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Section 1: Introduction and Overview
Overview:

Emanate Health IPA (CVIP) is a new, high quality medical group available to you and your
family in the East San Gabriel Valley. CVIP is made up of over 180 physicians, including
specialists, who are dedicated to providing you quality, compassionate health care.

By selecting a Primary Care Physician affiliated with CVIP you will gain direct access to
Queen of the Valley Hospital in West Covina, Inter-Community Hospital in Covina and
Foothill Presbyterian Hospital in Glendora. All hospitals are affiliated with Citrus Valley
Health Partners, a comprehensive health care system that offers lab, radiology, retail
pharmacies, outpatient rehabilitation services and many other exceptional programs.

Mission Statement
Our mission is to provide high quality and affordable care to our patients.
Values
e We care about our patients and advocate for them.
We provide the same quality care that we would want our families to receive.
We respect each other and are ethical in our business dealings.
We are careful with our financial resources
We seek to find better ways to deliver care to our patients.

MSO Introduction

Network Medical Management (NMM) is a Management Services Organization (MSO)
comprised of healthcare professionals and more than 300 employee associates serving the
rapid growth of its IPAs and Medical Groups. NMM provides comprehensive administrative
support to Independent Physicians Associations (IPAs) and medical groups, pursuing both
quality patient-care and profitability.

In 1994, a team of physicians formally established Network Medical Management (NMM).
Since then, NMM has helped numerous IPAs and medical groups achieve their financial
goals and organizational success. In 2016, NMM have achieved our objectives of
transforming from an IPA model to an Integrated Population Health Model by facilitating
best practices and turning them into a comprehensive healthcare organization which is truly
accessible to all. Network Medical Management has now expanded its services to 10
counties in California providing management to over 650,000 members.

As health care industry continues to evolve, NMM remains at the forefront, anticipating
changes and their impacts to the clients. NMM believes in a solid infrastructure and
technology, which ensure the delivery of an integrated health care system with the highest
efficiency and accuracy.
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Section 1.1
Contact Sheet
EMANATE HEALTH IPA

~ Administration

Dr. Gurjeet Kalkat, Medical Dlrecr | [ gka|kaemanateha|h org

Guadalupe Herrera,
VP of Business Development
Rafael Zepeda
Director, Integrated Networks
Deborah Lopez,
Population Health Specialist / UM

Roxana Robles, Laboratory / Radiology Liaison rrobles@emanatehealth.org

gherrera@emanatehealth.org

rzepeda@emanatehealth.org

delopez@emanatehealth.org

NETWORK MEDICAL MANAGEMENT
(877) 282-8272

Thomas Lam M.D., M.P.H, CEO 6298
Kenneth Sim, M.D., Chairman of the Board 6298
Albert W. Young, M.D., M.P.H, CMO Albert.Young@nmm.cc
Hing Ang, Chlef Operatlng Offlcer Hing. Ang@nmm ce

MarybeII Esquwel, IPA Manager ) | | arvbell.Esquwel@nmm.cc
Winsome Brown, Director of Contracting 6218 Winsome.Brown@nmm.cc
Christina Larez, Credentialing Manager 6070 Chrisitina.Larez@nmm.cc

Jamie Su, Meber Sec

Manager | Jaime.Situ@nmm.cc

Dr. William Wang M.D., Medical Director of
Health Services

William.Wang@nmm.cc

Rus Billimoria, VP Clinical/Health Services and 6280

Compliance Officer Rus.Billimoira@nmm.cc

Helena Renzi, Director of UM Helena.Renzi@nmm.cc
Cecille San Andres, UM Manager Cecille.SanAndres@nmm.cc
Rayna Hurdle, Quality Management Director | 6207 Rayna.Hurdle@nmm.cc

Mitch Agorrilla, Case Manager
_ Provider Network Operati
Web Portal Help Desk

MltCh A orllla Q

Portal. Inqumes@nmm cc
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Section 1.1
Contact Sheet
Quick Reference Sheet
AREA CONTACT DETAILS

Provider Services

Main Customer Service Line

Claims Submission

Case Management

Eligibility

Utilization Management

Web Portal Assistance

* Roxana Robles, Physician Relations Liaison
Cell: (626) 646-3154
Email: rroble@emanatehealth.org

e |PA Email Support: |IPASupport@emanatehealth.org

e Phone: (877) 282-8272 or (626) 282-0288

e Hours: Mon-Fri., 8:30am — 5:00pm

¢ Scope: Eligibility, Referrals, Claims, Provider, and
Member Inquiries

e Via Office Ally, use Payor ID#: NMMO01

e To submit via the NMM Portal, please email:
portal.inquiries@nmm.cc (setup required)

¢ Mail: 1680 S. Garfield Ave. # 201
Alhambra, CA 91801

(paper claims not recommended for contracted provider network)

To report an admission:
¢ Please fax the Face Sheet to: (626) 943 6321

To have a patient added urgently, you can email or call.

e For emails, please send to: eligibility.dept@nmm.cc
¢ For urgent requests, please call (877) 282-8272

e Submissions: Please use the Portal at www.nmm.cc

Technical Assistance: Portal: Portal. Help@nmm.cc
New Users: Portal.Inquiries@nmm.cc

Phone: (626) 943-6146

Fax: (626) 943.-6350
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CONTRACTED HEALTH PLANS & HOSPITALS

Emanate Health IPA currently contracts with Knox Keene licensed health plans in the areas
and is contracted with the following health plans

CONTRACTED HEALTH PLANS

PLAN LINES OF BUSINESS
Aetna e Commercial & POS
Alignment ¢ Medicare
Anthem Blue Cross Medi-Cal

Medicare/Senior
Commercial & POS

Blue Shield

Medicare/Senior
Commercial & POS
Covered California

| Blue Shield CA Promise

Medi-Cal
Medicare/Senior

Central Health Plan

Medicare/Senior

Cifgna e Commercial & POS
Clever Care ¢ Medicare
Health Net Medi-Cal

Medicare/Senior
Cal MediConnect
Covered California
Commercial & POS

Humana Health Plan

Medicare/Senior

L.A. Care

Medi-Cal
Cal MediConnect
Covered California

Molina Health Plan

Medi-Cal
Medicare
Cal MediConnect

ANCILLARY CONTRACTS

TYPE

VENDOR/PROVIDER

Lab?ratory _ Emanate Health:
Radiology/Imaging e Queen of the Valley Hospital
e Inter-Community Hospital
e Foothill Presbyterian Hospital
DME Express RX
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CAPITATED HOSPITALS

Hospital

Emanate Health:
¢ Queen of the Valley
¢ Inter-Community Hospital
o Foothill Presbyterian Hospital

Section 2.1
Eligibility Verification Process

If it is a member’s first time visiting a practice, the front office staff should ask the member
for their health plan identification card or for a copy of the enrollment form and make a copy
for their records. Each member identification card may look different, but most cards
typically include the following elements:

¢ Name of Insurance Company — HMO/PPO/IPA
Member's Name
Membership Number
Group Number
Type of Plan
Effective Date
Co-Payment Amount (varies; must be checked with member’s current health plan)
Name of Provider (PCP)

Member eligibility must be verified at the time of the appointment, and a membership
identification card is not necessarily valid proof of eligibility. If a practice is in doubt about a
member's eligibility, front office staff may verify eligibility by calling Network Medical
Management's Eligibility Department at (626) 282-0288, sending an email to
Eligibility.Department@nmm.cc, logging on to Network Medical Management's Web
Portal at https://lwww.nmm.cc/Portal, or by contacting the health plan directly online or by
phone (see table below). Given the frequency of eligibility changes, it is always best to
check eligibility directly with the health plans.

Note: If a practice is unable to locate a member on the web portal but had previously
confirmed eligibility, the office staff should submit the Eligibility Request Form (page 51),
copy the member identification card onto the form and fax the form to Network Medical
Management'’s Eligibility Department at (626) 943-6352.
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Health Plan Contact Information:

b

3862

Alignment 866-634-2247 https://www.alignmenthealthplan.com/
Anthem Blue )
Cross 800-845-3604 https://www.anthem.com
Blue Shield 800-541-6652 https://www.blueshieldca.com
Blue Shield . , . .
Promise 800-468-9935 https.//www.blueshleldca.com/promlse
Central Health Plan 866-314-2427 https://www.centralhealthplan.com
Clever Care 833-388-8168 https://clevercarehealthplan.com/
Cigna 800-244-6224 https://www.cigna.com
Health Net 800-641-7761 _ https://www.healthnet.com
Humana 800-448-6262 https://www.humana.com
LA Care | 866-522-2736 www.lacare.org
Molina . 888-665-4621 www.molinahealthcare.com
Section 2.2

Eligibility and Capitation Report

On a monthly basis, all capitated providers will receive an eligibility and capitation report.
Capitation is calculated over a six month period (indicated on the report) to capture
enrollment retro-activity and current membership.

Information contained in the report includes the following:

Member’s first and last name

Member’s gender

Member's age

Member’s health plan identification number

HMO: Capitated health plan with capitated membership

Effective date: Member’s effective date with the provider

Term date: Member's termination date with the provider

CAP: Capitation paid amount for the capitation period

CAP/member: Capitation rate by member

CAP month/year: Capitation period by month

Adjustment column: Shows any manual adjustments applied to a provider’s current
capitation payment

Member months to date: Cumulative total of member months for the capitation period
Capitation dollars earned to date: Total capitation earned for the capitation period

10|Page



Emanate Health IPA
Provider Manual 2021
e Adjustment column: Shows any manual adjustments applied to a provider’s current

capitation payment
e Gross capitation due: Current capitation payable for the capitation period

e Capitation previously earned: Capitation previously paid for the capitation period
minus the current month payment
e Net capitation due: Current month capitation payment

For any eligibility of capitation related inquiries, please call (626) 282-0288.

Section 3.1
Provider Relations

EMANATE HEALTH IPA provides support to providers seeking information about items
such as network operations, credentialing, contracts and payment schedules as part of their
commitment to providing effective and timely communication with all providers.

Responsibilities

EMANATE HEALTH IPA and Network Medical Management’s Provider Relations
Department work with contracted providers to ensure that the provider has the necessary
information, resources, and assistance to work with the IPA. Their list of
duties/responsibilities includes the following:

e Orienting providers to processes and services around customer service, utilization
management, claims, eligibility, quality management, etc.

Provider Manual distribution

Issue resolution involving authorizations, claims, eligibility, capitation and contracting
Provider education/training

Disseminating network updates, including health plan policy changes/updates

Health education material distribution

Member enrollment issues

Provider complaints

Assistance with grievances

EMANATE HEALTH IPA encourages providers to contact its Managers of Contracting and
Provider Relations or Network Medical Management’s Provider Relations Department with
any questions or concerns.
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Section 4
Provider Requirements

All Contracted Providers must render services in accordance with the highest standards of
competence, care and concern for the welfare and needs of Patient/ Participant/Clients and
in accordance with the laws, rules and regulations of all governmental authorities having
jurisdiction.

Section 4.1
Authority and Responsibility

The Health Services Management has the ultimate responsibility for the performance of the
organization. The Management has delegated the ongoing and continuous oversight of all
operations to the Executive Committee through the President and Chief Executive Officer.
EMANATE HEALTH IPA does not through its contracts, or other arrangements, delegate
authority of its decision-making process and authority. EMANATE HEALTH IPA retains the
right and authority over all key decisions affecting the corporation and its contracted
provider operations and management.

EMANATE HEALTH IPA has the authority and responsibility to implement, maintain, and
enforce EMANATE HEALTH IPA policies governing Contractors’ duties under their
agreement(s) and/or governing oversight role. EMANATE HEALTH IPA has the right and
responsibility to conduct audits, inspections and/or investigations in order to oversee
contractors’ performance of duties described in their agreement(s) and to require
Contractors to take corrective action if EMANATE HEALTH IPA or the applicable federal or
state regulator determines that corrective action is needed with regard to Contractors’ duties
under their agreement, and/or if Contractors fail to meet standards in the performance of
those duties.

Contractors must cooperate with EMANATE HEALTH IPA in its oversight efforts and must
take corrective action as determines necessary to comply with the laws, accreditation
standards, Payor Contract requirements and/or policies governing the duties of the
Contractor or the oversight of those duties.

Business Code of Conduct

The Business Code of Conduct (BCC) establishes ethical and legal guidelines for providing
care and services on behalf of EMANATE HEALTH IPA IPA. It demonstrates commitment to
compliance and applies to all Board of Directors, employees, volunteers, physicians, third-
party payors, subcontractors, independent contractors, vendors, consuitants, and other
employees.
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Section 4.2
Compliance with all Laws and Regulations

EMANATE HEALTH IPA will comply with all applicable laws and regulations. It is the
responsibility of employees, volunteers, and business associates to be knowledgeable of
and comply with such regulations in the following areas:

Accurate Claims for Reimbursement

Medical Necessity

Accurate Business Records

Cost Reports

Refunds

Kickback Prohibitions

Co-Payments & Discounts

Honest Dealings with Payor, State, or Government Officials
Cooperation of Audit and Investigations

Section 4.3
Medical Decision and Financial Statement

There is an established policy requiring practitioners and licensed utilization management
staff responsible for utilization decisions to affirm that utilization decisions are based solely
on appropriateness of care and services. Health Services Department does not reward
practitioners or other individuals conducting utilization review decisions that result in under-
utilization.

Section 4.4

Open Communication with Patients

Providers are required to participate in candid discussions with their patients regarding all
decisions about their care, including but not limited to, diagnosis, treatment plan, right to
refuse or accept care, care decision dilemmas, advance directive options, and estimates of
the benefits associated with available treatment options, regardless of the cost or coverage.
Furthermore, patients must be provided clear explanations about the risks from
recommended treatments, the length of expected disability, and the qualifications of the
physicians and other health care providers who participate in their care. Moreover, providers
must inform Medi-Cal members that they have the freedom of choice in obtaining Family
Planning, Abortion Services, Sexually Transmitted Disease (STD) treatment, and Sensitive
Services for Minors without prior authorization.

Section 4.5

Contract Provisions
Additionally, Contracted Providers must comply with the following provisions, which are part
of the provider’s official contract:
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Section 4.6
Provision of Services

Contracted Providers must agree to render professional medical services to
Patients/Participants/Clients referred to the Contracted Provider by EMANATE HEALTH IPA
provided that the Contracted Provider's & Mid-Level provider application for participation
has been approved by EMANATE HEALTH IPA Credentialing Committee. Contracted
Specialist or Ancillary Providers may not provide services to Patients/Participants/Clients,
except in an emergency, without first securing authorization from Management Department.
In addition, Contracted Providers must consult with EMANATE HEALTH IPA and other
health professionals when so requested and must participate in peer review activities.

Section 4.7
Standards of Practice and Compliance with Laws

Contracted Providers must comply with all applicable laws, rules and regulations of all
governmental authorities relating to the licensure and regulation of health care providers
and the provision of health care services. Providers must at all times conduct a professional
medical practice that is consistent with the applicable State and Federal laws and with the
prevailing standards of medical practice in the community. They are also expected to
adhere strictly to the canons of professional ethics.

Section 4.8
Availability

Contracted Providers must provide available and accessible services to Patient/ Participant/
Clients at all times and must agree to permit EMANATE HEALTH IPA to monitor and
evaluate accessibility of care and to address problems that develop, which shall include but
not be limited to, waiting time and appointments.

Section 4.9
Covering Providers

Providers must give EMANATE HEALTH IPA reasonable, advance, written notice of any
periods of unavailability (e.g., vacation). In such cases, Contracted Providers must agree to
arrange for the services of another qualified professional in the same specialty, satisfactory
to EMANATE HEALTH IPA , to render services to any Patient/Participant/Clients referred
during the term of the absence. Compensation for services rendered during such absence
will be paid only to Contracted Providers and he/she must accordingly compensate the
Covering Provider.
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Section 4.10
Provider Leave of Absence

If the Contracted Provider is, for any reason, from time to time unable to provide Covered
Services when and as needed, the Contracted Provider may secure the services of a
qualified covering physician who shall render such covered services otherwise required of
the Contracted Provider; provided, however, that the covering physician so furnished must
be a physician approved by IPA (to include credentialed by the IPA) to provide covered
services to Enrollees. The Contracted Provider shall be solely responsible for securing the
services of such covering physician and paying said covering physician for those covered
services provided to Enrollees. The Contracted Provider shall ensure that the covering
physician:

Looks solely to the Contracted Provider for compensation

Will accept IPA's peer review procedures,

Will not directly bill Enrollees for Covered Services under any circumstances

Will, prior to all elective hospitalizations, obtain authorization in accordance with IPA
utilization review program.

PO~

The Contracted Provider must notify the IPA in writing 14 calendar days in advance for any
leave of absence. Notifications shall be sent to Provider Relations Department via email at
ProviderRelations.Dept@nmm.cc or via fax at (626) 943-6309.

Section 4.11
Surgery and Hospital Admissions

If a Contracted Provider is a physician or other health care professional who possesses
hospital privileges, the Contracted Provider must maintain throughout the term of his/her
agreement with EMANATE HEALTH IPA his/her medical staff membership at said
hospital(s), and other privileges, which are deemed reasonably necessary by EMANATE
HEALTH IPA for the performance of the duties under the contract(s) with EMANATE
HEALTH IPA. Whenever a Contracted Provider recommends surgery for a
Patient/Participant/ Client, the Contracted Provider must contact EMANATE HEALTH IPA to
obtain prior authorization for the proposed treatment. The Provider must work to perform
said surgery at a EMANATE HEALTH IPA contracted facility or financially responsible
Health Plan contracted Hospital.

Section 4.12
Medical Documentation

After the initial office consultation with a EMANATE HEALTH IPA Patient/ Participant/
Client, Contracted Providers must submit to EMANATE HEALTH IPA an Initial Consultation
and Follow-Up report. Health records must contain all information necessary to comply with
documentation standards as outlined in Section 24 “Medical Policy & Procedure”.
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Section 4.13
Confidentiality of Records

Contracted providers (physicians and non-physicians) must comply with all applicable
confidentiality requirements imposed by Federal and State law. This includes the
development of specific policies and procedures to demonstrate compliance. All
information, records, data collected and maintained for the operation of the health care
service plans or other payors with which EMANATE HEALTH IPA is associated, and
information pertaining to Contracted Providers, EMANATE HEALTH IPA Patient/
Participant/Clients, facilities and associations, will be protected from unauthorized
disclosure in accordance with applicable State and Federal laws and regulations.
EMANATE HEALTH IPA agreements may not be construed to require confidential treatment
for any information that is subject to disclosure under the California Public Records Act.

Section 4.14
Continuing Care Obligation

In instances where a provider contract is terminated “without cause” and any
Patients/Participants/Clients are receiving care for acute or serious chronic conditions,
California state law (SB1129) requires that such Patients/Participants/ Clients have the right
to continue to be treated by their terminated provider for up to 90 days, if they so request. In
accordance with CA Health and Safety Code 1373.65(f), EMANATE HEALTH IPA notifies
members of the termination of specialists in the preferred network. The notification to
members states “If you have been receiving care from a health care provider, you may have
a right to keep your provider for a designated period. Please contact your HMO’s customer
service department, and if you have any questions, you are encouraged to contact the
Department of Managed Health Care, which protects HMO consumers, by telephone at its
toll- free number, 1-888-HMO- 2219, or at TDD number for the hearing impaired at 1- 877-
688- 9891, or online at www.hmohelp.ca.gov. “Without cause” includes terminations NOT
attributable to quality of care issues, fraud, or other criminal activity.

EMANATE HEALTH IPA Patients/Participants/Clients may continue to be treated by the
physician for up to 90 days, as long as the physician agrees to reasonable contract terms
proposed by EMANATE HEALTH IPA IPA. This time period may be extended if the transfer
of services is not considered safe. Some examples of acute medical conditions or serious
conditions include, but are not limited to:

a. Second or third trimester of pregnancy (as applicable);
b. High-risk pregnancy (as applicable);

c. Recent surgery with subsequent complications requiring the patient to receive
ongoing home health services;

d. Outpatient critical cases in the process of stabilization (such as intensive radiation
therapy or treatment of uncontrolled diabetes); and/or

e. Terminal cases.

To assist EMANATE HEALTH IPA in maintaining continuity of care for its Patients/
Participants/Clients, Contracted Providers are required to share the medical records of
services rendered to Patients/Participants/Clients, provided that the appropriate release of
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information has been obtained. Upon a member reassignment or transfer, Contracted
Providers must provide one copy of these records, at no charge, to the member’s new
physician. Upon request, additional copies must be provided at reasonable and customary
copying costs, as defined by California Health and Safety Code 1792.12.

Section 4.15
Compensation

Contracted Providers must bill only EMANATE HEALTH IPA for all approved services
he/she provides to EMANATE HEALTH IPA Patients/Participants/Clients, with the exception
of applicable copayments or deductibles. Providers may not seek any reimbursement for
authorized services provided to EMANATE HEALTH IPA Patient/Participant/Clients from the
Payors with which contracts. Surcharges to EMANATE HEALTH IPA
Patient/Participant/Clients are strictly prohibited.

In the event that EMANATE HEALTH IPA fails to pay Contracted Providers for authorized
health care services rendered to a EMANATE HEALTH IPA Patient/Participant/Client,
including but not limited o insolvency, the Patient/Participant/Client will not be liable for any
sums owed to Contracted Providers by EMANATE HEALTH IPA IPA. Under no
circumstances may Contracted Providers or their agents, trustees or assignees maintain
any action at law against any EMANATE HEALTH IPA Patient/Participant/Client to collect
sums owed to Contracted Providers by EMANATE HEALTH IPA IPA.

Section 4.16
Recovery from Third Parties: Lien Rights

Where duplicate coverage exists, Contracted Providers must assist EMANATE HEALTH
IPA in pursuing coordination of benefits or other permitted method of third party recovery.
Contracted Providers must identify and notify EMANATE HEALTH IPA of all instances or
cases in which Contracted Providers believe that an action by a Patient/ Participant/ Client
involving the tort or workers' compensation liability of a third party or estate recovery could
result in recovery. Providers may not claim recovery of the value of covered services
rendered to a Patient/Participant/Client in such cases or instances and must refer all cases
or instances to EMANATE HEALTH IPA GROUP Provider Relations Department within
thirty (30) days of discovery.

Section 4.17
Books and Records

Contracted Providers must agree to maintain its books and records pertaining to the goods
and services furnished under his/her agreement(s) with EMANATE HEALTH IPA |IPA, to the
cost thereof, in a form consistent with the general standards applicable to such book or
record keeping. Providers must cooperate in order to enable EMANATE HEALTH IPA to
fulfill its contractual and statutory obligations, by allowing EMANATE HEALTH IPA access
to Contracted Providers' books, records, and other papers, including the following:
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a. Retain such books and records for a term of at least ten (10) years from the close
of the fiscal year in which the provider contract is in effect;

b. Comply with all requirements of EMANATE HEALTH IPA contracts with Payors, as
applicable.

In addition these obligations are not terminated upon termination of the respective
agreement(s) with EMANATE HEALTH IPA whether by rescission or otherwise.

Section 4.18
Independent Contractors

The sole interest and responsibility of EMANATE HEALTH IPA with respect to such
performance is to ensure that the services are rendered in a competent, efficient, and
satisfactory manner. The legal relationship between EMANATE HEALTH IPA and
Contracted Providers or any of Contracted Providers' employees, associates or
subcontractors, may not be construed to cause any such employee, associate or
subcontractor to become or to be treated as an employee of EMANATE HEALTH IPA IPA.

Section 4.19
Assighment and Delegation

Contracted Providers may not assign or delegate any of the duties covered in his/her
contract(s) with EMANATE HEALTH IPA without the prior written consent from EMANATE
HEALTH IPA and its Payors, as applicable.

Section 4.20
Non-Discrimination

Providers may not discriminate against EMANATE HEALTH IPA Patient/ Participant/Clients
in the rendition of services on the basis of race, color, national origin, ancestry, sex, marital
status, sexual orientation or age. Additionally, providers may

not unlawfully discriminate, harass, or allow harassment, against any employee or applicant
for employment because of sex, race, color, ancestry, religious creed, national origin,
physical disability (including HIV and AIDS), mental disability, medical condition (including
cancer), age (over 40), marital status, and/or family care leave. All providers must insure
that the evaluation and treatment of their employees and applicants for employment are free
from discrimination and harassment. They must also comply with the provisions of the Fair
Employment and Housing Act and the applicable regulations promulgated thereunder.

Section 4.21
Due Process
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EMANATE HEALTH IPA offers it's contracted providers “due process” by notifying providers
in writing of the reason(s) for participation denial, suspension or termination from contracted
network.

Providers have the right to request and to be offered due process in appealing initial
determinations. EMANATE HEALTH IPA processes reports to the Medical Board of
California (MBC-805 report) and/or the National Practitioner Data Bank (NPDB) when
required to do so by State and Federal law.

Section 4.22
Confidential Information-Release to the Patient/Participant/Client

EMANATE HEALTH IPA will substantiate the identity of the individual patient/ participant/
client, e.g., ID number, date of service, etc., before releasing any information. A written
request signed by the patient/participant/client or representative will be required to release
medical records. Additionally, all requests for confidential information not directly related to
scope of patient/participant/client management program will be in writing, stating the
requester's name, the specific information being requested and how the information will be
used and no additional information will be released other than that which is requested.

Section 4.23
Providers Charging Medi-Cal Members

California Welfare and Institutions Codes prohibits contracted health care providers from
charging and/or collecting payment from managed Medi-Cal Members, or other persons on
behalf of the Member, for filling out forms related to the delivery of medical care, missed
appointments or copies of members medical chart . Any Provider of health care services
who obtains a label or copy from the Medi-Cal card or other proof of eligibility shall not seek
reimbursement nor attempt to obtain payment for the cost of those covered health care
services from the eligible applicant or recipient, or any person other than the department or
a third-party payor who provides a contractual or legal entitlement to health care services.

Under no circumstances can a Health Care Provider deny or refuse service to a member for
non-payment of a EMANATE HEALTH IPA missed appointment, lack of payment for co-
payments and owe balance or deductibles, as applicable.

The following procedures will be followed when a Provider attempts to charge a Member
for any missed appointment:

1. EMANATE HEALTH IPA will call the Provider and educate regarding the
inappropriate practice of charging for a missed appointment.

2. If a Provider insists on charging the Members, EMANATE HEALTH IPA will send a
letter educating the Provider, which includes a reference to Title 22 § 51002 of the
California Administrative Code that prohibits Providers of service from billing Medi-
Cal Members at EMANATE HEALTH IPA sole discretion, EMANATE HEALTH IPA
can provide the Member with a toll-free number to report the Provider for Medi-Cal
fraud.
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3. If a Provider continues the practice of charging for missed appointments, EMANATE
HEALTH IPA will contact the health plan and request that a DHCS Fraud Investigator
contact the Provider.

4. Under no circumstances can a Provider deny service to a Member for nonpayment

a. of a missed appointment charge.

Providers can charge EMANATE HEALTH IPA members a nominal fee of $20 for filling out
any of the following forms:

1. History and Physical form that is school specific and the PM 160 will not meet the
school requirement;

2. Sports Physical;

3. Disability forms; and

4. Utility Company Medical Baseline Program Applications.
A Health Care Provider that is not paid at billed charges may not pursue any balance billing
or collection actions against any EMANATE HEALTH IPA Member. Such collections actions
may include:

1. Sending or mailing bills to Member,;

2. Calling the member with demands to pay outstanding balance;

3. Referrals to collection agency.

If the Provider of service continues to charge a Member in violation of this policy after
being notified to stop, or sends the Member’s account to a collections agency, EMANATE
HEALTH IPA reserves the right to inform the DMHC, DHCS or other regulatory agencies of
the violation. In addition, the billing of Members is in violation of health plans policies and
EMANATE HEALTH IPA takes all necessary actions, up to and including termination of the
Provider's participation with the network to ensure that such actions stop.

