1 (800) 582-8686 or local (520) 874-5290.

Document translation ¢ University Family Care and Maricopa Health Plan is
responsible for translating written documents for our members. If you have a
written document that needs to be translated for a member, call the Customer Care
Center at (520) 874-5290 or 1(800) 582-8686.
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National Standards for Culturally and
Linguistically Appropriate Services (CLAS) in
Health Care

CULTURALLY COMPETENT CARE:

Health care organizations should ensure that patients/consumers receive from all staff member's
effective, understandable, and respectful care that is provided in a manner compatible with their
cultural health belief s and practices and preferred language.

Health care organizations should implement strategies to recruit, retain, and promote at all
levels of the organization a diverse staff and leadership that are representative of the
demographic characteristics of the service area.

Health care organizations should ensure that staff at all levels and across all disciplines receive
ongoing education and training in culturally and linguistically appropriate service delivery.

LANGUAGE A CCESSSERVICES:

4.

Health care organizations must offer and provide language assistance services, including
bilingual staff and interpreter services, at no cost to each patient/consumer with limited English
proficiency at all points of contact, in a timely manner during all hours of operatio n.

Health care organizations must provide to patients/consumers in their preferred language both
verbal offers and written notices informing them of their right to receive language assistance
services.

Health care organizations must assure the competenceof language assistance provided to
limited English proficient patients/consumers by interpreters and bilingual staff. Family and
friends should not be used to provide interpretation services (except on request by the
patient/consumer).

Health care organizations must make available easily understood patient-related materials and
post signage in the languages of the commonly encountered groups and/or groups represented
in the service area.

ORGANIZATIONAL  SUPPORTS:

8.

Health care organizations should develop, implement, and promote a written strategic plan that
outlines clear goals, policies, operational plans, and management accountability/oversight
mechanisms to provide culturally and linguistically appropriate servic es.

Health care organizations should conduct initial and ongoing organizational self -assessments of
CLAS-related activities and are encouraged to integrate cultural and linguistic competence -
related measures into their internal audits, performance improve ment programs, patient
satisfaction assessments, and outcomesdased evaluations.
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10. Health care organizations should ensure that data on the individual patient's/consumer's race,
ethnicity, and spoken and written language are collected in health records, int egrated into the
organization's management information systems, and periodically updated.

11. Health care organizations should maintain a current demographic, cultural, and epidemiological
profile of the community as well as a needs assessment to accurately pan for and implement
services that respond to the cultural and linguistic characteristics of the service area.

12. Health care organizations should develop participatory, collaborative partnerships with
communities and utilize a variety of formal and informa | mechanisms to facilitate community
and patient/consumer involvement in designing and implementing CLAS -related activities.

13. Health care organizations should ensure that conflict and grievance resolution processes are
culturally and linguistically sensiti ve and capable of identifying, preventing, and resolving
cross-cultural conflicts or complaints by patients/consumers.

14. Health care organizations are encouraged to regularly make available to the public information
about their progress and successful innovations in implementing the CLAS standards and to
provide public notice in their communities about the availability of th is information.

Office of Minority Health, U.S. Department of Health and Human Services. (March 2001) National
Standards for Culturally and Li nguistically Appr opriate Services (CLAS) in Health Care. Federal
Register, 65(247), 808680879.
http://www.minorityhealth.hhs.gov/assets/pdf/checked/finalreport.pdf
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Care Management/Care Coordination

Care Management is a collaborative process that assesses, plans, implements, codinates, monitors,
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communication and available resources to promote quality, cost-effective outcomes. Care

coordination services are available to special/atrisk m embers in conjunction with their caregivers
and providers.

1. Available Care Coordination Services

e Coordination of care for Health Plan members who are involved in multi - disciplinary
systems

¢ Monitoring of health care services as needed
¢ Member advocacy

e Member resources/needs assessment

o Facilitation of appropriate referrals

e Member education

e Assistance with transition of care for care coordinated members as they move in or out
of plans

¢ Members with Special Health Care Needs (SHCN)

2. Special/atrisk members may include, but are not limited to the following:
e Members who over/under utilize the health care system
e Members who are non-compliant with treatment
¢ Members who have complex or prolonged, high risk medical problems

¢ Members who receive behavioral health treatment

3. AHCCCS/SNP members within the following categories always receive care coordination.
Please call the Care Manager (see Quick Reference Guide) if you have a member diagnosed
with one of these conditions:

e HIV -positive members
e Members who have hemophilia

e Members undergoing transplants, or who had a transplant and are new to the Health
Plan

Please call the Maternal Child Health Care Management Specialist (see Quick Reference
Guide) for members enrolled or needing enrollment in Arizona Early Intervention Program
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(AzEIP), a program for children ages birth to 3 years who have special needs (i.e.
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4. Examples of members who are generally good candidates for referral to Care Maragement
for care coordination are:
e Members who have frequent emergency department visits with non -emergent problems

e Members who have frequent hospital readmissions subsequent to non-compliance with
treatment

¢ Members who are frequently readmitted to the hos pital and who may stabilize/benefit
with connection to appropriate community resources

¢ Members who use multiple providers or multiple resources without coordination or
control of care by a PCP

¢ Victims of trauma, such as head injury, gunshot wounds, or mult i-system injuries,
which require special coordination and assistance

e Complex, terminally ill cancer patients

¢ Members with pain management concerns requiring multiple resources

Maternal Child Health
e Members with a history of pre -term labor
e Members with complications as a result of gestational diabetes
¢ Members with pre -eclampsia who are non-compliant with medical treatment
¢ Pregnant, substanceabusing members
¢ Members in the third trimester receiving late pre -natal care
e Teen pregnancy
e Other high -risk maternity cases identified by clinic, hospital, or UM personnel
¢ Infants with failure to thrive
¢ Premature infants with ongoing/complex medical problems
e Children who are asthmatic and have frequent hospitalizations

e Members within categories identified under Iltem 3, on page 5.24 of this policy.

Behavioral Health (please note all MHP and UFC members are adomatically enrolled into their
respective RBHA at the time of their AHCCCS enrollment):
e Members who over-utilize medication or engage in drug seeking behavior
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e Members with complex social/behavioral health problems complicating their illness, or
inhibiting their ability to effectively manage their iliness

e Victims of elder or child abuse
¢ Members with frequent hospitalizations needing substance abuse treatment

¢ Members with a behavioral health diagnosis involved in multiple systems requiring
extensive coordination of care

e Members who are at risk for self harm or harming others, or who have a complicated
behavioral health issues

¢ Members having difficulty sustaining beha vioral health treatment through their RBHA

Please notify the Case Manager if you need assistance in any of these areas (see Quick Reference
Guide).

Plan specific Case/Disease Management Patient Referral Forms are located in the Forms section of
this manual.

Please note coverage is dictated by the plan that the member is enrolled in; please call our Customer

Care Center for more detailed information or refer to our web sites for plan specific benefit
structures.
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Utilization Management

The Utilization Management (UM) Program encompasses activities directed toward prospective,

retrospective, and concurrent utilization review. Prospective review (prior authorization)

determines the medical necessity and appropriateness of the service before it is provided.
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appropriaten ess of the level of care and length of stay. Retrospective review involves the assessment

of the appropriateness of medical services after services have been provided to include claims

review.

Concurrent review, discharge planning, and medical review proc esses are described in this section.
Utilization management criteria are available upon request. Requests for criteria should be directed
to your Provider Relations Representative or to the Director of Clinical Services.

Concurrent Review

Concurrent utili zation review is conducted on each member who is admitted to an inpatient facility,
including skilled nursing facilities, and free standing specialty hospitals.

Concurrent review activities include both admission certification and continued stay review. T he
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appropriateness of the level of care, using the Milliman Care Guidelines. Admission certification is

conducted within twenty -four (24) hours after notification of th e admission. Continued stay reviews

are conducted before the expiration of any assigned or anticipated length of stay. In the absence of

other notification, continued approval of length of stay can be assumed. These reviews are

performed by registered nurs es who work closely with the Manager of UM and Medical Director

throughout the concurrent review process.

Milliman Care Guidelines

Milliman Care Guidelines are evidence -based clinical guidelines that span the continuum of care
from outpatient to inpatient , including chronic care and behavioral health management and are
updated annually. A copy of the criteria used is available upon request. Requests for criteria should
be directed to the Medical Management Department.

Discharge Planning Coordination

Effective and timely discharge planning and coordination of care are key factors in the appropriate
utilization of services and prevention of re -admissions. The hospital staff and the attending
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physician are responsible for developing a discharge plan for the member, and involving the
member and family in implementing the plan.

The Concurrent Review Nurse works peripherally with the hospital discharge team and attending
physicians to ensure that costeffective and quality services are provided at the appro priate level of
care. This may include, but not be limited to:

e Assuring early discharge planning

¢ Facilitating or attending discharge planning meetings for members with complex and/or
multiple discharge needs

e Providing hospital staff and attending provider with names of contracted providers (i.e.,
home health agencies, DME/medical supply companies, other outpatient providers)

e Assisting with necessary authorization of post discharge services
¢ Informing hospital staff and attending provider of covered benefits as indicated

¢ Referring member to Care Management as necessary

Provider Medical Review

The Medical Director/designee conducts medical review for each case with the potential for an
adverse decision. The Concurrent Review Nurses (inpatient) or the Prior Au thorization Nurse
(outpatient) reviews the documentation for evidence of medical necessity according to established
criteria. The Health Plan utilizes Milliman Care Guidelines for admission appropriateness and
length of stay. When the criteria are not met, the case is referred to the Medical Director/designee,
who reviews the documentation, discusses the case with the nurse, and may call the attending or
referring provider for more information. Based on the discussion with the provider or additional
documentation submitted, the Medical Director will decide to approve, deny, modify, reduce,
suspend, or terminate an existing or pending service.

Utilization management decisions are based only upon appropriateness of care and service.
Practitioners or other ind ividuals involved in utilization review are not rewarded for issuing denials
of coverage or service. The final decision to deny a service request will only be made by the Medical
Director.

For inpatient denials, the member, attending provider, and hospita | are notified verbally and in
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business office or case mamgement office with a copy sent to the attending physician within one (1)

business day. The member is also given a letter outlining the denial and the AHCCCS, SNP or Plan
grievance/appeal process when applicable. The attending or referring provider may dis pute the

finding informally, by phone, or formally, in writing. If the finding of the Medical Director is
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disputed and if the dispute cannot be resolved, an appeal may be filed according to the established
grievance/appeal procedure (see page 5.33).

For denial of outpatient authorizations, the referring providers, the PCP (if not the referring

provider), and the member are notified in writing. A standard appeal may be initiated by the
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treatment denial, suspension, or reduction in services.

Medical Review of Claims

The clinical claims review process is utilized to evaluate the quality and efficiency of care provided.
The Clinical Programs and Systems, Claims Coderand/or Compliance Department staff completes a
Clinical Claims Review before payment of certain claims. This process validates or non-validates
actual medical services rendered. Areas reviewed may include but are not limited to:

e Level V Emergency Claims from out -of-service area

e Hospitalization that was not prior -authorized
¢ Inpatient rehabilitation services

e Medical appropriateness of care

e Qut-of-area hospitalizations

¢ Emergency ambulance services

e Skilled nursing facility services

e Ambulatory surgery claims

Pattern and trend analyses make it possible to review service utilization and appropriate use of
resources and billing practices. Retrospective reviews against national benchmark and performance
standards are carried out in a number of areas, including:

¢ Pharmacy

e Specialty referrals

e Inpatient stays

Clinical Practice Guidelines

The Health Plan has adopted nationally recognized clinical practice guidelines as well as practice
guidelines for pharmacy use, referral guidance or other medical topics such as theseassociated with
AHCCCSA, Quality Improvement topics. Guidelines are available upon request or on our web sites.
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Medical Technology

The Health Plan utilize resources such as Hayes and AHCCCSA technology guidelines when
considering requests for services with new applications of established technology, medical
procedures, devices or drugs. The Medical Director shall review such requests. To begin the review
process to add new technology or expand use of existing technology, please contact your Provider
Relations Representative or the Medical Management Department.
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Fraud, Waste and Abuse

Fraud is defined as an intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to him/herself or some
other person. It includes any act that constitutes fraud under applicable federal or state law.

Abuse is defined as provider practices that are inconsistent with sound fiscal, business, or medical
practices, and result in an unnecessary cost to health programs, or in reimbursement for services
that are not medically necessary or fail to meet professionally recognized standards for health care.
It also includes recipient practices that result in unnecessary costs to the health program.

Provider Fraud

V Individual participating or non -participating providers who deliberately submit claims for
services not actually rendered, or bill for higher -priced services than those actually provided.

V  Providers of medical equipment and home health services who defraud the Medicare
program and private payers, often paying kickbacks to dishonest physicians who prescribe
unnecessary products and services.

V Charges are submitted for payment for which there is no supporting documentation
available, such as x-rays or lab results.

Our Goal: Eliminating Fraud and Abuse

The Health Plan will strictly enforce fraud and abuse prevention policies. Specific controls are in
place to prevent and/or detect potential cases of fraud and abuse.

It is our policy to educ ate providers and their staff on how to prevent, detect and report potential
cases of fraud and abuse. To eliminate fraud and abuse successfully, everyone must work together
to prevent, identify, and report inappropriate and potentially fraudulent practic es. This can be
accomplished by:

V  Monitoring claims submitted for compliance with billing and coding guidelines
Adherence by providers and facilities to Treatment Record Standards
Education of all staff members who have any contact with PHI
Referring casesof suspected fraud and abuse

< <<

Examples of Potential Fraud, Abuse or Suspicious Activity

V Falsifying Claims/Encounters
A Alteration of Claim
A Super imposed material
A White Outs
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A Erasures
A Altered Changes
A Different colored inks used
Incorrect Coding
Double Billing
Up coding
Billing for services not rendered
Misrepresentation of services/supplies
Substitution of services
Misspelled Medical Terminology
No provider information on claim
Diagnosis does not correspond to treatment rendered
Member Eligibility Fraud
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A Misrepresentation of medical condition
A Failure to report third party billing
A Eligibility determination issues
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What Laws Regulate Fraud & Abuse?

False Claims Act (FCA)

Stark Law

Anti -Kick back Statute

HIPAA

Deficit Reduction Act

The False Claims Whistleblower Employee Protection Act
Administrative Remedies for False Claims and Statements
Criminal Penalties for Acts involving Federal Health Care Programs
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False Claims Act

Under the False Clams Act (FCA),31 U.S.C. 8837298733, those who knowingly submit, or cause
another person or entity to submit, false claims for payment of government funds are liable for three
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Stark Law

Self-Referral (Stark Law) Statutes, Social Security Act, 81877, pertains to physician referrals under
Medicare and Medicaid. Referrals for the provision of health care services, if the referring physician
or an immediate family member has a financial rela tionship with the entity that receives the referral,
is not permitted.
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Anti-Kickback Statute

Under the Anti -Kickback Statute, 41 U.S.C, it is a criminal offense to knowingly and willfully offer,
pay, solicit or receive any remuneration for any item or service that is reimbursable by any federal
healthcare program. Penalties many include exclusion from federal health care programs, criminal
penalties, jail and civil penalties for each violation. Examples of kick-backs:

e Money

e Discounts
e Gratuities
o Gifts

e Credits

e Commissions

HIPAA

The Health Insurance Portability and Accountability Act (HIPAA), 45 CFR, Title 1l, 8201 -250,
provides clear definition for Fraud & Abuse control programs, establishment of criminal and civil
penalties and sanctions for noncompliance. This act protects the privacy of the patient.