Section 5
Member and Provider Satisfaction Surveys

EMANATE HEALTH IPA and its network partners are constantly making strides to improve
satisfaction for their members and providers. In an effort to evaluate its performance,
Network Medical Management conducts an annual member and provider satisfaction
survey. The survey covers all areas of operations, including utilization management, case
management, claims, eligibility, customer service, marketing, provider relations, and quality
management. The survey allows EMANATE HEALTH IPA and Network Medical
Management to evaluate and improve the quality of their services.

Network Medical Management’s Provider Relations staff will work with contracted providers
on key member satisfaction survey questions (e.g., access, overall satisfaction, speciaity
access) and will distribute member satisfaction survey results to contracted providers upon
completing their analysis.
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Section 6.1
Utilization Management Program

Utilization management involves evaluation of the necessity of services and the
appropriateness of the selected level of care and procedures according to established
criteria or guidelines. In the managed care system, the monthly revenue received by the IPA
from the health plan for each member (also known as PMPM or per member per month) is
fixed. Out of this revenue, all costs must be paid, which means that the resources must be
effectively managed. If the costs exceed the revenue, the budget will be in deficit.

Utilization metrics are used to determine how much care is being utilized by a network’s
members. Typically, utilization is measured per thousand members so that it can be
compared and analyzed across providers and practices. Some common utilization metrics
are:

ER/K: Emergency room visits per thousand members
UC/K: Urgent care visits per thousand members
Admits/K: Admissions per thousand members

Bed days/K: Inpatient days per thousand members

These metrics represent some of the most costly points of care and are used to determine
how well a provider/practice performs. The key to successful utilization is proactive
identification and medical management of those members who are at risk for inappropriate
utilization of the most costly points of care. It is important to determine if these members can
be more appropriately treated in less acute settings and/or with targeted care management
programs. In addition to the aforementioned list, utilization can also be measured through
referral metrics on referral patterns to specialists and through encounter submission data
which tracks the frequency with which providers see the network’s members.

Along with Network Medical Management’s Utilization Management Committee, EMANATE
HEALTH IPA Utilization Management and Quality Management Committees will regularly
monitor and assess the performance of its participants (e.g., Medical Director, Utilization
Management and Quality Management Committee Members, Case Managers) involved in
determining medical necessity, managing care and evaluating the effectiveness of the
process and outcomes involved. The assessment is based on the ability to consistently
apply specified utilization management criteria (e.g., health plan guidelines, MCG [formerly
Millikan], Health Care Management Guidelines).
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. Specialty Referral Data

Specialty referral data on contracted providers is collected and tabulated on a
quarterly basis by Network Medical Management on behalf of EMANATE HEALTH
IPA IPA. Providers whose referral patterns differ significantly from the average will be
identified and reviewed by the Utilization Management Committee. Potential outliers
will be reviewed for differences in case mix, appropriateness of referrals and
evidence of knowledge or skill gaps. A statistical report will be generated for each
provider indicating referral performance relative to the mean and standard deviation
of the group.

. Hospital Admission/Re-admission

Outliers for hospital admission and/or re-admission may be due to intensive
treatment for members or underutilization reflective of barriers to care, case mix
differences or lack of access to effective preventive health care. Outliers will be
identified using MCR guidelines.

. Emergency Room Visits

High outliers for emergency room visits may be reflective of poor access to primary
care, management issues, or be due to case mix differences. A combination of high
emergency room use or low institutional use may raise concerns about barriers to
primary care and to secondary care. Providers with statistics higher than MCR
guidelines or industry benchmarks will be flagged for possible access issues.

. Feedback and Corrective Action

Providers reviewed by the EMANATE HEALTH IPA Utilization Management and
Quality Management Committees will receive specific feedback and/or on-going
education. Provider Corrective Action Plans (CAP) will be developed as appropriate
at the recommendations of the Committees.

. Referral to Non-contracted Provider

All members must be referred to a contracted and credentialed provider through
EMANATE HEALTH IPA IPA. In the event that a provider cannot be located for a
particular health service, the referring provider must contact Network Medical
Management's Utilization Management Department for further guidance. Providers
who inappropriately refer a member to a non-contracted provider without prior
authorization may be held responsible for the medical charges incurred.

Service Coordination
Network Medical Management is responsible for coordinating the following services
on behalf of EMANATE HEALTH IPA IPA:

e Acupuncture

e AIDS and AIDS-related conditions waiver program

e California Children Services (CCS)

e Chiropractic services

Dental
e Direct observation therapy for treatment of tuberculosis
e Drug and alcohol treatment
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Kidney transplants

Lead poisoning case management

Local education agency assessment services

Mental health

Prayer or spiritual healing

Community Based Adult Services (CBAS)

Regional centers

Vision

Developmentally Disabled-Continuous Nursing Care (DD-CNC)
Family Planning, Access, Care and Treatment Program (Family PACT)
Transportation services

Women Infants and Children (WIC)

Pediatric Palliative Care Waiver (PPC)

Section 6.2
Case Management

a. Availability

Network Medical Management's Case Management Department provides 24/7 on-
call coverage for contracted providers. Providers needing to reach Case
Management after hours or on weekends should call (877) 282-8272. The answering
service will contact the appropriate on-call provider for any problem that may arise
after hours, including emergency room authorizations or after-hour patient calls. If a
member feels they have a serious medical condition, they will be instructed to hang
up and dial 911 or to go to the nearest emergency room.

b. Hospital Admissions

Non-business hours

All non-emergency hospital admissions must be authorized. Hospitals calling after
hours to report a hospitalization will be put in contact with the designated Case
Manager who will coordinate the member’s care accordingly. The answering service
has access to contact the Case Manager after hours and on weekends. The provider
should notify Network Medical Management of any admissions by calling (877) 282-
8272 in the event they are contacted by the hospital regarding a hospitalization.

c. Business Hours
Providers requesting to admit a member into the hospital should contact Network
Medical Management’'s Case Manager Mitch Agorrilla at (877) 282-8272 ext. 6088.
The provider may need to submit an authorization request for the hospital admission.

d. Hospitalists
In an effort to coordinate hospital admissions, Network Medical Management
provides hospitalists on call. The Case Management Department will be contacted by
the admitting hospital for notification purposes. The Case Manager will contact the
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hospitalist assigned to coordinate the member’s care. Network Medical Management
encourages providers to contact its Case Management Department in the event that
they receive notification of an admission or if they require assistance on directing the
member to the appropriate hospital. Case Management is available 24 hours a day, 7
days week at (877) 282-8272. Admission face sheets and in-patient medical records
can be faxed to Case Management at (626) 943-6392.

Section 6.3
Process for Submitting a Referral Request

An authorization referral request must be submitted with all pertinent information to
Network Medical Management for authorization prior to the provider performing any
treatment and/or services. Providers are able to submit retro requests 30 days after
date of service. Thereafter, requests should be submitted in a form of a claim along
with supporting documentation. Providers are able to submit authorization referral
requests 24 hours a day/7 days a week. Authorization approval, modification,
deferred or denial determinations will be made based on medical necessity and will
reflect the appropriate application of approved guidelines.

The request will be reviewed and completed accurately and timely within Industry
Collaboration Effort (ICE), health plan and/or regulatory agency compliance
standards as follows:

Urgent within 72 hours/three (3) business days

Routine within five (5) business days

For cases that need to be expedited (i.e., non-emergency services needed within 24
hours), providers should submit the request via the Network Medical Management
Web Portal and contact Network Medical Management's Customer Service
Department at (626) 282-0288.

Section 6.4
Authorization Process

Providers wishing to submit an authorization referral request can log in to the
Network Medical Management Web Portal at www.nmm.cc/Portal and follow the
steps included in the Web Portal User Guide provided at the time of orientation.

After an authorization is submitted, the following process will occur:

1. If the requested medical treatment, service and/or procedure are covered by the
health plan and meet the established criteria, the request will be approved for
sixty (60) days. An approval letter is sent to the member via the U.S. Postal
Services (USPS) and a fax is sent to the requesting provider.

2. If additional information is required, Network Medical Management’s Authorization
Coordinator will contact the requesting provider and/or specialist by fax or
telephone in order to obtain specific information as appropriate.

3. If an authorization is pended, a form is faxed to the requesting provider requesting
additional information within 24 hours of the decision.
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a. If the case is pended for additional medical information, requests will be
upheld no longer than five (5) business days for routine and 24 hours if
marked as urgent. There will be notification to requesting providers within
24 hours of the decision.

4. If the authorization is denied, the reason for the denial, an alternative treatment,
and the Utilization Management criteria will be included in the letter. The Medical
Director and/or designee shall be available by telephone to discuss the case.

5. The letters denying or modifying requested services are sent to the member via
USPS and via fax to the requesting provider and the member's primary care
provider within two (2) working days of the determination. Only a Medical Director
or designee may make an adverse determination.

In some cases, a provider will be able to re-submit an authorization with new supporting
documentation. Providers should attach additional supporting documentation to the
authorization via the Network Medical Management Web Portal. If the provider is unable to
upload the information, supporting documentation should be submitted via fax.

Section 6.5
Treatment Authorization Request (TAR)

All Treatment Authorization Requests must be submitted on a Treatment Authorization form
which is available in Section 28 Forms of this manual.

Section 6.6
Standardized Prescription Drug Prior Authorization Form (Form No.61-
211)

All providers must utilize the uniform Prescription Drug Prior Authorization Request form
(Form No. 61-211). See section 26 Forms in this manual.

Section 6.7
Recommended Records and Clinical Guidelines

The following section lists recommended records and clinical guidelines for specialty
referrals. For each specialty (listed alphabetically) there are documents/information which
EMANATE HEALTH IPA may require to evaluate medical necessity:

Allergy
e Clinical notes describing the member's signs and symptoms and conservative
management attempted; e.g., nasal steroids
e Consult notes (if obtained) by ENT
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Bariatric Surgery

Completion of bariatric screening tool, to include member's height, weight, BMI,
and attempts at weight reduction
Psych consult Cardiac

Cardiac consultation is appropriate for:

Evaluation of member who is high-risk and who remains symptomatic or
uncontrolled after provider (PCP) initiation of and titration of therapy
Evaluation of member with unstable cardiac condition, including unstable angina

[}
e Sustained or complex non-sustained ventricular arrhythmia
e Sustained or severely symptomatic supra ventricular arrhythmia
e Severe cardiomyopathy
e Angina despite maximal medication or markedly abnormal stress test
e Evaluation and surveillance of complex or cyanotic congenital disease
e Severe valvular disease
e Symptomatic
e Associated with LVD
e Atrial fibrillation (AF), if member is candidate for cardioversion or chronic AF with
inability to control rate or patient is symptomatic with usual measures
e Chest pain with unstable pattern of angina, exercise stress test abnormal at low-
level, ischemia with L V dysfunction, angina post M.l., suboptimal response to
medications with limiting symptoms
e Palpitations, if member is having disabling symptoms or has had syncope or near
syncope
e Members with new or frequent palpitations, particularly when associated with
other symptoms in face of known CAD or significant LVD or other serious
structural heart disease
e Request for cardiac rehabilitation must be initiated/recommended by cardiologist
Information necessary with consultation request may include:
o Clinical record documenting risk, condition and treatment regimen
o EKG
o Previous (outside) report of cardiac cath, PTCA, CABG, stress test, Echo,
Chest x-ray, etc.
Endocrine
e Clinical record documenting medical need for service, member's signs and
symptoms of concern, and treatment tried
e Current lab verifying deficiency/problems; e.g., thyroid panel
e Special diagnosis study reports; e.g.,, U.S., C.T., etc., which may have been
obtained to validate/diagnose condition
ENT

Clinical record indicating concern, physical exam findings, signs and symptoms
and conservative treatment tried; e.g., series of antibiotics (date and type),
antihistamine, and/or steroid use (oral and/or nasal)

Any current lab and/or x-ray finding specific to concern
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Any specialty consult that may have been accomplished; e.g., allergy consultation
or

FNA report (of neck node)

Any diagnostic study which indicates pathology; e.g., biopsy, MRI, CT, etc.,,
requiring surgical intervention

Any outside records/consultations which indicate need for follow-up

Gastroenterology

Clinical record documenting signs and symptoms; e.g., anorexia, weight loss,
upper abdominal distress persistent after treatment, melena, fecal occult blood
and conservative treatment tried.

Current lab demonstrating concern; e.g., iron deficiency, anemia.

Current radiology report demonstrating concern; e.g., Barium Enema

Current specialty study/exam demonstrating concern; e.g., Barium Enema or UGI
series report(s)

Past specialty study/exam/surgical report demonstrating concern; e.g., previous
Colorectal cancer operative report, colonoscopy or EGD with path report
(specifically, previous polyp size and type)

General Surgery

Clinical record documenting signs and symptoms of condition and treatment tried
(if appropriate)

Current lab demonstrating concern; e.g., CBC with diff

Current radiology report demonstrating concern; e.g., KUB, U.S.

Current specialty sh1dy/exam demonstrating concern; e.g.,
colonoscopy/sigmoidoscopy report with path findings

G.U.
e Clinical records indicating reason for consult, with treatment tried
e Urinalysis and, where appropriate, C&S (which should have been treated if
positive growth)
e P.S.A. report, where appropriate. If elevated, need to include previous PSA
result(s) or document if this was the first PSA study
e Any special diagnostic study
Nephrology
e Clinical records indicating concern with signs and symptoms of same and
treatment attempted
e Current pertinent lab reports; e.g., BUN, Creatinine
e Reports of any special diagnostic study performed
Neurology

Clinical record documenting concern, a neurology exam appropriate to the
concern, as well as signs and symptoms
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If referral request is secondary ALOC, mini-mental status exam should be
included

Report of previous (outside) consult/report indicating need for follow-up or further
studies

Results of any diagnostic study demonstrating concern relative to issue to be
investigated. Neurology consults should be considered prior to requesting
EMG/NCS

Neurosurgery

Clinical record documenting signs and symptoms of condition, treatment tried,
and

neuro exam/deficit, etc.

Current radiology/imaging reports demonstrating concern; e.g., MRI, CT.

Consult report (if appropriate) from Neurology or Pain Specialist, suggesting
further specialty care

Oncology

Clinical record describing medical need; e.g., signs and symptoms of concern
Current lab results

If hospitalized, previous to consult request, copy of H&P and discharge summary
Operative report (if surgical procedure has been accomplished) with pathology
report

Any staging studies (reports) accomplished

Orthopedics

Ortho consult is appropriate for:

o Evaluation of a condition to determine surgical remedy; e.g., osteoarthritis
of hip or knee for possible replacement, possible torn ligament or
meniscus, for possible orthoscopic procedure

o Evaluation of and treatment plan advertisement of an orthopedic condition
that has not been amenable to or is showing progressive disability despite
usual conservative management

o Evaluation of suspected aseptic neurosis, locked knee, unstable joint,
acute or sub-acute effusions

Provider (PCP) clinical notes, to include history of concern and P.E. findings,
signs and symptoms expressed by member and treatment regimen tried

Current x-ray reports. Member should be instructed to pick up films and take to
consult appointment, once request has been authorized

Current labs pertinent to concern, as appropriate

Any specialty procedure/study report that may have been done in or outside the
group/IPA specific to the concern; e.g., MRI, previous operative notes

Pain Management
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e Pain Management consults are generally appropriate for:
o Chronic long-standing back pain
o Pain unrelieved by conservative measures
e Current clinical notes documenting member's signs and symptoms and treatment
previously tried; e.g., medication use, local injections
o Any consult (if appropriate) from neurology or neurosurgery indicating need for
further specialist consultation
e X-ray or image report defining concern

Physical and Occupational Therapy
e Current clinical notes documenting member's condition and treatment previously
attempted (e.g., rest, medications)
e Referral should advise therapist(s) of any specific movement limitations or
restrictions (i.e., do not hyper-extend joint)

Podiatry
e Clinical record documenting signs and symptoms regarding concern and
conservative management attempted
e X-ray report of feet/foot
e Copies of any previous podiatry provider reports

Pulmonary

e Clinical record documenting signs and symptoms of concern and treatment
attempted

¢ Radiology report; e.g., chest x-ray

e (3 sat results

e Previous consult relative to concern or indicating need for follow-up

e Copy of any specialty diagnostic report demonstrating concern; e.g., chest CT,
MR,
pulmonary function exam

e Spirometry

e Request for puimonary rehabilitation may require Pulmonologist endorsement

Rheumatology

e Clinical record documenting signs and symptoms of concern and treatment
attempted

e Lab reports documenting/demonstrating concern; e.g., Rheumatology studies,
CBC with differential and platelets, chemistry panel 18, sedimentation rate, C
reactive protein, rheumatoid factor, ANA

o X-ray reports documenting/demonstrating concern (if accomplished)

e Specialty reports demonstrating concern; e.g., bone density, MRI

Vascular Surgery

29|Page



Emanate Health IPA
Provider Manual 2021

Clinical record documenting signs and symptoms of concern and treatment
attempted

X-ray/Specialty study report documenting concern; e.g., U.S., previous
Angiography

report

Copy of previous consult (outside IPA) indicating need for follow-up

Section 6.8

Denials

Members

and providers will receive written notification of any denial of medical treatment,

service and/or procedure.

1.

2.

All denials for service will be handled in a timely manner and will be entered into
the system for tracking purposes.

Utilization review criteria are applied consistently and the assessment information
is clearly documented by the Medical Director or designee. Approval,
modification, deferred or denial determinations will be based on medical
necessity, benefit coverage and approved criteria and guidelines.

All expedited appeals will be processed in compliance with timeframe required by
Centers for Medicare and Medicaid Services (CMS) and in accordance to health
plans’ processes.

. Only providers may make an adverse determination; they will use clinical

reasoning and approved criteria and/or clinical guidelines to determine medical
necessity.
The requesting provider may at any time contact EMANATE HEALTH IPA
Medical Director or designee during normal working hours to discuss
determination of medical appropriateness.
Common reasons for denials:

a. The provider is not contracted with EMANATE HEALTH IPA The service

does not meet utilization review criteria or benefits

b. The member is not eligible

c. The service is not a covered benefit (this includes “Carve-Out” plans)

d. The member's benefits for that service have been exhausted

TTY numbers available

Procedures and Criteria are disseminated to members and provider upon request by calling
our Customer Service department at (877) 282-8272 Opt.1, Monday through Friday
between 9AM and 5PM. For members with impaired hearing, member can call our TTY
telephone at 877-735-2929, Monday Through Friday between the hours of 8.30am to 5pm.
A requesting practitioner may call Network Medical Management to discuss a denial,
deferral, modification, or termination decision with the physician (or peer) reviewer at (877)

282-8272

ext.6195; Monday through Friday between the hours of 9.30am to 2.30 pm. All

calls will be returned within 24 hours.
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Section 6.9
Appeals

Member Appeal

It is the policy of Network Medical Management to refer all member appeals to the
appropriate health plan. The health plan will contact Network Medical Management for
appropriate information needed to resolve the member's issue. Network Medical
Management will contact the provider to obtain the requested information, which must be
submitted within the timeframe guidelines mandated by each health plan.

Provider Appeal

The Utilization Management Committee will review all denial and appeal determinations on
a regular basis. If the provider chooses to appeal the determination for a denial of a
requested service, the appropriate medical information is gathered by the Utilization
Management Coordinator for review by the Medical Director and/or the Utilization
Management Committee.

Requesting providers must resubmit new authorization with supporting documentation with
reason for appeal. If appropriate, the appeal will be reviewed at the next regularly scheduled
Utilization Management Committee meeting. All expedited appeals are reviewed by the
Medical Director or designee immediately, and all expedited appeal responses are made
within seventy-two (72) hours. Determinations to modify, reverse, or upholds the original
decision will be completed and processed within five (5) days of appeal. Reversals of
denials for requests for expedited appeals are processed immediately. The requesting
provider shall receive written notification of the outcome.
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Section 7
Contracted Laboratory

Laboratory and Radiology services must be done at contracted facilities through
Emanate Health Foothill Presbyterian, Emanate Health Queen of the Valley and Emanate
Health Intercommunity Hospital.

Reports will be delivered to provider offices via courier service. You can also view reports
via Emanate Health Meditech Expanse system. Please contact Emanate Health Service
Desk at (626) 813-4989 or email ServiceDesk@EmanateHealth.orq for access. For
additional help please contact Mary C. Fernandez at MFernandez@EmanateHealth.org.

Covered California Members Health Net and Blueshield —Services to these members
can be done at the facilities listed above through Emanate Health Foothill Presbyterian,
Emanate Health Queen of the Valley and Emanate Health Intercommunity Hospital ONLY if
services are pre-authorized.

Lab pick-ups — Specimens pick-up available by courier must make arrangements with
Roxana Robles. Email rrobles@emanatehealth.org.

IMPORTANT DISCLAIMER: Practices may be held responsible for all charges if they use
or send a EMANATE HEALTH IPA member to an outside/non-contracted laboratory.
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Section 8
California Children’s Services Program

The California Children’s Services (CCS) program is a state and county-funded program
that serves children under the age of 21 who have acute and chronic conditions such as
cancer, congenital anomalies and other serious medical conditions that benefit from
specialty medical care and case management. State statutes and contracts require that
CCS program services be carved out to the applicable health plan. As a result, upon
identification of a CCS-eligible condition, providers must refer a child to the local CCS
program or contact Network Medical Management to assist with the referral to CCS.

The CCS program requires prior authorization through CCS for all services to be funded
through CCS, per the California Code of Regulations. Services are generally authorized
starting from the date of referral, with specific criteria for urgent and emergency referrals. A
full description of the CCS program is available at
www.dhcs.ca.gov/services/ccs/Pages/ProgramOverview.aspx

CCS provides funding for diagnosis, treatment and medical benefits (including medication
and supplies) for eligible children. Care is delivered by CCS-paneled providers, CCS-
approved facilities, Special Care Centers and other outpatient clinics. Additional services
may be authorized by CCS based on a child's unique needs. This may include such
necessary items as transportation to provider appointments, travel and lodging
arrangements, special equipment and shift care. The state CCS program assesses the
qualifications of each provider on its panel and maintains a list of specialists and hospitals
that have been reviewed and found to meet CCS program standards. CCS also provides
comprehensive medical case management services to all children enrolled in the program.
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Section 9
The Vaccines for Children Program (VFC)

The Vaccines for Children (VFC) Program helps provide vaccines to children whose parents
or guardians may not be able to afford them. This helps ensure that all children have a
better chance of getting their recommended vaccinations on schedule. Vaccines available
through the VFC Program are those recommended by the Advisory Committee on
Immunization Practices (ACIP). These vaccines protect babies, young children, and
adolescents from 16 diseases.

Funding for the VFC program is approved by the Office of Management and Budget (OMB)
and allocated through the Centers for Medicare & Medicaid Services (CMS) to the Centers
for Disease Control and Prevention (CDC). CDC buys vaccines at a discount and distributes
them to grantees—i.e., state health departments and certain local and territorial public
health agencies—which in turn distribute them at no charge to those private physicians’
offices and public health clinics registered as VFC providers.

Determining Eligibility

A child is eligible for the VFC Program if he or she is younger than 19 years of age and is
one of the following:

¢ Medicaid-eligible
e Uninsured
e Underinsured [1]

e American Indian or Alaska Native

Children whose health insurance covers the cost of vaccinations are not eligible for VFC
vaccines, even when a claim for the cost of the vaccine and its administration would be
denied for payment by the insurance carrier because the plan’s deductible had not been
met.

Underinsured children are eligible to receive vaccines only at Federally Qualified Health
Centers (FQHC) or Rural Health Clinics (RHC). An FQHC is a type of provider that meets
certain criteria under Medicare and Medicaid programs. To locate an FQHC or RHC,
contact the state VFC coordinator. For additional details, consult the “Which Children are
Eligible” section.

For additional information please visit www.cdc.gov/vaccines/programs/vfc/providers
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Figure 1. Rezommended Imimunization Schedute for Children and Adolescents Aged 18 Years or Younger—United States, 2018,
{FORTHOSE WHO FALL BEHIND OR START LATE, SEE THE CATCH-UP SCHEDULE[FIGURE 2]).

These racommendations must be read with the footnotes that follow. For thase who fall behind or start late, lpe;i?'}de.raicmlp waccination at the earliest apportunity as indicated by the green bars i Figure 1.
To determine minimum intervals between doses, see the catch-up schedule (Figure 2). School entry and adolescent vaccine 3ge groups are shaded ingray.

Vaccine th | Ime | 2mos | 4mes | Bmos | $mos | 12mos | 15mos | 1Emos ‘:;3 23y | 4bys | T0ys [ 102 | 1395y | N6y [ 1718y1s

S e

Hepatits B' (HeoB) _:'.1%':!3——\". —2 dose:

Ratavirug’ RV RVY 2-dose
series); RYS (3-dose series)

Dephitheria, tetanus, & acellular
pertussis® {0TaP: <7yrs)

Haemophitus influenzoe type o'
{Hiby

Preurrococal conjugate’
POV

Imactivated peliovirus'
V. <18yrs;

influenza’ fIV)

Measles, mumps, rubeilat (MMR;

Varcella' (YAR)

Hepautis A HepAl

Meningococcal'! MeaACWY-D
>9mos; MenACWY-CEM 22 mos)

Tesanus, diphtheria, & acellular
pertusss'’ {Tdap: 27 yr)

Hurman papillomavirus (HPV)

Meningococea! B2

Freumacoceal polysaccharide!
PV

Range of recommended Range of recommznded ages Range of recommended ages fange of rerommended ages for non-high-risk No recommendation
ages for all children -for catch-up immunization gﬁxman high-risk groups Elgmms thetmay receive vaccing, subject o [:l
inddual clinizal decision making

NOTE: The above recommendatlons must he read along with the footnotes of this schedule.

References: https://www.cdc.gov/vaccines/parents/downloads/parent-ver-sch-0-6yrs. pdf
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Section10
California Inmunization Registry (CAIR)

The California Immunization Registry (CAIR) is the immunization registry for Los Angeles,
San Bernardino, Riverside and Orange County. It is a secure, confidential computer
system, also call an “immunization registry” to help keep track of immunizations (shots) and
sure patients get all the shots they need at the right time. CAIR is part of the state and
national effort to improve the tracking and delivery of immunizations to improve the health of
all children, families and communities.

CAIR is FREE to all health care providers who give immunizations as well as other
organizations that have immunization requirements and/or provide assessment and referral
for immunizations (e.g. schools).

The following agencies are eligible to use CAIR:

e Healthcare providers who give immunizations. This includes health department-
based clinics, non-profit/community clinics, private medical practices and hospitals.

e Schools, Daycare and camp facilities

¢ Women, Infants and Children Program (WIC)

e County and State Foster Care offices

¢ California Work Opportunity Program (Cal Works) program

¢ Health Plans

¢ State and County Health Departments

Some of the features of CAIR include:

e Keeps an updated immunizations record in one central place that can be accessed
by approved doctors and agencies

¢ Allows doctors/agencies to retrieve and update immunization records at the time of
the patient visit

o Automatically determines the immunizations a patient needs at each visit based on
the most up-to-date state and national recommendations

o Can be used to maintain immunization records for any age individual, so it can be
used for childhood as well as adult and travel immunization activities

e Prints reminder postcards for doctors to send to patients

o Prints an official copy of the California Immunization Record (“yellow card”) for
parents as well as the official California School Immunization Record (“blue card”)

e Produces reports that help doctors manage their immunization services and vaccine
inventory

e Helps respond to emergency events such as vaccine recalls or natural disasters
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We encourage all our primary care physicians who are treat pediatric patients to enroll
and participate in the CAIR program, all you need is a computer, printer, and
Internet access. CAIR staff will guide you through the setup process, provide training to
your staff and are available for ongoing support.

To obtain additional information, visit California Immunization Registry

Portal (CAIR): https://cair.cdph.ca.gov/CAPRD/portalinfoManager.do
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Section 11.1
Quality Improvement — Health Effective Data & Information Set (HEDIS)
Overview

Health Care Effectiveness Data and Information Set (HEDIS) is a nationally used set of
measures utilized by health plans to measure healthcare performance.