Deficit Reduction Act

The Deficit Reduction Act (DRA), Public Law No. 109 -171, 86032, passed in 2005, is designed to
restrain Federal spending while maintaining the commitment to the federal program beneficiaries.
The Act requires compliance for continued participation in the p rograms. The development of
policies and education relating to false claims, whistleblower protections and procedures for
detecting and preventing fraud & abuse is required.

The False Claims Act Whistleblower Employee Protection Act

Under this legislation, 31 U.S.C. 83730(h),a company is prohibited from discharging, demoting,
suspending, threatening, harassing or discriminating against any employee because of lawful acts
done by the employee on behalf of the employer or because the employee testifies orassists in an
investigation of the employer.

A whistleblower is an employee, former employee, or member of an organization, especially a

business or government agency who reports misconduct to people or entities that have the power
and presumed willingn ess to take corrective action.
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Training and Documentation

As a contracted provider, you are required to train your staff and document training on the
following components of the False Claims Act:

e Administrative remedies for false claims statement
e Any state laws relating to civil or criminal penalties for false claims and statements

e The whistleblower protections under such laws.

Detailed information on the Deficit Reduction Act and False Claims Act can be found on both the
CMS and AHCCCS web sites.

What is a Fraud & Abuse Violation?
e Fraud & Abuse Violations occur when a person deliberately uses a misrepresentation or
other deceitful means to obtain something to which he/she is not otherwise entitled.

¢ Any employee, member, vendor or provider has the rig ht to make a Fraud & Abuse-
related complaint to UAHN if he/she feels that there has been suspicious activities.

How is suspicious activity reported?
Complaints from members, vendors, providers, employees, etc.

A Send a written statement to the Inspector General, 701 E. Jefferson St.,, MD 4500, Phoenix,
AZ 85034 or fax to 602417-4102.
A Include all inform ation, claim, or tip that supports alleged misconduct

Sanctions and Penalties for Fraud and Abuse Violations

UAHN must have and apply appropriate sanctions against providers and vendors who fail to

comply with the policies and procedures of UAHN and/or th e requirements of the Federal Laws and
Statutes. The Federal and State Government agencies will prosecute these providers and vendors
accordingly. Conviction of Fraud and Abuse can carry civil and criminal penalties.

Civil Penalties:
A $5,500 to $11,00per claim plus up to 3 times the amount of damages

Criminal Penalties:

A Felony conviction: 5-20 years in jail
A Misdemeanor conviction: 1 year in jail

PROVIDER STANDARDS AND RESPONSIBILITIES 5.38




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Provider Responsibilities

UAHN providers are responsible for understanding:

A Coding Standards - Select apprapriate CPT code for service rendered

A UAHN Provider Standards - Understand roles and responsibilities as participating providers
and know licensure responsibilities and restrictions

A Documentation standards - UAHN adheres to national standards for documentati on

How does AHCCCS Deal with Fraud, Waste and Abuse?

The AHCCCS Program has established a multifaceted approach towards Program Integrity.
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activities underta ken to minimize or prevent overpayments due to Medicaid fraud, waste, or
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The AHCCCS Program Integrity efforts are spearheaded by the Office of the Inspector General
(OIG) in coordination with resources deployed by contracted health plans.

What authority does the AHCCCS Office of the Inspector General have?

Employs a staff of 55 individuals responsible for investigating member and provider fraud.
The OIG has full subpoena power and the authority to administer oaths.

Once a case has beenanfirmed, the OIG is empowered to impose civil and monetary
penalties.

The OIG also has the authority to exclude a provider from participation in the AHCCCS
system.

A
A
A
A

AHCCCS Program Integrity Results (Fiscal Year 2010)

Total OIG Member Fraud Cases
Investigated

Total OIG Provider Fraud Cases

Investigated

Total Convictions 15
Total OIG Fraud Avoidance and $34.7 Million
Recoveries

How is Fraud, Waste and Abuse Reported to AHCCCS?

Once suspicious activities have been identified and investigated, there are several ways Fraud is
reported to AHCCCS.
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Internet:

Fax:

Telephone:

Mail:

Fraud is reported dire ctly to the state via the web by going to www.aza hcccs.gov
and clicking on the ? %U E U E wtEJ@E wunddmh@ Oommon Resources
section.

Information is faxed to 602-417-4102

Suspected fraud by an AHCCCS member can be reported by calling 602417
4193 in Maricopa County and 888-487-6686 outside Maricopa County. If you
want to report suspected fraud by a medical provider, please call 888487-6686 or
602417-4045 in Maricopa County.

Inspector General
701 E. Jefferson St., MD 4500
Phoenix, AZ 85034

How do The Centers for Medicare & Medicaid Services (CMS) Deal with

Fraud, Waste and Abuse?
Through the Fraud Prevention Initiative, the Centers for Medicare & Medicaid Services (CMS) is

working to ensure that correct payments are made to legitimate providers for covered appropriate
and reasonable health care services.

In 2010, CMS formed the Center for Program Integrity (CPI). This involved pulling together existing
anti-fraud components from other areas of the agency, as well as forming new ones.

CMS Fraud Reporting Tools

Email:

Fax:

Telephone:

Mail:

HHSTips@oig.hhs.gov

Information is faxed to 800-223-8164
(No more than 10 pages)

Fraud can be reported by calling 800-447-8477

Office of Inspector General

Department of Health & Human Services
ATTN: HOTLINE

PO Box 23489

Washington, DC 20026
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Federal Health Care Programs
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Program), you are obligated under 42 C.F.R. §1001.1901(b), to screen all employees, contractors,

and/or subcontractors to determine whether any of them have been excluded from participation in

federal health care programs. You can search the HHSOIG web site, at no cost, by the names of any
individuals or entities. The database is called LEIE, and can be accessed at

http://exclusions.oig.hhs.gov/ .
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Grievance and Appeal/Hearing

The Health Plan Appeals Department is available to members or providers, acting on behalf of a

Ol OEl UOWEOEwWPDPUT wUOT T woil OEI Uz Glunhéd)Iate 0flAGrana éndtid OUOwU O
AHCCCS Administration have established laws, rules, policies and procedures that determine

processes and adjudicate Appeals and Requests for Fair Hearings.

What is a Grievance?

A grievance (complaint) is an expression by amember or a provider of dissatisfaction about any

aspect of care. Examples of grievances are: service issues, transportation issues, quality of care issues
and provider office issues. These issues are filed with Grievance and Appeals, the Customer Care
Center or Network Development departments.

A grievance can be filed in writing by mailing it to the address listed below. A grievance will be
reviewed and a response will be provided within 90 days. UCA will respond within 30 days from
the date that you contact us.

You can also file a complaint regarding the adequacy of the Notice of Action letter, a denial of
service by the Health Plan. If we cannot take care of your concern with the adequacy of the Notice of
Action letter, you can also call AHCCCS.

You can mail your grievance to:

The University of Arizona Health Network
Attn: Grievance & Appeals Department
2701 E. Elvira Road
Tucson, AZ 85756

61 EUWPUWEOwW? EUDPOO-vy
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act in a timely manner.
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An appeal must be filed in writing within 60 days from the Notice of Action letter. A request for a
standard or expedited appeal can be made orally or in writing.
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an appeal. A provider, acting on behalf of an enrollee may file an appeal. If the provider is f iling on

behalf of the member, a written consent from the member must accompany the request. If filed

orally by the member, a written request must follow. Access to medical records is critical for the

Health Plan to meet the timeframe for a decision.

The reasons you may file an appeal are:

¢ Denial or limited authorization of a requested service, including the type or level of
service

¢ Reduction, suspension, or termination of a previously authorized service
e Denial, in whole or in part, of payment for a servi ce
e Failure to provide services in a timely manner

e Failure to act within the timeframe required for standard and expedited resolution of
appeals and standard disposition of grievances

e 311 WEI OPEOwWOI WEWUUUEOwWI OUBOOI | £0OOWIVEEIUDOWW Wdu
network under 42CFR 438.52 (b)(2)(ii), when the contractor is the only contractor in the
rural area.

You can mail an appeal to:

The University of Arizona Health Network
Attn: Grievance & Appeals Department
2701 E. Elvira Road
Tucson, AZ 857%

You may also call the Customer Care Center and ask to speak to an Appeals Department
representative to file an oral appeal. You may also fax in your request (see Quick Reference Guide).

The Health Plan will request additional medical information and th e appeal will be reviewed by
healthcare professionals who have the appropriate clinical expertise and who were not involved in
the previous level of review. The member or provider will be given the opportunity to present
information or fact of law to the r eviewer either in person or in writing during the appeal process.
The case file is available for review by the member or provider during the appeal process. A

decision will be rendered by the Health Plan within 30 days of receipt of the appeal request, unl ess a
request for an extension of 14 days is requested.

Standard Appeal
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Standard appeals can take up to 30 days to resolve. A 14 day extension may be taken if it is needed
for a standard or expedited appeal and if you request it or it is in your best interest to extend the
time to resolve.

Expedited Appeal

Owl BRxT EPUI EwEx x| EOQOwOEaAwWET wi POl EwEawUOT T wi OUOGOOI 1T w
be approved if the Health Plan determines that the time to process a standard appeal would
seriously jeopardize the health, life or ability to attain, maintain or regain maximum function. If an
expedited appeal request is not approved, the Health Plan will notify the enrollee and the provider
within two (2) days and transition the appeal to standard appeal timelines.

Continuation of Benefits

Benefits may be continued during the appeal or hearing process if the member or provider requests
in writing that the services be continued. The member may be required to pay the cost of services
while the appeal or hearing is processed if the final decision is adverse to the member.

Claims Issues/Disputes

If the provider has a dispute with the resolution of a claim after resubmitting the claim for review,
the provider may challenge the claim denial or adjudication by filing a formal appeal, in writing,
with the Grievance and Appeals Department. (Exception: UCA contracted providers cannot file a
formal claim dispute). Contact your Provider Relations Representative prior to filing a claim
dispute.

An app eal for a claims payment issue must be received within twelve (12) months from the date of
service, or for a hospital claim within twelve (12) months from the date of discharge, 12 months after
the date of eligibility posting or within sixty (60) days afte r the date of a timely claim submission,
whichever is later.

The Health Plan ensures that no punitive action will be taken against a provider who requests a
EOEPOWEPUxUUI wOUwWUUx x OUUUWEwWOI OETl Uz UwExx1 EOB
Claim Disputes should be addressed to:
The University of Arizona Health Network
Attn: Grievance & Appeals Department

2701 E. Elvira Road
Tucson, AZ 85756
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How do | request a State Fair Hearing? (UFC, MHP and HCG only)

If you are not satisfied with the appeal/claim dispute decision, you may file a Request f or State Fair
Hearing with the Health Plan. This request must be made in writing to the Health Plan within thirty
(30) days of the date of receipt of the appeal decision. The Health Plan will send the appeal file to
AHCCCS and a hearing date will be scheduled for attendance.

Requests for hearing should be submitted to:

The University of Arizona Health Network
Attn: Grievance & Appeals Department
2701 E. Elvira Road
Tucson, AZ 85756

Requests may also be faxed. Please see Quick Reference Guide for most gant contact information.

Independent Review for Appeals (UCA ONLY)

If the Health Plan decides to uphold the original adverse decision, either in whole or in part, the

Health Plan will automatically forward the entire file to the Center for Health Dispute  Resolution

@, 7(,42KAwi OUWEwWOlI PWEOEWPOXxEUUPEOwWUI YPI PBw, 7(, 42
appeal reviews involving Medicare Advantage plans. The Health Plan must send MAXIMUS the file

within thirty (30) days of a request for services and within six ty (60) days of a request for payment.
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forwards the case to MAXIMUS, the Health Plan will notify the interested parties that the file has

been forwarded for r eview.

For cases submitted for review, MAXIMUS will make a reconsideration decision and notify the

appellant in writing of their decision and the reasons for the decision. If MAXIMUS upholds the

"1 EOUT w/ OEOZ UWEIT EPUDOOOWUIT lofrights @@ Gearing heforeahO wb O OUOw
Administrative Law Judge (ALJ) of the Social Security Administration. If MAXIMUS decides in

favor of the appellant, the Health Plan must pay for, provide or authorize the service as
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e |If there is at least $130 in controversy, the member may request a hearing before an ALJ
by submitting a written request to the Health Plan, MAXIMUS, or the Social Security

be extended for good cause. All hearing requests will be forwarded to MAXIMUS.
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MAXIMUS will then forward the request and the reconsideration file to the hearing
office. The Health Plan will also be made a party to the appeal at the ALJ level.

e Either the member or the Health Plan may request a review of an ALJ decision by the
Departmental Appeals Board (DAB) / Medicare Advisory Council (MAC), which may
either review the decision or decline review.

e |f the amount invo Ived is $1,130 or more, either the member or the Health Plan may
request that a decision made by the DAB, or the ALJ, if the DAB has declined review, be
reviewed by a federal district court.

e Any initial reconsidered decision made by the Plan, MAXIMUS, the ALJ, or the DAB can
be reopened by any party (a) within twelve months, (b) within four (4) years.
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AHCCCS Registration Overview

The Health Plan providers must be registered as an AHCCCS provider in order to render medical
services to members.All providers must be registered under a provider type (i.e., hospital,
physician, etc.) established by AHCCCS and/or Medicare. Providers are required to complete a
Provider Registration Form, sign an AHCCCS Provider Agreement and complete and submit all
applicable forms and required licenses and/or certification.

Within each provider type, Categories of Service (COS) are identified. A provider profile maintained
by AHCCCS identifies the mandatory and optional COS for the provider type, the
licensure/certification requirements for each, and the applicable procedure codes for the provider
type.

Provider Registration Form

participation as an AHCCCS provider. The Prov ider Registration Form is a packet of forms required
by AHCCCS. This packet must be completed in its entirety and signed by the provider and sent to
AHCCCS. Incomplete forms will be returned to the provider by AHCCCS.

The registration packet includes:

1. Provider Agreement

The Provider Agreement is a contractual arrangement between AHCCCS and the
provider. Each provider must sign a Provider Agreement and adhere to all terms and
conditions stated in the agreement. The agreement remains in effect until canceled by
either AHCCCS or the provider.

2. Licensure and Certification

Documentation of licenses and certifications must be provided prior to registration as an
AHCCCS provider.

3. Other Participation Requirements

A company or corporation registering as a provider must provide verification of a

federal tax identification number. If the provider does not have a federal tax

PDEI OUPIi PEEUDPOOWOUOGET UOwWUT 1T wxUOYPEI UZUWUOBEDED
4. Group Biller

An organization wishing to act as the financial representa tive for any provider or group

of providers who have authorized this arrangement must register as a Group Biller.

Group Billers may not provide services or bill as the service provider. The provider

using this arrangement must still register as an AHCCCSpUOVYPDET U w3 T 1 wxUOYD
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number should be placed on each claim and the Group Biller number is used for the
payment address.

5. Service Location Codes

21 UYPEI wOOEEUPOOWEOE]I UWEUI wUPOWEDPT POUWOUOET UU
identification number. A locato r code is assigned for each location where services are

provided. If a provider moves or adds a service location, AHCCCS must be notified. In
EEEPUDOOOWEOGawWET EOQT 1 UwU O wE-twols&Wed &ltrésg st BeO U U T U
communicated to AHCCCS. Nottification must be made via a Provider Address Update

form and submitted to AHCCCS. The request will be processed by AHCCCS and

changes will be made according to the provider request.

Please Note: The provider is also required to inform the Network Develo pment Department in
writing of any changes. Advance non - notification may result in payment denials. For specific
requirements on Provider Registration, refer to the AHCCCS website at http: //www.azahcccs.gov
/commercial/Provider Registration/ registration .aspx.
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Credentialing Process

As a quality measure, the University of Arizona Health Plans requires providers to complete the
credentialing process prior to rendering care to our members. The initial credentialing process
includes extensive review and verification of education, training, previous work history, licensure,
professional liability coverage, malpractice claims history, as well as all other information relevant

to the qualifications and ability of any provider to render quality medi cal care to members in
accordance with our policies and procedures. The credentialing process is based on the standards of
the National Committee for Quality Assurance (NCQA) as well as the standards set forth by
AHCCCS. Procedures are also in compliancewith all applicable state and federal legal

requirements. A flow chart of the credential ing process is included below.

Health Plan providers are recredentialed every three years, at a minimum. The recredentialing
process consists of updating all of the applicable expirable information, review of licensure, board
certification, screening for sanctions, review of medical malpractice history, and site reviews if
necessary. In addition, the recredentialing process includes thorough review of performance
information relative to member satisfaction, quality of care indicators, and utilization management.

The following are the policies and procedures for the credentialing and re -credentialing of
providers. Providers are welcome to request a copy of any policy from your Provider Relations
Representative.

C100 Scope of Credentialing

C101 Delegation of Credentialing Activities

C102 Review of Initial Application for Participation

C103 Processing the Initial Application

C104 Provider Credentials Verification

C105 Verification of Arizona State License

C106 Verification of Drug Enforcement Administration (DEA) Registration
C107 Verification of Board Certification

C108 Educational Commission for Foreign Medical Graduates (ECFMG)
C109 Medicare/Medicaid Sanction Ac tivity

C110 National Practitioner Data Bank (NPDB) Queries

C111 Notification to Providers of Final Action on Applications

C112 Recredentialing Process

C113 Reinstatement of UAHN Provider Status

C114 Confidentiality of Provider Credentialing and Recredentialing Records
C115 Hold Harmless Release relating to Credentialing and/or Peer Review
C116 Credentialing and Recredentialing Records Retention

C117 Monitoring Delegated Credentialing Activities

C118 Credentialing Licensed Allied Health Profession al

PROVIDER STANDARDS AND RESPONSIBILITIES 549




THE UNIVERSITY OF ARIZONA HEALTH PLANS

C120 Site Reviews

C121 Standards for Professional Review Actions (Denying, Reducing, Suspending, or Sanctioning
Credentials/ Recredentialing Status) and Fair Hearing

C122 Assessment of Contracted Organizational Providers

C124 Responsibility of the Credentials Review Committee and the UAHN Credentialing
Department

C125 Security of UAHN Credentialing and Recredentialing Files

C126 Provisional Status

C127 Verification of Qualifications and Licensure of other Service Providers and Vendors

C128 Ongoing Monito ring Procedures

C129 Non-Discrimination Policy

C130 Verification of State Dispensing License

PROVIDER STANDARDS AND RESPONSIBILITIES 550




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Credentialing Process

Physicians and Allied Health Providers

When a provider or group begins the contracting
process, thecredentialing application is provided for
completion.

Provider is required to complete the application and
return with required documents for processing.
Incomplete applications cannot be processed.

l govider Relations will schedule\

Credentialing department reviewsv the file and verifies and perform a site audit if
provider's credentials including but not limited to applicable. Site audits are required
education, training, licensure, board certification, // for PCP, OB/GYN, and Internal
liability coverage, malpractice claims history, hospital
privilege information, any sanction ac tivity, and site
audit results if applicable.

Medicine clinics. Provider
Relations will forward the results
of the audit to the Credentialing

— department to complete the
iali - ider's file.
Credentialing department presents the completed files @wders e /

to the Medical Director or Chief Medical Officer and the
Credentialing Committee for final review. A decision to
approve or deny is rendered by the Committee.

I
| /AII denials are reported to the \
appropriate agencies including the
NPDB and the Arizona Medical
Board as required. If denied, the

The Health Plan Chief Medical Officer sends a letter to
the provider regarding the Credentialing Committee's

decision. The Network Development departmentis  ~ ) . .
notified of all approvals and denials \ denial letter informs the provider of
| ' appeal rights as described in Policy

\jL (121. )

Provider is added to the network and the information is
loaded into the database. The IS, Claims, Customer Care,

and Medical Management departments are notified of all

provider additions. ﬂoviders and groups should \
‘ send all updates, changes in
\ information, and termination

notifications to the Provider
Relations department in a timely
manner. In addition, all expirable
information updates including
licensure, board certification, and
liability coverage should be sent
to the Credentialng department.

Providers are recredentialed every three years, at a
minimum. The Credentialing department conducts on - \\
going monitoring of all providers in the network.
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Introduction to Claims

The Claims Department adjudicates claims submitted to the Health Plan. The Health Plan claims, in
addition to being used to pay the Provider, contain information the Health Plan must send
(encounter) to AHCCCSA. All services, capitation or fee-for-service, must be submitted to the
Claims Department. Accuracy is extremely important to ensure timely payment. Providers must
meet standard reporting requirements.

It is the Claims Department intent to make claims processing as simple and effortless as possible. To
do this, it is important that procedures are followed and the necessary information is supplied with
the initial claim submission.

AHCCCS fvider Number

Any provider who renders services to AHCCCS and SNP members must be registered with
AHCCCS and have an active AHCCCS provider number. Contact AHCCCS at (800) 7946862,
option 5 (see Section 5, Page 5.37 for further information).

Claim Submision Guidelines
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the appropriate form, contains the corr ect billing information according to CMS 1500, ADA 2002 and

UB-04 requirements and has all the supporting documentation necessary for medical and claims

review. If any standard information is omitted on the claim, it may be denied or returned for

correction. If the claim form is returned to the provider for correction without being adjudicated, the

original filing limit still applies from the date of service, not the date of return. These claim forms

should be resubmitted with a copy of the original return letter attached. Detailed requirements for

CMS 1500, ADA 2002 and UB04 forms are in this section.

Providers must submit all claims for covered services provided to members within the timely filing
guidelines identified in their contract, whether fee -for-service or capitation. Claims initially received
outside of the filing deadlines will be denied as Past Filing Deadline (PFD). The deadline will be
determined by the ending date of service for claims involving hospitalization. If any claim is
accepted butdenied for a reason, which can be corrected and resubmitted, the claim form should be
resubmitted following the resubmission guidelines.

w? UOUEEIT U2 wE OE b subrAidsiGnuobsBcart subriigdicn@vken a claim has been
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form is not marked as such, it may be denied for timely filing.
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ORIGINAL claim submissions, tracers and resubmissions (excluding dental) should be mailed to:

MHP PO Box 37169, Phoenix, AZ 85069
UFC and UCA PO Box 35699, Phoenix, AZ 85069
HCG PO Box 37279, Phoenix, AZ 85069

ELECTRONIC claim submissions, tracers (excluding resubmissions and dental) should be sent
through Emdeon or SSI Group to:

MHP Payor ID#: 09908 Emdeon / 9999 Sub ID#0651 SSI
UFC and UCA Payor ID#: 09830 Emdeon / 9999 Sub ID#0651 SSI
HCG Payor ID#: 07503 Emdeon / 9999 Sub ID#0651 SSI

ORIGINAL claim submissions, tracers and resubmissions (dental only) should be mailed to:

MHP
DDS of AZ-Claims 12121 N. Corporate Parkway, Mequon, WI 5302
UFC and UCA 2701 E. Elvira, Tucson, AZ 85756

Resubmissions

A resubmission is a claim previously denied for an unclean claim status, billing corrections,
supporting documentation and/or the need for reconsideration due to an error in payment.
Resubmitted claims are not considered grievances and will not be treated as such. See the Standard
Appeals and Request for a State Fair Hearing, Section 5, page 5.35, for your appeals rights. The
following documentation is required when filing resubmissions to the C laims Department:

e "OIl EOOWEOUUI EUI EWEOEDPOwWPHUT w?UI UUEODPUUDPOO? wE
original claim number. Claims with writing, white out or marker will be returned.
e Copy of the remittance advice on which the claim was denied or incorrectly paid.
e Supporting documentation.
e Brief explanation of the correction needed
371 wWEOEPOwWOUUUWET wedl EUOAaWOEUOI EwEUwWEwWUI UUEODPUUDO
claim number must be written on the front of the CMS 1500 (box 22), UB-04 (box 84) or ADA 2002

(box 35) claim form. When resubmitting a claim previously filed electronically, a paper claim must
be resubmitted.

Resubmissions must be received within 120 days from the date on the Health Plan EOB. Claims not
received within the timeline will be denied as PFD.
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All claims must be resubmitted through the resubmission process before any will be considered for
the appeal process.

Coordination of Benefits

The AHCCCS plans have members enrolled who are eligible for both Medicaid and Medicare. These

memEl UUWEUT wUI I 1T UUTl EwWUOWEUW? EVUEOQwI OP1T PEOI 2 8w/ Ol EUI
information. The AHCCCS plan claims will be paid according to the AHCCCS Medicare Cost

Sharing Policy. The Health Plan will have no cost sharing responsibility if the Medicare payment

OEUVUET T UwOUwi RET T EUwPT EVwWwPOUOEWT EYT WET | OwxEPEwx1 Uw
members enrolled in other commercial insurance plans.

NOTE : The AHCCCS Plans are the payor of last resort. It is necessary that other
insurance coverage is identified and billed as the primary carrier. The claim must
El WUUEOPUUI EwUOOwWUTT w' 1 EOUT w/ OEOwPPUT POQuwt YwEEAU
Remittance Advice or Explanation of Benefits. Providers are required to notify the
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Billing Members

The AHCCCS plan members cannot be billed for covered services in accordance with A.A.C. (the
Health Plan) R9-22-702. Eligible AHCCCS members cannot be denied covered servics if they are
unable to pay applicable co-payments.

The Health Plan members may receive services from providers that are not covered by AHCCCS,
Medicare or Healthcare Group. Providers must have the member sign a release form stating that
he/she understands the service is not a covered benefit and he/she is responsible for payment of the
charges.

Claims Customer Care Representatives

The Claims Customer Care Representatives are available to providers to answer questions regarding
claims submissions and to assist in resolving problems and issues regarding the status of a claim.
The representatives will explain claim adjudication and assist in tracking the disposition of specific
claims. The Claims Customer Care Representative will also assist in identifying and correcting claim
processing errors.

The Claims Customer Care Representatives are not able to correct a provider error in claims

preparation and submission. The Provider must resubmit claims requiring corrected information.
Corrected claims must be submitted per the resubmission guidelines.
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The Claims Customer Care Representatives may be contacted Monday through Friday (see Quick
Reference Guide). Your call may be answered by our automated service. Please leave a message and
your call will be returned wi thin 48 hours.

Any claims received through the Claims Customer Care Representatives, are considered a
resubmitted claim and will not be considered for the appeal processes until it has completed the
resubmission process.

Guidelines for Submitting Documenation

Listed below are general guidelines for submitting documentation with claims. While it is
impossible to offer specific guidelines for each situation, the tables below are designed to give
providers general guidance regarding submission of documentati on.

CMS 1500 Claims

Billing For Documents Required Comments
Level 5 Professional Fees for | Emergency room record I DPOOPOT wxi aUPE
Emergency Room Visits must be on ER Record

UB-04 Claims
Billing For Documents Required Comments
Critical Care 99292- 99292 All statutory required Physician orders and progress
documents notes to substantiate level of
care billed

Providers should not submit the following unless specifically requested to do so:

¢ Emergency Admission authorization fo rms

¢ Patient follow -up care instructions

e Nurses notes

¢ Blank medical documentation forms

e Consents for treatment forms

e Operative consent forms (exception: BTL & hysterectomy)
e Ultrasound/X -ray films

e Medifax information

e Nursing care plans

e Medication administrat ion records (MAR)
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e DRG/Coding forms
e Medical documentation on prior authorized procedures/Inpatient hospital stays

e Entire medical records

If submitting a claim electronically, the claim will be reviewed. If documentation is required, the
claim will be denied, requesting the necessary information and a paper claim should be submitted
following the resubmission guidelines.

OB Billing Requirements

In order to ensure members receive necessary prenatal and OB care and to properly document the
provisionofth EOWEEUI Ow3 T 1T w4 OPYI UUPUaAwOi w UPAOOEwW' 1 EOUT w/
follows:

Global Billing Codes

When appropriate, obstetrical service should be billed under a global services code. The Global
Package consists of: Five (5) or more praatal visits, delivery, and postpartum care:

59400 Routine obstetric care including ante partum care, vaginal delivery (with or without
episiotomy, and/or forceps) and postpartum care. With this CPT the standard diagnosis
code would be: 650 indicating a normal delivery.

59510 Routine obstetric care including ante partum care, cesarean delivery, and postpartum
care.

59610 Routine obstetric care including ante partum care, vaginal delivery (with or without
episiotomy, and/or forceps) and postpartum c are after previous cesarean delivery.

59618 Routine obstetric care including ante partum care, cesarean delivery, and postpartum
care, following attempted vaginal delivery after previous cesarean delivery.

Prenatal and Post-Partum Visits in Global Billi  ng

Additional billing lines should include visit information (HEDIS line). This information can be
provided in two ways: (The following includes suggested guidelines for diagnosis codes to be
reported when billing for OB services)

3 For the additional bil ling line (HEDIS line), provide the date range of services followed by
the appropriate place of service, CPT evaluation & management (E&M) code and the
number of visits (units). Please note that the visit line should contain diagnoses that are
consistent with the office visit, not the delivery (e.g., prenatal care relates to a diagnosis of
pregnancy not a delivery). When billing with CPT 99211 -99215, the standard diagnoses
codes would be: V22.0V23.9.
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3 Provide each date of service along with the appropriate CPT E&M code and ICD-9 code.
Again, note that the visit line should contain diagnoses that are consistent with the office
visit not the delivery.

For UAHP members who receive their first prenatal visit with an OB provider prior to enrolling
with the health plan, the additional billing line (HEDIS line) should contain the dates of service for
the member after enrollment with UAHP as well as the appropriate ICD -9 code.

If providers are in a group/multi -specialty practice, one package must be billed forall services
whether more than one provider in the group rendered services. The billing provider is the
delivering provider for the package.