The measures are provided through technical specifications set forth by The National
Committee of Quality Assurance (NCQA). NCQA provides the oversight of the clinical and
technical knowledge that evolve and develop the HEDIS measurement sets.

Each health plan implementing HEDIS are required to collect data and report HEDIS results
based on the technical specifications of the HEDIS measurement sets. Health plans report

their HEDIS rates separately for each population and provide this reporting on their internal
websites, and marketing materials.

Health Plan organizations collect data for Commercial HMO and PPO, Medicaid, Medicare
HMO and PPO, Health Net Cal MediConnect Plan (Medicare-Medicaid), and Exchanges
(Marketplace) PPO, EPO and HMO lines of business. NCQA HEDIS Technical
Specifications determines the measures reported for each line of business.
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Section 11.2
MEASURES AND CATEGORIES

NCQA allows three methods for calculating the rate of a measure. Measures can fall into
one of three categories; administrative, hybrid or medical record only. In addition, each
measure has a timeframe specification that every health plan must adhere to. The
timeframe or look back period may go beyond the measurement year.

Administrative measures are defined as measures that can only be collected through
encounter/claims, supplemental and pharmacy sources. The measures are reported on the
entire membership across each line of business.

The following are administrative measures:

0 Breast Cancer Screening (BCS) 0 Asthma Medication Ratio (AMR)

O Chlamydia Screening in Women (CHL) 0 Disease-Modifying Anti-Rheumatic Drug
Therapy for Rheumatoid Arthritis (ART)

0 Appropriate Testing for Children with 0 Osteoporosis Management in Women
Pharyngitis (CWP) Who Had a Fracture (OMW)

0 Appropriate Treatment for Children with 0O Use of Imaging Studies for Low Back

Upper Respiratory Infection (URI) Pain (LBP)
0 Avoidance of Antibiotic Treatment in O Annual Monitoring for Patients on
Adults with Acute Bronchitis (AAB) Persistent Medications (MPM)

O Pharmacotherapy Management of COPD 0 Initiation and Engagement of Alcohol and
Exacerbation (PCE) Other Drug Dependence Treatment (IET)

0 Use of Appropriate Medications for 0 Plan all Cause Readmission (PCR)
People with Asthma (ASM)

0 Medication Management for People with 0 Adults Access Preventive/Ambulatory
Asthma (MMA) Health Services (AAP)

0 Use of Spirometry Testing in
Hybrid measures are defined as measures that can be collected through

39|Page



Emanate Health IPA
Provider Manual 2021

encounter/claims, supplemental sources, pharmacy sources and medical record review.
Annually each health plan is required to collect a sample of the eligible population via
medical record review between December and May.

The following are hybrid measures:

0 Adult Body Mass Index (ABA) 0 Care of Older Adults (COA)

0 Childhood Immunization Status (CIS) 0 Comprehensive Diabetes Care (CDC)

O Immunizations for Adolescents (IMA) 0 Medication Reconciliation Post Discharge
(MRP)

0 Cervical Cancer Screening (CCS) 0 Prenatal and Postpartum Care (PPC)

0 Colorectal Cancer Screening (COL) 0 Lead Screening in Children (LSC)

00 Human Papillomavirus Vaccine for 0 Weight Assessment and Counseling for

Female Nutrition and Physical Activity for

0 Adolescents (HPV) Children/Adolescents (WCC)

0O Well-Child Visits in the Third, Fourth, Fifth and Sixth
Years of Life (W34)
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Section 11.3
Primary Care Physician — HEDIS Engagement

All contracted PCP’s are required to participate with the IPA network in HEDIS (including
STAR measures) program. The IPA network will provide the PCP with gaps in care (GIC)
reports, monthly eligibility, and other adhoc reports provided by the health plans. Gaps in
Care reports & other adhoc reports will be provided electronically to the PCP on a quarterly
basis.

The PCP and IPA network will review the GIC reports to address the following:

1) Patients assigned with true “gap in care”

2) Patients assigned who have had the screening/test but maybe new to the |IPA and/or
PCP. The IPA and PCP will work on collecting supplemental data to report findings
to the applicable health plan

3) Patients who are non-compliant with disease or preventative care management

The IPA network will work with the Health Plans to maximize administrative and encounter
data transactions. The IPA network will provide the PCP with reference and resources to
ensure appropriate CPT, CPT Il, and ICD-10 codes are utilized by the PCP when billing.
The IPA will monitor the PCP claims encounter data submissions to ensure appropriate
service codes are utilized for compliance with HEDIS/STAR measures criteria.

PCP providers can use the NMM Web Portal system to monitor patients with gaps in care.
The NMM Web Portal provides indicators (see image example below) for patients who have
completed or require specific measures. We encourage the PCP office to use the
resources provided by the IPA to monitor patients with gaps in care to ensure the IPA is
compliant with health plan & State standards for preventative or disease management
measures.
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Example) NMM Web Portal Image: HEDIS indicator

V.1, Member Assessiment:

When sensrchiiig for mismlrers, you may see a blinking heart on the l=ft of the nwember’'s
FULL NAME. This indi : that the b has sonke pending services to be completed
according to the HEDIS mieasures .

2P RABOSAZCTMM 1 P OOE S0 NN A

Click on the member’s ID number to view a list of the nweasures required for that patient. If
the myember does not quakify for any of the measures in the HEDIS prograny, then the Quality
aint Risk Assessment posfion wili not appear.

Otherwize, depending on the member’s health plan, there will be forms that you can
downioad and print fron the partal.

Quality and Risk Ansesament
Irvirprate el Wamisas b Sdset ek etk A [—— —
h (= =~ W oo
cEmEsTEs
- <o)
o <srpana

& e v |

Click ou the [Create Authorization] button to create an authorization for that measure.

" neplnie
- Cemewnve

S

A “Create Authorization™ window will pop up. Follow the dircctions 1i din VILL. Creatings
New Aunthorizatbhens to create an anthorization for this measure.

- o0 . X <L
- FERp Ity < :_I w
Once crented, a hyperhink with an authorization number wilt appear and the bution will be
changed o [(CPT II Expected]
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Section 12.1
Initial Health Assessment

An "initial health assessment," or a visit that occurs soon after a member enrolls, is the key
to early identification of health problems, treatment, and establishing a strong relationship
between the provider and the new member. For many members who are new to managed
care or are unfamiliar with the importance of preventive care, initial health assessments
don't always take place.

The Initial Health Assessment must be performed using the age-appropriate DHS-approved
assessment tools. DHS has standardized assessment tools (Staying Healthy Assessment
[SHA]) to be administered during office visits, reviewed at least annually and re-
administered by the doctor at the appropriate age intervals. The initial health assessment
must consist of a history and physical examination with an individual health education
behavioral assessment that enables a provider to comprehensively assess the member's
current acute, chronic and preventive health needs.

The Staying Healthy Assessment (SHA) is the Individual Health Education Behavioral
Assessment (IHEBA) developed by the Department of Health Care Services (DHCS) {SHA
forms are usually now used in lieu of IHEBA forms}. The goals of the Staying Healthy
Assessment (SHA) are to assist IPA providers with:

¢ Identifying and tracking high-risk behaviors of MCP members.

¢ Prioritizing each member’s need for health education related to lifestyle, behavior,
environment, and cultural and linguistic needs.

e Initiating discussion and counseling regarding high-risk behaviors.

¢ Providing tailored health education counseling, interventions, referral, and follow-up.

What qualifies as an initial health assessment visit?
e A scheduled office visit for a complete history and physical examination.

An office visit for a specific problem is an opportunity to start an initial health assessment
with documentation. Subsequent scheduled appointments must be completed within the 60
or 120 day timeframe.

What does not qualify as an initial health assessment visit?

e An office visit for a specific problem without documentation of starting an initial health
assessment with subsequent scheduled appointments for completion within the 60 or
120 day timeframe.

e Urgent care or an emergency visit.

What are a provider's responsibilities regarding initial health assessments?

e Schedule every new member for the initial health assessment within the identified
timeframe (see “Mandated Timeframes” section below).
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e Provide adequate documentation of the assessments, including the health education
behavioral assessment, follow-up care, any exemptions from the initial health
assessment and coordination of care in the medical records.

o Provide documentation of all attempts to schedule an initial health assessment,
including the follow-up or missed and broken appointments, and periodic preventive
screenings.

Section 12.2
Follow-up Care

For follow-up care identified at the time of the initial health assessment, appropriate
diagnostic and treatment services are required to be initiated as soon as possible but no
later than 60 calendar days following either a preventive screening or other visits that
identify a need for follow-up care. For members identified with complex or chronic conditions
prior to enrollment or upon completion of the initial health assessment, the provider is
responsible for adequately documenting appropriate referrals made to linked and carved-out
service programs, including CCS, Department of Mental Health, Regional Centers, Early
and Periodic Screening, Diagnosis, and Treatment (EPSDT) Supplemental Services as well
as basic care management/care coordination efforts.

Policies and Procedures

W Utilization Management Department

Policy Number: Policy Name: Initial Health Assessment

Xl Cal-MediConnect [X] Commercial [ | Medicare Advantage MediCal

Date Approved by Effective Date: 10/1/2018
UMC.:

Replaces Policy

Revision Date: Last Approval Date:

Signature: (on-file)

PURPOSE:
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An IHA consists of a history and physical examination and an Individual Health Education
Behavioral Assessment (IHEBA). An IHEBA enables a provider of primary care services to
comprehensively assess the member’s current acute, chronic, and preventive health needs
as well as identify those members whose health needs require coordination with appropriate
community resources and other agencies for services not covered under Managed Care
Plan (MCP) contracts.

Section 12.3
Staying Healthy Assessment

The Staying Healthy Assessment (SHA) is the Individual Health Education Behavioral
Assessment (IHEBA) developed by the Department of Health Care Services (DHCS) {SHA
forms are usually now used in lieu of IHEBA forms}. The goals of the Staying Healthy
Assessment (SHA) are to assist IPA providers with:

¢ Identifying and tracking high-risk behaviors of MCP members.

e Prioritizing each member’s need for health education related to lifestyle, behavior,
environment, and cultural and linguistic needs.

e |Initiating discussion and counseling regarding high-risk behaviors.

¢ Providing tailored health education counseling, interventions, referral, and follow-up.
To reduce the prevalence of chronic disease for Managed Care Plan members and
decrease costs over time, MCP providers should use the SHA to identify health-risk
behaviors and evidence-based clinical prevention interventions that should be
implemented. Managed Care Plans and IPAs will use interventions that combine patient
education with behaviorally oriented counseling to assist members with acquiring the
skills, motivation, and support needed to make healthy behavioral changes.

DHCS recently updated the SHA in collaboration with MCP representatives and
providers. All assessment questions were updated in accordance with the guidelines of
the US Preventive Services Task Force and other relevant governmental and
professional associations.

POLICY:

Network Medical Management IPAs must ensure that each member completes an IHA
and SHA as a component of IHA in accordance with the following guidelines and
timeframes prescribed below (Also Refer to Table 1):

»  New Members

New MediCal and CalMediConnect members 18 months and older must
complete the IHA inclusive of SHA within 120 days of the effective date of
enroliment as part of the IHA. The effective date of enrollment as defined by DHCS
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is the first day of the month following notification by the Medi-Cal Eligibility Data
System (MEDS) that a member is eligible to receive services from the Health Plan
and IPAs.

For NMM affiliated IPAs, MediCal, Covered California and CalMediConnect eligibility
date is defined by the health plans and IPAs will follow that date. Timeframes for
completion of IHAs are as follows:

o New members under 18 months must complete IHA within 60 days of
enroliment.

o IHAs should be completed within 90 Days for Covered California
Members.

o [HAs should be completed for Medical members older than 18 months
and CMC members within 120 days of being eligible to receive services
from the Health Plans.

Current Members

Current members who have not completed an updated SHA must complete it during
the next preventive care office visit (e.g. well-baby, well-child, well-woman exam),
according to the SHA periodicity table.

Pediatric Members

Members 0-17 years of age must complete the SHA during the first scheduled
preventive care office visit upon reaching a new SHA age group. PCPs must review
the SHA annually with the patient (parent/guardian or adolescent) in the intervening
years before the patient reaches the next age group.

Adolescents

Adolescents (12—-17 years) should complete the SHA without parental/guardian
assistance beginning at 12 years of age, or at the earliest age possible to increase

the likelihood of obtaining accurate responses to sensitive questions. The PCP will
determine the most appropriate age, based on discussion with the parent/guardian
and the family’s ethnic/cultural background.

Adult and Senior Members

There are no designated age ranges for the adult and senior assessments, although
the adult assessment is intended for use by 18 to 55 year olds. The age at which the
PCP should begin administering the senior assessment to a member should be
based on the patient’s health and medical status, and not exclusively on the patient’s
age. The adult or senior assessment must be re-administered every 3 to 5 years, at a
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minimum. The PCP must review previously completed SHA questionnaires with the
patient every year, except years when the assessment is re-administered.

¢ Provider Requirements:

A. Primary Care Physicians (PCPs), with assistance from their IPAs, are required to
schedule and provide an IHA within sixty (60) days, ninety (90) days or one
hundred twenty (120) days of enrollment for Members, depending on the line of
business as indicated above.

B. NMM requires PCPs to have processes in place to notify and facilitate access to
IHA’s for Medi-Cal Members.

C. NMM and IPAs require that PCPs maintain documentation of all attempts to
inform Member of the need for an IHA.

D. NMM and affiliated IPAs require PCPs to adhere to the current edition of the
Guide to Clinical Preventive Services of the U.S. Preventive Services Task Force
for preventive services for asymptomatic healthy adults.

E. NMM requires that PCPs provide preventive services for Members under age 21

as specified by the most recent American Academy of Pediatrics (AAP) and/or
Child Health and Disability Prevention (CHDP) Program age-specific guidelines.

POLICY SCOPE
The IHA policy covers the following populations:

1) MediCal members
2) Covered California members
3) Cal Medi-Connect Members

DEFINITIONS:

1) DHCS- California Department of Healthcare Services.

2) IHA- Initial Health Assessment. IHA is a comprehensive Assessment that is
completed during the member’s initial encounter with a selected or assigned primary
care physician (PCP), appropriate medical specialist, or non-physician medical
provider and must be documented in the member’s medical record. The IHA allows
the Primary Care Provider and member to meet, identify, and address current care
needs, and form a working partnership toward managing the member’s health.
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3) IHEBA - the Individual Health Education Behavioral Assessment developed by the
Department of Health Care Services (DHCS). The IHEBA is a required component of
the Initial Comprehensive Health Assessment (IHA). An IHEBA enables a provider of
primary care services to comprehensively assess the member's current acute,
chronic, and preventive health needs as well as identify those members whose
health needs require coordination with appropriate community resources.

4) MEDS- Medical Eligibility Data System. Determine member eligibility and date due
for the IHA.

5) SHA- Staying Healthy Assessment. The SHA is the Individual Health Education
Behavioral Assessment (IHEBA) developed by the Department of Health Care
Services (DHCS). SHA forms are now usually used instead of IHEBA forms during
IHAs.

PROCEDURE

A) An IHA consists of the following components:

1. Behavioral history - review of pertinent health related behaviors including

smoking, alcohol and drug use, exercise, etc.
2. Review of past medical and social history;

3. Review of systems - review of signs and symptoms related to all major organ
systems;

4. Review of current medication use;

Review of preventive services - review of status of Member in terms of needed

preventive services (e.g., immunizations, PAP test). The needed preventive

services should either be provided on the day the IHA is performed, or

additional visits scheduled to provide them;

o

6. Physical exam (including mental status) sufficient to assess the Member's
acute, chronic, preventive health needs, and psychosocial needs;

7. Diagnostic tests - ordering of appropriate diagnostic tests, as needed; and

Development of Problem List and Medication List, if appropriate.

9. Recommended SHA questionnaire to be used and placed in Medical Records.
The SHA forms are available at:
http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx

o

B) All Members must receive the Staying Healthy Assessment (SHA) during their [HA.
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C) PCPs, in collaboration with their IPA, are responsible for informing Medi-Cal
Members of the need for an IHA. Following steps will be taken by IPA to assist the
PCPs:

a. PCPs will be provided with an IHA education flyer with receipt of their eligibility
lists each month.
b. New members enrolled with PCPs will be identified on their eligibility lists?
c. Member Services Department Activities for IHA and Member Education:
i. New member Eligibility lists are provided to NMM’'s member services
department each month.
ii. Member services department staff will call all new members to:
1. Notify then of the need for an IHA
2. Availability of IHA and visiting their Primary Care Physician
within the 60 or 120 days as deemed necessary.
ii. Member services will make 3 call attempts to reach the member.
iv. If member is not reached after 3 attempts, a postcard reminder for IHAs
will be mailed to the member.

D) PCPs are responsible for assessing Medi-Cal Members of the need for and
scheduling of, if necessary, an IHA at any time they see the Member for an acute or
chronic iliness visit prior to performing the IHA. If the Member has had a
comprehensive health assessment within twelve (12) months, the PCP must
document the specifics in the medical record.

E) PCPs are responsible for follow-up of missed appointments, for the IHA for all
Members.

F) PCPs are responsible for arranging follow-up visits or referrals for their Members that
have significant health problems identified during the IHA.

G) Providers can access their provider portal for a current list of Members eligible for an
IHA.

H) Exceptions From IHA Requirements:

a. Completed 12 months prior to enroliment: If all IHA elements were completed
within 12 months prior to the member’s effective date of enroliment. If the
member’s newly assigned PCP did not perform the IHA, the PCP must record
that findings have been reviewed and updated accordingly.

b. Members not continuously enrolled in the plan for required number of days.

c. Disenrolled members: If members were disenrolled before IHA due date.
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d. Members refusing IHA: Must be recorded in Medical Record.

e. Missed Scheduled appointment and two documented attempts to reschedule
have been unsuccessful.

1) Provider Education:

a. IHA Flyer Distribution

b. Flyer includes detailed information on IHA requirements and elements to be
covered by PCPs.

c. The following items are also a component of PCP Education.

i. Instructions on how to use the SHA or DHCS approved alternative
assessment.

ii. Documentation requirements.
iii. Timelines for administration, review, and re-administration.

iv. Specific information and resources for providing culturally and
linguistically appropriate patient health education services/interventions.

v. Specific information regarding SHA resources and referral.
d. Notification of members needing IHA in provider portal.
e. New provider in service to include detailed information on completing IHAs
f. IHA information on NMM website.
J) Monitoring IHA performance by Network PCPs:
a. Quarterly review of a sample of medical records for high volume PCPs to
assess IHA performance.
b. Health Plan assessment tool will be used.
c. Deficiencies will be recorded and providers notified of their results.

REFERENCES

1) Initial Health Assessment, Title 17 Section 6846-6847, Title 22, CCR, Section 53851

(b)(1)

2) MMCD Policy Letter 08-003.
http://mwww.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyl etters/PL
%202008/PL08-003.PDF.

3) MMCD Policy Letter 13-001.
https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyl etters/PL

2013/PL13-001.pdf

ATTACHMENTS:

1) Table 1- SHA Periodicity
2) Table 2- IHA Visit Codes
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TABLE 1 SHA PERIODICITY
Forms Periodicity | Administer Administer/Re-administer Review
DHCS Form | Age Within 120 1% Scheduled | Every 3-5 Annually
SHA Form Groups (Or 60 days | Exam(After Years (Intervening
Numbers for Ages 0-6 | Entering New Years)
Alternatively Months) Age Group)
IHEBA forms Days of
may be used. Enroliment
DHCS 7098 A | 0-6 Months v v
DHCS 7098 B | 7-12 N v
Months
DHCS 7098 C | 1-2 Years N N N
DHCS 7098 D | 3-4 Years v v v
DHCS 7098 E | 5-8 Years N v v
DHCS 7098 F | 9-11 Years v v v
DHCS 7098 G | 12-17 v v v
Years B
DHCS 7098 H | Adult v v v
DHCS 7098 | | Senior v v N
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Table 2

IHA VISIT CODES
IHA Visit Codes Description CPT or Diagnosis Code(s)
OFFICE/OUTPATIENT VISIT NEW 99201, 99202, 99203, 99204, 99205
OFFICE/OUTPATIENT VISIT EST 99211, 99212, 99213, 99214, 99215
OFFICE CONSULTATION 99241, 99242, 99243, 99244, 99245
NURSING FACILITY INIT 99304, 99305, 99306
DOMICILE/R-HOME VISIT NEW PAT 99326, 99327, 99328
HOME VISIT NEW PATIENT 99341, 99342, 99343, 99344, 99345
HOME VISIT EST PATIENT 99348, 99349, 99350
INIT PM E/M NEW PAT INFANT 99381
INIT PM E/M NEW PAT 1-4 YRS 99382
PREV VISIT NEW AGES 5-11 99383
PREV VISIT NEW AGES 12-17 99384
PER PM REEVAL EST PAT INFANT 99391
PREV VISIT EST AGE 14 99392
PREV VISIT EST AGE 5-11 99393
PREV VISIT EST AGE 12-17 99394
BEHAV CHNG SMOKING 3-10 MIN 99406
BEHAV CHNG SMOKING > 10 MIN 99407
INIT NM EM PER DAY NON-FAC 99461
History and Physical, new patient; age 12—20 years CO01A
History and Physical, routine; age 12-20 years C001B
History and Physical, new patient; age 5-11 years =~ C002A
History and Physical, routine; age 5-11 years C002B
History and Physical, new; age 1-4 years CO03A
History and Physical, routine; age 1—4 years C003B
History and Physical, new; age 0—1 year CO04A
ALCOHOL AND/OR DRUG SCREENING HO0049
ALCOHOL AND DRUG SRVC BRF PER 15 MIN HO050
COMP MULTIDISCIPLINARY EVALUATION H2000
INITIAL ANTEPARTUM OFFICE VISIT Z1032
INITIAL NUTRITIONAL ASSESSMENT/DE 26200
SUBSEQUENT NUTRITIONAL ASSESSMENT 26202
INIT PSYCHOSOCIAL ASSESS/DEVEL FIRS Z6300
NEW CLIENT ORIENTATION EA 15 MIN 26400
INITIAL HEALTH ED ASSESS/DEVELOP 30 26402
SUB HEALTH ED ASSESS/DEVELOP 15 MIN 26404
INITIAL COMPREHENSIVE NUTRITION Z6500

ENCOUNTER FOR GENERAL ADULT MEDICAL  Z00.00
EXAMINATION WITHOUT ABNORMAL FINDINGS
ENCOUNTER FOR GENERAL ADULT MEDICAL  Z00.01
EXAMINATION WITH ABNORMAL FINDINGS

ENCOUNTER FOR ROUTINE CHILD HELATH Z00.121
EXAMINATION WITH ABNORMAL FINDINGS

ENCOUNTER FOR ROUTINE CHILD HEALTH Z00.129
EXAMINATION WITHOUT ABNORMAL FINDINGS
ENCOUNTER FOR OTHER GENERAL Z00.8
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EXAMINATION

ENCOUNTER FOR OTHER ADMINISTATIVE
EXAMINATIONS

ENCOUNTER FOR PRE-EMPLOYMENT
EXAMINATION

ENCOUNTER FOR EXAMINATION FOR
RECRIUTMENT TO ARMED FORCES

IHEBA/SHA Codes

Description

ASSESS HLT BEHAVE INITIAL/IHEBA/Staying
Healthy Assessment (Initial)

ASSESS HLT BEHAVE INITIAL/IHEBA/Staying
Healthy Assessment (Subsequent Visits)

Z02.89
2021

Z02.3

CPT Code
96150

96151

Emanate Health IPA
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INITIAL HEALTH ASSESSMENT (Within 120 Days upon Enrollment)

Elements to be included in Medical Records based on age.

For All Members
1. The medical record reflects a SHA/IHEBA assessment has been conducted.

2. The medical record reflects diagnostic, treatment and follow-up services for

symptomatic findings or risk factors identified in the IHA within 60 days following

discovery

The medical record reflects TB screening for all applicable members

4. If IHA has not been completed, the medical record reflects attempts to schedule IHA
per Health Plan policy

5. If the IHA has not been completed due to Missed appointments, the medical record
reflects documented missed appointments and at least two (2) attempts for follow-up,
as appropriate

o

MEMBERS (Ages 0-21 yrs.)
1. For members under 21 years of age, the medical record reflects completion of an

age appropriate IHA according to the most recent edition of the American Academy
of Pediatrics (AAP) age specific guidelines and periodicity schedule.

2. The medical record reflects a dental screening /oral assessment and dental referral
starting at age 3 or earlier, if warranted

3. The medical record includes documented lab testing for anemia, diabetes and/or
urinary tract infection. (if applicable)

4. The medical record includes identification, treatment and follow-up on obese
members

5. The medical record includes documented age-appropriate immunizations

6. The medical record includes a documented testing for lead poisoning in IHA (if
appropriate). (Lead level checks at ages 12 mos. or 24 mos.) Lead level range-
above 15 should be referred to Los Angeles Lead Program.’

Adult Members
1. For Asymptotic Adults, the medical record reflects completion of an age appropriate

IHA according to the most current edition of the Guide to Clinical Preventive Services
published by the U.S. Preventive Services Task Force (USPSTF) as documented by
a history & physical & review of organ systems.

2. The medical record includes colon and rectal cancer screening for adults 50 to70
years old

3. The medical record includes immunizations for adults as required

Female Members
1. The medical record includes a documented breast examination over the age of 40

years
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The medical record includes a documented Mammogram at age 50 and over.
The medical record includes documented Osteoporosis screening for females 65
years and older.

Chlamydia screen for all sexually active females aged 24 and older who are
determined to be at high-risk for Chlamydia infection using the most current CDC
guidelines

Screening for cervical cancer in women age 21 to 65 years with cytology (Pap
smear) every 3 years

The medical record reflects that the HPV immunization was offered to age
appropriate females (9-26).

SPD/CMC Members

1.
2.

The Health Risk Assessment for the SPD member is present in the medical record.
The SPD member has received all necessary information regarding their treatment
and services so that they can make an informed choice

The medical record reflects that the SPD member agrees with the plan for treatment
and services
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Section 13
Childhood Disability and Prevention Program (CHDP)

The Child Health and Disability Prevention (CHDP) is a preventive program that delivers
periodic health assessments and services to low income children and youth in
California. CHDP provides care coordination to assist families with medical appointment
scheduling, transportation, and access to diagnostic and treatment services.

Health assessments are provided by enrolled private physicians, local health departments,
community clinics, managed care plans, and some local school districts. The Child Health
and Disability Prevention (CHDP) is a preventive program that delivers periodic health
assessments and services to low income children and youth in California. CHDP provides
care coordination to assist families with medical appointment scheduling, transportation,
and access to diagnostic and treatment services.

LA Care (and Plan Partner) members under the age of 16 must be seen by a CHDP
certified physician. CHDP well-child health assessments and immunizations should be
rendered in accordance with the American Academy of Pediatrics (AAP) Bright Futures
periodicity schedule. CHDP well-child health assessments and immunizations should be
rendered in accordance with the American Academy of Pediatrics (AAP) Bright Futures
periodicity schedule.

Please note, children should be referred for Dental Care as follows:

e Beginning at age one as required by California Health and Safety Code Section
124040 (6)(D)

e At any age if a problem is suspected or detected.

e Every six (6) months for maintenance of oral health

e Every three (3) months for children with documented special health care needs
when medical or oral condition can be affected; and for other children at high risk
for dental caries.

Starting July 1, 2017 California state DHCS required that CHDP Confidential Screening and
Billing Report (PM 160) claim form would no longer be used to bill for CHDP Early and
Periodic Screening, Diagnosis and Treatment (EPSDT) health assessments, immunizations
and ancillary services for dates of service on or after July 1, 2017. For these dates of
service, qualified Medi-Cal providers enrolled in the CHDP program must bill CHDP/EPSDT
services on a CMS-1500, UB-04 claim form or electronic equivalent. Providers should note
the national codes cannot be submitted on the PM 160. Providers need to check individual
Health Plan protocols for submission of CHDP claims and encounters.

For a CHDP program code conversion, providers may refer to :
https://files.medi-cal.ca.gov/pubsdoco/newsroom/25768 Cd Conv_Table.pdf
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Section 14
Comprehensive Perinatal Services Program (CPSP)

Comprehensive Perinatal Services Program includes a wide range of culturally competent
services to Medi-Cal pregnant women, from conception through 60 days postpartum.

CPSP Service Elements Include:

1.

7.

Patient (Client) Orientation: CPSP practitioners provide an initial orientation and
continue to orient the client to needed services, procedures, and treatments
throughout her pregnancy.

Initial Assessments: The initial obstetric, nutrition, health education, and psychosocial
assessments are the first steps taken to determine a client’s individual strengths,
risks, and needs in relation to her health and well-being during pregnancy. Ideally, all
four assessments are completed within four weeks of entering care.

Individualized Care Plan (ICP): The ICP identifies and documents the client’s
strengths and a prioritized list of risk conditions/problems, sets goals for
interventions, and identifies appropriate referrals.

Interventions: Appropriate obstetric, nutrition, health education, and psychosocial
interventions during pregnancy enable a woman to increase control over and improve
her health and the health of her baby. Interventions can include services, classes,
counseling, referrals, and instructions as appropriate to the needs and risks identified
on the ICP.

Reassessments: Reassessments are offered at least once each trimester and
postpartum, and serve as an opportunity to identify other risks and check the client’s
progress on those issues the woman wants to change.

Postpartum Assessment and Care Plan: The postpartum period is the time to assess
the client’s health, strengths, and needs in relation to infant care skills as well as any
needs of the baby. A client may receive nutrition, health education, and psychosocial
support services anytime throughout the 60-day postpartum eligibility period.

Providers offering CPSP services should maintain a Perinatal Services protocol.

When UM referral requests are received by IPA for OB services pertaining to MediCal
members, approvals will include reminder to provider for provision of CPSP services.
Approval notices posted to portal will include a reminder in portal for provision of CPSP
services. With provision of CPSP services, providers will include all elements of CPSP
services in patients’ medical records.
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Section 15
Sterilization and Family Planning Services

Pursuant to state and federal requirement, sterilization services (tubal ligation or vasectomy)
may be obtained by Medi-Cal members at any qualified family planning provider, in or out of
the NETWORK MEDICAL MANAGEMENT’s HMO Medi-Cal specific network.

Providers of sterilization services for Medi-Cal members must adhere to informed consent
procedures as detailed in Title 22, Section 51305,

The PM 330 consent forms, which contain federal funding language, must be used as
mandated by the state of California.

Following are important considerations regarding Family Planning and Sterilization
Services:

e Members may access family planning services both within and outside of NMM on a
self-referral basis without prior authorization.

e PCP may conduct Pap Smears in their office and OB/GYNs may provide a wider
scope of services.

e Family planning services are provided to members of childbearing age to enable
them to determine the number and spacing of children. Services include all methods
of birth control approved by the FDA.

e Members of child bearing age may access Family Planning services listed below
from out of plan family planning providers to temporarily or permanently prevent or
delay pregnancy.

e PCPs and OB/GYNs performing sterilization services will document referrals and
family planning services information in member’s chart, as well as provide
information to NMM.

e Member must be at least 21 years of age, mentally competent to understand the
nature of the proposed procedure and not be institutionalized. At least 30 days but no
more than 180 days have passed between the date of written informed consent and
the date of sterilization except in some instances advised the individual that no
federal benefits may be withdrawn because of the decision not to be sterilized

e One copy of the state of California approved booklets, in English or Spanish, must be
furnished to the member, along with consent forms. Sterilization Consent forms (in
English and Spanish can be downloaded from the Medi-Cal website located at
www.medi-cal.ca.gov or by calling the Telephone Service Center (TSC) at 1-800-
541-5555.

S8|Page



Emanate Health IPA
Provider Manual 2021

The following list of family planning services may be provided to Medi-Cal members by an
in-network of out-of-network family planning practitioner:

Health education and counseling necessary to make informed choices and
understand contraceptive methods.

Verbal H & P limited to immediate problems.

Lab tests, if medically indicated, as part of the decision making process for choice of
contraceptive methods.

Follow-up care for complications associated with contraceptive methods issued by
the family planning practitioner.

Provision of contraceptive pills, devices, and supplies

Provision and insertion of Norplant

Tubal ligation

Vasectomies

Pregnancy testing and counseling

Diagnosis and treatment of STDS, if medically indicated (STD diagnosis and
treatment provided during a family planning encounter are considered part of family
planning services).

Screening, testing and counseling of at-risk individuals for HIV (HIV diagnosis and
treatment provided during a family planning encounter is considered part of family
planning services).

Therapeutic and elective abortions are not considered part of family planning
services.

Infertility studies, reversal of voluntary sterilization, hysterectomy for sterilization and
transportation are not covered under Medi-Cal program and therefore are not
available to Medi-Cal members under family planning or other services.

Members may access LHD clinics and family planning clinics for diagnosis a d
treatment of an STD episode. For community providers other than LHD and family
planning providers, out of plan services are limited to one office visit per disease
episode for the purposes of :

o Diagnosis and treatment of vaginal discharge and urethral discharge

o STDs that are amenable to immediate diagnosis and treatment those include
syphilis, gonorrhea, Chlamydia, herpes simplex, chancroid, trichomoniasis,
HPV, non-gonococcal urethritis, lymphogranuloma venerum and granuloma
inguinale and evaluation and treatment of pelvic inflammatory disease.
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Section 16
Early Start/Early Intervention Developmental Disabilities and Regional
Centers Care Coordination

Primary Care Physicians and Providers should ensure coordination of primary and
specialty care and provision of routine preventive services as needed for MediCal
members receiving Early start /Early Interventions at Regional centers.

Section 16.1
Referrals to the Early Start Program

a)

b)

c)

d)

Anyone can make a referral, including parents, medical care providers, neighbors,
family members, foster parents, and day care providers.

The first step that parents may take is to discuss their concerns with their health
care provider/doctor. Provider or parents can also call the local regional center or
school district to request an evaluation for the child.

If the child has a visual impairment, hearing impairment, or severe orthopedic
impairment, or any combination of these, provider or parents/guardians may
contact the school district for evaluation and early intervention services.

After contacting the regional center or local education agency, a service
coordinator will be assigned to help the child's parents through the process to
determine eligibility.

Within 45-days the regional center or local education area shall:

i. Assign a service coordinator to assist the family through evaluation and
assessment procedures.

ii. Parental consent for evaluation is obtained.

iii. Schedule and complete evaluations and assessments of the child's
development.
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Section 16.2
Services Provided

Based on the child's assessed developmental needs and the families concerns and
priorities as determined by each child's Individualized Family Service Plan (IFSP) team,
early intervention services may include:

i. assistive technology

ii. audiology
iii. family training, counseling, and home visits
iv. health services
v. medical services for diagnostic/evaluation purposes only
vi. nursing services
vii. nutrition services
viii. occupational therapy
ix. physical therapy
X. psychological services
xi. service coordination (case management)
xii. social work services
xiii. special instruction
xiv. speech and language services
xv. transportation and related costs
Xvi. vision services

Section 16.3
Coordination of Care

Member’'s medical records with their Primary Care Physician reflect collaboration
between the Regional Center/Early Start/Early Intervention program and the PCP
(i.e., MD notes [DDS or ES/EI provider]; referral from or to the Regional Center
and/or Early Start program for ages 0-3). In addition medical record reflects
coordination of specialist services with the Health Plan network as applicable.
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Section 17
Alcohol and Substance Abuse; Screening, Brief Intervention, and
Referral to Treatment (SBIRT)

Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-based
practice used to identify, reduce, and prevent problematic use, abuse, and dependence on
alcohol and illicit drugs. The SBIRT model was incited by an Institute of Medicine
recommendation that called for community-based screening for health risk behaviors,
including substance use.

L.A. Care and Plan Partner primary care physicians are required to screen their patients for
alcohol misuse under the expanded Medi-Cal behavioral health benefit. A highly effective
method is the SBIRT approach. Health care practitioners can help support prevention and
care through SBIRT: Provide screening and brief intervention when signs of a disorder are
present and refer the patient for medically necessary treatment. Screening, Brief
Intervention, and Referral to Treatment (SBIRT) is a comprehensive, integrated, public
health approach to the delivery of early intervention and treatment services for substance
use disorders.

SBIRT:

» Screening quickly assesses the severity of substance use and identifies the
appropriate level of treatment.

« Brief intervention focuses on increasing insight and awareness regarding substance
use and motivation toward behavioral change.

» Referral to treatment provides those identified as needing more extensive treatment
with access to specialty care.

Evidence has shown that interventions significantly improve health in non-dependent
drinkers. Similarly, benefits also occur to those with a substance use disorder. In May 2013,
the US Preventive Services Task Force recommended that clinicians screen adults aged 18
years or older for alcohol misuse and provide persons engaged in risky or hazardous
drinking with SBIRT.

For more information regarding care for Substance Use Disorders, please contact the

Department of Public Health/Substance Abuse Prevention & Control (DPH/SAPC) at 1-888-
746-7900 (TTY/TDD 800-735-2929).
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Section 17
Alcohol and Substance Abuse; Screening, Brief Intervention, and
Referral to Treatment (SBIRT) continued...

Following are suggested codes that may be used by Line of Business (as of 9/15/2017):

Line of Business Code Description
Commercial CPT Alcohol and/or substance abuse structured screening and
Insurance 99408 brief intervention services; 15 to 30 minutes

CPT Alcohol and/or substance abuse structured screening and

99409 brief intervention services; greater than 30 minutes

Medicare G0396 | Alcohol and/or substance abuse structured screening and
brief intervention services; 15 to 30 minutes.

G0397 | Alcohol and/or substance abuse structured screening and
brief intervention services; greater than 30 minutes

Medicaid H0049 | Alcohol and/or drug screening.

H0050 | Alcohol and/or drug screening, brief intervention, per 15
minutes.
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Section 18
Quality Management

Quality and Health care access standards established by EMANATE HEALTH IPA ensure
all members have access to health care services. We monitor performance annually for
each of these standards as part of our quality improvement program. This enables us to
identify areas for improvement. EMANATE HEALTH IPA access standards are listed below
in accordance with California Managed Health Care Coalition, health plan and NCQA
standards.

Section 18.1
Quality Management Department

Procedures:

QM promotes the highest quality of medical care and service to members by performing
ongoing evaluation and modifications.

QM ldentifies and resolve issues that directly or indirectly affect member care.
Quality Management Committee Meetings:

e Special studies & trending

e Preventative Health Services

e Development/Implement Clinical

e Practice Guidelines

e Policy and Procedures

e Grievance Resolution

e Culturally and Linguistically Appropriate Services (CLAS)
All Primary Care Physician offices will be audited on a routine basis by Network Medical
Management and on a periodic basis by all HMO companies.

It is imperative that your office be kept tidy and that all logs are kept current and available
for these audits.
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If you need assistance preparing for audits, please contact our Quality Management

Department at (626) 282-0288. Network Medical Management will assist you in any way
that we can to make sure that you are audit-ready at all times.

Section 18.2
Health Education

Providers are encouraged to inform members about Health Education programs offered by
Allied Pacific of California IPA and contracted Health Plan organizations which is available
in the threshold languages and different formats. The following is a list of health education
programs which are available:

Other topics to talk to your doctor about:
e Asthma

e Diabetes

o Drug and Alcohol Problems

e Exercise

e Family Planning/Birth Control

e How to Quit Smoking

e Nutrition

e Parenting

e Prenatal Health (for pregnant women)
o Safety Tips

e STDs and HIV

e Weight Problems
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NETWORK MEDICAL MANAGEMENT
HEALTH EDUCATION REFERRAL PROCESS

l. Complete Treatment Authorization Request (TAR).

. Retain copy of TAR in Medical Record and document Health Education referral in
progress notes.

[I. Fax to Utilization Review Department at number specified on the TAR corresponding
to Medical Group.

V. Utilization Review Coordinators will enter into system and give an authorization
number.

V. Utilization Review Coordinators will forward a copy of the TAR to QM/Health
Education Department for tracking purposes only.

VI. QM Coordinator will log data on respective Health Education Log per Medical Group.
QM Coordinator will find a Health Education facility for the member and contact the
member by phone. A letter is mailed to the member and a copy of the letter is faxed
to the PCP. QM Coordinator will follow up with member for confirmation of
attendance.

VIl.  Loop closure will be via communication between health educator at the facility and
QM coordinator with documentation of member attendance.
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Health Education Material Request Form

If your office is in need of Health Education Materials, please fill out this assessment form and fax
response to (626) 943-6383.

Provider Name:
Provider Address:
Provider Telephone:
Provider Fax Number:

Provider Health Plan Contracts:

1. Would you like more information about health education classes?

Yes No

2. Do you have health education materials in your office?

Yes No

3. What sources have you used to obtain health materials?

4. Please Circle Health Education Materials needed in your office and specify languages

Advance Directive Hypertension Medi-Cal Materials
Asthma Men’s Health Healthy Family
Breastfeeding Nutrition Staying Healthy
Cholesterol Pregnancy WIC Services
Congestive Heart Failure STD’s Parenting
Depression Stress Management Other:

Diabetes Mellitus Smoking Cessation

Family Planning Weight Management

Gyn. Disorders Women’s Health

English Spanish Chinese Other:
Completed by: Sent:

NETWORK MEDICAL MANAGEMENT USE ONLY

Date Health Education Materials sent to Provider: ) By: o
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Section 18.4
Grievances and Appeals Process

It is the policy of Network Medical Management to refer all member grievances and appeals
to the appropriate Health Plan, to ensure members are provided appropriate medical care of
the highest possible quality.

The health plan will contact Network Medical Management for appropriate information
needed to resolve the member’ issue. Network Medical Management will contact the
provider to obtain the information requested, which must be submitted within the tine
guidelines mandated by each health plan.
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Access Criterion-Appointment and Time Elapsed Grid

Purpose

To define the standards for member access to routine/specialty appointments, preventive
care, after hours, emergency care, telephone access and behavioral health needs.

Policy

It is the policy of Network Medical Management to provide access to members in
accordance with California Managed Health Care Coalition, health plan and NCQA
standards. Network Medical Management has adopted the DMHC access standards.
Network Medical Management will make these Access Standards and any updates
available via the Provider Manual and fax blasts.

Access Criterion-Appointment
Type

NMM Time-Elapsed Standard

Preventive Care Appointment

Within 15 calendar days — 20 days for Medicare
members and 30 calendar days for Medi-Cal for adults
and within 10 calendar days for children (or with-in
120 days for adults of enroliment)

Specialty Appointment

Within 14 calendar days

Routine Primary Care Appointment

Within 7 calendar days

Access to PCP

24 hours a day, 7 days a week for all LOB

Urgent Care Appointment (PCP &
SPC)

Within 24 hours

If the urgent care appointment does not require prior
authorization it is within 48 hours (24 hrs. for Medi-
Cal) and if it does require prior authorization it is within
96 hours of the request for appointment, with some
exceptions

Non-urgent Appointment (PCP &
SPC)-excludes physicals and
wellness checks

Non urgent appointments for PCP: within 10 business
days (7 days for Medi-Cal) and SPC: within 15
business days of the request for appointment (15 days
for Medi-Cal), with some exceptions

Well Child Exams/Physicals

Within 2 weeks

Non-urgent, acute illness

3 days or as directed by the provider

Timely Access-Advanced Access
(PCP)

Includes appointments with a PCP or other qualified
primary care provider such as NP or PA within the
same or the next business day from the time an
appointment is requested, and advance scheduling of
appointments at a later date if the member prefers not
to accept the appointment offered within the same or
the next business day.

' Sensitive Services

Sensitive Services must be made available to
members preferably within 24 hours but not exceed 48
hours of appointment request.
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Sensitive Services are services related to:

Sexual assault

Drug or alcohol abuse

Pregnancy

Family Planning

Sexually Transmitted Disease

Outpatient mental health treatment and counseling

Minors under 21 years of age may receive these

services without parental consult.

e 1% prenatal visit must offer the appointment within
5 business days of request for Medi-Cal members.

Confidentiality will be maintained in a manner that

respects the privacy and dignity of the individual.

Ancillary Services

Non-urgent services for the diagnosis or treatment of
injury, illness, or other health condition: within 15
business days of the request for appointment, with
some exceptions

Emergency Care (In & Out of Area)

Immediate disposition of member to the appropriate
care setting

After Hours Phone Emergency

Respond immediately and refer to 911/ER &
addresses the needs of non-English speaking
members

After Hours Phone Urgent

Respond within 30 minutes

'After Hours Phone Non-Urgent

Respond within 24 hours every day

Telephone Access

Live person answers within 30 seconds, 24/7, call wait
times to be answered <30 seconds, call abandonment
rate quarterly average within 5%

Member Service Contact

By telephone

Waiting Time (PCP and SPC)

Preferably not to exceed 15 minutes in office waiting
time for scheduled appointments otherwise no greater
than 30 minutes.

Appointment Waiting Time

The time from the initial request for health care
services by member or the member’s treating provider
to the earliest date offered for the appointment for
services inclusive of time for obtaining authorization
from the plan or medical group (if delegated) and
completing any other condition or requirement of the
_plan or its contracting providers.

Initial Health Assessment (enrollee
age 18 months and older)

Must be completed within 120 calendar days

Initial Health Assessment (enrollee
age 18 months and younger)

Must be completed within 60 calendar days

Self-Referral for Preventive Care,
Mammography exams+*, Flu
Vaccine+*, Women'’s Health Care

Annually, *Direct Access: within the contracted
network — no authorization required (Medicare)

ER approval for post-stabilization
services

Automatically
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Out of Area Temporary Urgently
Needed Services

No authorization required (Medicare only)

Behavioral Health Access Criterion

Network IPA/Medical Group Standard

Life-threatening Needs

A member with life-threatening emergency needs is
seen immediately.

Non-life-threatening Needs

A member with non-life;threatening emergency needs
has access to care within 6 hours.

Urgent Needs

| A member with urgent needs has access to care

within 24 hours. If it does not require prior
authorization it is within 48 hours & if it does, 96 hours
from the request for appointment, with some
exceptions.

Non-Urgent Appointment

Non-urgent appointments with a mental health care
provider: within 10 business days of the request for an
appointment (with some exceptions) and with a mental
health care provider; within 10 business days of the
request, with some exceptions.

Routine Needs

A member with routine needs has access within
10 working days.

Telephone Access

A member has telephone access to screening and
triage; abandonment rates do not exceed 5% at any
given time.

Follow-up Care Post-Hospitalization
for Mental lliness

One follow-up encounter with a mental health provider
within 7 calendar days after discharge and one follow-
up encounter with a mental health provider within 30

calendar days after discharge (must provide both). |

Network Medical Management defines the above criteria as follows:

. Preventive care: Care or services provided to prevent disease/iliness and/or its
consequences. For example, an annual physical exam, immunizations, or a
disease screening program.

. Specialty care: Medical care provided by a specialist, such as a cardiologist or a
neurologist.

. Routine primary care: Services that include the diagnosis and treatment of
conditions to prevent further complications and/or severity. These are non-acute
or non-life or limb threatening.

. Urgent care: Care given for a condition(s) that could be expected to deteriorate
into an emergency or cause prolonged impairment, such as acute abdominal
pain, fever, dyspnea, serious orthopedic injuries, vomiting, and persistent
diarrhea.

. After-hours non-urgent phone call: Examples include a Rx refill, questions
regarding current treatment plan or problem identified.
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6. After-hours emergency/urgent phone call: A call made for a life-threatening iliness
or accident requiring immediate medical attention for which delay could threaten
life or limb.

7. Waiting time: the period from scheduled appointment time until seen by provider
in exam room (assuming that member arrives on time). The applicable waiting
time for a particular appointment may be extended if the referring or treating
licensed health care provider, or the health professional providing triage or
screening services, as applicable, acting within the scope of his or her practice
and consistent with professionally recognized standards of practice, has
determined and noted in the relevant record that a longer waiting time will not
have a detrimental impact on the relevant record that a longer waiting time will not
have a detrimental impact on the health of the enrollee.

8. Ancillary services: Include, but not limited to, the provisions of pharmaceutical,
laboratory, optometry, prosthetic, or orthopedic supplies or services, suppliers of
durable medical equipment, home-health service providers, and providers of
mental health or substance abuse services.

9. Triage or screening: The assessment of a member's health concerns and
symptoms for the purpose of determining the urgency of the member’s need for
care.

Providers are encouraged to accept walk-in members in case of unforeseen circumstances,
and should let members know of their office policy for same day appointments. Members
have access to their provider or designee twenty-four (24) hours a day, seven (7) days a
week.
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Section 19.1
Claim Encounter Data Submission Guidelines

The IPA network defines claims encounter data as the documentation of covered medical
services performed by capitated providers (PCPs) and sub-specialists or vendors capitated
for designated services. Providers are required to submit their encounter data within 45
days from date of service.

Providers must certify the completeness and truthfulness of their encounter data
submissions, as required by the Department of Managed Health Care (DMHC). The IPA
requires that providers submit all professional claim encounter data

Compliance with regulatory reporting requirements of the DMHC
Compliance with NCQA-HEDIS/STAR reporting requirements
Provide the IPA with comparative data

Produce the Provider Profile and Quality Index

Utilization management oversight

Capitated Primary Care Providers or other capitated vendors non-compliant with
claims encounter data submission will receive a corrective action plan (issued by the
IPA network). Contracted providers who fail to comply with claims encounter data
submission are subject to withhold in capitation reimbursement and/or termination.

Providers must submit encounter data on a monthly basis. EMANATE HEALTH IPA
encourages providers with large volumes to submit encounter data more frequently, and will
continuously monitor encounter data submissions for quality and quantity.

All data elements found in the CMS 1500 form must be populated for the submission to be
complete. The data elements required on the paper based CMS 1500 form will serve as a
minimum standard for electronic submissions (pages 28-29 include instructions on filling out
the CMS 1500 form).

All data records must include the most current industry standard diagnosis, procedure
(CPT-4, HCPCS), and place of service codes. All diagnosis codes must be reported to the
highest level of specificity.

It is imperative that all capitated services be submitted on a regular basis. The health plans
hold all contracted providers accountable for this statistical information regarding the patient
population, especially when it comes to prevalent diseases, treatment outcomes, preventive
medicine, etc.

Encounter data submission Per Member Per Year (PMPY) threshold by line of business are
as follows:

| Commerciall Marketplace= 2.5 — 3.5 per member per year (overall) \
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Medi-Cal = 4.5 - 5.00 per member per year (overall)

Medicare = 12.00 per member per year (overall)

n 19.2

Claim Submission Guidelines

All claims for services provided to members of EMANATE HEALTH IPA must be submitted
using one of the following methods:

1. The preferred submission method is via the NMM Web Portal (Refer to the Web
Portal User Guide)

2. Office Ally (clearing house)

3. CMS 1500 Paper claims; via USPS to the following address:
Network Medical Management
EMANATE HEALTH IPA
1680 S. Garfield Ave., Suite 201
Alhambra, Ca 91801

Reminders for claim submissions

e Providers need to submit encounter data. Including services provided for

capitated visits.

e Claims should always be billed using the highest level of specification: 4™ or

5" digit diagnosis codes, if applicable.

¢ All Immunizations are paid by Vaccines for Children (VFC) for Medi-Cal line of
business; Providers will still need to submit all encounter data to Allied Pacific

IPA, the administration fee will to IPA for payment.

The following billing procedure is intended to provide a comprehensive source of instruction
for billing personnel. The Health Insurance Claim Form or (CMS 1500 Form) answers the
needs of many health insurers. It is a basic form prescribed by CMS for the insurance claim
from physicians and suppliers, except for ambulance services. Our goal is to provide quality
service to all of our patients. You can help accomplish this goal by following our billing

instructions.

Payment is dependent on sufficient / insufficient documents submitted (i.e.

Operative Report, Patient Progress Report, notes and / or any other information on medical
services or supplies). If information is insufficient, your claim may result in non-payment.

To ensure proper payment, please refer to the following instructions when completing the
CMS 1500 Form: ltems 1 — 12

Patient’s and Insured’s Information:

Box # | Instruction

1a.

Type the patient’'s ID Number or Social Security Number.
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2. Type the patient’'s Last Name, First Name, and Middle Initial (as shown on the
| patient’s ID card).
[ 3 Type the patient’s Date of Birth and Sex

4. Type Primary Insured’s Name.

9, Type patient’s mailing address and telephone number.

6. Patient relationship to insured (i.e. self, spouse, child, other)

9a. | Type other insured’s policy or group number.

9d. | Type complete insurance plan and product. (l. e. Medicare, commercial, Medi-

Cal).

11. | Type insured’s policy or group number.

11c. | Type complete insurance plan and product (l.e. Medicare, commercial, Medi- |
Cal)

12. | Patient or authorized representative must sign and date this item, unless the
signature is on file.

17. | Type or print the name of the referring or ordering physician (if applicable).

21. Type or print the patient's diagnosis / condition. Please use the appropriate
ICD-10 code number. Please use the highest 5-digit code applicable.

23. | Type prior authorizations number for those procedures requiring professional
review organization (PRO), prior approval, or attach Treatment Authorization
Request (TAR).

~24a. | Type the month, day, and year for each procedure service or supplies.
24b. | Type the appropriate place of service code number. Identify the location by
either where the item is used or the service is performed.

24c | Type the procedure, service, or supply code number by using the CMS
Common Procedure Coding System (HCPCS). If applicable, show HCPCS
modifier with the HCPCS code. However, if you use an unlisted procedure
code, include a narrative description.

Section 19.2
Claims Submission Guidelines continued...

Type the diagnostic code by referring to the code number shown on item 21 to
24d. | relate the date of service and the procedure performed to the appropriate
diagnosis. Please remember to use the highest specialty code applicable.

 249. | Type the charge for each service listed.
24f. | Type the number of days or units. This item is most commonly used for
multiple visits.

25. | Type the physician’s / supplier's federal tax ID number.

26. | Type the patient’'s account number assigned by the physician / supplier.

27. | Check the appropriate block to indicate whether the physician / supplier accept
assignment.
28. | Type the total amount of charges for the services.

29. | Type the total amount that the patient paid on the submitted charges.

30. Type the balance due.

31. | Type the physician / supplier, or his/her representative, must sign and date this
item.
32. | Type the name and address of the facility if the services were performed in a
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hospital, clinic, laboratory, etc. If the name and address of the facility are the
same as the biller's name and address shown on item 33, enter the word:
“SAME”".

33. | Type the name and address of the facility if the services were performed in a
hospital, clinic, laboratory, etc.

Section 19.3
Cleaning House Vendors

EMANATE HEALTH IPA and Network Medical Management have partnered with Office Ally
as one of the methods for submitting encounters and claims. Providers are required to set
up an account before they can start submitting all encounters and claims through Office
Ally. Please see Section 11 of the Provider Manual (page 37) for more information on how
to submit encounters and claims.

e Payor ID Number for CVIPA under Office Ally: NMMO1

Practices should contact Office Ally directly via phone at (866) 575-4120 or email at
Info@OfficeAlly.com to set up an account.

Reminders for claims submissions:

e Providers need to submit encounter data, including services provided for capitated
member visits

e Claims should always be billed using the highest level of specification,; 4" or 5™ digit
diagnosis code, if applicable

e All immunizations are paid by Vaccines for Children (VFC) for Medi-Cal line of
business; providers will only bill the IPA for the administration fee

Claims submitted via Network Medical Management Web Portal, Office Ally, or CMS 1500
hardcopy billing form must include the following information:

Member’'s name

Member's birth date

Member's address

Member’'s account number

Diagnosis or nature of illness or injury (please use the appropriate code number and

highest 5-digit code applicable)

Referring or ordering provider (if applicable)

e Prior authorization number for procedures requiring professional review organization
(PRO), prior approval, or attach Treatment Authorization Request (TAR)

e Month, day, and year for each procedure service or supplies

e Procedures, services or supplies (CPT/HCPCS/HDC Code/Modifier)

e Charges
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e Days or units

Rendering provider ID-UPIN, State License, and Tax ID if it uniquely identifies the
provider

Federal tax ID number

Provider license or UPIN Number

Total charge

Amount member paid on submitted charge

Balance due

Signature of provider or supplies, including degrees or credentials (submitting paper)

Provider billing name, address, zip code

Name and address of the facility if the services were performed in a hospital, clinic,
laboratory, etc.