Non -Global Billing

If less than 5 prenatal visits are provided, the OB package is not billed. The componentsprovided
are broken down into their individual billable services. The individual applicable ranges of services
are:

Ante partum Care Only

1 - 3 visits $YEOUEUDOOWEOEwW, EOCET 1 O OUw" OET UwpNNI hhd huk
individual dates of service.
41 6 visits Use 59425 Ante partum care only. Bill this as a single line item, indicate one visit

in unit field, and include from/to dates. The total flat rate allowed for this code
includes all visits.

7 or more visits Use 59426 Ante partum care only. Bill this as a single line item, indicate one visit
in unit field and include date of service span (from/to dates). The total flat rate
allowed for this code includes all visits.

Delivery Only:
59409 Vaginal delivery only (w ith or without episiotomy and/or forceps)
59514 Cesarean delivery only
59612 Vaginal delivery only, after previous cesarean delivery (with episiotomy and/or forceps)
59620 Cesarean delivery only, following attempted vaginal delivery after previous ¢ esarean
delivery
Postpartum Care Only:

59430 Postpartum care only (separate procedure)

Delivery and Postpartum Care:
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59410 Vaginal delivery (with or without episiotomy and/or forceps), including postpartum
care

59515 Cesarean delivery only, including postpartum care

59622 Cesarean delivery only, following attempted vaginal delivery after previous cesarean
delivery, including postpartum care.

DO NOT BILL ANY ADDITIONAL hospital admission or discharge services outside of these
codes. Noadditional hospital E&M codes will be paid.

Other suggested diagnosis codes that can be used as appropriate are: 640.x1, 640.x3,641.x1, 641.x3,
642.x3, 643.x1,643.x3, 644.21, 644.x3, 645.x1, 645.x3, 646.x1. 646.x2, 646.x3,647.X2, 647.X3, 648.x1,
648.x2,648.x3, 649.x1, 649.x2, 651.x1, 651.x3,652.x1, 652.x3,653.x1, 653.x3,654.x1, 654.02, 654.12,
654.32, 654.x2, 654.x3, 655.x1, 655.x3, 656.01, 656.11, 656.21, 656.31, 656.51, 656.61, 656.71, 656.81,
656.91, 656.x3, 657.01, 657.x3, 658.x1, 658.x3, 659669.x3, 660.x1, 661.x1, 662.x1, 663.X1, 664.x1,
665.01, 665.x1, 665.x2, 666.x2, 667.X2, 668.x1, 668.x2, 669.x1, 669.x2, 670.02, 671.x1, 671.x2, 672.02,
673.x1, 673.x2, 671.x1, 674.x2, 675.x1, 675.X2, 676.x1, 676.x2, 678.X1, 679.x1, 679.X2282¥28

If in doubt, call a UAHP Claims Educator for more information (See Quick Reference ¢+ Network
Development Contact List for contact information)

Overview of Claims Editing System

The Claims Department uses the Interactive Claims Editing System (ICES) to sipport the AHCCCS
and Medicare regulatory guidelines, Correct Coding Initiative (CCI) and provider contract
conditions. Here are some billing tips:

3 Unbundling is the billing of multiple procedure codes for a group of services that are
covered by a single comprehensive code.

3 Some examples of incorrect coding include:

U Fragmenting one service into components and coding each as if it were a separate
service.

U Billing separate codes for related services when one code includes all related
services.
Breaking out bilateral procedures when one code is appropriate.
Down coding a service in order to use an additional code when one higher level,
more comprehensive code is appropriate.

U Mutually exclusive.

3 All services that are integral to a procedure are considered bundled into that procedure as
components of the comprehensive code when:

U The services represent the standard of care for the overall procedure, or
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U The services are necessary to accomplish the comprehensive procedure, or
U The service does not represent a sparately identifiable procedure unrelated to the
comprehensive procedure.

3 Determine if the code to be billed is a comprehensive code or a component of a
comprehensive code. Component codes cannot be billed if the comprehensive code is the
most appropria te code. If it is a comprehensive code and one of its components has been
billed and paid, the claim for the component code must be refunded before the
comprehensive code can be paid. If the component code is being billed, be sure to include a
modifier, if appropriate (24, 25, 50, 57, 58, 59, 78, EH4, FXF9, 1T-9T, RT or LT).

0 For example, a radiologist may bill a comprehensive code identifying he/she
performed the technical and the professional components of the service. It would be
incorrect coding to bill separately for each piece.

U However, if the radiologist only took the x -rays and someone else read the xays,
they would each bill their piece, with the modifiers 26 (professional component)
and TC (technical component), representing which service they performed.

i Determine if the code to be billed is a mutually exclusive code. Mutually exclusive
procedures are those that cannot reasonably be performed in the same session (e.g.
EOEI Uwi OUw?pPpOPUPEO? wEOEW?UUEUI @UI OdawUi UYB
subsequent code are billed on the same claim, the system will allow the code with
the highest capped fee. The other code will then be denied.

Modifiers

3 Modifier 25 (significant, separately identifiable E& M service by the same provider for the
same day as a procedure) modifier identified service that is unrelated to the original
procedure. This maodifier is used for those services rendered on the same day as a procedure
that is above or beyond the other service provided or beyond the usual pre -op and post-
operative (i.e. after the date of service in question). This modifier is not used to report an
E/M service that resulted in a decision to perform surgery. (See modifier 57).

J Modifier 57 (Decision for surgery) An evaluation and management service that resulted in
the initial decision to perform the surgery may be identified by adding the modifier 57 to
the appropriate level of E/M service.

3 Modifier 59 (Distinct procedural service) must be attached to a component code to indicate
that the procedure was distinct or separate from other services performed on the same day
and was not part of the comprehensive service.

U Medical records must reflect appropriate use of the modifier.
U Modifier 59 cannot be billed with evaluation and management codes (9920199499)
or radiation therapy codes (77261-77499). (See Modifier 57).
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3 Modifier 50 (Bilateral procedure) may be billed with the component code if no code exists
that identifies a bilateral service as bilateral.

3 Modi fier 51 (Multiple procedures) AHCCCS established the Outpatient Prospective Fee
System (OPFS) as the methodology for reimbursement of outpatient facility claims.
Included in this methodology is a fee schedule which allows payment based on procedures
billi ng the UB-04 Form. Use the modifier 51 if more than one procedure is rendered on any
secondary procedures when billing for outpatient surgery on a CMS 1500 or UB-04 form.

3 Modifier 58 (Staged or related procedures, same physician) or Modifier 78 (Return to
operating room for related procedure) may be used to bill separate services during the
postoperative period.

3 Modifier 26 (Professional component), Modifier TC (Technical Component).

3 Modifier 80 (Assistant surgeon) and similar modifiers may be appropr iately attached to
comprehensive codes.
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Claims Instructions for CMS 1500s

A CMS 1500 claim form should be used to bill for non -facility services, including professional
services, transportation and durable medical equipment.

The numbered instructions correspond to the box numbers on a CMS 1500 form.

Program Block Check the appropriate box ¢ Medicare, Medicaid or
Group Health

( OUUUD Bumber Enter the Ul E B x AHCOCK{Medicare or Plan
ID number

/ EUDINégz U Enter the Ul E D x Bdt ratde filst name, and middle

initial asshown on the AHCCCS ID, Healthcare Group
and SNP Plan card

/ E U b ID&dog Rirth and Sex Enter the Ul E D x &ate Oflbigth) Check the
appropriate box to indicate the x E U D igébdler, U

( OU U WNakig U Required for Healthcare Group

Patient Address

Patient Relationship to Insured Required for Healthcare Group

( OU U Wddtesd) Required for Healthcare Group

Patient Status Required for Healthcare Group

Other ( O U U WNardeg U If the recipient has no coverage other than AHCCCS or

HCG, leave this section blank. If other coverage exists,
enter the name of the insured. If the other insured is

the recipient, enter? 2 E Ol 2 6

0T T Uw( OUUUI Ez Uw/ O( Enter the policy or group number of the other
Number insurance.

Other ( O U U (DatE gf Birth and Sex

$ O x O O aNartkezotISchool Name

Insurance Plan Name or Program Enter name of insurance company or Program

Name that provides the insurance coverage.

Is/ E U b icénditiot) Related to: Not required
( O U U Udrdig Rblicy or FECA Not required
Number

( O U U Watk gf Birth and Sex Not required
$ O x O O aNarkezotUSchool Name Not required
Insurance Plan Name or Program Not required
Name

Is there Another Health Benefit Plan? Check the appropriate box to indicate other coverage.
If 7 81 You Gust complete Fields 9a-d

Patient or Authorized / 1 UU O Oz U| Not required
Signature

( OU U Wi Authdized / 1 UU OOz | Not required
Signature
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Date of lliness or Injury Enter the date of the onset of symptoms or date of
injury, if available.

Date of Sameor Similar lliness Not required

Dates Patient Unable to Work in Curreny NOt required

Occupation

Name of Referring Physician Required if applicable

ID Number of Referring Physician Required only for podiatry services.

NPI of Referring Provider Required if applicable

Hospitalization Dates Related to Curren NOt required

Services

Reserved for Local Use Not required

Outside Lab Not required

Diagnosis Codes At least one ICD-9 diagnosis code is required.

Behavioral health providers should not use DSM-4
diagnosis codes

Medicaid Resubmission Code Enter the appropriate code (A or V) to indicate whether
this claim is a resubmission of a denied claim, an
adjustment of a paid claim, or a void of a paid claim.
Enter the Claim Reference Number (CRN) of the claim
being resubmitted.

Prior Authorization Number Indicate if appropriate

Date of Service Enter the beginning and ending service dates in
MM/DD/YY or MM/DD/YYYY format. If the service
was completed in one day, the dates will be the same.
The ? %U Odate must be equal to or prior to the ? 3 O 1
date. The ? 3 Qiate must be equal to or prior to the
billing date (Field 31).

Place of Service Enter the two -digit code that describes the place
of service (POSlisting is included in this section of
the manual).
EMG ¢ Emergency Indicator Mark this box if the service was an emergency service.
Procedure and Procedure Modifier Enter the CPT or HCPCS procedure code that

identifies the service provided. If the same procedure
is provided multiple times on the samedate of
service, enter the procedure only once.

Use the Units field (Field 24G) to indicate the number
of times the service was provided on that date. Unit
definitions must be consistent with the HCPCS and
CPT standards at the time of service.

For some claims billed with CPT/HCPCS codes,
procedure modifiers must be used to accurately
identify the service provider and avoid delay or denial
of payment.

pZI=l Diagnosis Relate the service provided to the diagnosis code(s)
listed in Field 21 by entering the number of the
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appropriate diagnosis. Enter only the reference
numbers from Field 21 (1, 2, 3 or 4), not

the diagnosis code itself. If more than one number is
entered, they should bein descending order of
importance.

Charges

Enter the total chargesof each procedure. If more than
one unit of service was provided, enter the total
chargesfor all units. For example, if eachunit is billed
at $50.00and three units were provided, enter $150.00
here and three units in Field 24G.

Units

Enter the units of service provided on the date(s)in
Field 24A. Bill all units of service provided on agiven
date on one line.

EPSDT/Family Planning

Not required

ID Qualifier

Required if applicable

(Shaded Area) COB Information

Use this shaded field to report Medicare and/or other
insurance information. Always attach a copy of the
other B O U U EORXq thk claim.

(Non-Shaded Area) Rendering
Provider ID#

Enter the / U QY D HRIW gedving the field
blank will causethe claim to be denied.

Federal Tax ID

Enter the tax ID number and check the box labeled

? $ ( -Usedhis field to report Medicare and/or

other insurance deductible/coinsurance data. For
Medicare, report coinsurance to the left and
deductible to the right of the vertical line. If

aUl E b x @&eHudtible blas been met, enter zero (0) for
the deductible amount. If the service is not covered by
Medicare or the provider hasreceived no
reimbursement from Medicare, the provider should

? al iupBied

Patient Account Number

Enter your account number for posting
remittance. Enter the tax ID number and check the
box labeled ? $ ( - 2 6

Accept Assignment

Check yes or no. Enter your account number for
posting remittance.

Total Charge

Enter the total for all chargesfor all lines on claim.
Check yes or no.

Amount Paid

Enter the total amount that you have been paid for this
claim by all sourcesother than the Health Plan. Do not
enter any amounts expected to be paid by the Health
Plan. Enter the total for all chargesfor all lines on
claim.

Balance Due

Enter the total amount that you have been paid for this
claim by all sourcesother than the Health Plan. Do not
enter any amounts expected to be paid by the Health
Plan.

Signature and Date

The rendering providers name should be indicated
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within this field. Provider or authorized representative
must sign claims or indicate ? 2 D1 O BARABIOHENterd
the date on which the claim was signed.

Name and Address of Facility If other than home or office, indicate where services
were rendered Must be street address, not a P.O. Box.
The provider or his/her authorized representative

must sign the claim. Rubber stamp signatures are
acceptableif initialed by the provider representative.
Enter the date on which the claim was signed.

Billing Provider Name, Address and Enter the provider name, address, and phone number.
Phone # (T WEWl UOUx wbUWEDPOODOT Owl O
Billing Provider NPI# address, and phone number. Enter the service

K2l Other D number (AHCCCS/Medicare) x U QY b E Hdigig ABIGALCS Brovider ID number and
two-EDT PUWOOEEUOUWEOET uebterr U {
more than two digits for locator code. Behavioral

health providers must not enter their BHS provider ID
number. If a group is billing, enter the service

x UOY D E I dibit AHECOGSprovider ID and two -
EPT PUWOOEEUOUWEOET wbdioBpU wU (
EPOOTI Uw( #wbOwlT T w?2&1/ ws 2 wl

Place of Service List

11 Office

12 [/ EUDPI OUzUwUI UPEIT OEI
20 Urgent Care

21 Inpatient Hospital

22 Outpatient Hospital

23 ER Hospital

24 SC- Ambulatory Surgery center

25 Birthing Center

26 Military Treatment Facility

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility

34 Hospice

41 Ambulance ¢ Land

42 Ambulance ¢ Air or Water

51 Inpatient Psychiatric Facility

52 Psychiatric Facility Partial Hospitalization
53 Community Mental Health Center

54 ICF/Mentally Retarded

55 Residential Substance Abuse Treatment Facility
56 Psychiatric Residential Treatment Center
61 Comprehensive Inpatient Rehabilitation Facility
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62
65
71
72
81
99

Comprehensive Outpatient Rehabilitation Facility
ESRD Treatment Facility

State or Local Public Health Clinic

Rural Health Clinic

Independent Laboratory

Other Unlisted Facility
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Claims Instructions for UB04

The UB-04 claim form is used to bill for al | hospital inpatient, outpatient, emergency room, hospital -
based clinic charges, pharmacy charges for services provided as part of a hospital service. Dialysis
clinic, nursing home, home health (dependent on the product line), freestanding birthing center,
ambulatory surgery center, residential treatment center, and hospice services also are billed on the
UB-04. The following instructions correspond to the box number on the UB -04 form.

Provider Data

Enter the name, address, and phone number of the
provider rendering service.

Pay-To Name and Address

Enter the address that the provider submitting the bill
intends payment to be sent IF different than that of the
Billing provider information (see#1).

Patient Control Number

This unique patient number is assigned by the provider.
The Health Plan will report this number in Remittance
Advices to provide crossreferencebetween the Health Plan
Claim Number and the Provider Member Number.