Practices should note that payment is dependent on the submission of sufficient
documentation (i.e., Operative Report, Patient Progress Report, notes and/or any other
information on medical services or supplies). If information is insufficient, the claim may
result in non-payment.

Section 19.4
Provider Disputes

DEFINITION: The Department of Managed Health Care promulgated regulations related to
the claims settlement and dispute resolution practices of health plans and their delegated
IPAs/Medical Groups (“AB1455 Regulation”). In order to comply with AB1455
Regulations, the California Code of Regulations has been revised by (DMHC) California
Department of Managed Health Care by adding in Title 28 of the CCR sections 1300.71 and
1300.71.38 requirements for claims settlement practices, provider disputes and provider
reports. The new administrative regulations will take effect on January 1, 2004.

POLICY: The AB1455 Regulation includes detailed information on how to submit claims
and disputes to Network Medical Management as well as information on Network
Medical Management claim on overpayment process. (For further information on the
AB1455 Regulation, please refer to the Department of Managed Health Care’s website
address: www. dmhe. ca.govlibrary/regulations/existing and see the table for “Claims Settlement
Practices/Dispute Resolution Mechanism” for a copy of the specific provisions.)

PROCEDURE: CLAIMS SETTLEMENT PRACTICES AND DISPUTE
RESOLUTION MECHANISM

1. Claim submission instruction.

Claim submission address must be sent to the following:

> Via Mail: 1680 S. Garfield Avenue Suite 201
Alhambra, CA 91801

> Via Physical Delivery: 1680 S. Garfield Avenue Suite 201
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Alhambra, CA 91801

A. Contact information regarding Claim. For claim filing requirements or status
inquiries:

Call Network Medical Management, Claims department Customer Service at:
Telephone Number: (877) 282-8272

B. Claim Submission Requirement. The following is a list of claim timeliness
requirement, claim supplemental information and claim documentation required
based on your contract:

% Contracted Providers: 90 days from date of service
% Non-Contracted Providers: 180 days from date of service
¢+ Supplemental or COB claims: 90 days from date of payment, date of

contest, date of denial or notice from the primary payer.

Network Medical Management will send a written acknowledgment of receive paper claim a
day after claim posting, within the 15 working day acknowledgement requirement.
L. Dispute Resolution Process for Contracted Provider

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

i. If the contracted provide dispute concerns a claim or a request for
reimbursement of an overpayment of a claim from Network
Medical Management to a contracted provider the following must
be provided: a clear identification of the disputed item, the Date of
Service and a clear explanation of the basis upon which the
provider believes the payment amount, request for additional
information, request for reimbursement for the overpayment of a
claim, contest, denial, adjustment or other action is incorrect;

. If the contracted provider dispute is not about a claim, a clear
explanation of the issue and the provider’s position on such issue;
and
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ii.  If the contracted provider dispute involves an enrollee or group of
enrollees, the name and identification number(s) of the enrollee or
enrollees, a clear explanation of the disputed item, including the
Date of Service and provider's position on the dispute, and an
enrollee’s written authorization for provider to represent said
enrollees.

Contracted Provider Dispute to Network Medical

Management. Contracted provider disputes submitted to Network Medical
Management must include the information listed in Section Il.A., above, for
each contracted provider dispute. All contracted provider disputes must be
sent to the attention of Network Medical Management at the following:

Via mail: 1680 S. Garfield Avenue Suite 201
Alhambra, CA 91801

Via Physical Delivery: 1680 S. Garfield Avenue Suite 201 Alhambra,
CA 91801

Time Period for Submission of Provider Dispute.

I. Contracted provider disputes must be received by
Network Medical Management within 365 days from last action date
(date claim was closed or EOB was received) that led to the dispute
(or the most recent action of there are multiple actions) that led to
the dispute, or

Il. In the case of inaction, contracted provider disputes
must be received by within Network Medical Management 365 days
for Medi-Cal or Commercial LOB. Medicare is only 60 calendar
days after the provider’'s time for contesting or denying a claim (or
most recent claim if there are multiple claims) has expired.

I1l. Contracted provider disputes that do not include all
required information as set forth above in Section ILA may be
returned to the submitter for completion. An amended contracted
provider dispute which includes the missing information may be
submitted to Network Medical Management within thirty (30)
working days of receipt of a returned provider dispute.

Acknowledgement of Contracted Provider Dispute. Network Medical
Management will acknowledge receipt of all contracted provider disputes
as follows:
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i Electronic contracted provider disputes will be acknowledged by

Network Medical Management within two (2) Working Days of the
Date of Receipt by Network Medical Management.

. Paper contracted provider disputes will be acknowledge by
Network Medical Management within fifteen (15) Working Days of
the Date of Receipt by Network Medical Management

E. Contact Network Medical Management Regarding Contracted Provide
Dispute. All inquiries regarding the status of a contracted provider dispute or
about filing a contracted provider dispute must be directed to:

F.Time Period for Resolution and Written Determination of Contracted
Provider Dispute. Network Medical Management will issue a written
determination stating the pertinent facts and explaining the reasons for its
determination within forty-five (45) Working Days or 60 calendar days after the
Date of Receipt of the contracted provider dispute or the amended contracted
provider dispute.

G. Information retention. Copies of provider dispute and the determination,
including all notes, documents and other information the PPG used to
reach its decision, must be retained for at least 7 years

Dispute Resolution Process for Non-Contracted Provider

A. Definition of Non-Contracted Provider Dispute. A non-contracted
provider dispute is a non-contracted provider's written notice to Network
Medical Management challenging, appealing or requesting
reconsideration of a claim (or a bundled group of substantially similar
claims that are individually numbered) that has been denied, adjusted or
contested or disputing a request for reimbursement of an overpayment of a
claim. Each non-contracted provider dispute must contain, at a minimum,
the following information: the provider's name, the provider’s identification
number, contact information, and:

i. If the non-contracted provider dispute concerns a claim or a
request for reimbursement of an overpayment of a claim from
Network Medical Management to provider the following must be
provided: a clear identification of the disputed item, the Date of
Service and clear explanation of the basis upon which the provider
believes the payment amount, request for additional information,
contest, denial, request for reimbursement for the overpayment of
a claim, or other action is incorrect;

ii. If the non-contracted provider dispute involves an enrollee or group
of enrollees, the name and identification number(s) of the enrollee
or enrollees, a clear explanation of the disputed item, including the
Date of Service, provider's position on the dispute, and an
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enrollee’s written authorization for provider to represent said
enrollees.

ii.  Medicare provide need to provider a waiver of liability (WQOL) with
the dispute for timely processing.

B. Dispute Resolution Process. The dispute resolution process for non-
contracted Providers is the same as the process for contracted providers
as set forth in Sections II.B., II.C., II.D., Il.LE., Il.G., and |l.H above.

lll. Claim Overpayment

A. Notice of Overpayment of a Claim. If Network Medical Management
determines that it has overpaid a claim Network Medical Management will
notify the provider in writing through a separate notice clearly identifying
the claim, the name of the patient, the Date of Service(s) and a clear
explanation of the basis upon which Network Medical Management
believes the amount paid on the claim was in excess of the amount due,

including interest and penalties on the claim. All requests for overpayments
will be made within 365 days of the date of the overpayment.

B. Contested Notice. |If the provider contests Network Medical
Management notice of overpayment of claim, the provider, within 30
Working Days of the receipt of the notice of overpayment of a claim,
must send written notice to Network Medical Management stating the
basis upon which the provider believes that the claim was not
overpaid. Network Medical Management will process the contested
notice in accordance with Network Medical Management contracted
provider resolution dispute process as described in Section Il above.

C. No Contest. If the provider does not contest Network Medical
Management notice of overpayment of claim, the provider must
reimburse Network Medical Management within thirty (30) Working
Days of the provider’s receipt of the notice of overpayment of claim.

Payment _ Offset. Network Medical Management may only offset an
uncontested notice of overpayment of a claim against provider's current claim submission
when; (i) the provider fails to reimburse Network Medical Management within the timeframe
set forth in Section IV.C., above, and (ii) Network Medical Management contract with the
provider specifically authorizes Network Medical Management to offset an uncontested
notice of overpayment of a claim from the provider's current claims submissions. In the
event that an overpayment of a claim or claims is offset against the provider's current claim
or claims pursuant to this section, Network Medical Management will provide the provider
with a detailed written explanation identifying the specific overpayment or payments that
have been offset against the specific current claim or claims.
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PROVIDER DISPUTE RESOLUTION REQUEST

INSTRUCTIONS.
+ Pleass complete the balow form, Fields with an asierigk { * ) are raguired.
+ B spacific whan complating the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME.
+  Provide addifignal information to suppert the descriplion of the dispute. Do not inclede a copy of a claim that

was praviously processed.
»  Muiltiple “LIKE' claims are fof tha same provider and dispute bu? differerda members and dates of ssreica.
» For routine follow-up. please usa the Claims Falow-UJp Formmn inslead of the Pravider Dispute Fesolation Form.

»  Mail thes completed form ta:

“PROVIDER NPI: | PROVIDEH TAXID:
“PROVIDER NAME:

PROVIDER ADDRESS:

PROVIDER TYPE O MDD O Merdal Health Professional [0 Mental Health Institutional [0 Hospital [ ASC

O ssF O DME [ Rehab [ Home Heah [ Ambulance [ Oher
(please specity fypa of ‘other™

CLAIM INFORMATION [ Single [0 Multiple “LIKE™ Claims {complate aitachiad spreadsheat) Aumber of ofaims, __

* Patlent Name: Daw of Blnf:
* Heaith Plan ID Number: Patlent Account Number: Original Clalm 1D Number: iIf mukipia cizims. use
attached spreadshest)

Service “FromTo™ Date: (- Requirad for Gtaim, BHiing, anc Original Claim Amouni Bllled: | Ofiginal Clalm Amourit Paid:

Reimpursamant Or Cverpaymedt Dispuias)

DISPUTE TYPE

O claim [ seexing Resoluion Of A 2illing Datermination
[ appoal of Megical hiecassily /< UMzalion kanagemant Dacision [ consract Dispute

[ Disputing Request For Reimbursemant OT Overpay men [ other:

# DESCRIPTION OF DISPUTE:

EXPECTED QUTCOME:
Contact Name {please print) Title Phone Number
{ )
Signature Date Fax Number
[ 1CHECK HERE IF ADDITIONAL . ap = i
INFORMATION IS ATTACHED S m‘fkl e Healoh PladRIY Lise Cnly —
{Pleaso do not staple) PN e s ——
ICE Approved 10:5/07, efiective 1/1:08 CONTRACTED __ NON-CONTRACTED
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PRGVIDER DISPUTE RESOLUTION REQUEST
For use with multiple “LIKE” claims {claims disputed for the same reason}

* pattant Name

Dats of * Hasith Pian ID : A * sa(vics FromiTo | Onigiral Clakm | Original Claim
Numbet Criginal Clalm ID Humbst Dals - Amouni Bilisd Amount

£

{ JCHECK HERE |F ADDITIONAL
INFORMATION IS ATTACHED

{Please do not staple)
ICE Approved {0/507, effective 11108
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Section 19.5 Balance Billing

CONTRACTED PROVIDERS CANNOT BALANCE BILL A MEDI-CAL and/or MEDICARE
ELIGIBLE BENEFICIARY FOR ANY COVERED BENEFITS

Balance Billing is the practice of billing a member for the difference between what is
reimbursed for a covered service and what the provider feels should have been paid.
Network providers who engage in balance billing are in breach of their contract which
prohibits this practice and may be subject to sanctions by the IPA, CMS, DHCS and other
industry regulators.

Emanate Health IPA has been tasked with ensuring all contracted network providers have
participated in education on the prohibition of balance billing.

Understanding Balance Billing: A Primer for Contracted Providers
Training will provide contracted providers’ important regulatory clarification on balance
billing, inclusive of the following information:

% Purpose for this Training

« With new managed care programs (i.e. Cal MediConnect, Covered California,
PASCSEIU), members and providers may not always be aware of patient costs and fees
associated with these programs

« Recent reports of balance billing warrant increased monitoring by health plans

« Identified need for provider and patient education on the prohibition of balance billing for
covered services

< What is Balance Billing?

» When contracted providers or hospital change beneficiaries for Medi-Cal and/or
Medicare covered services which include copays, co-insurance, deductibles, or
administrative fees.

« When non-contracted or fee-for-service providers charging members who are enrolled in
managed care for any part of the covered service.

« Provider offices charging administrative fees for appointments, completing forms, or
referrals.
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< When Can a Provider Bill?

« Providers may bill patients who have a monthly Medi-Cal share of cost obligation, but
only until that obligation is met for the month.

« Medicare Part D patients, including Cal Medi-Connect, may have a cost share for some
prescription drugs

« Cost for non-covered benefits

« L.A. Care plans and other Medi-Cal Payors, including L.A. Care Covered and PASC-
SEIU Plans, may require co-pays and co-insurance fees.

% Prohibition of Balance Billing

+ Federal and State regulations prohibits balance billing in its provider contracts

« Network providers who engage in balance billing are in breach of their contract with the
IPA

« Providers who engage in balance billing may be subject to sanctions by the IPA, CMS,
DHCS and other industry regulators.

% Steps to Take When Balance Billing Occurs
1. Tell the member — DO NOT PAY THE BILL!!
2. Verify eligibility and determine if the member is a Medi-Cal and/or Medicare member
3. Educate front office staff and billing departments about balance billing protections.
4. Educate patients about their eligibility status and about their rights.

< Resources and Information
Website: http://www.calduals.org/providers/physician-toolkit/

For more questions regarding Balance Billing, please contact below department:

Provider Relations Department
Direct Line: (626) 282-0288

Section 20
Electronic Remittance Advice (ERA)

1. PURPOSE:
a. To effectively enroll eligible providers requesting to receive
electronic remittance advice (ERA/835) files from NETWORK

MEDICAL MANAGEMENT.

2. POLICY:
a. It is the policy of NETWORK MEDICAL MANAGEMENT to provide

eligible providers the means of receiving electronic remittance advice
in lieu of paper. NETWORK MEDICAL MANAGEMENT has a standard
procedure that is followed through to ensure provider registrations
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for ERAs are processed in a timely manner.

b. The ERA registrations are completed for eligible Providers no later
than eighteen (18) business days upon receiving a fully completed
ERA Enroliment form.

3. PROCEDURE:
a. Eligible providers will submit via email a fully completed ERA

Enrollment form to ProviderNetworkOperations.Dept@nmm.cc

b. All information provided from the submitted ERA Enrollment Form will
be verified by the Provider Network Operations department. Any
discrepancies in the form will be relayed back for corrections to the
contact name provided from the enrolilment form. Upon complete
verification, submitted ERA Enrollment form will then be forwarded via
email to Encounter.Data@nmm.cc with the subject line of ERA
Registration.

c. Testing Phases:

i. Encounter team will coordinate with Rule meister and clearing
house for first phase testing.

ii. Once ERA testing has passed with the clearing house, second
phase of testing will be performed with requesting provider.

iii. Upon successful testing with provider, ERA will be moved into
production.

d. Changes and updates to this policy and procedure will be made on an
as-needed basis

e. Network Medical Management ERA Enrollment Form
**See section 28 for ERA form **

Section 21.1
Protecting Patient Privacy

Protecting the privacy of all members is essential to EMANATE HEALTH IPA and Network
Medical Management. Information about our members must be maintained in the strictest
confidence in compliance with Sections 1374.8 and 1399.900 et seq. of the California
Health and Safety Code (www.ca.gov/HealthSafety/l awsAndRegs.html), Section 56.10 of
the California Civil Code (www.leginfo.ca.gov/.html/civ_table of contents.html), and the
Health Insurance Portability and Accountability Act (HIPAA). The HIPAA of 1996 addresses
the efficiency and effectiveness of data exchange for financial and administrative
transactions and the security and privacy of health care information. Key components of the
regulations are: 1) privacy 2) transactions and code sets 3) security 4) unique identifiers,
and 5) enforcement. HIPAA regulations require health plans, providers and health care
clearinghouses to protect the privacy of protected health information (PHI). A summary of
the HIPAA Privacy Rule can be found at:
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www.hhs.gov/ocr/privacy/hipaa/understanding/summary/index.html;

To ensure the most up-to-date information, providers should visit:
www.hhs.gov/ocr/privacy/index.html.

PHI includes information about a member’s physical or mental condition, medical history or
treatment and/or any one of the following:

Social Security Number

Family identification number

Member number

Address, or

Any other member identification number or detail that would allow identification of the

individual member

Some of the most important considerations and issues that practices should be aware of
when dealing with confidentiality and PHI are listed as follows:

1.

2.

3.

4.

Except to the extent expressly authorized by the member, EMANATE HEALTH
IPA practices may not intentionally share, sell or otherwise use any medical
information for any purpose not necessary to provide the health care services to
the member.
All personal and clinical information related to members is considered
confidential. This may include, but is not limited to:

a. Medical information relating to physical or medical condition.

b. Medical history or medical treatment that provides sufficient detail to allow

identification of the member and/or any one of the following:
i. Social Security Number

ii. Family identification number

iii. Member name

iv. Medical information collected during the utilization management
process for the purposes of managing the quality of health care
resources

v. Claims records or files containing data pertaining to claims or
certification of requested services, including member grievance
materials, and

vi. Member data collected during the enrollment and underwriting
process

The fact that a member is established with EMANATE HEALTH IPA is not
considered confidential.

Clinical information received verbally may be documented in a database. The
database may include a secured system restricting access to only those with
authorized entry.
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Computers must be protected by a password known only to the computer user
assigned to that computer. Computers will not be left unattended if any computer
screen displays member or provider information.

Electronic, facsimile, or written clinical information received is secured, with
limited access to employees to facilitate appropriate patient care. No confidential
information or documents will be left unattended (e.g., open carts, bins, trays) at
any time. Hard copies of all documents will not be visible during breaks or time
spent away from desks.

Written clinical information will be stamped “confidential” with a warning that the
information release is subject to State and Federal law.

Confidential information will be stored in a secure area and medical information
will be disposed of in a manner that maintains confidentiality, i.e., paper shredding
and destroying of recycle bin materials.

Any confidential information used in reporting to other departments or to conduct
training activities, which may include unauthorized staff, will be “sanitized” (i.e., all
identifying information blacked out), to prevent the disclosure of confidential
medical information.

All records related to quality of care, unexpected incidence investigations, or other
peer review matters are privileged communications under California Health &
Safety Code section 1370 and California Evidence Code section 1157.

10.These records are maintained as confidential. All such written information will be

stamped “confidential”, with a warning that release is subject to state and federal
law. Information is maintained in locked files.

Privacy and Health Information Disclosure

Privacy regulations establish basic rights for members and their PHI. Regulations propose
that members have a right to receive a written notice of information practices of the entity,
and that they have a right to request and amend inaccurate or incomplete PHI. The entity
must provide a means for individuals to lodge complaints about the entity's information

practices.

Covered entities must designate a privacy official, develop a privacy training program for
employees, and implement safeguards to protect PHI from misuse, and develop a system
of sanctions for employees and business partners who violate the entity's policies and
procedures.

Confidential Information: Release to the Member

1.

2.

3.

No written request is required for information/documents that the member would
normally have access to, such as copies of claims.

EMANATE HEALTH IPA will substantiate the identity of the individual member by
identifying their ID number, date of service, etc. before releasing any information.
A written request signed by the member or representative will be required to
release medical records.

All requests for confidential information not directly related to scope of the
member management program will be in writing, stating the requester’'s name, the
specific information being requested and how the information will be used.
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5. Information will be limited to only those person(s) who have a need to know

and/or as required by law.
6. No additional information will be released other than that which is requested.

Section 22.1
Cultural and Linguistic Services

1) Culturally and linguistically appropriate services areas include:

a.

b.

|dentification of Limited English Proficient (LEP) and hearing impaired members and
recording language preferences/American Sign Language in medical charts.

Posting signs at all member key points of contact to inform LEP and hearing impaired
members on the availability of free interpreter services.

Ability to access interpreter services through Network Medical Management and or
health plans for medical and non-medical points of contact.

Ensuring access to free interpreter services to LEP and hearing impaired members
on a 24-hour basis which includes an after-hours protocol on how to access
interpreter services. This also includes face-to-face and over-the-telephone
interpreter services.

Offering interpreter services and recording request/refusal of interpreter services in
LEP or hearing impaired member’'s medical chart. Minors are prohibited to be used
as interpreters except in emergency/life threatening situations.

Attend and/or promote cultural competency training/resources for providers and staff.
Ensure qualifications of bilingual staff are kept on file.

Making member-informing and health education materials available to LEP members
in the threshold languages and also in alternative formats such as Braille, large print
etc.

Having the right of the members/providers to file a grievance when a C&L is not met
and having the availability of the form in the threshold languages and how to obtain it.
If a practice needs materials it should fill out the Material Needs Form (page 50) and
contact the Quality Management department at (626) 282-0288.

Practices should contact Network Medical Management's Customer Service Department at
(877) 282-8272 or the member’s health plan to obtain more information on how to access
cultural and linguistic services for members of EMANATE HEALTH IPA IPA.
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PCP Responsibility for Cultural & Linguistic Services

The California Department of Health Services (DHS) and Network Medical Management
(NMM) and its affiliates expect providers/practitioners to adhere to the following:

24-Hour Access to Interpreters

When the Provider/Practitioner does not speak the members’ language, he/she must
ensure 24-hour access to interpreters for members whose primary language is not
English. To access interpreters for NMM members at no cost to you or the patient call
Language Line Services at 1-800-367-9559, access code for Allied Physicians is 2554 or
ID 295164, or utilizes free interpretation services provided by the contracted health plan.
It is never permissible to ask a family member to interpret.

State and Federal laws state that it is never permissible to turn away or limit the services
provided to them because of language barriers. It is also never permitted to subject a
member to unreasonable delays due to language barriers or provide services that are
lower in quality than those offered in English. Linguistic services must be provided at no
cost to the member.

Documentation

If a patient insists on using a family member as an interpreter, or refuses the use of
interpreter services, after being notified of his or her right to have a qualified interpreter
at no cost document this in the member’'s medical record.

All counseling and treatment done via an interpreter should be noted in the medical
record by stating that such counseling and treatment was done via interpreter services.
Practitioners should document who provided the interpreter service. That information
could be the name of their internal staff or someone from a commercial vendor such as
Language Line. Information should include the interpreters’ name, operator code
number and vendor.

Facility Signage

DHS requires that Practitioner offices post important signs in the threshold languages
such as the “free interpretation services” poster. Check the health plan’s website for
downloadable signs in a variety of languages. If you need particular signage and cannot
locate it, contact Quality Management Department for assistance at (626) 282-0288
ext.6207.
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Section 22.3
Interpreter Services

Protocol to Request a Face to Face Interpreter
When is face-to face interpretation recommended?

% To explain complex medical consultation or education (i.e. medical diagnosis, treatment
options, insulin instructions, etc.) to a limited- English proficient (LEP) or hearing
impaired member.

% When an LEP or hearing impaired member requests it.

Please follow these instructions when requesting a face to face interpreter for a Health Plan
member, including for the hearing impaired:

% Provider must call the member’s designated health plan as listed below

NO LESS THAN 7 DAYS IN ADVANCE.

% The provider must verify the member’s eligibility. Once eligibility is verified, the provider
will arrange for an interpreter.

% Please have the following information ready:

Provider's Name

Provider's Telephone Number

Contact Person

Language requested (including American Sign Language)
Patient's Name and ID Number

Patient's Gender

Date of Appointment

Time of Appointment

9. Type of Appointment (i.e. routine exam, specialist, OB/GYN, etc.)
10. Duration of Appointment

11. Location of Appointment

NGO~ ON =

% Please make sure to provide your member with date and time of appointment.
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Health Plan Contact Number
Blue Cross Medi-Cal 1-800-407-4627
Care 1* Health Plan 1-800-605-2556
Health Net Medi-Cal 1-800-977-3073
L.A Care Health Plan L 1-888-450-2272
Molina Health Care 1-800-526-8196 ext. 4247

PLEASE CONTACT THE DESIGNATED HEALTH PLAN AT LEAST 24 HOURS IN
ADVANCE IF THE APPOINTMENTHAS BEEN CANCELLED OR RESCHEDULED.

Section 22.4
Language Line Services Guidelines

Language Line Automated Access offers a fast and efficient way to connect to a
professional Interpreter, anytime, anywhere. Language Line Automated is an over-the-
phone interpretation service that * more than 140 languages, 24 hours a day. The following
is a Quick Reference Guide of how to use this free service provided for your office by
Network Medical Management. Please ensure that all users in your office know how to use
the conference feature on their phone for this service to be used efficiently.

Log In Information: Help Information:
Toll Free Line: 1-800-367-9559 Customer Service Line: 1-800-752-6096 Option 1
Client ID# 295164 E-mail: www.Languageline.com

Access Code: 2554

1. Place the non-English speaker on Conference Hold.

% If you are placing an outbound call, access the Interpreter first and then place the call to
the non-English speaker.

2. Dial Language Line Services at 1-800-367-9559

3 A. Press 1 for Spanish.
< Say “help” if you encounter a problem. Your call will be transferred to a representative.

3 B. Press 2 for all other languages.
< Speak the name of the desired language clearly; (e.g. “Chinese”, “Japanese”). Say only

the language name — do not add any other words. The system will repeat your request
and ask that you:

% Press 1 to confirm the language.
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% Say “help” if you encounter a problem. Your call will be transferred to a representative.
4. Enter your 6-digit Client ID# (provided above) on the telephone keypad.

5. Enter your numeric Access Code (provided above) followed by the pound sign (#) on the
telephone keypad.

6. Your Interpreter is connected to the call. Brief the Interpreter about the nature of the
conversation and provide specific information to be relayed to the non-English speaker.

7. Add non-English speaker to the line after you have briefed the Interpreter.

Should your member refuse to utilize the Interpretative Services, please complete the
Request/Refusal form for Interpretive Services and place in the member’s medical records.
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Section 22.5
Request/Refusal Form for Interpretive Services

Patient Name:

Primary Language:

o Yes, | am requesting interpretive services.

Language:

o | prefer to use my family or friend as an interpreter. (Interpreters must be over 18 years
of age)

a No, | do not require interpretive services.

o N/A

Please explain:

Patient Signature Date

e Please place in patient’'s medical record.

Other languages are available upon request. (Spanish, Chinese, Viethamese, Armenian,
Russian, Khmer)
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Section 23.1
Credentialing and Re-credentialing Policy and Procedure

EMANATE HEALTH IPA is committed to providing quality care to its members.
Consequently, Network Medical Management uses a rigorous process to evaluate
providers. This process thoroughly evaluates a provider's experience, licensing and
sanction activity, and quality of care.

EMANATE HEALTH IPA requires all Contracted Provider to maintain practice
licensures in compliance with State or CMS requirements. All Contracted Providers
and Mid-Level providers shall be processed through the IPA Credentialing Committee
before seeing assigned members (assigned to the IPA). Contracted Providers and
Mid-Level providers must maintain licensure and comply with re-credentialing
requirements in order to maintain Contracted Provider status.

Procedure
1. The Credentialing Committee is responsible for making decisions regarding
provider credentialing. The Credentialing Coordinator reviews each initial
application with all supporting verifications and documentation prior to submission
to the Credentialing Committee.
2. Initial Application: Network Medical Management uses the approved California
Participating Physician Application (CPPA) and the Council for Affordable Quality
Health care (CAQH) application. These applications will require the provider to
provide information on:
a. Reasons for inability to perform the essential functions as a provider, with
or without accommodation
Lack of present illegal drug use
History of loss of license and felony convictions
History of loss or limitations of privileges or disciplinary activities
Attestation by the applicant of the correctness and completeness of the
application. Attestations will cover seven (7) years for initial providers and
three (3) years for re-credentialed providers
3. Completed application: Each applicant will be required to complete an application.
In addition, the applicant will provide:
Curriculum Vitae (CV)
A copy of current State Medical or Dental License(s) (pocket license)
A copy of a valid DEA certificate (if applicable)
Face Sheet of Professional Liability Policy or Certification for past and
present coverage, in the minimum amounts of $1 million per occurrence
and $3 million aggregate
e. Clear copies of permit to supervise/operate radiology/fluoroscopy (if
applicable)
f. Board Certification Certificates (if applicable)
Certificates of Degree Completion (i.e., medical or dental school)
Internships and Residency certificates of completion

©cooo
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i. A copy of Educational Commission for Foreign Medical Graduates
(ECFMG), if applicable

j. CPRor PALS Card

k. Activity Report from another clinic/hospital for the previous two years

l.  Proof of 50 hours of Category | continuing medical education activities for
the previous two (2) years. Copies of actual certificates/hospital verification
of course attended (CMA printout card containing hours only is not
acceptable)

m. Addendum A

n. Addendum B (as applicable)

0. Addendum C

p. Provider Rights

g. HIV Designation Form

r. Completed Privileging form (as applicable)

s. Delegation of Service Agreements (mid-levels) (as applicable)

t. Forms of identification issued by state or federal agency

u. Social Security Card

v. National Provider Identifier

w. Request for Taxpayer Identification Number (W-9)

. Incomplete application: The Credentialing Department will send three follow-up

requests for missing information (e.g., any application which is incomplete, is not

accompanied by all supporting documentation, does not include a signed

Physician Provider Agreement or is dated more than three months prior to

receipt). If the requested information is not received after the third request, the

application will be considered inactive.

. Primary source verification: Upon receipt of a completed application, Network

Medical management will obtain and verify information. The Credentialing

Department will obtain, through the most effective methods, additional information

or clarification, as needed, to provide the Medical Director and Credentialing

Committee adequate information to make an informed decision regarding the

applicant’s qualifications.

. Provider’ rights (Due Process). Providers shall have:

a. The right to review the information submitted in support of his/her
credentialing application. Exception: Applicants are not review references,
recommendations, or other information that is peer review- protected

b. The right to respond to information obtained during the credentialing
process, which varies substantially from the information provided to
Network Medical Management by the applicant

c. The right to correct information provided to Network Medical Management
which the applicant considers to be erroneous

d. The right to be informed upon request of the status of his/her
credentialing/re-credentialing application

. Re-applying: Providers denied by the Board of Directors will not be eligible to

reapply for membership for a period of at least two (2) years.

. Length of appointment: Providers will be credentialed for an initial period of not to

exceed three years (36 months).
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9. Errors and Omissions: The providers will be immediately notified in writing of any
occurrence. A copy of the official report (if applicable) will be sent to the provider
along with a letter of explanation.

10. All documents received will be date stamped and initialed.

All questions regarding credentialing and/or re-credentialing should be directed to
Credentialing Department at (877) 282-8272 ext. 6267.

Section 24
Medical Records Policy and Procedure

l. Purpose

To assure timely, consistent and complete medical record documentation that is detailed,
organized, allows effective patient care, quality review, appropriate health management and
is in compliance with NCQA Standards.

Il Policy

It is the policy of Network Medical Management to ensure that the medical record is
maintained in a manner that is consistent with legal requirements and permits effective,
timely and confidential care and service. It is the policy of Network Medical Management to
distribute this policy to all providers and to ensure its providers comply with these standards.

1. The records serve as the basis for planning and maintaining the quality of care.
Records that are devoid of pertinent medical information may impact other
treating providers or health professional's ability to provide appropriate care.
Failure to maintain adequate and accurate records relating to the provision of
services constitutes unprofessional conduct. (Business & Professions Code 2266)

2. Reimbursement for services may be limited or denied unless documentation
supports the level of care that the provider is charging for.

3. Incomplete medical records documentation may interfere with the ability to
perform peer review and therefore maintain quality health care delivery and may
subject the provider to disciplinary action or severe sanction by outside review
agencies.

4. The medical records are often a provider’s best evidence in a professional liability
lawsuit. Inadequate medical records may undermine a provider’s ability to defend
themselves.

5. Itis recommended that each practice employ a process for ensuring that pertinent
medical information pertaining to medical and non-medical services rendered to
members is available at each visit and that periodic purging and archiving of
medical records information be conducted in accordance with all applicable state
and federal laws. Network Medical Management has adopted a seven- (7) year
minimum period from the last medical visit in which to purge and archive medical
records. (10 yrs. for Medicare members) Records of minors must be maintained
for at least one (1) year after a minor has reached age 18, but in no event for less
than seven (7) years. Member medical information and records must be stored in
an anonymous manner, and if disposed of must be destroyed in a way such that
information is not identifiable. This may mean reformatting, shredding, or another
form of destruction, depending on the media involved. It is of Network Medical
Management's policy that medical records be retained for seven (7) year to
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provide for retention of patient care and to establish facts regarding the member’s
condition and course of treatment, should those facts ever come into question.
(10 years for Medicare members) (5 years for Medi-Cal & Healthy Families from
the end of the current fiscal year in which the date of service occurred; in which
the record or data was created or applied; and for which the financial record was
created or the contract is terminated).

6. Occasionally an entry may be made in a medical record that is incorrect due to a
mistake or clerical error. If such an entry is discovered, it should be corrected.
The erroneous entry itself should not be obliterated or erased. Rather, a line
should be marked through it to indicate the error, with the current date and initials
of the person making the correction alongside the entry. Obliteration of the entry
with correction fluid so that it may not be read, may raise a question later as to
what the entry contained or why it was erroneous and may jeopardize the defense
of a medical mal-practice case should one be filed. Modifying or altering of a
medical record for fraudulent purposes is prohibited by law and may result in both
disciplinary action by the California Medical Board and criminal action punishable
as a misdemeanor. (B&P Code 2262 & Penal Code 471.5).

7. The chart should be maintained and organized in the following manner:

a. An individual record is maintained for each member. Each member
medical record will be individualized, format standardized, organized and
secure and permit effective confidential member care and quality review.

b. Each member medical record will be filed and stored in a central place
(restricted from public access), utilizing a standardized and centralized
medical group network tracking system assuring ease and accuracy of
filing, retrieval, availability and accessibility as well as confidentiality. The
staff must be periodically trained on and have evidence of confidentiality
and HIPPA guidelines.

c. Member identification is on each page, which includes first and last name,
and or unigue member number established for use on clinical site.
Electronically maintained records and printed records from electronic
systems contain member identification.

d. Biographical/personal data will include name, date of birth, address,
employer name/phone, sex, home phone, work phone, principle
spoken/written language, marital status and insurance information which
will be kept in the member’s health care record.

e. Member's emergency contact information will be documented in the
medical record. This will include the name and phone number of a relative
or friend or a home, work, pager, cellular or message phone number. If the
member is a minor, the emergency contact must be a parent or guardian. If
the member refused to provide information, “refused” is noted in medical
record.

f. Entries must contain author authentication including title and date.

g. Entries must be legible to someone other than the writer.

h. Medical records are consistently organized, content and formats of printed
and or/electronic records within the practice site are uniformly organized.

i. Charts contents are securely fastened.
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There must be evidence that Advanced Health Directive or evidence
information has been offered and discussed to adult member 18 years of
age and over.

. Documentation to occur within 24 hours of member visit.

A clearly identifiable chronic problems/significant conditions (inclusive of
behavioral health) are listed will be maintained and dated in the medical
chart such as on a problem list. A chronic problem is defined as one which
is of long duration, shows little change or is slow progression. Absence of
chronic problems will be noted on the problem list.

. A clearly identifiable current continuous medication is listed with name,
strength, route, dosage, duration, dates of initial or refill prescriptions and
quantity of all prescribed medications will be noted and maintained in the
medical chart. Discontinued medication will be noted in the progress notes
and stop date will be noted in the medication list.

. All services provided directly by the PCP, reasons for and results of
ancillary services, diagnostic and therapeutic services. This includes all
diagnostic and therapeutic services for which a member was referred by a
provider such as home health nursing reports, specialty provider reports,
hospital discharge reports and physical therapy reports.

. Allergies and adverse reactions shall be prominently displayed on either
the front of the chart or inside cover, in addition to other areas, such as the
problem list and on each visits progress note. If member has no allergies
or adverse reaction, “No Known Allergies” (NKA), “No known Drug
Allergies” (NKDA), also needs to be noted in the medical record.

History of present iliness is documented. Physical exam to be documented
related to presenting complaint.

. Diagnosis or medical impression, clinical findings and evaluation to be
documented regarding each visit.

. Plan of treatment to be documented and to be consistent with findings and
care is medically appropriate.

Follow-up plan and date of return visit, if indicated is noted specifically in
weeks, months, or as needed.

. Evidence of continuity of care between PCP and specialists if applicable
via progress note notation indicating review of consultant’s reports and
actions taken by PCP if necessary or if that member was contacted.
Evidence of appropriate use of consultants, if applicable. All requested
referral information to be placed in the member's medical records. The
medical record will include identification for all providers participating in
member’s care and information on services they render.

Evidence of appropriate utilization of labs and other diagnostic studies with
reasons for and results of studies. All labs and diagnostic reports should
reflect PCP review via initials and date. This includes pertinent inpatient
records that must be maintained in the office medical record.

. Missed/failed appointments, cancellations and follow-up contacts/outreach
efforts are noted in the medical the medical record to ensure appropriate
medical care and monitor member non-compliance. “No-show”,
“Rescheduled” or “Canceled” is noted
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in the medical records as applicable. Provider documents intervention in
the medical records.

Evidence of compliance with established practice guidelines and related
policies and procedures. (e.g., Confidentiality, Missed Appointments,
Notification of Test Results, After Hours Calls, Treatment Consent).
Documentation shall substantiate medical care rendered.

Initial Health Assessment (IHA) must be completed on all members within
120 days of effective date of enroliment into the plan or documented within
12 months of prior member's enrollment. This assessment must include a
comprehensive history and physical, assessment to determine health
practices, values, behaviors, beliefs, literacy levels and health educational
needs.

Individual Health Education Behavioral Assessment (IBEHA), for new
members must be conducted within 120 days of effective enrollment date
as part of the initial health assessment. Existing members, age-appropriate
IBEHA is conducted at member's next non-acute care visit, but no later
than next scheduled health-screening exam. The tool is re-administered at
appropriate age intervals.

The member’s primary language will be noted in the medical record.
Linguistics needs for non-English speaking or limited English proficient
members will be prominently noted in the medical record. Request for
language and or interpretation services will be documented. The member’s
refusal of these services will also be documented. Evidence of
documentation on request for and refusal of Language interpretive
services.

Tracking of record location when out of filing system will be accomplished
way of a tickler system indicating chart whereabouts.

Medical record data obtained between visits will be forwarded to the PCP’s
office for review and incorporation into the member’s chart.

Adult members (18 years and older) who inspect their medical records are
allowed to provide a written addendum to the records if the member
believes that the records are incomplete or inaccurate. This addendum is
included when disclosed to other parties.

Medical records will be transferred among providers when a member
changes to a new PCP (prior to the member’s first visit with the new PCP).
The privacy of the medical record will be safeguarded in transit. Requested
information will be delivered in a timely manner (prior to the member’s first
visit with the new PCP) to

ensure continuity of care. A provider furnishing a referral service will report
appropriate information to the referring provider in a timely manner. Also
the record contains referral notes from medical providers to behavioral
health providers (as applicable) and documented evidence of clinical
feedback (i.e. consultations report inclusive of diagnosis, treatment plan,
and psychopharmacological medication, as applicable) Providers will
request information from other treating providers as necessary to provide
care in a timely manner. For Senior Members there is no charge for
medical record and information transfer. Release of medical records to the
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member should include reasons but not limited to member’'s request and
quality improvement activities.

8. Disclosure of Medical Information/HIPPA
The expanded definition of “individually identifiable” (includes name, address,
phone number, SS number, email address, etc.):

a.

Prohibition of requiring a member as a condition to receiving health care
services to sign an authorization, release, consent or waiver permitting
disclosure of medical information subject to confidentiality protection under
the law.

Medical information is release after member authorization and in
accordance with applicable Federal or State law.

A member has the right to authorize/deny the release of PHI beyond uses
for treatment, payment or health care operations

Disclosures and security measures for PHI meet the requirements under
HIPPA

In the event of improper use or disclosure of PHI steps will be taken to

notify the health plan by self-reporting.

9. Health Maintenance Documentation should include the following:
a. Appropriate adult past medical history documentation, which includes:

i.
ii.
iii.
iv.
V.
Vi.
Vii.
viii.

Smoking habits

Alcohol use

Substance abuse history

Family planning, reproductive health history
Surgical procedures

llinesses and serious accidents

Discharge summaries from hospitalized members
Inpatient hospital admissions

b. Appropriate Children/Adolescents past medical history documentation,
which includes:

iii.
iv.
V.
Vi.
vii.

Smoking history

Alcohol usage/history of substance abuse for members over 12 years
of age

Surgical procedures

Childhood illnesses

Personal/psychosocial/family history

Completed and current record

Documentation of education and age appropriate preventive/risk
screening services and risk factors in accordance with Network
Medical Management practice guidelines (including behavioral health
practice guidelines if applicable

10. Pediatric Preventive Services Documentation should include the following:

a. Referral to Health Assessment Procedure to notify beneficiary to receive a
health assessment:
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i. For members under the age of 18 months, the provider (PCP) is
responsible to perform an initial health assessment (IHA) within 60
days of enrollment or within periodicity timelines established by

ii. American Academy of Pediatrics (AAP) for age two and younger,
whichever is less.

iv. For members 18 months of age and older upon enrollment, including
all adults, the PCP is responsible for ensuring an initial health
assessment (IHA) is performed within 120 days of enrollment.

11.Initial Health Assessment documentation for Medi-Cal (CHDP PM 160 INF) and
Healthy Families (Staying Healthy Assessment form) members should include:

Health developmental history

Unclothed physical examination

Assessment of nutritional status

Inspection of ears nose, mouth, throat, teeth and gums (any referrals if

applicable which include but not limited to: dental care, eye care)

Vision screening

Hearing screening

Tuberculosis testing, laboratory testing for anemia, diabetes, and urinary

tract infections

Testing for sickle cell trait and lead poisoning

Immunizations appropriate to age following recommendations of: Advisory

Committee on Immunization Practices of the American Academy of

Pediatrics

j. Health education and anticipatory guidance

apow
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12. Periodicity Assessments should include:
a. Person’s eligible for periodic assessments shall receive one assessment
during each designated age period. Providers must follow the schedule
recommended by the American Academy of Pediatrics.

13. Appropriate Health Education Documentation to include:

a. Date of health education intervention type and topic of health education

Intervention (i.e. one-on-one class, sub group)

b. Member feedback or comments regarding health intervention.
Referrals to other classes if applicable
Follow-up from previous health interventions with explicit notations in the
medical record particularly for consultation, abnormal lab and imaging
study results

oo

14. Communication, review and approval of the Medical Record Standards policy and
procedure shall be accomplished as follows:
a. Annual review/revision and approval in Quality Improvement Committee
b. Promulgation to practice sites via mailings/meetings, provider visits
c. Inclusion in orientation of new providers
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Section 24.3
Advanced Directives

b)

. PURPOSE:

To provide guidelines for assuring that patients are given the opportunity to
clearly decide their medical care in advance of possibly becoming mentally or
physically incapacitated and unable to make the appropriate decision.

II. POLICY:

It is the policy of NETWORK MEDICAL MANAGEMENT to provide its patients
age 18 years and older with information and advice about their right to make
decisions regarding medical treatment before they become too ill to speak or
decide for themselves and to comply with the state law in which the service is
provided.

lll. DEFINITION:

Advance directives are written instructions, such as living wills or durable powers of
attorney for health care, recognized under state law and signed by a patient, that
explain the patient's wishes concerning the provision of health care if the patient
becomes incapacitated and is unable to make those wishes know.

IV. ATTACHMENT:

Advance Directive Forms

PROCEDURE:

a)

NETWORK MEDICAL MANAGEMENT physicians shall provide to each adult
(18 years and older) subscriber (incapacitated included) an Advance Directive
Brochure on the first visit or when reasonably feasible. Also the PMG/IPA will
assist 18 years of age and older in their understanding of advance directives.
This information may be given to the enrollee’s family or surrogate. The
provider (staff) is instructed to follow-up to ensure that the information is given
directly to the individual at the appropriate time.

In accordance with title 22 of California Code of Regulations, medical records for
adults 18 years and older must include documentation; documentation of discussion;
whether the member has been informed of (advance directive brochure), or has or
has not executed, an advance directive, such as a durable power of attorney for
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health care (DPAHC), by the primary care physician. Forms are available at
Advance Health Care Directive Registry | California Secretary of State

WWW.S0S.Ca.gov.

Section 25
Web-Portal

Network Medical Management Web Portal

Network Medical Management's Provider Web Portal is a web-based application that
enables practices to verify member eligibility, submit/view authorization requests, and
submit/view claims data from any location with internet access. Providers can also take
advantage of the portal to download a copy of the provider rosters (PCP and/or specialist)
and can search individually for a provider (PCP and/or specialist) and/or ancillary service
provider.

In order to set up a portal account, a practice must fill out the Web Portal New Account
Registration Form (page 51) and contact Network Medical Management’'s Web Portal team
via email at portal.help@nmm.cc or by calling (626) 943-6146. Once account information
is set wup, providers can access the portal at the following address:
https://lwww.nmm.cc/Portal. Portal features include:

Authorization status inquiry
Authorization submission
Claims submission and status
Provider rosters

Member eligibility verification

After an account has been set up, questions about the portal can be directed to Network
Medical Management's Web Portal team.
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Section 26
Fraud, Waste and Abuse

Network Medical Management

Fraud, Waste, and Abuse Training

February 2019 W Network Medical Management
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INTRODUCTION

Weicome to the Network Medical Management (NMM)
Combating Medicare Ports C and D Fraud, Waoste, and Abuse
Training {(FWA). This training rmodels the training devetoped by
CMS ond incorperates additional information specific to NMM.

The training developed by CMS con be found in the Medicare
Learning Network® {MLN).
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Evenis & Troining

Newslefters & Sociol Medio

Continuing Educotion
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INTRODUCTION

This training ossists Medicare Forts C and D plon Sponsoss’ employess,
govermning body members. and the’ first-tier. dowrsyeom ond reloted entifes
[FDRs} tosotily ther annuol fraud. waste and gbuse [FWA] training
requrements in the reguiations ond sub- reguiotory guidoncea ot:

C 22584 ) Cia BLdART L2 IC)
O 42CFR Section 42] {4 1) {CY

O S#cflion.se.:{.i of the Complonrce Frogram Sui:ea-a |
Sponsors and their FDRs are responsible for providing additional

specialized or refresherfraining on issues posing FWA risks based onthe
employee’s job functlion or business setling.

Nareod MuScy Yacage—o~ Co=preg ASeyT foi £ orgio.a aare asgdiaas oy

INTRODUCTION

42 Code of Fegerol Repuiotions {CFR) Cnapter 7 of 1he Medcore Prescription
Section422.503 Brug senafit Monuo!

Criapter 21 of the Medcome Moroged
Care Waruol

CMS-41 59-F, MeaicTe Frogom Contoc?
Yeor 2018 Polcy ond Tecnricol Changes 1o
e A:mtl;l\?". Qna T
Megicore Prescep U’% Leretn
Programs

: : -

B T e e
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Why Do | Need Training?

O Everyyear billions of dollars are improperly spent because of
FWA. It affects everyone—including you. This training will help
you detect, correct, and prevent FWA. You are port of the
solution.

QO Combating FWA is everyone's responsibilityl As on individual
who provides heaith or administrative services for Medicare
ernrollees, every actionyou take potentially affects Medicare
enroilees, the Medicore Program, or the Medicare Trust Fund.

MEriEd HETET Memegemerr Sr-priag Lesist W T 9 E O R0.Q Wart oS Ao rane)

INTRODUCTION

Training Requiremenis: Plan Employees. Governing Body Members,

and First-Tier, Downstreom, or Related Enlity (FDR) Employees

O Certoin fraining requvremenis apply 1o people invoivedin
Medicare Poris C and D. Al employees of Medicare Advantage
Organizotions {MACS) and Prescripfion Drug Plons (PDFs)
[colectively referred to in this course as “Sponsors”) must receive
roining for preventing, detecting, and corecting FWA.

O FWA froining must occur within 90 days of initiol hre and ot leost
onnualy thereofter,

0O More inlormation on other /oo e and D compiionce
ic=Ealaie <Mk tals X v nnen : 5 ovaioble on the
CMS website.

Ngtwws (/piEw Au-agr—c~’ Se-eeve g Lesras S S El a0 Amrs ot MK oG
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FWA Training Requirements Exception

There is one exception to the FWA training and education requirement. FDRs meet
the FWAtraining and education requirements if they met the FWA certification
requirement through either:

« Accreditation as & supplier et Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies (DMEPOS)

» Enroliment in Medicare Part A (hospital) of B (medical)
Program

if you are unsure if this exception apphes to you, contact your management team
for more information

Neeaod Mioes Savagt=e So=aong vedazs fa £ -2l fond Wars g-giaue a0
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Novigating and Completing Thic Course

O Anyone proviging neaitn oo oomimistrative service: 1o Medicare enroliees must satisty
perera compéance and FWA Trolning reguirements, You may Use This WAT coursa 10
sotafy the FWA reguirements.

O iz course consists of WO ies35078 G0N0 O Post-Assassment. Succassfusy completing ne
course requires Someieting of lessons ond 38o0ing 70 percent or nigher on the Post-
Assessment. Aftar successfuly comoleting the Post-Assesiment, you'll get InsIructions
10 peint your centificore. If you oo not succassfuly compiete 1he course, you con
review Tie COwse malerias 0na re1ake the Post-Alsessmant.

QO  You oo ot Nave 10 COMPIETe Ihe COUSE it ONE SEL1HIDN NOWEVES, YOU Must
complete Ot ieast one lesson belore exiting 1N Courie. YOU can compiete 1he entire
course i apouUT 30 mirwtes. After you suctessfuly compiste 1S Cose. youreceive
FEIrUCTIONs on howr 10 print your certificote.

Nerwgri VEgeS Mar st~ STy \gece Pt o2l See Wert seAsewW Teeen

INTRODUCTION

Course Objeclives
When you complete this course. you should correctly:
Q Recognire FWA in the Medicore Progrom
O Identify the mojorlaws and regulotions pertaining to FWA
O Recognize potentiat consequernces and penaties ossocictedwith
violations
O Identify methods of preventing FWA
O identity how torepord FWA
O Reccgnize how tocomrect FWA

hzeaTes MISEE Yarsgr=oss Semtwes e sceT Yo £ one S to.a Wars stdon rorng
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LESSON 1: WHAT IS FWA?

Lesson 1: Inroduclion and Learning Cbjeclives

This lesson describes froud, waste, and abuse (FWA) and the lows
that prohibit it. it should take about 10 minutesto compiete Upon
completing the lesson, you should be able to correctly:

Q Recognize FWA in the Medicare Frogrom
O Identify the majorlows ond reguiotions perfaining 1o FWA

O Reccgnize potenticiconsequences and penaities associotedwith
viclotions

IR AT BEE MaragT e D= bgvg VeStsT fary © ored Mod wars a-d daae trameg

LESSON 1: WHAT IS FWA?

Fraud

Fraud isknowingly and willfully executing, or attempting to execute,
a scheme or artifice to defraud any health care benefit progrom or
to obtain, by means of false or fraudulent pretenses, representations,
or promises, any of the money or property owned by, or under the
custody or control of, any health care benefit program.

The Health Care Fraud Statute makesit a criminal offense to
knowingly ond willfully execute o scheme to defroud o health care
benefit program. Heaith care fraud is punishable by impriscnment up
to 10 years. Itis also subject to criminal fines up to $250,000

In otherwerds, froud is intentionally submitting false information to the
Government ora Government contractor ic get money or o benefit.

AR, M TSR Bt agt = SO~ DOV O MEECIT M0 T 2 S Aaus A oroous Daneg
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LESSON 1: WHAT IS FWA?

Wasle and Abuse

O Woasteincludes practices thol, directly orindirectly.result in
unnecessary costs fo the Medicore Program, such as overusing
services Waste is generolly not considered to be caused by
criminally negligent actions but rather by the misuse of

asources.

O Abuse includes actions that may, directiy orindirectiy.resultin
unnecessary costs fo the Medicare Program. Abuse involves
paying foritems or services when there is no legal enfitiement
to that payment, and the provider has not knowingly or
intentionally misrepresaented factsto obtain poyment.

ST end W asem Jiaeeste s SomaarQ eTesT Vo £ o~gli ta. 2 wars ardiaae toerg

LESSON 1: WHAT IS FWA?

Fovfhe deﬁnmons offruud.wasie. and obuse referto Sechon20
of the Medicg Marnual and Chante
p ' fid f-." | on the Centers for
Mednco:e & Medncond Servnces (CMS) websnte

Chaptler 21 of the Medicare Managed Care Manual

Chapler 9 oﬂhe Prescrlphon Dmg Benaﬁl Manual

AT M CBCE MO=DDT= T~ SE=TTE R MESTE: M T eSS MOLE AN DT AT ranrg
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Examples of FWA
Exomples of actionsthot moy constitute Medicare froudinclude:

Q Knowingly biEng for services not O Exompiesof actions thot moy

fumished or suppies not constitute Medicare woste
provided, inciuding biling inciude:
Medicore for oppoiniments the . )
pofientfoiled to keep O Qqnduciaﬁ.g excessiveoffice
i . visits oewriting excessive
O Biling for nonexistent prescriptions
prescriptions ) o
) ) Q Frescribing more medications
O Knowingly oitering cloim forms, than necessary for freating o
medicolrecords. or receiptsio specific condifion.
raceive a higher poyment
AEAOR / TREE A Bragr Tt SYmTrg SRR TE fo S I3 MoNG HETY e~dnw Doecy

LESSON 1: WHAT IS FWA?

Examples of FWA, Confinved...

tests nome drugs when generics are
O Exampies of actions that may dispensed
mmuie Medicae obuse O Unknowingly excessively
include: charging for services or supplies
O Unknowingly blingfor O Unknowingly misusing codes on
unnecessary medical services a claim, such asupcoding o
unbunding codes
Ko Ml Ee e e age=a=t Camaeneg g DesT foy £ 9~E0M0.d Axrs odiaun Trameg
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LESSON 1: WHAT IS FWA?

Differences Among Fraud, Waste, and Abuse

O There are differences among fraud, waste, and abuse. One of
the primary ditierencesisintent and knowledge. Fraud requires
intent to abiain payment and the knowledge the octions ore
wrong. Waste and abuse may invobve obtaining animpreper
payment or creating on unnecessary cost o the Medicare
Progrom but do not require the same intent ond knowledge.

REmAQe M SHCE MG SgT=T~ SO o) oot o £ a~g S tova Wars a-diaam arrg

LESSON 1: WHAT IS FWA?

Undersianding FWA

To detect FWA, you need to know the law.

The following pages provide high-evel information oboutthe folowing fows:
» CiviFolse Ciaims Act, Heatth Core Fraud Statute, and Criminai Froud
s AnfiGckbock Statute
« Stork Stotute (PhysicionSelf-ReferolLawt
* Exclusion from ol Federal heaith care progroms
¢ Healh Insuronce Portabiity ond Accountabiity Act (HIPAA)

For detaits about spacific laws. such as safe harbor provisions, consuit the applicabie
stotute and reguiotions.