Medical/Health Record Number

Required, if applicable

Bill Type

Facility type (1stdigit), bill classification (2nd digit) and
frequency (3rd digit)

Fed Tax No.

%E E D Gcbidiah taxUidentification number.

Statement Covers Period

Beginning and ending dates for the billing period in a
MM/DD/YY or MM/DD/YYYY format. (#12)

Reserved Not Required

Patient Name/ldentifier Required

Patient Address Mailing address of the patient
Patient Birth Date Required

Patient Sex Required

Admission/Start of Care Date

The start date for this episode of care for outpatient. For
inpatient services, this is the date of admission.

Admission Hour

Enter the hour during which the patient was admitted for
inpatient or outpatient care.

Priority (Type) of Visit

Enter the code that bestindicates the priority of this
admission/visit. Required only for inpatient services.

Source of Referral for Admission
or Visit

Required. Code of the referral for this admission or visit.
Inpatient only.

Discharge Hour

Hour that the patient was discharged. Inpatient or
observation.

Patient Discharge Status

Required. Code indicating the disposition or discharge
status of the patient at the time of discharge. Inpatient only.

Condition Codes

Required, if applicable

Accident State

Required, if applicable

Reserved

Not required

Occurrence Codes and Dates

Required, if applicable

Occurrence Span Codes and

Required, if applicable
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Dates

Reserved

Not required

Responsible Party Name and
Address

Required, if applicable

Value Codes and Amounts

Required for all claims with coordination of benefits. Enter
the appropriate code(s) and amount(s). The following codes
are required on Medicare/TPL claims:

Al Medicare Part A Deductible A2 Medicare Part A
Coinsurance B1 Medicare Part B Deductible B2
Medicare Part B Coinsurance C1 Third Party Payer
Deductible

C2 Third Party Payer Coinsurance The following codes are
required on dialysis claims billing for administration of
Erythropoietin (EPO).

49 Hematocrit test results

50 EPO units administered SNP Claims

A8 Height

A9 Weight

Revenue Code

Enter the appropriate revenue code(s) that describe the
service(s) provided. Accommodation days should not be
billed on outpatient bills. Revenue codes should be billed
chronologically for accommodation days and in ascending
order for non-accommodation revenue codes.

Revenue Code Description

Enter the description of the revenue code billed in
Field 42.

HCPCS/Rates

Enter the inpatient (hospital or nursing facility)
accommodation rate. Dialysis facilities and hospitals billing
for outpatient services should enter the appropriate
CPT/HCPCS code for certain lab, radiology, therapy and
pharmacy revenue codes.

Service Date

Required

Service Units

Enter the service units provided in this field. If
accommodation days are billed, the number of units billed
must be consistent with the patient status field (Field 22)
and statement covers period (Field 6). If the recipient has
been discharged, the Health Plan covers the admission date
to, but not including, the discharge date. Accommodation
days reported must reflect this. If the recipient expired or
has not been discharged, the Health Plan covers the
admission date through the last date billed.

Total Charges by Revenue Code

Total charges are obtained by multiplyin g the units of
service by the unit charge for each revenue code. Each
line other than the sum of all charges may includ e
charges up to $999,999.99

Total charges are represented by revenue code 001 and
must be the last entry in Field 47. Charges on one claim
cannot exceal $999,999,999.99
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Non-covered Charges

Enter any chargesthat are not payable by the Health Plan.
The last entry is total non-covered charges, represented by
revenue code 001.Do not subtract this amount from total
charges.

Reserved

Not required

Payer

Enter the name and identification number, if available, of
each payer who may have full or partial responsibility for
the chargesincurred by the recipient and from which the
provider might expect some reimbursement. If there are no
other payers, the Health Plan should be the only entry.

Provider No.

Enter the number assignad to the Indicator provide r
by the payer indicated in locator 50
A, B, C.

Releaseof Information

Not Required

Assignment of Benefits
Certification

Enter the code indication the provider has signed aform
authorizing the third party to remit payment directly to the
provider.

Prior Payments

For Coordination of Benefits

Estimated Amount Due

Not required

National Provider Identifier (NPI)
Billing Provider

Enter the identification number assigned to the provider
submitting the bill.

Other (Billing) Provider
Identifier

Required if applicable. Enter AHCCCS # for atypical
providers.

( 6U U INaig U

Not required

/ E U b Rédilanship to Insured

Not required

( O U U Wnigue (Wentifier
AHCCCS, Medicare, Healthcare
Group ID

Enter the patient ID# related to the payer(s) in Field 50.
AHCCCS ID must be listed last. If you have questions
about eligibility or the ID#, contact the Health Plan
Customer Care Center Department.

( O U U Udrdtiy Name

Enter B O U U Wtolipzneime

Insurance Group Number

Enter the group number of the insured

Treatment Authorization Code

Enter the prior authorization number if required

Document Control Number
(DCN)

Not required

Employer Name (of the Insured)

Not required

Diagnosis & Procedure Code
Qualifier (ICD)

Enter the applicable ICD-9 codes

Principal and other Diagnosis
Codesand POA Indicator

Required

Reserved

Not required

Admitting Diagnosis

Enter the ICD-9 diagnosis code that represents the
significant reason for admission. Inpatient only.

/ E U b IRéatbnftf Visit

Outpatient only ¢ Not required

Prospective Payment System
Code (PPS)

Not required

External Cause of Injury Code

Required if applicable
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(ECI)

Reserved Not required

Principal and other Procedure Enter the ICD-9 principal procedure code that identifies the

Codes and Dates procedure performed during the statement from and to
dates. Inpatient only.

Reserved Not required

Attending Provider Name and Inpatient Services only

NPI

Operating Physician Name and Required if a surgical procedure code is listed on claim.
NPI

Other Provider (Individual
Names and NPI)

Not required

Remarks Field Required when a claim is a replacement or void to a
previously adjudicated claim and a void or replacement.
Code ¢ Code Field Required if applicable
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UB-04 Form

] L
[l
E=
% FE0L D & STATEMENT TONERS PRHICD T
G e (=] THROUGH
T |
B PATENT MAME |a| iR & PN AT I-I
» g 1
B - - FMESIR N F— T
¥ ENHTHOATE WS (97 DA T T o il e IR | = = . = ] ™
£l = = COCTEE S
E] = WLE LIRS WL COE
Ok MFOUNT
»
WV L | A3 RN o LCET ST L G 1 55 DA R LN B TRA SALE e ]
' : :
1 "
' H H '
i : : i
' H H .
q i i '
E : r
; :
1 H N
' i i
il H is
i . e
i H i
:
i "
W :
H
;
H
y : H
B
" i n
i i
i £ 8 ]
6 PAGE OF CREATION DATE OTALS H H i
Bl FRYEN WAL &1 WAL TH LA B e [ g L S5 EHT ARCLNY DUE = Wi
i K N c:
8 DR C
| ; . T &
i BELTELTS MAME AL | & R LRLE H CRELP AR 3 RELITARCE SR 40
| s
] L
e &
E3 TREATRIENT ALTHCREZATION COGES 4 DOTUMENT CONTROL MUMEER  ERPLOVE R RARE
4 a
P B
e &
0]
m
T R | |5
e ENI
= [peet
1T OPTRATIRG Fn |u.u| |
= |:|=t-|
[ e nonz= [ o [w]
5 st |:|=:-|
c & OnER | }\n |c|.-n| |
o = T
AT T TR T AP A ORE TH T e L pa
MUBC dspsz
LICEE 37

INTRODUCTION TO CLAIMS 6.19




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Claims Instructions for Dental Forms

The Dental claim form is used to bill for dental treatment and used for pre -treatment prior
authorizations. The bolded fields are required when billing for dental services.

The numbered instructions correspond to the box numbers on a dental claim form.

Type of Transaction

? 7 indicate intention of claim

Authorization #

? 7 ?ype of claim

Carrier

Enter the Health Plan information

Other Carrier

Required if applicable

Policy Holder Information

Complete all fields

Patient information

Complete all fields

Record of services provided

Complete all fields

Missing teeth information

? 7 indicating missing teeth

Remarks

If applicable

Authorizations

Parent/Guardian signature

Authorization

Patient signature

Ancillary claim/Treatment information

Complete all applicable

Billing Dentist or Dental Entity

Complete all applicable fields

Treating Dentist and Treatment Location
information

Complete all fields (Treating Dentist signature
required)

INTRODUCTION TO CLAIMS
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ADA. Dental Claim Form
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Remittance Notices(Explanation of Benefitsz EOB)

Checks and electronic funds transfers (EFT) are processed on a weekly basis. Written and electronic
notice of claims payment or denial will be reported on your remittance advice or 835 fi le based on
your contract with the Health Plan.

HOW TO SET UP FOR ELECTRONIC FUNDS TRANSFERS (see Section 22, Forms)

HOW TO SET UP FOR ELECTRONIC REMITS - 835 (see Section 22, Forms for Emdeon
Application. For SSI users please call (800) 881-2739)

HOW TOREAD YOUR REMITTANCE ADVICE (see example)

Section 1

1. Date of remittance advice

2 Name of plan/program member is enrolled with
3. Internal number assigned to provider

4 Name/address of service provider

Section 2

5 Member name

6 Member identification number

7. Referral/authorization number

8 Referral/authorization type

9. From ¢ to service dates

10. Claim number

11. Date payment posted to the Health Plan accounts payable

12. Service provider account number

13. Identified statistical (capitation) claim from non -statistical (Feefor-Service) claim

Section 3 Line item detail

14. Procedure code

15. Disposition reason (denial, contract adjustment, prompt pay discounts, etc.)
16. Description of procedure code

17. From ¢ To service dates

18. Total billed amount per service line

19. Amount rejected per service line

20. Member deductible amount per service line

21. Member copay amount per service line

22. Amount approved for payment per service line

23. Amount withheld (for contracts with a withhold provis ion)
24. Net amount of payment per service line

INTRODUCTION TO CLAIMS 6.22
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25.
26.
27.
28.
29.
30.
31.
32.
33.

Breakdown of adjudication (total lines for entire claim appear **claims totals**)
Total claim for member

Total amount billed for all service lines

Total amount rejected for all service lines

Total amount applied to member deductibles for all service lines

Total amount applied to member copays for all service lines

Total amount approved for payment to all service lines

Total amount withheld for all service lines

Net amount for claims for all service lines

Remit also includes appeal rights, instructions and address for submission.
**For questions, see page 6.2 in this section, Claims Resubmissions.

INTRODUCTION TO CLAIMS

6.23




THE UNIVERSITY OF ARIZONA HEALTH PLANS

£€s°2eT 00°0 £€5°giT 29°SS 00°SET S8°L1IT 00°1E9
gszee 00°0 €s-2ze 29°8S 00°SET S8°L12 00°1E9

Iuncey PIOYY3ITM poacaddy juncemy Iunomy posoeley porTTE
ECTY Junowy Junowmy Kedo) Jonpeq Junomy Junoy

sxs STVIOL STTRTO =sxse

dHan
shxemeng (S MAAIACHA) HOMNIEA

£s-zeT 000 £s-zee 29°SS 00'SEL S8 LIZ 00" 1E9 ses STEIOL SWIUID ses
€S "ZZT 00'0 €S zzT 29°SS 00'SEL s8° LIz 00" 1€9 sss STUIOL SWIVID GOUUIZTRON 44
Arewsmg NYI4 HUTYEH dHAN HIIS INTNTIOHNT §. HASIDN
€S °ZZT 000 £S5 2T 29°6S 00°SET s8°LIZ 00" TE9 ss SIVIOL WIRID s o
sSs°ZT ONENSNIOD INFILVE
00’0 ATHILOOTAT INTIIVE
£ GH ¥O3 aNAE TYAOMAAY 0z 08 ENHRAYE ¥O3 QaIAOMASY
ST'EE dO-ALTIM TYALOWHINCD
0z "05 00°0 0Z° 0§ S§°2T 00°0 ST EE 00°96 N 80/60/%0 - B0/60/%0 ‘W §Z d ¥d VYO 4SOH OSHS ZET66
66°LT ONTVEINSNIOD INTIIVA
00°0 ATHIZIONAAT INAIZIVE
£ O ¥WOS aNNE TYAOMAAY 86" 1L INARAYSE ¥MO3 dIANOMALY
£E0°LY A0~ ALTEM TYNALONHINGD
86 " 1L 00°0 86" TL 66 LT 00°0 €07 LY 00 "LET N 80/80/%0 - 80/80/%0 ‘K GE 4 ¥Wd VD ISOH DSHS £EZ66
66°LT ONVINISNIOD INAIIVA
000 ATHILOONCAC INTIZIVSE
£ OO ¥0O3 GNNE TYAOHEaY 86 1L INTIRAYE ¥03 ganOuaay
c0O°LY A0~ ZALTHM TYALOVNINGD
86 "TL 00°0 86" TL 66°LT 00°0 €07 LY 00 "LET N 80/L0/%0 - BO/LO/%0 ‘R GE d ¥Md VYD ISOH OSHS £ET66
60°L DONNINSNIOD INAIIVE
00°SET ATHILOOAAC INFAIIVA
£T OH W03 NAS TYACHESY LE BT INAERAVYE ¥03 gIAOHMaSY
¥5°06 A0-ALTHM TYALOVHINGD
LE "8 00°0 LE BT 60 "L 00°SET ¥5° 06 00192 N 80/90/%0 - B0/90/%0 IN OL @ ¥Md AU¥D JISOH IST E£ZT66
Juncery PIOYYITE peacxddy juncmy JIunowy pescefey porrtd 3/8 o3 - =033 worjdsioseq epod
ETT Junouny Junomy Kedop Jonpeq Junowy Junouy G93Vp O TAIg ooxa ooxg

e ICPUBA JOFEVT OF FUNM FJUOLAVL 4 4e
N XOOOOOKKX. 80/ 1Z/%0 peesd 80/60/¥0-80/90/%0
u\auonl.cuﬁ.oouascvuoon.l«:o S-vou-louu

SEOIPPY IOPTAOXL
D ALTYIOHASE Ty
edfy TeaIezeu § TeIISIOM

dHAN — NYId RIUIYAEH :e3T§
WOOCONOIK. rxequny Iopusy
Axemung @oTAPY SOUE))TmEY

95458 Z¥'NOSDAL
BITATH 3 10L2
4Han

OIUN INPTAOIL (IOPUS) WIVID
OO O 4 a¥r'zoa
# IqmeR eweN

SSTHAAY YIATACHI
BN N FAATACHS

6.24

INTRODUCTION TO CLAIMS




SECTION 7



THE UNIVERSITY OF ARIZONA HEALTH PLANS

Member Copayments

The Health Plan AHCCCS members (except for TWG and TMA members discussed below) cannot
be denied services because of their inability to pay their nominal copayment. Nominal copayments
are non-mandatory copayments. A member may be billed for the copaymen t, but not sent to
collections.

Nominal Copays

Prescriptions $2.30 per prescription drug

Outpatient services for physical occupation and speech therapy $2.30

Doctor or other provider outpatient office visits for evaluation
and management of care

$3.40

Copayments are collected by the facility providing services. Only one copay per provider/ facility
site per day may be collected. The following are exempt from AHCCCS copayments :

e Any member under age 19, including KidsCare members

o All persons determined to be Seriously Mentally Ill (SMI) receiving RBHA services
e All members who are receiving C1 b O E BRéhébilitbkive Services

¢ Members on SOBRA Family Planning Services Only Program

e Admission in the hospital, nursing home , hospice or long term care facility

e Prenatal Careincluding OB doctor visits and tests

e Well Baby and Well Child Program for children

e Services related to a preghancy or any other medical condition that may complicate the
pregnancy, including tobacco cessation treatment for a pregnant woman

¢ Native America n Health Plan enrolled parents

¢ Family planning services and supplies

Please call the Customer Care Center or review member eligibility status on the Health Plan web
sites or AHCCCS web site to determine if the AHCCCS member has a required copayment.

TMA Copayments
Transitional Medical Assistance (TMA) members are required to pay copayments. Providers may

deny services if the member fails to make the required copayment. Providers may elect to reduce or
waive copayments, however it is not a requirement and is on a caseby-case basis.
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$2.30 per prescription drug

Prescriptions

Doctor or other provider outpatient office visits for $4.00
evaluation and management of care
: : : : $3.00
Outpatient physical, occupational and speech therapies
: , $3.00
Outpatient non-emergency or voluntary surgical procedures
TWG Copayments
Generic Prescriptions and Brand Name Prescriptions when
there is no generic $4.00
Brand Name Prescription when there is a generic that can be
$10.00
used
$30.00
Non -emergency use of an emergency room
#OEUOUzZUwOIiI I PET wybUDPUU $5.00

For current co-pay information, please contact the Customer Care Center at 28005828686 or check
eServices.

Healthcare Group Copayment Guidelines

UNIVERSITY HEALTHCARE GROUP members are responsible for copayments, coinsurance and
deductibles, which vary by the type of Healthstyle Benefit Plan chosen. For the most current
information on benefits please contact HCG at 1-800-582-8686 or visit the HCG web site at:
www.uphcg.com.

University Healthcare Group deductibles for each respective plan include:
3 Classic Plan: $1000, $2000 and $3000

J Secure Advantage Plan: $2000 (only current members, no longer offered)
3 Active Plan: $500 and $1500

3 Silver Plan: $3000

3 Copper Plan: $150

*Copays and coinsurance do not apply towards meeting the annual deductible*

M EMBER COPAYMENTS 7.1
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Deductibles apply to all covered services except: Preventative Services for Silver and Copper Plan

Physician office visit ¢ Evaluative and Management only (same on all plans)
3 Primary Care Physician: $25 copay each visit (including Preventive Care, Mammography,
and Wellness Care)

3 Specialist: $35 copay each visit

Basic Lab and X-ray
3 Classic Plant Lab: $10 copay, %Ray: $25 copay

J Secure Advantaget Lab: 10% coinsurance X-Ray: 10% coinsurance
3 Active Plan ¢ Lab: 20% coinsurance, XRay: 20% coinsurance

3 Silver Plan ¢ Lab: $10.00 cepay, X-Ray 10% coinsurance
3

Copper Plan ¢ Lab: 20% coinsurance, XRay 20% coinsurance

Emergency Medical Services
3 Classic Plan: $300 copg (waived if admitted)

Secure Advantage: $300 copay (waived if admitted)
Active Plan: 20% coinsurance (waived if admitted)

3
3
3 Out-of-Network: 30% coinsurance (Classic, Secure Advantage, and Active Plans)
3 Silver Plan: $400 cepay In Network and Out -of-Network (waived if admitted)

3

Copper Plan: 20% coinsurance In Network and Out-of-Network

Urgent Care Clinic Visits (same on all plans)
3 $40 copay

Prescription Drugs on the formulary not subject to deductible (same on all plans)
3 $10 copayt generics

3 $35 copayt Preferred (and more expensive generics and most preferred)

3 $55 copayt Non-Preferred

For all other services members will be responsible for paying their deductible, copay and/or
coinsurance amounts. Including, but not limited to the  following:

Emergency Medical Transportation
3 Classic Plan: $100 copay

3 Secure Advantage: $100 copay
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3
3
K}

Active Plan: 20% coinsurance
Silver Plan: 20% coinsurance

Copper Plan: 20% coinsurance

Inpatient Hospital Services

3

3
3
K}
K}
K}

Classic Plan: $500 copay

Secure Advantage: $50 per day for 1st 10 days, then 50% coinsurance
Active Plan: 20% coinsurance

Silver Plan: $500 copay

Copper Plan: 20% coinsurance

Out-of-Network: 30% coinsurance (Classic, Secure Advantage and Active Plan)

Emergency admit coveredonly until member is stabilized

Outpatient Surgery and Imaging

Classic Plan: 10% coinsurance

Secure Advantage Plan: 20% coinsurance
Active Plan: 20% coinsurance

Silver Plan: 10% coinsurance

Copper Plan: 20% coinsurance

Oral Surgery and Dental Trauma

Classic Plan: $20 copay

Secure Advantage Plan: 20% coinsurance
Active Plan: 20% coinsurance

Silver Plan: 20% coinsurance

Copper Plan: 30% coinsurance

Durable Medical Equipment / Orthotics and Prosthetics

3

K}
K}
3
3

Classic Plan: 10% coinsurance (imit: $2,500 benefit per year paid by plan)

Secure Advantage Plan: 40% coinsurance (Limit: $1,000 benefit per year paid by plan)

Active Plans: 40% coinsurance (Limit: $1,000 benefit per year paid by plan)
Silver Plan: 20% coinsurance

Copper Plan: 40% coinsurance

M EMBER COPAYMENTS
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SPECIAL NEEDS PLAN (SNP) MEMBERS

SPECIAL NEEDS PLAN (SNP) members do not have copays. Services not paid by Medicare will be

covered by their AHCCCS plan if correct referral and/or Prior Authorization are in place and the
serviceisacoveredEl Ol | PUS w3 T 1 w' 1 EQUT w/ OEQw2-/ wlOl OEIl Uz UwOI |
determined by their AHCCCS Rate Code.

determined by the Social Security Administration:

Level ' Deductible Generic Copay Brand Copay \
1 $0 $2.50 $6.30
2 $0 $1.10 $3.30
3 $0 $0 $0
4 $63 maximum 15% 15%

Each of the five product lines have specific covered and non-covered services.

Covered benefits for University Healthcare Group (HCG) members are based upon benefit packages
purchased by the employer group. It is the responsibility of the provider to determine eligibility and
benefits for the member prior to each visit. The following are not covered under the HCG benefit
plans:

Behavioral Health Services
Pre-existing Conditions

Transportation (covered only for emergency transportation)

Dental (available at additional cost to member)*

3
3
3
J Vision (available at additional cost to member)
3
3 Allergy testing and immunotherapy

3

Maternity (Excepton Classic Plan)

*HCG will cover dental services when related to trauma.
3T T w2x1 EPEOQw-11 EUw/ OEOUwm2-/ AOw40PYI UUPUaw" EUIl w E

3 Dental
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J Vision

Providers must receive an authorization for services requiring prior authorization (PA) before
rendering those services to an eligible member. Please see Section 9 for detailed information on the
referral and Prior Authorization processes. All non -emergent services to a noncontracted facility or
provider due to lack of par ticipating specialty providers in the member area must be prior
authorized. Referrals to non-contracted providers and facilities for non -emergent services in areas
where contracted providers exist are discouraged and subject to medical review and prior
authorization.

The Prior Authorization Grid lists services and procedures and identifies the referral and
authorization process for each plan. Please note that covered benefits vary between product line
(AHCCCS, SNP and Healthcare Group). This grid is intend ed to serve as a guideline only. If you
have any questions concerning services that require Prior Authorization, please contact the Prior
Authorization department (see Quick Reference Guide).

EMERGENCY SERVICES DO NOT REQUIRE PRIOR AUTHORIZATION
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Covered Services

Vision Services

The AHCCCS Plans Vision Coverage For Children (Under Age 21)
3 Covered servicesinclude eye examinations and provision of glasses for members under the
age of 21

J Primary Care Providers are required to furnish initial vision screening in his/her office as
part of the EPSDT program

3 Members under 21 with vision of 20/60 or greater should be referred to the Health Plan
specific contracted provider for further examination and possible provision of glasses

3 Replacement of lost or broken glasses will be provided once in a twelve-month period

J Contact lenses are not a covered benefit

Vision Referral Requirements

EPSDT
Notification or Prior Authorization is not required for vision screening and/or lenses and glasses.

Adults
J Adults are not covered for routine eye exams and glasses

J Adults 21 years of age and older should be dire cted to a contracted ophthalmologist for the
diagnosis and treatment of eye disease. Prior authorization or notification is not required.

J Diabetic eye screenings can be provided by qualified eye/optometry professionals for Adults
21 years of age and otler, however, the member must be directed to a contracted
ophthalmologist if it is determined that the member has eye disease. Prior authorization or
notification is not required.

J Brescriptive lenses are not covered unless they are the sole visual progtetic device used by
the member after a cataract extraction.

Note: Eye care for adults is covered for emergency medical conditions only. Prior Authorization is
not required in emergencies.

Special Needs Plans (SNP) Vision Coverage
3 Up to one routine eye exam every year

J Diagnosis and treatment for diseases and conditions of the eye

3 The cost for one pair of eyeglasses or contact lenses after cataract surgery*

COVERED SERVICES 8.0
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3 The cost for one pair of glasses or contact lenses annually (not both); benefit amount
limitation.*

*Benefit amounts are subject to change. Please contact the plan for current benefit coverage.
Healthcare Group Vision Coverage*
For an additional charge vision services are available through Avesis (see Quick Reference Guide).

*Benefits mg be revised at any time and may require referral or prior authorization. For the most current
information, contact HCG at 80682-8686 or visit the HCG web siteiww.hcgaz.com

Qualified Medicare Beneficiaries (QMB)Yervices

Qualified Medical Beneficiaries (QMB) recipients are Medicare eligible persons qualified under the
Medicare Catastrophic Coverage Act of 1988. For these members Medicare coverage is primary.
QMB members are eligible for the following services unde r Medicare that the Health Plan does not
cover:

Chiropractic services

Outpatient occupational therapy coverage
Inpatient psychiatric services
Psychological services

Respite services

G G G G G G

Any services covered by or added to the Medicare program, whic h are not covered by the
Health Plan

The Health Plan will pay any co -insurance or deductible for the services listed above.

THE HEALTH PLAN LIABILITY FOR MEDICARE BENEFICIARIES

Out of Prior
Covered Services Contractor Responsibility In Network  Network* Authorization

Medicare Only ¢ Cost sharing
not covered by responsibility only for Yes Yes No
AHCCCS Only ¢ Reimbursement for all
not covered by medically necessary
Medicare, including services Yes No Yes
nharmacyv and athar
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http://www.hcgaz.com/

THE UNIVERSITY OF ARIZONA HEALTH PLANS

AHCCCS and Medicare | Cost sharing
covered service (except | responsibility only

for emergent) Yes No Yes
Emergency Cost sharing
Services responsibility only Yes Yes No

*Unless authorized by AHCCCS Contractor
The Health Plan will pay claims for QMB members according to the AHCCCS Medicare Cost

Sharing Policy. The Health Plan will have no cost sharing responsibility if the Medicare payment
OEUVUET T UwOUwi RET T EUwPT EVwWwPOUOEWT EYT WET | OwxEPEwx1 Uw
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Referral/Prior Authorization

The following section contains detailed information for the referral and Prior Authorization process.
Topics addressed in this section are:

3 6T EOwPUwWUT 1 w/ UPOEUaw" EUI w/ UOYPEI Uz UwUOOI wul T EU

3 What is the specialty care providers role regarding referrals?

3 Can specialty care providers and ancillary vendors write referrals or request Prior
Authorization?

3 Alist of services that require Prior Authorization or notification

3 How to handle expedited referrals

3 How to complete a referral form

Definitions

Prior Auth. Form:

Referral:

No Notification:

Notification to Plan:

Prior Authorization:

The form used to request Prior Authorization s, notify specialty care providers
or the Health Plan of referrals.

Services that are outside the scope of the Primary Care Provider may be

referred to a contracted specialty care provider. The Primary Care Provider

will complete the Referral Form or acceptable substitute and fax it to the

Uxl EDPEOUAWEEU]I wxUOYDPEI Uz UwoOi i PET WEOOOT wk
pertinent documents.

If no notification to the Health Plan is required the Primary Care Provider will
provide writ ten instructions (i.e. note on prescription pad or Referral Form)
and applicable test results and other applicable documents to the specialty care
provider.

If notification to the Plan is required, the Primary Care Provider will com plete
U1 w/ UPOUwW UUT OUPAEUDPOOWHOUOOWUI OEYi ERwWE
and to the Prior Authorization Department (see Quick Reference Guide for fax
information).

If Prior Authorization is required the Primary Care P rovider or specialty care
provider will complete the Prior Authorization Form, attach supporting
documentation and fax to the Prior Authorization Department. Some
medications (including non -generic medications) require Prior Authorization.
For Prior Author ization please complete a nonformulary drug form located in
Section 22 Forms of this manual, and fax to the Hospital and Pharmacy
Coordinator (see Quick Reference Guide).

REFERRAL AND PRIOR AUTHORIZATION 9.0




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Although administration of chemotherapy does not require Prior
Authorization, in so me cases the chemotherapy drugs may. Please contact
Pharmacy Prior Authorization to assist in that determination. (see Quick
Reference Guide).

General Guidelines

1. The Primary Care Provider is the coordinator for medical services. For services requiring
authorization, all providers must receive Prior Authorization BEFORE rendering services to
member. The Prior Authorization Guidelines follow in this section. Please call your Provider
Relations Representative if you would like a copy of any guideline.

3 Primary care physicians, specialists, hospitals and vendors should fax Prior
Authorization requests to the Prior Authorization Department (see Quick Reference
Guide).

3 If PA is not required, per the Prior Authorization Grid, the primary care physician must
refer the patient with a form of written instruction (i.e. note on prescription pad or
Referral Form) with reason for visit (consult only ¢ consult & treat, diagnosis, findings,
etc.) to present to the specialty care provider. Only consults with pain manag ement and
podiatry providers require Prior Authorization.

3 Specialty care providers should obtain Prior Authorization for all procedures and
services they will be performing. Specialty care providers must obtain Prior
Authorization from the Prior Authoriz ation Department for all services as listed on the
Prior Authorization Grid.

2. Referrals and Prior Authorizations are typically valid for at least 180 days from the date of
approval. Length of approval is dependent upon the medical condition being treat ed.
Payment may be denied for services provided after the designated visits/days on the Prior
Authorization.

3 Medically necessary incontinence briefs and some DME may be authorized for one year
periods.
3. OOwxUOYDPEI UUwUT OUOE dity bnlihe Hag seivice®dredéntleted. Cantacd DT DE D

U1 w" OU0OO0T Uw" EUT w"1 OUT UwUOwYI UPI a wEw®iaOET Uz Uwl
guarantee of payment.
4, All emergent inpatient admissions must be called or faxed to the Utilization Management
department (see Quick Reference Guide).
5. All referral requests must be to contracted providers. Contact the Network Development
Department to verify that a provider is contracted. All referrals to non -contracted providers
must have Prior Authorization thr ough the Prior Authorization Department.