KSe4Dre hiBSEE M or0Dr =0~ Comauv-g Megcore Pua T ord L oLdl ATrS SRS AT Treeng
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Civil Faise Claims Act (FCA)

The civi provisions of the FCA moke ¢ person loble to pay domoges to the
Govemment if he orshe knowingly:

G Corspres 10 vidlate the FCA

O Cormies out 91NEr OCTS 10 ODYOIN peopanty from 1he Govermment oy
mirepreseniotion

C Corceas orimpropeny avoias or gecreases an oofigation to pay the
Government

O Mokes oruses o folse recora or stotement supporting @ foise ciom
Q Fresents a foue cloim for poyment or approval
For more information, refer 1o 31 United Stotes Code {USC) Sections 37233733

NEriewrg i e aagr=t~t e P S w2l P AErE e s TEerg

LESSON 1: WHAT IS FWA?

Damages and Penallies

Any personwho knowingly submits talse claims to the Govemment is
fiable for three times the Government’'s domaoges caused by the
violotor pius a penalty.

EXAMPLES
A Medicare Part C plan in Fierida:

O Hred on outskie COMEany faraview medgical reccras to fina cooitiona oiognosis
cooes It COUa SUDMIt 10 InCrecsé fisk copitation payments from CaAS

O wosinformea oy the SUTSIcE Compony that CENan Siognolls codes previoush
SOMItIed 10 Medicore wiere undocumented oruwsLpporteda

C Fole0 10 tepon the wrsuDported Jiognosis cooes To Medicore
O Agreed topdy $22.6 mition 10 se1tle FCA otegotions

Nt Meses 4pmsgr—ess Soma9am MT2ist 10 £ 0RED R0 AANT DS ASUE tranrg
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Civil FCA {(continved}
Whistleblowers

A whistleblower is a person who exposesinformation or activily
thot is deemed illegal, dishonest, or violotes professional or clinicd
stondords.

© Pagtected: Persons whoreport fake claims or bring legoi actions to
recover money poid on fakse claims are protected fromretatiation.

O Rewarded: Persons who bring a successiul whistieliower iowsuit
receive of jeost 15 percent, bui not more ihan 30 percenti. of the
money colected.

ADANGTC / CRTW /AT STE= S T R0Y S HEECTE PR T $2 5 5@ ATre ediaww ToreR

LESSON 1: WHAT IS FWA?

Health Care Fraud Stalule

O The Health Care Fraud Statute states, “Whoever knowingly and
willfully executes, or attempts to execute, a scheme or artifice
to defraud any heoith care benefit program ... sholi be fined
under this title orimprisoned not more than 10 yeors, or both.”

O Convictionunder the statute does not require proof the
violater hod knowledge of the low or specsﬁc mfenf fo wo!oie
the tkaw. Formore information, referto | & L5 ons 1 346
1347,

KETwEY M sSeE Hemegtmos £9m 500 vEReTT Fa £ 3me D to.d Wt otdaau: Treeeg
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Health Care Fraud Stalute Examples

A Fennsylvania pharmacist:

O Submitted cloims to o
Medicare Part D plan for
non-exisient prescripfons
and drugs nct dispensed

O Pizoded guity 1o health coe
fraud

O Received o 15-month prison
sentence ond wos ordered

The owner of multiple Durcble
Medicol Equipment (DME)
companiesin New York:

O Folew repeesenied memiawves
one of o nonprofit neaitn
MOt Enance orpanzoTon’s (ot
aoministered o Neccae
Agvoriage pian] outnonzed
Veroons

C PFrovioea nd DMEtoCny
censeficiorias ascioimen

C Suomitted Oimost 1 miion in

o more than $166,000in ; e, h
res'fi*.u¥'on 1othe plon ’;323_33'5'33&%":% e

0O mecoea guity 10 one court of
gvM!ocMewa.a coe
oua

LI A RESE DN BT Y 20D MeBeTT do T o e & FovY. WTTE s~ A wern

LESSON 1: WHAT IS FWA?

Criminal Health Care Fraud
Personswho knowingly make o false claim may be subject to:
O Criminatfines up fo $250,000
O Impasonment torup to 20 years
O If the violotions resulted in death, the indMdua may be imprisoned
for any term of years or for ife. For more informotion, refer to | &

Yy LY skt L
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Anfi-Kickback Statute

The Anti-Kickback Statute prohibits knowingly onﬁwiﬁfurz soiciting, receivinrg.
offering. or paying remuneration (inciudng any Kckbock, bribe, orrebate) fcr
relerra’s for services that are pald, in who'e or in port. under o Federalheo'th
core program {including the Medicare Programy).

For more information, refer $o 42 UG C Sact o
42 USC Section 1395nn

Physicion Seif-Referoiwebpoge

et L Al e 4 =18

the Act, Section 1877

Ne=wvpry MEgrs ligmsgr—t=" Ty—rr3 iktscel P S ead fod Awrw srdiew e

LESSON 1: WHAT IS FWA?

Damages and Penalfies
VioIoTioNs Ore DUnishabie Oy

o Afineup 1o $25.000

o IMErSONMENTUR 10 Syeon

Foe moree information, refer 10 1ne |
Example

from 2012 17vougn 2015, O phySiCion operaling o pain Monogement peactics i Rncoe
151ana:

s COnspred 10 30601 ond recehe KCrnocksfor prescriting O nighty codictve veeson of
1hE Opiod Fentonyt

*« REDOTEs pOTEn nad LAEdidNVoUSn CONTES POIN 10 SECURE FSURDNCE DOYMEN1S

« Recaiveds $188 000 speoker fee kickpacks from e orug moruiachrer

e AZMITIeCThe BCIDOCK ICHEMe COSt Madicare ang Other ooves mom 1on $750,000

» The prysicion Mwstpay morethon $7 50 D00resiation antt it onaling sentencirg.

NS Y TRET M AT St Dempovg esses fom S ordS ot Bare ordiooe Moty
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Stark Skalute (Physician Self-Referral Law)

The Stark Statute prohibits o physician from making referrals for
certaindesignoted heolth services to on entity when the
physician (or a member of his or her family) has:

O A ownesshipfinvestment interesi or
O A compensation grangement
Exceptions may apply. Formoere information, referto 12 LL0

e Mpsce Us-agy—3~ S—eevs Ssdces o § el g dere ovdiew Tmer)

LESSON 1: WHAT IS FWA?

Stark Statute {Physician Self-Referral Law), Conlinved...

Damages and Penalties

Medicare cigims tainted by an arrangement that does not comply with the Stark
Statute are not payable. Apenalty of around $24,260 can be impased for aach
servioe provided. There msy ako be sround & $161,000 fine for e-nunnqirtnan
unlawl‘ul lnangemumgeme meoteinb'matm visitthe = 11 S¢

T andreferio :

Example

ACalifornia hospital wes ordered to pay more than $3.2milionto seftle Stark Law
violations for maintaining 97 financial relationehips with physicians and physician
groups outside the fair market value standards of that were improperly documented
as exceptions.

REeaper MESes iacogoers Spmaaneg Meses Tom £ ona S A oLd WIrT S49 ADum ety
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Civil Monetary Penalties (CMP) Law
The Office of Inspecior Generat (OIG} moy impose civi penailties for
severairegsons, including:
O Arronging for services or ems froman exciuded inaivioud or entlty
Provideg senVices of ftems Wrse exciuged
Fong 10 grort OIG timely OCCess 10 recoras
Krowing of ondt foling 10 repart ond return on overpay ment
roking folse cioims
O 2oying 10infivence referrois

[ 2o B o B o

toe moeg information, referto 40 L0C 1120070 and s AT leltion
42 USC 1320070

1ne Act, $action 1128A(a)

= e oot el ) /) 1ITA
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LESSON 1: WHAT IS FWA?

Damages and Penalties

The penaliies con be around $15.000 to $70.000 depending on the
specific viciation. Violators are oo subject 1o three times the
omount:

» Cloimed for each service or item or
« Of remunergtion offered, poid, scicited, orreceived
Example:

A Caffornio pharmacy ond its owner agreed to pay over $1.3 miion
to settle alegations they submitted unsubstanfioted ciaims 1o
Medicare Port D for brand name prescription drugs the phormacy
could not hove dispensed based on inventory records.

NEtvEed MEEET Aamagu e Tperre s Vesses fan £ omg S ML Ware orddeh el
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Exclusion
O  No Federal health care program poyment moy LEIE
be made for any item or secvice furnished,
ordeced, oc prescribed by an individuol of enfity

excluded by the OIG. The OIG has authority o ErLs

exclude individuals and enfities from federally it aoes
funded heclth core programs and maintains the ) )
List of Excluded Individuols and Entities (1010). 42 USC secfion 13204-7

$ The U.8. Generol Services Administration (GSA) Hps W o asy !

administers the Excluded Parfies List System £ 2074 Mg &2 /081 "3
(Eri8], which canfoins deborment actlions 1aken L
by various Federal agencies, including the OIG.

Yov may access the [71: on the Syslen for . . 2
Award ) o § (3AM) websile. 42 Code of Federal Reguiations {CFR)

section 1001.1901
O  Whea looking for exciuded individuals or entities, = P pa—
check both the LEIE and fhe EPLS since the sis ey .'_"' e "'r'. '.."I'_'.t g
are not the some. For more information, referfo YT T o =
43 U4C Ssclion 1320a-7 and ¢ Cade of Fader - .
fegwatomng (CHe ~fion 100 1.
[Py VT PP —y———y— SN VY AP IS

LESSON 1: WHAT IS FWA?

Example:

A pharmaceuticalcompany pleaded guilty to two felony counts
of eriminal fraud reloted to failure to file required reports with the
U.S. Food and Drug Administration coricerning overszed morphine
sulfate tablets. The pharmaceuticol firm executive wos excluded
bosed on the compony's quilty pleo. At the time the convicted
executive was excluded, there was evidence he was involved in
misconduct leading 1o the company’s conviction.

RIS M ESEE Vgeage—c~ SO S ANEIT YO £ ors Ot et vars o-dia.z POy
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Healih Insurance Porlability and Accountability Act {HIPAA)

O HIPAA created greateraccessto health care insurance,
strengihened the protection of privocy of health care dato,
and promoted standardization ond efficiencyin the health
care industry.

O HIPAA sofeguords deterunouthorized accessto protected
heolth care information. As an individual with occessfo
protected health care information, you must comply with
HIPAA.

O For more information, visit the HIF A4

NESwErk 2/ SBCE /S meggr—e=¢ Semeery AR Fpra S om0 S evd ATTY oY it terp

LESSON 1: WHAT IS FWA?

Damages and Penalities

Violotions may resutt in Civit Monetary Penalties. In some cases,
criminol perictties may apply.

Example:

A former hospital employee pleaded guilty to criminal HIPAA
charges ofter obtaining protected health information wiih the
intent to use it for personal gain. He wassentencedto 12months
and 1 day in prison.

REMWON eSS METSRT =2 Comaavc) VESTST M £ 9a S Ma.a WirT oddoum ERag
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Lesson 1 Summary

There are differernces omong fraud, woste, and abuse (FWA). One of the
primary differencesisintent and knowledge. Froud requires the person
have intent to cbioin poyment and the knowledge his or her actionsare
wrong. Waste and abuse may involve cbiaining animproper poyment but
the same intent and krnowiedge.

Lows and regulations exist thot prohibit FWA. Pernialties for violofing these
lows may include:

O Civil Monetary Penalties

0 Civil prosecution

O Criminat conviction. fines, or both

O Exclusion from ofl Federal health core progrom participotion
O Imprisonment

O Loss of professionatlicense
N M TOTE M B D™ B¢ B2 T MIEEIE P O 9D Mun WEIE g s, 1t Trareg

LESSON 1: WHAT IS FWA?

You completed Lesson 1: What is FWA?

Now that you have leamed about FWA and the laws and
regulations prohibiting it, let's look closer at your role in the
fight against FWA.

LEseted MEges Macagomess Som3gvg escere fay £ ore O Mona WIrT S S &Sz Imeg
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Lesson 2: Inroduclion and Learning Objechives

This lesson explains the role you con play in fighting ogainst fraud,
waste, and abuse (FWA). including your responsibilities for
preventing. reporting, and correcting FWA. it should take about
10 minutes to complete.Upon completing the lessen, you should
correctly:

O Identify meihods of preventing FWA
Q Identily how toreport FWA
O Recognize how 1o comect FWA

Ngremy HzTsT Viacage=ort So~raveg V2T Pa € onadtova Asrs erdiaum: Tarnyg

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Where Do | Fit In?

As o person providing health or administrative services to a Medicare
Part C or Parl D enrolee, you are ikely anemployee of a:
O Sporsor [Medicore Advartoge Orgonization [MAC] or a Frescription
Drug Fion [PDF))
O First-tier entity (Exompies: Pharmocy Benefit Maonagement [FBM):
hospitol or haoith core focEty: provider p: dector’s office: cinicol
laboratory,; customer service provider ciaima procassing ond

odjudication cogponr_ o compony that hondles ervroiment
disencciment, ond mambership functions: ond contracted soas

agenis}

& Downstream enfiy [Exompies: phaormacies doctor's office, ferms
providing agent/oroker services, marketing firms, and coll centears)

O Related entity [Bomples: Entitywith common oanarship orcontrol of o
Sponsor, health promaotion provider, or Siiverineakers®)

NI T M S OCT Vet DA TSPy Meocare Fo £ 00 ADLE WEre 07843 ey
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FIGHT AGAINST FWA

Where Do | fitin? {conlinued}

| am an employee of a Part D Plan Sponsor or an employee of a Part D
Plan Sponsor's first-tier or downsiream entity.

The Part D Plan Sponser 5o CMS Coniracter. Port D Fion Sponsors
may enter into confracts with FDRs. Thisstokeholder relotionship fiow
chort shows exampies of functions thot relote fo the Sponsor’s
Medicore Port D confracts. Frst-tier ond reloted entities of the Pari D
Plan Sponsor may coniract with downstream antities 1o fulfis ther
contractual obigations 1o the Sponsor.

Examples of fist-tier eniities include col centers, PBMs, and fieid
markeling crganizations. If the frsi-tier entity s g PBM. then the
phaormacy. markefing frm. quality assurance frm, and cloims
processing frm could be downstream entifies. [f the frsi-tier enfity s o
field marketing organization, then ogents could be o downstream

entity.

NEPAP M RBTE M@ s Srmguing asses P T e lfMo.d AT e'dianw troreg

LESSON 2: YOUR ROLE IN

THE FIGHT AGAINST FWA

whaese Do ( /& In? (continued)

| a¢n on employee of g fart C Plon Sponsor or on emplayee of o Part C flon Sponsor’s first-
fier or downstream eniity.

e Port C Plon Sponsor §a OMS Controctor, Part C Pion Sporsces ray enter 110
Controsts win FDRS. Tnis stokanoicer relatiorsnip fiow onarn snows axompies of functiors
ralating 10 Tne Sponsar's Medicare Port C controcts. First-tier ond reicied entities of yne
Medicore Port C Pan IpOnsar MOy CONTIacT With dowrnstreom entities 10 fufin 1neir
contractuol SbEgations 10 e Iponsor.

Exompies of frii-Tier entities moy be ingepencent practices, Col centers, haoitn
sendices/nospital growps, fsfisment venaors, fiesa morketing orgonzotions, ardd
creaentioling orgarizatiors. if the first-tier endity s anincepencent peoctice, thea o
provioer couia De O SowrsIreom entity. f mne fiest-fer entity is © reonn senvice/mospitol
group, then rodiclogy., NoIpital, or mentol neattn fackities may be the Sowrstreom entity.
if 1re fiest-tier entity is o fieso morneting orgonization, Then ogents moy be The Sowrsiraom
entily. Dowrsream entities may SoONTrocT With other oW gineam entities, Hospitals ong
mental neotth fociities may controct wit provigers.

Rerwany M eSS Jdg-age=e= So=son=p Weszot R £ 02l Mad NarT grdioue ramag
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

What Are Your Responsibiliies?

O You play a vilal port in preventing, detecting. ond reporting
potentiol FWA, as well as Medicare noncempiance.

O HRST, you must comply with of opplicabie statulory, reguiotory,
and other Medicare Part C or Part D requrements, including
odopling ond usng an effective compiance progrom.

O SECOND. you hove o duiy o the Medicore Program o report any
complance concems ond suspected or octual viclations of which
you may be oware,

© THIRD. you have o duty 1o icliow your orgonization’s Code of
Conduct that orticulates your and your orgonzzation’s
commitment to standords of conduct and ethical rules of
behavior.

Kemsong i eded A4 agr=1~" Somoovg LTSt N1 S oo S MO O Wars a-didae e

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

How Do You Prevent FWA?
Q Look for suspicious activity
O Conduct yourselfin an athicol manner
O Ensure accurate and timely daloandbiling
O Ensure coordination with other payers

O Know FWA poicies and procedures, stondards of conduct, iows,
reguiotions, and CMS’ guidance

O Verity alreceived information

e D M TBED 4B T I TET STV Y ANOCTD P T 045 AT Kers SR ADdum hoee 3
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Sioy Informed About Policies and Procedures
O Know youw entity's policies and proceduwres.

O Every Sporscrond Fest-Tier Dowrstream and Rekited Entity [FOR} must
haove polcies ond procedures that address FWA, Thete procedures should
help you detact, prevent repcrd, ond corect FWA.

G Stondards of Conduct sthould describe the Sponior’s expectasons thot
O Ademployees Conduc! TNemesives in on SNICal Mmonner

ADLeopaicte maecnorisms are in ioce foc oy ore torepont roncomplonce
ong potenticl FlVA

2]
G Geported S3ues Wil DO O0OrEIIEd ONd COTected
(o2

Stonaoras of Condue! communicate 0 Empioyess ong FORS compliance i
everyone sresporsicifty, from ine top of 1ne orgonization to 1he bottom.

ST MEdem Mt epE s COmaTYg Vedess P C anal foud Aars SeSdawe Homrg

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Report FWA

O Everyone must report suspectedinstances of FWA NMM’s
Code of Conduct clearly states this obligotion. Sponsors may
not retofiate ogainst you for making a good faith effortin
reporting.

C Report any potential FWA concernsyou have to your
compliance department or NMM's compliance department.
NMM's compliance deporiment willinvestigate and make the
proper detarmination. NMM has a Special Invesfigations Unit
(SIU) dedicated toinvestigaling FWA and utilizes the
I(::vc‘;mpiium:e Hotline and reporting mechanisms for reporting

A.

Kt aTe A SO B aga = SHm g UETETE P © 0C0 MO0 VNS Dog ADu ey
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Report FWA

Every Sponsor musthave a mechanismfor reporting potential FWA by
employees and FDRs. Each Sponsor must accept anonymous reports
and cannotretaliate againstyou for reporting.

O Review your arganization’s materials for the ways to report FWA.
O When in doubt, call your Compliance Department or FWAHotline.

ANEword s Tsa MEr g o Semaey Vesore Mora T 60C S oLt Nt oF T o ey

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

How to Report Potential FWA

NI Employees: First-Tier, Downstream, or
Related Enfity (FOR)

Call NMM's Compliance Officer: Employees

Ruse Billimoria §26-943-6280 « Talk to & Manager or Supervisor

Compliance Hotline: 628-643-6265 * Col your Eshice/Complance Hep

24 houts & day/7T days 3 week

You may reporn snonymaushy and « Report to NMM or Sponsor

€
Sonfmey Beneficiaries
Email: |, ygncaiiomm g « Call NMM or Sponsor's
Box ma‘rm Hotline or Customes

« Call 1-500-Medicare

AEAGR Y ETCTE M anays—ct Somsarg EEsET T gl ot Aore ordaDie T
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Reporting FWA Oulside Your Organizalion

O ifworrontea. tponsors 000 FORs mutt report potentiony frouousent corguet 1o
Govermment outhantias, such ol 1he Office of Irspector General (CIG). The U §.
Ceportment of aatice (DOJ). or CMS.

G Indiviguals o @n1iTies WO Wil 10 volurt ority gisciose sed-gscovered potentiol
froua 10 OIG may 4o 30 Lnder 1ne jef-Disciosure Frotocol (SDP), Sed-Oiscionre
gives provigens 1ne opeortunity 1o ovoid the costs ond dam; iong associotes wim
G Govermment- oracted lnvestigotion cnd civi oc ooministrative igation.

Details fo inciude When Reporling FWA

Wren reporting Susect e fWA, incuos:
C Contoct infarmation ot ihe inkrrioden souce, susess ond witnsses
O Aleged FWAdeioi
O Aleged WNedicoe rvies vioioted

G The sutoest s history of compliance edutation, fioining ond communisation Wi your
crgonagticon or oiher entities

Moot M oged Y ormar e~ ComDUYy Usdsrs e T 3 dCMd NEIC troious tromeg

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

WHERE TO REPORT FWA

HHS Office of Inspecior General:
O fnone! 1-800-HHS-NIPS [1-BOO-447-8477) orTTY 1-800-377-4550
O rox: 1-800-225-8164

Q EmoE TS S ;
O Onine: 7oy Q] e 1]
for Medicore FansCond o:
O Notional Benefit Integity Medicore Drug Integrity Contractor (NS MEDIC) ot
1-577-7soletx l!—&?"gm? 3379} Y f !

For af other Federct heatth care programs:
Q CMS Hotlre oY 1-800-MEDICARE {1«50&633-&2", orTY 1-877-454.2048
Medrd:oro boneﬁc;arw.wbs-‘e ARICOre QO vOITS Feiss rSIOUC e
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Cormrecfion

Once froud, woste, or abuse is detected. promptly corect it. Comecting the
problem scn{es the Government money and ensures your complionce with CMS
requrements,

Deve'og a plonto correct the issue. Ask yourorganization'scompliance officer |
about the development process for the Corective oction plon. The octua pion s
going 1o vary, depending on the specific crcumstances. In general:

O Design Tne COective CTion 10 comect Tne ungerlying probiem 1hot résults in WA
progrom violations ond 10 prevent future roncompliance

O Tallor tne corective oction 10 odaress Tne porticuir FWA, prodiem, of aeficiency
icentified. Incuce Timeframes for specific ocrions,

G Document comactive actions odarassing norcompionce of WA commitied oy
Sporsor’s empidyee o FDR'S empioyee. ond incivde consegquences forfoivre 10
sotsfoctonly compiete 1ne Corective ootion

O Monitor corrective octions continuously 10 ensure effectivenass,

ACAAE M OOCE Bt SRt = SOCaYg Vesors Jom T g O ho.d NVane 9rg4Ds Yy

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Cornreclive Aclion Examples
Corrective actions moyinclude:

O Adocpting new prepayment edils or documentreview
requrements

O Conducting mondaled raining
O Providing educoiona matericls
QO Revising poicies or procedures
O Sending warning fetters

O Taking discipiinary action, such assuspension of markefing.
enroiment, or payment

O Terminotfing an empicyee or provider

Nrreget Y eSES omapsarmt T T g ety A T a-al Yo o, iedasee ey
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Indicalors of Polential FWA

Now that you know about your role in prevensng, reporting, and
correcting FWA, let'sreview some key indicotors to help yourecognize the
signs of someone commitling FWA.

The fciowing pages present polentiol FWAissues. Each poge provides
questions to ask yourse!f about differant areas, depending on yourrele os
an empicyee of a Sponsor, pharmacy, or other entity invoivedin
defvering Medicare Pars C and D benefils to enrolees.

gt Res MAELE ASeDgTecs SO0 MeSeas S £ O~gD M e Vars srgdaum e

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicators: Polenlial Beneficiary Issues

O Does the prescription, medicairecord, ozlaboratory testiook attered or
possibly forged®

O Doess the beneficiory's medicol history support ihe senicesrequested?

O Have you filed numerousidenticai prescriptions for this beneficiory,
possibly rom different doctors?

O 5 the personreceiving the medicaisendce the beneficiary {identity
theft)®

O (s the prescription oppropriate bosed on the beneficiary s other
prescriptions?

NESaGrg i 2 ETE Uacast=ot Te=saT g VREITT o1 ool g Aorn acdidete Tromr g
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicalors: Polenlial Provider Issues

Are the provider's prescriptions appropriaie for the member's heaith
condition [medicoly necessary)?

Does the provider il the Sponsor for services not provided?

Doa: the provider write prescriptions for diverse drugs or primarily for
controbed substonces?

is tha providar paricrming medicofly unnecessory terviceslfor the member?

is the provider prescribing a highar quantity than medicoly necessary for
the condition?

Co=: the provider's prescription hove thel active ond vaild Nationot
Frovidae identifier onitd

s '.heg;o\n’d«‘s diognesis for the mamber supporied in the medical
recor

o 0 00 ¢0 O

hEteew VY OBES Macoge—es So~gorg MeereT oL oIS Moud Aars atdis roeeg

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicators: Potential Pharmacy Issues

C Are drugs being diverted (drugs meont for nursing homes,
hospice. and other entitias being sent elsewhere)?

O Are the dispensed drugs expired, fake, diluted, oriltegal?

O Are generic drugs provided when the prescriptionrequires
dispensing brand drugs?

O Are PBMs billed tor unfilled or never picked up prescriptions?

O Are proper provisions made if the entire prescriptionis not filled
{no additional dispensing fees for split prescriptions)?

O Do you see prescriptions being altered (changing quantities or
Dispeanse As Written}¢

AT M OQE HOor oo~ T SO~ Ppavg Lesssrs Fo © 0T AT DFIARE ety
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicalors: Polenlial Wholesaler Issues

O Is thewholesaler distributing fake, diluted, expired, or illegally
imported drugs?

O Is thewholesater diverting drugs meont for nursing homes,
hospices, and Acquired Immune Deficiency Syndrome (AIDS)
clinics, marking up the prices, and sending to othersmaller
wholesolers or pharmocias?

Ko gy Mg tpeogr—e Sp=gaeg e Vo € IO MO WwaPS 8340t Tany

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicators: Polenlial Manufaclurer Issves
O Does the manufocturer promote off-label drug usoge®?

O Does the monufacturer knowingly provide somples o entities
that bilt Federal health core progroms for them®

Sewe HISET M Or DRt g SOPIVG MESETT AU T BNEO I W O TEOVS TaARS
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LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Key Indicators: Polential Sponsor Issues

O Does the Sponsor encourage or support inappropriote risk
adjustment submissions?

O Does the Sponsoriead the beneficiary tobelieve the cost of
benefitsis one price, when the actuatcostishigher?

O Does the Sponsor offer beneficiories cash inducements tojoin
the plon?

0O Does the Sponsor use unlicensed agents?

AEFTE M SSSE I ogTee SO 00y Medess Yo £ 5~ 8040 4 Aare ondidu Trareg

LESSON 2: YOUR ROLE IN THE

FIGHT AGAINST FWA

Lesson 2 Summary

O As aperson providing heatth oradministrafve services fo o Medicare Fart
C or D enrclee, you play a vitolrole in prevening fraud . waste, and abuse
{FWA). Conduct yoursell ethicoly. stoy informed ofyour orgonzation’s
policies and procedures. ondkeep an eye out ferkey indicators of
potentioi FWA,

O Report potential FWA. Every Sponsor must have a mechonism forreporting
potentiol FWA. Eoch Sponsor must occeptanonymous reporis and cannot
retokate agoinst you forreporting.

O Promptly corectidentified FWA with an effective corective acticnpian.