6. , 1 OE1 UUwbO@UPUDPOT wEEOUUWUT T wUUEUUUwWOI wEwUI i1 UU
office. The provider should call the Prior Authorization line for information.
7. Requests for planned admissions, dective surgery/procedures, and specialist appointments
that require authorization should be sent at least two weeks in advance whenever possible.
8. Determinations for requested services will be made within the following timeframes:
3 Standard requestswill be completed within 14 calendar days unless an extension is
requested.
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3 Expedited requests will be completed within three (3) business days unless an extension
is requested.

To ensure timelines of determinations for your request, please submit  clinical notes to
support the services you are requesting.

1. Members may have a second opinion from a qualified health care professional within the
network, or out of network if there is not one available in network. Prior Authorization is
required for out of network referrals.

Outpatient Services, Planned, Noifitmergency and Elective
Hospital Admissions

Prior Authorization is required for outpatient services, planned, non -emergency and elective
hospital admissions. The covered services are outlined and summaized in Section 8, Covered
Services. Notification to the Prior Authorization Department must be provided no later than the
fourth day of admission of an emergency hospitalization or fourth day of an ICU stay. If the
required notification day falls on a we ekend or state holiday, notification must be provided no later
than the next business day.

Medical Records

Upon the request for medical records from the concurrent review nurse, medical records must be
received within 72 hours of request or may be subjectto denial of day, until records are received. If
the required notification day falls on a weekend or state holiday, notification must be provided no
later than the next business day.

To Request an Authorization
¢ Faxto: (See Quick Reference Guide or Prip Authorization form). (This is a RightFax
Computer System, which reproduces the referral electronically). This is the preferred
method for obtaining authorization:

e Submit your request on a completed Prior Authorization Form. Please ensure that the
providl Uz UwOEOI wEOEwi ERWOUOEI UWEUI wEOl EUOa wOOUI
request is Standard or Expedited.

e Standard Requests: under 42 CFR 438.210, means a request for which a Contractor must
xUOYPE]I wEWEI EPUDPOOWE U wWI B x InEdditorOdqlrésahutthat w01 1 wo
later than 14 calendar days if the member or provider requests an extension or if the
"OOUUEEUOUwWRNUUUDPI Dl UWEwWOI | Ewi OUWEEEDPUDOOE QWD
best interest.

o Expedited Requests (up to 72 hours fa approval): under 42 CFR 438.210, means a
request for which a provider indicates or a Contractor determines that using the
UUEQGEEUEwWUDPOI i UEOT WwEOUOEWUI UDOUUOGawNl OxEUEDA
attain, maintain or regain maximum function. The Contractor must make an expedited
EUUI OUPAEUPOOWETI EPUPOOWEOEwWxUOYDPETI wOOUDPEIT wEU
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condition requires no later than three working days following the receipt of the

authorization request, with a possible extension of up to 14 days if the member or

provider requests an extension or if the Contractor justifies a need for additional

DOi OUOEUPOOWEOEwWUT 1 wEl OEawPUwhbOwUT T wdl OEI Uz U
¢ If you need to send an urgent request, please fax it in and then call us the same ay and

advise that an expedited request has been submitted.

¢ An extension will be requested if the Prior Authorization Department needs more
information in order to process your request for services. If the information is not
received within 28 calendar days, the requested services may be denied for lack of
documentation.

NOTE: If calling the Prior Authorization Department because faxing is not an option,
please have the following information available for the intake staff:

Member identification number

Member name and date of birth

Reason for referral (including CPT codes if possible)
Diagnosis (including ICD -9 code)

Specialty care providers full name (phone and fax if available)

G W G G G G

Supporting documentation

Making Referrals to Specialists

Primary care physicians are responsible for making appropriate referrals to specialty care providers
when members have medical needs the PCP cannot reasonably be expected to treat. Primary care
physicians must refer members to specialty care providers who are part of the provider network.
Please call your Provider Relations Representative if you need additional information about our
contracted provider network or you may access an updated Provider Directory on the plan specific
web sites.

Provider referrals for all Health Plan consultations to contracted specialty care providers DO NOT
require Prior Authorization, except for,

3 Adult Allergy ¢ Please reference Prior Authorization Grid for limitations
J Pain Management
J Podiatry t Please reference PriorAuthorization Grid for limitations

3 Plastic Reconstructive Surgery
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Consultation referrals to all non -contracted providers require Prior Authorization. Authorizations
for other procedures performed or requested by the specialist, as indicated on the Prior
Authorization Grid, are required.

Services Requiring Prior Authorization
This is not an inclusive list. Please contact your Provider Relations Representative or the Prior
Authorization Department if you have any questions regarding the need to prior auth orize a service.

Inpatient Admissions
3 Skilled nursing facilities

3 Free-standing specialty hospitals
3 Inpatient facility

J Rehabilitation facilities

Note: Inpatient and observation face sheets must be faxed to Prior Authorization within 24 hours of
admission to facilitate concurrent review processes (see Quick Reference Guide). Emergency Room
and emergent visits must be faxed to Prior Authorization (see Quick Reference Guide).

SNP members must be stabilized before providers seek Prior Authorization fo r emergency and
urgently needed services.

Outpatient Services (Please check with specific plan to determine coverage benefits)
3 Home Health care

Hospice

Speech therapy

Physical therapy

Pregnancy termination

Surgery, scheduled both in and out-patient

Home infusion services

G W e G e G G

Outpatient rehabilitation, including cardiac and pulmonary

Note: DME items costing more than $300 billed charges will require Prior Authorization, including
C-PAP and Bi-PAP. Please consult with Prior Authorization Department for any clarifications.

Customized Orthotics and Prosthetics , including but not limited to: (Please check with specific plan
to determine coverage benefits)
3 Above and below the knee prosthetics

3 Arm prosthetics

3 Dynamic splints

REFERRAL AND PRIOR AUTHORIZATION 94




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Ankle -foot orthotics (AFO)
Thoracic-lumbar -sacral orthotics (TLSO)
Any lower body orthotics not mentioned above

Breast prosthesis with or without bra

G W e G G

Other specialty and customized items.

Diagnostic Services * (Please check with specific plan to determine coserage benefits)
3 Genetic Testing/Amniocentesis

3 MRI/MRA
3 Sleep Studies

3 Home Uterine Activity Monitoring

*Routine diagnostic lab and radiology DO NOT require Prior Authorization.

Durable Medical Equipment (DME) - The primary care physician or specialty care provider will
be asked to provide a prescription for DME equipment, including the diagnosis related to the need
for the equipment or supplies, and the length of need. The ordering provider is responsible for
recertifying medical need for equipme nt before the initial authorization period has expired for
services to be continued.

Hysterectomy - Hysterectomies are a benefit, for limited circumstances. The provider will be
required to submit a Prior Authorization to determine medical necessity.

Prior Authorization requests for hysterectomy services should be faxed to the Prior Authorization
Department fax number (see Quick Reference Guide). Please include documentation to support
medical necessity of the hysterectomy, including prior medical and surgical therapy and results.

Members must sign a consent form (located at the end of this section), which includes information
that the hysterectomy will render her incapable of bearing children. Prior Authorizations may be
granted based on these documerts. For AHCCCS/SNP members, providers may use the sample
AHCCCS hysterectomy consent form included in this section, or they may use other formats as long
as the forms include the same information and signatures as the AHCCCS hysterectomy consent
form.

The provider is not required to complete the consent to sterilization form prior to performing
hysterectomy procedures and the 30-day waiting period required for sterilization does not apply to

hysterectomy procedures.

In a life-threatening emergency, Prior Authorization is not required, but the provider must certify in
writing that an emergency existed.

REFERRAL AND PRIOR AUTHORIZATION 95




THE UNIVERSITY OF ARIZONA HEALTH PLANS

Home Health Services

Services must be for the provision of skilled medical services that cannot be provided on an
outpatient basis. Most post-discharge home health authorizations are for a limited number of
intermittent home visits within a 14 -day post discharge period. Due to the limited coverage time
frame, the home health nurse will work with the member and his/her family to teach self -care within
the home setting.

Home Infusion Services

Services must be for the provision of infusion services that cannot be provided on an outpatient
basis. If a provider, other than the primary care physician, , orders home infusion care, Utilization
Management will notify the primary care physician. Home infusion services include:

IV antibiotic treatment
Hydration
Pain Management

Enteral and parenteral therapy

G W e G G

Chemotherapy

Note: Benefits may vary by product line, always verify benefits and eligibility and check the
Prior Authorization Grid prior to ordering services.

Rehabilitation Service Referrals

All requests for rehabilitation services require Prior Authorization. Rehabilitation services are
available to members when there is a reasonable expectation of impoovement. Rehabilitation
services include medically prescribed treatment, improving or restoring functions that have been
impaired by acute illness or injury. Rehabilitation is not covered for maintenance regimens or for
chronic conditions.

Prior Authorization Guidelines

Sterilization Services

Any woman over the age of 21 years and determined to be mentally competent can consent to
sterilization. Voluntary consent must be obtained without coercion. AHCCCS requires that a Form
4201 Consent Form befilled out when a woman requests sterilization (sample found in forms
section). Thirty days, but not more than 180 days must have passed between the date of informed
consent and the date of sterilization. In the case of premature delivery or emergency abdominal
surgery if at least 72 hours have passed since the informed consent was given, the procedure may be
performed. In the case of premature delivery, the informed consent must have been given at least 30
days before the expected delivery date.

Transplan tation Referrals
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recommendation and supporting documentation of medical necessity. Members requiring a
transplant are case managed by the Case Manager/Transplant ©ordinator.

Prior Authorization Form Completion

The referring provider, during business hours, may obtain Prior Authorization by faxing the pre -
printed referral form or calling the Prior Authorization Department. Administrator  -on-call will
respond after-hours and on weekends. Prior Authorization is staffed 24 hours per day, 7 days per
week with both professionals and para-professionals. Referring providers must use the pre-printed
referral forms. Prior Authorization can only be given for services that will be provided to eligible
and enrolled members.

The following information is required on the referral form.

Date: The date the Prior Authorization form is initiated.

Requesting Provider: Name of the provider requesting the Prior Authorization.

PCP:Name of Primary Care Provider if different from requesting provider.

Office Contact: Name of office staff personnel completing Prior Authorization Form. This

should be a staff member that can be contacted by the Prior Authorization Nurses for fu rther

DOi OUOEUDOOS W2UET | wOl OET Uz UWEDPUI EUwxT OOI Owi ER wWE
E. Prioity: " T 1 EOwl PUT I Uw2UEQOEEUVEwWOUWS$RxT EPUI Edw/ Ol EUI u
ONLY PT 1 OwOl EPEEOOawlOl EIl UUEUa B8 w( OE x x U@nayttaugePA wU U
to be down-graded to Standard if appropriate.

Member Name: Name of patient

Cow>»

n

Date of Birth: Birth date of member

MemberID# 31 1 wbEI OUPI PEEUDPOOWOUOET UwlOi wlT 1T wdl OET Uuwl
Specialist Consult to: Name of specialist being referred to (if applicable)

Specialist Location: Address of specialist (if applicable)

Name of Procedure: Be specific and include all CPT codes and descriptions applying to the
requested services. Indicate estimated lengthof stay for inpatient procedures.

Contracted Facility to be used: Place where procedure will take place

Date Scheduled (if known): Date procedure is scheduled for. Note: It is not recommended
that procedures be scheduled prior to receipt of Prior Authorization.

Ancillary Service Request: If requesting an ancillary service, please check the appropriate
box.

Diagnosis/ICD -9 code:Include both the description and the code numbers

Procedure/CPT code: Include all CPT codes that apply to the procedure listed above
Comments: Please include any comments pertinent to this request

Response: This section is for the Health Plan use only. Please do not mark in this section.

XeTIO0

-

£

0O TVO

The Prior Authorization re quest will be processed by the Prior Authorization Department as
follows:
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3 Expedited Requestst Within three (3) business days

J Standard Requestst Within 14 calendar days of receipt of request unless additional
supporting documentation or research is r equired.

3 The Requesting Provider is responsible for contacting the patient and assisting with
appointment scheduling.

J Denied authorizations will be clearly documented and returned to the requesting provider
within 24 hours of the decision.

All parties have the right to grieve the decision per the appeals policy.

REFERRAL AND PRIOR AUTHORIZATION
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THE UNIVERSITY OF ARIZONA HEALTH PLANS
PRIOR AUTHORIZATION FORM

ALL SECTIONS OF THIS FORM MUST BE COMPLETED &
MEDICAL DOCUMENTATION MUST BE PROVIDED

FAX Form to: (B66) 210-0512

Date: A Member Name _F
Date of Birth _G
Requesting Provider: B UPHP ID# H

PCP (if different). C
Specialist Consult To: |

Specialist Location: J

Office PA Contact: D Name of Procedure(s): K
Phone#: Contracted facility to be used,_L
Fax #: Date Scheduled (if known): _NM
Ancillary Service Request: N

PRIORITY s cone: E O Physical Therapy O Occupational Therapy 0O Speech Therapy
£ Standard (up to 14 days for approval) Number Visits i
[ Expedited” (up to 72 hours for approval) Diaanosis/ICD-9 code O T P /

* Providers must use “Expedited” only when ‘agnos|

medically necessary! Diagnosis/ICD-9 code /

Flease Mote: Inappropriate Expedited requests may . .
be down graded to Standard by UPHP Diagnosis/CPT code /
COMMENTS: @

Response to Provider: UPHP has considered the above request and has made the following determination: (=4
] Approved

] Denied for the Following Reasonis): #
1. Regquested service is not an AHCCCS coverad benefit.

2. HNo notes were recaived with the request by UPHF in order to evaluate for madical necaasity,
3. Mo documentation of medical necessity based on the information received for review by UPHP.

4, Mo documentation of trial / failure of conservative medical treatment{s) by the referring provider,

Denial letter type:

Medical Director Signature: Date of Decision:
Comments:
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Exhibit 820-1 - AHCCCS Hysterectomy C onsent Form

Arizona Health Care Cost Containment System
(AHCCCS)
Hysterectomy Consent Form

A hysterectomy is the removal of the whole uterus (womb ). A hysterectomy cannot be reversed and

it will permanently prevent you from having children. A hysterectomy should only be performed

PT 1T OwUI T Ul wPUWEWEDUT EUI wOl wUOT T whbOOEOzUwUUT UUUwWOUw
removing the uterus. It is a serious operation and there are discomforts and a chance of serious

health problems.

AHCCCS does not cover hysterectomy procedures when performed only for the purpose of
rendering an individual sterile.

By signing below, | hereby consent of my own free will to undergo a hysterectomy, which will
render me permanently incapable of reproducing. My  signature also acknowledges that | have
read and understood the above information.

Patient Signature Date
Patient AHCCCS Identification Patient Social Security Number
Number

In accordance with Federal Regulation, 42 CFR 8§ 441.255, thesignatures and dates below are
required in order for reimbursement to be made.

[/ TUUOOwWPT OwOE UE pdseht tothe 1 wx Date
hysterectomy
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Quality Management

Goals
1. To provide accurate, understandable data to help facilitate the maintenance and
enhancement of high-quality member care and services.
2. To assurecompliance with AHCCCS and Medicare quality -related standards.

3. To assess the quality and appropriateness of services to members through the conduction of
Performance Improvement Projects.

4. To identify opportunities for improvement through the tracki ng and trending of member
and provider staff issues.

Quality Management Performance Improvement Committee

(QM/PI)

The Quality Management Performance Improvement (QM/PI) Committee headed by the Chief
Medical Officer and overseen by the Board of Directors directs the Quality Management process.
The QM/PI Committee is comprised of contracted providers, the Health Plan Director of Clinical
Operations, Director of Clinical Programs and Systems, Director of Quality Management, Utilization
Manager and Clinical Pharmacist.

If you would like to participate in this committee, please contact the Chief Medical Officer, the
Manager of Quality Management or your Provider Relations Representative.

Performance Standards

Contracted providers are required to meet the 20082009 Minimum Performance Standards as
defined below.

3 The Minimum Performance Standard is the minimally expected level of performance.
3 The Goal is a reachable standard.

3 The benchmark is the ultimate standard to be achieved. It is based on Healthy People 2010
goals for health promotion and disease prevention as determined by the US Department of
Health and Human Services.
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The following table identifies the Minimum Performance Standards, Goals and Benchmarks for each
performance measure.

Acute Care Contractor Performance Standards

Goal
Minimum Basedon Healthy People

Performance Measure Performance Objectives or HEDIS
Standard Medicaid Rate for the 900
Percentile of Plans

Immunization of two year olds
4:3:1:3:3:1 Series 80%
4:3:1:3:3:1:4 Series 80%
DTap t 4 doses 90%
Polio + 3 doses 90%
MMR ¢ 1 dose 90%
Hib ¢+ 3 doses 90%
HBV t 3 doses 90%
Varicella t 1 dose 90%
PCVt 4 doses 90%
Immunizations for Adolescents (one dose of 90%
meningococcal vaccine and 1 dose of Tdap or Td) (1)
"T POEUI OzUw#1 OUEOwWSsSPUDUULY 57%
Well-child Visits 15 Months 90%
Well-child Visits 3-6 Years 80%
Adolescent Well-care Visits 50%
"TDOEUI Oz Uw E+24Mbbths0OOw/ " / 97%
"TDOEUI Oz Uw EEIT UUwsEans/ " / 97%
"TDOEUI Oz Uw EANeaSwOOw/ "/ 97%
"TDOEUI Oz Uw EH&AIYa&HIsuOOw/ "/ 97%
Timeliness of Prenatal Care 90%
Appropriate Medications for Asthma 93%
Diabetes Care: Hb AlcTesting 89%
Diabetes Care: Eye Exam 68%
Diabetes Care: LDL-C Screening 91%
EPSDT Participation 80%
EPSDT Dental Participation + Medicaid (2) 54%
EPSDT Dental Participation ¢ KidsCare (2) 60%
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Notes: Contractor Performance is evaluated annually on the AHCCCS-reported rate for each measure. Rates
for measures that include only members less than 21 years of age are reported and evaluated separately for
Title XIX and Title XXI eligibility groups.

Goals are currently based on Healthy People 2010 Objectives; if there was no comparable objective set for a
particular measure, the most recent HEDIS 90th percentile rate for Medicaid plans nationally was used as the
benchmark.

Performance Measures

Performance measures analyze the success of the Health Plan and its providers in providing basic
health screening exams (such as mammography rates) as well as service indicators (such as
appointment availability standards). Member and provider satisfaction are also mo nitored.

The Quality Management and Network Development Departments actively disseminate
information from these performance measure studies to clinics and providers in the form of bi -
annual dashboards as well as through outreach activities. If there is any particular performance
measure you are interested in, please let us know and we will be happy to furnish you with
additional information.

Quality Management activities are called for in accordance with AHCCCS policies and
requirements, and minimum stand ards must be achieved. Corrective action plans and interventions
must be developed to achieve these standards. We will actively seek collaboration with the
providers concerned in formulating such plans.

All performance measurements are reviewed by a specific work group. The work group makes
recommendations to the QM/PI Committee for action based on the data.

We are eager to have provider input and participation on these work groups. If you would like to

participate, please contact the Chief Medical Officer, the Manager of Quality Management, or your
Provider Relations Representative.
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Performance Improvement Projects

The Health Plan identifies an area each year for intensive quality improvement monitoring. These
projects may be undertaken with other AHCCC S plans in order to provide a broad population base,
minimize the paperwork for providers and in order to disseminate standardized, consistent
information (issued by NIH or other academic agencies) regarding the treatment and monitoring of
certain diseaseprocesses. The results of these Performance Improvement Projects (PIP) are reported
to AHCCCS and, in turn, are reported to CMS.

Each PIP runs over a four-year period, with the following annual sequence:
3 Year 1: baseline measurement, planning for possile quality interventions

J Year 2: intervention that is expected to result in improvements over the baseline values
3 Year 3: remeasurement to quantify the result of the intervention

J Year 4: second remeasurement to confirm the stability of the outcomes from the
intervention.

The success of quality improvement projects depend greatly on the extent to which providers
participate in and get involved in the design, measurement, intervention and leadership of
implementation. If you would be interested in pa rticipating in such activities, please contact the
Chief Medical Officer, Quality Management Manager or your Provider Relations Representative.

Quality Management Data Processes

Most data used in generating performance standard reports are obtained from ad ministrative

databases maintained by the Health Plan; however, these reports may require validation through

Ol EPEEOQwUI EOUEWEUEDPUG W61 whpPDOOwxi UPOEPEEOOGawUl gUI U
purpose. Audit findings are shared with providers wit hout violating either patient or clinic

confidentiality.

Individual Quality of Care Issues

The Quality Management department also responds to quality of care concerns received from

members and providers or issues identified during routine clinical reviewo | wOIl OEl UUz wEEUI &
substantiated as a true quality of care issue, the concern may be tracked and trended or may be

forwarded to the Peer Review Committee. (Policy # QM 122 and QM 123)

Summary information on quality of care reviews is furnished to the cre dentialing committee at the
UDOI wOi wlT | -aredenéeaiin.E1 UUZ wUl

All of these activities concerning provider information may be used for future Performance
Improvement Projects.
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Peer Review Process

The Health Plans conducts regular and ongoing peer review of clinical practice. The Quality
Management department identifies issues that may ultimately be referred for peer review. These
issues may come from members, providers or clinical review activities of member care.

A copy of the Evaluating Quality of Care and the Peer Review Policy are available to you by
contacting the Quality Management department or your Provider Relations Representative.

Medical Record Documentation

In accordance with AHCCCS, Medicare and other quality standards, the Health Plan ensures
effective and continuous patient care through accurate medical record documentation of each

provided.

The Health Plan has an ontgoing program to monitor compliance with the established Medical
Record Documentation requirements. The Health Plan will monitor the medical record
documentation for any provider that sees more than 50 members per contract year. This includes
primary care, OB/GYN, specialty provid ers who have had >50 referrals in the prior calendar year.
Complete details of Medical Record Documentation requirements are available upon request from
Quality Management or your Provider Relations Representative. (Policy # QM SNP 6 102) A copy of
the Medical Records Audit tool is included. A copy of the results of the Medical Record is provided
to each office manager and/or provider who has been reviewed.

The Health Plan conducts a medical record audit at least every three years in accordance with the
credentialing cycle.

Credentialing and Recredentialing

The qualifications of contracted providers are obtained and reviewed through the credentialing and
re-credentialing process. An initial site survey is conducted prior to the completion of the providers
initial credentialing. The site survey is conducted by the Provider Relations Representative assigned
to the provider. The Quality Management and Network Development departments provide the
following information at the time that the provider is scheduled fo r re-credentialing:

Complaints and Quality of Care Concerns Information
Member Grievance Information
Performance Measure rates m selected Performance Measures

Results of provider Medical Record Audit

G G e G G

Results of providers most recent Appointment Availability Survey
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The Credentialing Committee will review the information during the re  -credentialing process. A
copy of the site review tool is included.
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Policy Number: QM102

Medical Record Documentation Indicator Guidelineg 2011

Indicator

1. The medical records reflect all
aspects of patient care including the
following:

A. Member identification

Guidelines

The member's name, date of birth, medical record number or AHCCCS

identification number is on all pages with entries.

B. Identifying demographics

The member's name, address, telephone number, AHCCCS identification
number, gender, age, date of birth, marital status, next of kin, and if
applicable, guardian or authorized representative, should be documented in
a consistent location.

C. Current medications noted

A completed medication list with dates of entry should be found which
summarizes all current, chronically prescribed medications. This information
will be found in a consistent location in the medical record.

D. Current problem list

2. The medical record reflects the
following for the last visit in the study
period:

A.1. Provider, signature identifiable

A completed problem list with dates of entry should be found which
summarizes all significant illnesses, medical conditions, past surgical
procedures, or chronic health problems and is updated as new problems are
encountered, as documented in the progress notes. This information will be
found in a consistent location in the medical record.

The provider identifiably signs all entries of service provided to a member. If
a typed or stamped signature is used, it must be accompanied by the
provider's initials/signature. If recorded electronically, the author must be
identified.

A.2. Four digit ID number present

For UPI providers only, a four digit ID number accompanies all signatures for
entries of service provided to a member.

A.3. Entries legible

The record is legible to someone other than the author. The reviewer must
be able to ascertain the essential data on an entry and the resulting plan of
care.

A.4. Entries dated

All provider entries of service provided to a member are dated.

A.5. Co-signature, as appropriate

When a health care assistant (e.g. students and unlicensed assistive

personnel) provides services to a member, their entries are co-signed by a
licensed professional who is authorized by the licensing authority to provide
supervision. Residents must have a co-signature by an attending provider.

B.1. PCT, signature identifiable

The patient care team member must identifiably sign their first initial and last
name on all entries of service provided to a member. If recorded
electronically, the author must be identified.

B.2. Title present

A title accompanies all signatures for patient care team member entries of
service provided to a member (e.g. MA, LPN, RN).

B.3. Entries legible

Patient care team member entries are legible to someone other than the
author. The reviewer must be able to ascertain the essential data on an
entry.

B.4. Entries dated

All patient care team member entries of service provided to a member are
dated.

C.1. Allergies/adverse events

Medication allergies and adverse drug reactions must be noted on the
progress note for each visit. Absence of allergies should also be
documented (e.g. NKDA).
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C.2. Positive symptoms documented

Positive symptoms for each medication allergy or adverse drug reaction are
documented (e.g. PCN - hives).

D. Current problem and exam

Each progress note should contain the chief complaint or purpose for the
visit, and the physical exam findings.

E. Plan of treatment

The progress note should include a plan of care which addresses all
treatments, and instructions to the patient, as applicable.

F. Follow up visit need documented

A scheduled return visit (in days, weeks, months or PRN) is documented for
each encounter.

3. The following should be documented
for members who have had at least
three visits:

A. Initial hx is noted

An initial history for all members should include family medical history (a
record of the state of health and medical history of members in the immediate
family), social history (family situation), and preventative lab screenings. The
initial history for members under age 21 should also include prenatal care
(documentation of mother receiving prenatal care and/or complications of
pregnancy) and birth history. This can be in the form of a progress note or a
history form completed by the patient. If there is a past history in the chart
that was completed while the patient had another form of insurance, the
indicator will be met.

B. Past medical hx is noted

A past medical history should be found for all members (for the previous 5
years if available). It should include disabilities, previous illnesses or injuries,
hospitalizations, surgeries and emergencies. This can be in the form of a
history form completed by the patient, a progress note or a detailed problem
list.

C. Graval/para > 14 yrs.

The number of pregnancies and live births are documented for females 15
years of age and older.

D. Family planning services (15-55 yrs.)

Annual notice verbally or in writing of the availability of family planning
services for men and women age 15-55 (inclusive) is documented. Any
notation regarding any form of birth control is acceptable. Mark N/A if a
women has had a hysterectomy or a tubal ligation or if a man has had a
vasectomy

E. Immun. rcds. (pediatric) < 21 yrs.

An immunization record is present for children under 21 years, and vaccine
name, dose and route is documented. Documentation of "up to date" (UTD)
does not meet this indicator.

F. Immun. Rcds. (adult) > 20 yrs.

An appropriate immunization history has been made in the medical record
for adults 21 years of age and older (Td, influenza, pneumococcal 65 years
of age and older).

G. Substance use/abuse hx > 15 yrs.

For members 16 years or age and older, there is documentation addressing
the use of alcohol, tobacco and substances.

H. Dental history < 21 yrs.

A dental history, if available, is present for all members under 21 years of
age. Evidence of dental discussion (e.g. gums checked, dental caries noted,
referral given to dentist, etc.) is documented.

I. Advance directives documented > 20
yrs.

There should be documentation as to whether or not an adult member 21
years of age and older has completed advance directives.

J. EPSDT Tracking Forms < 21 yrs.

EPSDT Tracking Forms are to be used by providers to document all age
specific, required information related to EPSDT screenings according to the
following minimum service intervals: 2-4 days, 1 month, 2 months, 4
months, 6 months, 9 months, 12 months, 15 months, 18 months, 24 months,
3 years, 4 years, 5 years, 6 years, 8 years, 10-13 years, 14-17 years, and 18-
21 years.
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K. PEDS Tool - NICU grads

Guidelines

PEDS Tools are to be used by trained providers to evaluate all NICU
graduates born after 1/1/06.

4. Responses for the following should
be based on materials received since
the last recredentialing cycle/medical
record documentation audit:

A. Diagnostic information noted

All laboratory tests and screenings, radiology reports, physical exam notes
should show PCP's initial or indication that the physician has reviewed the
results.

B. Consult/referral info noted

All reports from referrals, consultations and specialists should show PCP's
initial or indication that the physician has reviewed the results.

C. Emergency/UC reports noted

All emergency/urgent care reports should show PCP's initial or indication that
the physician has reviewed the results.

D. Hospital discharge noted

All hospital discharge summaries should show PCP's initial or indication that
the physician has reviewed the results.

E. Behavioral health services noted

All behavioral health services provided, if applicable, should show PCP's
initial or indication that the physician has reviewed the results.

F. Release of information documented

Signed release of information should be documented. This can be in the
form of present facility requests to send or receive materials as well as past
facility requests. HIPAA consent forms that specifically address release of
information can be used in conjunction with materials sent or received for
adequate documentation. Notation of follow through should be documented
(e.g. date information released and signature of staff member showing
completion).

G. Communication between providers

Documentation that reflects diagnostic, treatment and disposition information
(including records received from previous health care providers) related to a
specific member was transmitted to the PCP and other providers as
appropriate to promote continuity of care and quality management of the
member's health care.

H. Notification to BH provider if change
in health status or new Rx prescribed.

Documentation that reflects communication between the PCP and BH
provider related to a change in the member's health status or a new
medication

J. Referrals to low/no cost primary care
services as appropriate

There is evidence in the medical record that the provider has referred the
member to low/no cost primary care services as appropriate. (Members

who are losing AHCCCS/SOBRA _eligibility)
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