MO MEBET B TIE =T TOSAVY LESiss Jon T areD IR Ware. ora A Yreme g
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APPENDIX A: RESOURCES

Glossary
For glossaryterms, visitthe

NeraoN MESE Fismagr—tes Comdorg eoerT I £ o~Edro.a ware aeSdaun tammy

APPENDIX B: JOB AIDS

Job Aild A: Applicable Laws for Reference
Anti-KickbockStotute <2 LUSC Saction 2
CivilFolseClaims Act 1| 30 Seclions /.
CivilMonetary Penalties Low 42 USC Sec i a00-7g
Criminot False Claims Act | & LS T Section

Exclusion 42 aciion 1320a-7

Criminol Health Care Fraud Stotute | &0

Physician Self-Referrallow 4. L0 Sechion 295y

RE“o0rd S EaSS Horoas o CH=BAVvE VESeT T Fa T At O RO WA SPYLDGE Tase
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APPENDIX B: JOB AIDS

e secsm 13205750} 120sCsection 132007
:}tlt;fc secmr.s s125-0738 s ol 3:,_ -
- cs.éls-e_‘:""‘;"".'-f'm7° B Usc sacrior 1398m |
!suscs«mm 287 -

T
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APPENDIX B: JOB AIDS

Job Aid B: Resources
ol f ] £ a
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APPENDIX B: JOB AIDS

Heoith Care Fraud Prevention and Enforcerment Action Team Providey Compiance
Training

i ool e vioc o)

Ty
Sk DT T

Safe Harbor Reguiations

i oz f R | 1 P e -
Foveiost e o chdao il i o Wil e oMl N, ooly
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APPENDIX B: JOB AIDS

Job Ald C: where {0 Report Fraud, Waste, ond Abuse (FWA)

HHS Office of inspector General:
O #none: 1-800-HHSNIPS {1-800-247-847%) O¢TTY 1-E00-S?7-4950
O fox: 1-800-223-8164
O Emak: il SQLICi g0y
O Onine: ‘o OIS N

R Medicore Ports C ond D

G Nationgt Banefit 1raegrity MEdicore Drug raeprity Conractor {NB! MEDIKC) ot 1-877«
7saferx {1-877-772-382%)

o o other Federgl necitn core pIOQroms:
& CMS Hotline at 1-800-MEDICARE {1-B00-433-4227) Or Y 1-877-486-2043

MHS and U.S. Department of Jutice {DO4): v s Fe AR T e S 2L

Nerwire icges orugsmoa So=oueg ANSSos M T ez D oud A are orasnD Tarey
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Network Medical Management
General Compliance Training

February 2019 \.‘p’ Network Medical Management

TABLE OF CONTENTS

O ACRONYMS
O INTRODUCTION

O LESSON:-Network MedicolManagement (NMM) COMPLIANCE
PROGRAM TRAINING

O APPENDIX A: RESOURCES
O APPENDIX B: JOB AIDS
O POST-ASSESSMENT
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ACRONYMS

The following acronyms are used throughout the course,

ACRONYM TITLE TEXT

CFR Code of Federol Regulations

CMS Cenlers foc medicare & Medicaid Services
FDR Fist-ties, Downstream, and Related Entdy
FWA fravd, Waste, ond Abuse

HHS U.S. Depariment of Heolth 2 Humaon Services
MA nmedicore Advontage

MAO medicare advantage Organization

MA-PD A rrescription Drug

MIN medicare Learning Networks

oG Office of Inspectos General ,
rOP Prescripfion Drug Pan

fasomey ey Masage=eet Tzl o € o B So-wra St i 1Der)

INTRODUCTION

Welicome to the Network Medicol Manogement {INMM) Medicare Parts C and
D Generol Compiance Traning. This roining modeis the training deveioped by
CMS and incorporates addtiona informationspecific o NMM's complionce
program.

The training deveicped by CMScan be foundin the Medicare Leorning
Network® (MLN).

The Medicore Leorning Network® |MLN) offers free educationa moteriols for
health core professionak on the Centersfor Medicare 8 MedicaidServices
{CMS) programs, policies, and initiatives. Get quick access 1o the information
you need.

= Medicare
Cms iR

e T M ST MO et s dzers Rr £ o D Sonaral Taemise L Torey
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INTRODUCTION

Pubicotions & Multimedio

Events & Training

Newsletters & Sociol Media
Continuing Education

ST Y SOCE Yo egr—ans Yedew o € o & Se~ere Soxharo twer)

INTRODUCTION

This training assists NMM employees, governing body members, and

their first-fier, downstream. and reloted entities (FDRs) to satisfy their

onnual general compliance training requirementsin the regulations
ond sub-regulatory guidance ot:

O 42 Codegl fadar Beouotons (CFR) Section 422 SO0 {b) I M)(C)

O 42 CFR Sy 11 423, 504 (b} 4 C)

C Section 50.3 of the Compliance Program Guidelines (L Lo o
medcors Prarntion Drug Senslit Monuaiond Chapier g
Medcare Mongaed Cars Manud)

O The "Downloods” section ofthe 1.\ °

Mgy Hodea Moragseoe Medsare M € 9 8 Becpa St oG
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INTRODUCTION

Completing this training in and of itself does
not ensure that NMM has an “effective
Compliance Program.”

NMM and their FDRs are responsible for
establishing and executing an effective
compliance program according to the
CMS reguiations and program guidelines.

ARty M ESss Ugregs = o~ MiETTt P € ow B Temord Sorpemnes faesg

INTRODUCTION

Why Do [ Need Training?

O Everyyear, billions of dollars ore improperly spent because of
froud, waste, and abuse (FWA). It offects everyone—inchiding
you. This training heips you detect, correct, and prevent FWA,
You are port of tha solution,

O Compliance is sveryone's responsibilityl As an individuolwhe
pravidas health or odministrative services for Medicare
enrollees, every action you take potentially affects Medicare
enrollees, the Medicare Program, or the Medicare Trust Fund.

MNOrE sisTeT e oz = o M3ETES P © o0 S Ser e Torgintss ety
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INTRODUCTION

Troining Requirements: NMM Employees, Governing Body
Members, and First-Tier, Downstream, or Related Entity (FOR)
Employees
O Certain froiningrequirements apply 1o pecple invoived in Medcore
PartsC ong D. Al empioyees of Medicore Advonioge
Orgonkzations {MAOS) ond Prescripfion Drug Plons {PDPs}
(colectively referred toin this course as "Sponsors™} must receive
training obout compiance with CMS programeules.

O You moy need {0 complete FWA frommg wzthm 90daysof yow

mmolhize Moremfo'motiononoiher' Aeclicge ! L=l
P—— - B a

cvdobleon 1heCM$webss1e F!eose comociywmncqemenf
teomtor more intormotion.

KamAOn M ESEE Va-age—c= /Atset Mo S ou B Serars Demteaes TOrr s

INTRODUCTION

Learn more about Medicare Port C Learn more about Medicare Port D
medicore Part O, the Prescriphion Drug

Medicore Forl C, or Medicare Advantage Eenedil,
‘MA). isa h«&urmmc cvoil.?ble e

o sy s N8
“M:edmcﬁcg :pmd%ceconms m&aﬂm%
(B ey pps e e tenle s L
plon

rﬁﬁd\&mhowsm o

mﬁwunﬁcnmulmﬂces e

covess exception of are. are C and p compbance
ey poie oS G reitClndhidng RO ond v o conr

ma covero

oﬂmwm 5. e
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INTRODUCTION

Navigoting and Completing This Course

C  Anyone wWho CoVides nedith of Oominiitrotive services 10 Medicore errolees must
1otisfy pereral complionce ord FWA Iroiing requiraments. You may use this Cowrse to
sotiafy 1he gerersi complionce troming regurements.

O s couse corsists of one lesson om0 o Post-Assessment. Successiuny completing the
COUIe raQures COMpIETiNG 1he 83500 and SCoring 70 percent ormignes an ne Poss-
Asseszment.

O You 0O NOT NAVE 1O COMDIETE IS COWse in Gne session Nowever, You Mt compiete
tha sesson oefore exiting 1Ne cawrse. You Can COMDIETE The SrTe COrse ¥ obout 28
mirntes, After you successfuly compiete 1S Cowse, you receive instructions on hdw 10
pent your cectificate.

nEteneg N ST Mdavsgemes YreTat fom € o B Seorre Syt

INTRODUCTION

Course Objeclives
After completing this course, you should correctly:
O Recognize how a complance program operoies

O Recognize how compliance progrom violations shouid
bereported

KE WDre 4 SBEE M0 Sysm ome U SUORT 931 © 9 O Sergra Tommiets Yo g
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

inroduclion and Learning Objeclives

O This lesson outlines effective compliance progroms. It should
take obout 45 minutes to complete. After completing this
lesson, you should correctly:

O Recognize how a compiance programopercies

O Recognize how complance program violations shouid be
reported

NEWO A SOEE M East=a=* & caewre Ffoa T ora & S2=ora To=gpharce try

LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Compliance Program Requirement

O The Centers for Medicare & Medicaid Services (CMS) requires
Sponsers toimplement ond maintain on effective compliance
progrom for its Medicare Parts C and D plans. An effective
complionce program must:

O Articulote and demonstrate anorgonizationscommitment fo legal
and ethical conduct

© Provide guidonce on howto honde complance questions and
concerns

Q Provide guidonce on howtoidentify andreport compiance
violations

AEPAOre MSBST MBTSSETE YITTPT fona T 00 © Gomorm Sromvetes taeeg
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

What is an Effective Compliance Program?

An effective complance progrom fosters aculture of compfonce
within an crgonization and, ol o minimum;

O Fravenis deiects, ond corecis non-compiiaonce

is fuly implemented ond is taiiored to an organization’s unique
operotions and crcumsionces

Has odequote resources
Fromoies the crgonzation's Standards of Conduct
Estabizhe: cleor fines of communication forreporting non-compliance

An effective complionce program & essential 10 prevent, detect and
correct Medicore non-compsance os wel os frovd woste and cbuze
[FWA]. If must, ot o minimum, include the seven core compliance
progrom requirements

O 00 ©

AT WP fo ¢ B Morape=er L sdewe Ml o CGororw Tz ot Tored

LESSON: NMM COMPLIANCE

PROGRAMTRAINING

Seven Core Compllance Program Requirements
CMErequire: on effective compionce program toinclude seven core requikemen’s

1. Written Foiciesr Frocedwres, and Standords of Conduct

0 Tneie orticuote The SPOMSON S COMMITTENT 10 COMPIy Wan Gl GppACaDIe Facem ond
gmc $IONGOrG aNG OeICite COMPEaNC e eXPasITions 0CCoMing 10 e STanaoes of
OroaCt.

Z. Complonce Olfficar, Compliance Commiiiea and High-Leve! Oversight

0 e lporsor mvst dasignate a complonce officer ond o complianCe commites
SCCOWAIQDE Ondl rasporsDie for e ocHvites ona $30%s of e complionoe progrom
NCIaging Bives icentlied. invesigoied, Ond resaved DY Te CoMpiance progrom.

O e ipansoe's senior MonSgemant and governing COOY MulTDE €g00e0 Ond exarcse
reasonable oversgn? of me Sporsors cComplonce progrom.
3. Effective Troining ond Education
O Tris covess me elemens of e compliance pion aswed aroreventing, celecsng, ond
repartirg FWA_Tosor Tis troinng ond eJucation 10 he different e 8L O Tner
responsiviites ona po hnctions,
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Seven Core Compliance Program Requirements {(confinved)

4. Effective Lines of Communication

O Maoke effective ines of communicaiion occessivls 10 oll ensure
corfidentiofty ond provide methads for ancnymeus ond geod- faith
complance ssuesreporting at Sponsor and first-tier, downsiresom or
relotad entity (FOR) levels,

£ Wei-Pubiczed Dicipinary Standards
O Sponser must enforca stondords through wel-publiczed discipinary
guidelines.
4. Effective System for Routine Monitoring, Auditing. and identifying
Complonce Risks

O Cenductroutine monitoring ond ouditing of Sporsor’'s and FOR s
cperations 10 evoluate complionce with CMS requremeants oswellas
the overgl effectiveness of the complionce progrom

NGO M ESED MO GIE=CH A cdewe Aora & o & Se=o-= So-—pimeoz Torr)

LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Seven Core Compliance Program Requiremenis {confinued)
7. Proceduresand Systemfor Prompt Response to Complionce
Issues

O The Sponsormust use effective measures forespond prompily io
non-compiance and undertake appropriote corective action.

O Note: Sponsors must ensure thot FDRs performing delegoted
odminisirotive of health care service functons concerning the
Sponsor’s Medicore Parts C and D progrom comply with Medcare
Pregromrequirements.

Reragrd MEDID M oroge—e~t MigTet fom & o QS50 SompEetee Innrp
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Compliance Training: Sponsors and Their FDRs

O CMS expectsaliSponsors will apply their training requirements
ond “effective lines of communication" to their FDRs. Having
“affective lines of communication” meons employees of the
Sponsor aond the Sponsor’s FDRs have several avenuesto
report complionce concerns.

NEAWOrE M2Sea vocage = Jeser: Mo D od € S rm Se-giztee Tome)

LESSON: NMM COMPLIANCE

PROGRAMITRAINING

Ethics: Do the Right Thing!

O As port of the Medicare Program, you must conduct yourself in
an athical and legal manner. It*s obout doing the right thing!

QO Acttairly and honestly
Q Adhere to high ethicalstandardsin aliyou do

O Comply with all applicable laws, regulations, and CMS
requirements

O Report suspected viclations

NEtaTTE M Ses /iasegTet MESTYE Aya o< & S Sempesr ot Vamrg
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

How Do You Know What Is Expecled of You?

Now that you'veread the general ethical guideines on the previous page.
how do you know what s expected of you in o specific situation®

O Standardsof Conduct [or Code of Conduct} state the orgonzotion's
compiance expectations and thet operational prncipies and vaies.
Organzationa! Standardsol Conduct vary. The crganization shouid faior
the Standords of Conduct content to the¥ individual orgonzation's
cullure and business cperations. Ask management where 10 locate your
organization's Standardscl Conduct. Ths troining includes information
specific 1o NMM's Code of Conduct ioter in the skdes.

O Reporting Stondards of Conduct viclotions and suspected norn-complance &
everycne sretponsibiity.

O An organization’s Standards of Conduct ond Policies ond PFrocadures should
isentfy tris obligation and tel you howtoreport suspected non-complionce.

NOea MBS ME-age—e~* M iTews fora T od 5583 Covemance 1o g

LESSON: NMM COMPLIANCE

PROGRAMITRAINING

what is Non-Complance?

Non-complianceis conduct that does nof conformto the law,
Federal heaith care program requirements, or an
organization's ethicaland business policies. CMS identified the
following Medicare Paris C and D highrisk areas:

QO  Agant/ororer O Documentotion ond
mitrepretanionion Timesness requremants

O  Appecs ond grievonce O  Etnics
review (for exampie, O  FDR oversight ong moaltoring
COVEroge ond CIgaraanion C  Healtn Irguwronce Portaoity
geterminations) ong Accountabifty Act

O tereficiory rotices {HIPAAY

O Confiicts of interest G Morveting ond errolimant

¢ Cigims processing Q Pnormocy, formusory, ond

O Cregertiging ord provicer banefit coministration
renworks O Gualty of care

NS S HER Marage et YTt s fn C e S Gororw Syt Yarrg
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Know the Consequences of Non-Compliance

O foivre tolosow Medicore G Acofmionory. your
Progrom raquirements ong :vgcr.:za‘r N MUst ROVE
CHS guiciance con 1e0d 10 giscipinary stondords for roe-
senoul Conequences, compliort penavior. Incse

WO ergoge in nor-

inchsging: -
L compéant DenaVior Moy De
QO ControcT termnotion sugiect toony of the
O Crimirdl pencities fosowing:
. _ = ©  Wandatany froining of

Q  Excision from poricipating »: drmiming ooy “

ail Fegeral neoth core )

progroms ©Q Dizgciplnory ociion

O Civi monetary penaities © Tesriration

For more information, refer to the Compliance Frogram Guideings in the |

Rl ADEEE Usragteese Modewrs Mo T 0w S OemoE Tompinroe ey

LESSON: NMM COMPLIANCE

PROGRAMTRAINING

Medicare Prescription Drug Benefit Manual

Y5 > . i S ! i Nt

Medicare Manoged Care Mariual
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Network Medical Management (NMM) Compliance Policy and
Cede of Conduct

O NMM has implemented o Compliance Policy and Code of
Conduct that articulotesits commitmentto complying with
applicobie lows and regulations and describes the structure of
NMM*s compliance progrom.

O A copy of NMM®s Compliance Policy and Code of Ceonduct
can be found ot

NEWoa S E2TE Jto~oge™ge tigszes o T o C Ss«to So~pioroz orrs

LESSON: NMM COMPLIANCE

PROGRAM TRAINING

NMM Code of Conduct

NMM is committed to:

1. Conaucting s Cusingss n ocoorconce wWin the highest standords of ethical conduct

2. Conauciing its Dusiness octiviTies wim ntegrity ond in full complionce winte
feceral, state ord locol WS QOVEMIng its business: ong

3. Compiying with ckfegersl ond 5101e reguiatory requrements reigred 1o the CMS
regurements inclugng e OB1eCction, COmeCTion ona prevention of FWA.

Thiscommitment appfes to reigtionships with iismembers, enrclees, federol,
stote ond locoigovernments, vendors, competitors, ouditors and all public
and govemment bodies. Most impordanty, it appiies to ol Covered Persons.

ATmaere ¥ SIIT Mesge=ae 4 TTewT Fom S ave & Teeorw Srroiet el Tk
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LESSON: NMM COMPLIANCE

PROGRAMITRAINING

Possible disciplinary action for non-compliance withthe NMM Compliance Policy
and Code of Conduct sholl depend on the degree of severity of noncompliance
and may include, but shall not be limited to:

Y. Wernings {oror} 8 Termination

2. Beprmoncs {\wrinen) 3. FObrE 1Oranew ograemants

S Probation 10, COrrac! 1ermination

4 Demption 11, Restitution of gomages

S, SUSDErsion WhOUL poy 12, geferral for oriminol prosscution to
e . iow enforcement ogencies, CMS as

4. welerrol tocourselng apgeapsiote

7. wiannoging of o promotion of sosary

Ferease of o financiol penoties

NSO B8 Mesage=2~ leSePs o & oo £ S0 So~plar e Tammg

LESSON: NMM COMPLIANCE

PROGRAM TRAINING

O NMM's discipinary oction wi be purued on a far and equitable
basis, and empioyees af akleves of NMM shal be subjeci to the
same discipinary action for the commission of simiar offenses,
including management. NMM'sHuman Rescurces Direcior, in
conjunction with the Complonce Officer ond Complance
Committee, wil serve Qs the appropriate body to ensure thot the
imposed discipine & propertionate and administered faky ond
conssiently in compliance with NMM's policies ond procedures.

O NMM's discipinary stondards sholl be wel-pubicized and shol be
disseminoded and avoioble. Enforcement of discipinory standards
wil requ¥e on effective working relotionship between the
Compllance Officer. Human Eesources and other areas of NMM
maintaining primary responsibiity for adminsterng discipline.

ATPWEN M EDES Mpragt =t MITITE Fom S o S Gorers Compimt et Yo
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

NON-COMPUANCE AFFECTS EVERYBODY
Without programs to prevent, detect, ond comect non-compionce, we alirstc
¢ Harm fo beneficiories, such os:
O Deioyedserices
O Devicl of cerefitg
© Difficuty inusing provioers of choice
O Oftherhurdles to care Less money for everyone due to:
G High insuronce copayments
Q Higrner premiums
O owercerefis for rgiviouols and emMOYyers
O LowerStorrotings
Q lowaer profits

MBI M EBEW M B-29E =2 U eSEPe e & aw & Soeom Tapinss Toreg

LESSON: NMM COMPLIANCE

PROGRAM TRAINING

How to Report Potential FWA

HMM Employees: First-Tier, Downstream, or
Related Enfity (FDR)
Call NMM's Compliance Officer: Employees
Rus Biltkmona 826-543-8280 « Takk (0 & Manager of Supervisor
Compliance Hotline: 626-943.-8266 « Call your Ethics/Compliance Help
24 howrs 3 day/7 days a week Line
You may raport anonymousty end .
coafidantially Raport 1/ o Sesnese
. Beneficiories
Email: fwacomphanced « Call NMM or Sponsor's
Compliance Hotline or Customer
Drop Box Service
» Call 1-800-Medicare

AEmave MU Lerage—er rTers foa £ ow D Semers Sempame s taing
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Don't Hesilate fo Report Non-Compliance

O Whenyou report suspected non-complionce in good foith, the
Sponsor can't retaliote agaoinst you.

Each Sponsor must offer reporting metheds that ore:
O Anonymous

O Confidential

O Norrretaliatory

METw3e i/ SOTE AlTmae et MeEETE P £ o D Gemore Soepiante tore)

LESSON: NMM COMPLIANCE

PROGRAMTRAINING

What Happens After Non-Compliance is Delecled?

Non-compliance must be investigated immedioielyand
corrected promptly. Internal monitoring should ensure:

O No recurrence of the same non-complionce
O Ongoing CMStequremenis compiance

O Efficient and effective intermal controls

O Profecied enrolees

LT MESSE dgeagrmesr e Mo S 0 S SeoovE Tompeet it Tameg
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

Whaf Are Internal Moniloring and Audils?

O Internal monitoring activitiesinclude regulor reviews confiming
ongoing compliance and taking effective correclive actions.

O Internalouditing is a formol review of compliancewitha
porticular set of standords (for exaomple, policies. procedures,
tows, and ragulations) used as base measures.

AT Y EEED e i ESeTe Ay & ow © Srmtrel Seepier g2 o

LESSON: N MM COMPLIANCE

PROGRAM TRAINING

Compliance Is Everyone's
Lesson Summary Responsibility! -

O Organzotions must creote and

nigin n th —
S O mEes The taven o Ova!  Prevenk Operote withinyour

requrements. An eflective complionce  ©rganization's ethical
ogram fosters o culture of expectationsto prevent non-

compiance. caomplionce!

G To heip ensure comphance. behove

ethicaly and fofow your organzation’s
Standards of Conduct. Waichlor Delect & Report: Report

common instances of non-compiance.  detected potential non-
and report suspected non- compliance!
compiance.
O Know the consequencesol non-
complance. and help cerect any Comect: Comrect non-
non-complance with a corective compliance to protect
action pion thotinciudes ocngoing beneficiaries and save moneyl

monitoning ond auditing.

SIS MR E MDA SgE T~ ATt e Ao £ oe S Recte Do gt Torg
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LESSON: NMM COMPLIANCE

PROGRAM TRAINING

You've compleled ihe lesson!

You hove rnow learned about complionce pragrams and NMM's
Code of Conduct.

NE WO AL BT M eSSt =0 S odewe Fo L ol T Gercrg Compmaegc ToM )y

APPENDIX A: RESOURCES

Glossary
Eorglossn_ryferm,visiﬂhe gnt
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APPENDIX B: JOB AIDS

Job Aid A: Seven Core Compliance Program Requiremenis

e Centers for vadicore & 1Medicoia Services [CIS) requires 1hot on effective
compionce DrOQrom Mgt inciuoe seven core requrementy

1. WrittenPolicies, Procedures, and Standards of Conduct

C Trese orticuiote ‘he foonsar’s commivent o comply with oll opplcoble Federoi ond §rote
ttondords ond descrbe complonce mxpectotions occardng 4o ‘e ondords of Condust.

2. Compliance Cfficer, Complionce Committee, ond High-Level
Oversight

G Tre $ponser must designate o somplonce officer ond o commplionce commidfee otcovn *chie
and resporaie for the octhifes ond siotus of The complionce program Including zaues
m“ed mesigored ond resohved Dy *he compionse progrom

[+

The Sponzor's senior manogerment ond goverming body must be engoged ond exercize
e e © ‘5'5-9"\’ of 4 "\l-‘.p’-‘"-i:f B .mwcew

3. Effective Training and Education

O Tz coversthe =mﬂ‘:a'ﬂ.m%egmuae‘u venSng tdetecing, ond reports
FW»: Toliee This Yoining ond educoton 10 The Sfieent empg:usa shev tes h-‘wz:rf;g
ob funclicas

AEA@C MESEE AMTmSgE— i Y isers fon S ge S Geocr Simomrit Toreg

APPENDIX B: JOB AIDS

Seven Core Complionce Progrom Requirements (confinued)
4. Efiective Lines of Communicotion

O Moxe effective fines of commuricotion accessioie to on, ensure conficentiafty,

ong
proviae metnods for anonymaus and good- faith complionce Bsues reporting at
sponsor ana frst-tier, SowrsTeom, orreloted entity {FOR) levels.

5. Wel-PubliczedDiscipinary Stondords

G Sponsor must enforce $1CNOOras NoUEn Welk-pUDicZed aiscipinory guideines.

6. Effective Systemior Routine Mcnitodng, Auditing, ondlidentilying
Compifance Risks

C Conauct routind moritaring and ouaiting of Sporsar’s and FOR'S Operaticns 10

@VOOTE COMPEOnCE WAth CAMS reauramants as wal o3 1he overch effectiveness
R COMDEONCe progrom,

REmAere M TEEE MBtegI = e~ M Seye e R 2 D Geecry Cotea-os Tarming

157|Page



Emanate Health IPA
Provider Manual 2021

APPENDIX B: JOB AIDS

Seven Core Complionce Program Requiremenis {conlinued)

7. Procedures and Systemfor Prompt Response to Compliance
Issues

O The Sponsor must use effective measures forespond promptly fo non-
coempliance ond yndertake oppropriate corective octon,

O Note: Sponsocrs must ensure that FDRs periorming delegaied
adminstroive oc heolth care service funcsons concerning the
Sponsor's Medicare Paris C and D program comply with Medcare
Programrequrements.

NEWE H/ T2 METEFET I M ERees oy © o © Somora So~piorce oy

JOB AID B: RESOURCES

%.?mnswe Education tAafenais: Compionce om pieion fed-Refemn

Heatin Care Froud Preverdion and Avoiding lledicors Froud & Abuzes A

Enforcemant Action Teom Provider Roodmap for Prysicions

Complionce Trowming

RRBLRRS e 10K Poide

Port C ond Part D Conglionce ond Avcinis -
Overview

NGO MBI e age—est WiaT: fom £ o6 S Goaorx Tempea ot Inemg
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Section 27
Standards of Conduct

2021 Standards of Conduct

l. Mission

Network Medical Management (NMM) is committed to conducting its
business operations with the highest ethical standards and in full compliance with all
applicable Federal and State laws, rules and regulations. NMM expects its employees
and first-tier, downstream, and related entities (FDRs) to perform their job duties and
represent the organization in a manner that reflects and upholds this commitment.
The NMM Standards of Conduct is designed to clearly communicate the organization’s
expectations and provide guidance to its employees and FDRs in carrying out their daily
activities within appropriate ethical and legal standards.

Il. Purpose and Scope

All NMM employees and FDRs must comply fully with the standards set forth
in the NMM Standards of Conduct as well as any additional parameters documented in
department-specific policies and procedures. Employees and FDRs who violate the
Standards of Conduct will be subject to disciplinary action.

The standards and requirements in these Standards of Conduct apply to all
NMM employees, including directors, officers, managers, and staff at all levels, and all
NMM FDRs, including but not limited to providers, brokers, agents and enrollers.

These Standards of Conduct are not intended to and shall not be deemed or
construed to provide any rights, contractual or otherwise, to any employees of NMM
or to any third parties.
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lll. Standards of Conduct

General Principles

All NMM employees and FDRs shall conduct their daily activities in accordance

with the following general principles of conduct:

1.

Job duties must be performed in full compliance with both the letter and the spirit
of Federal and State law. No employee shall take any action that he or she
believes is in violation of any statute, rule or regulation. All employees are
expected to have a practical working knowledge of Federal and State laws and
regulations affecting their job responsibilities, and to inquire of their immediate
supervisor when related questions arise.

Conduct activities with integrity and honesty. NMM employees shall strive
for excellence in performing their duties.

Avoid any conduct that could reasonably be expected to reflect adversely upon
the integrity of the company, its officers, directors or other employees.

Be a positive influence and good corporate citizens in the communities where
the company provides services. Treat members, providers, vendors, and fellow
employees fairly and with respect.

Report to their supervisors or to the NMM Compliance Officer any illegal or
unethical practices of NMM employees, FDRs or agents.

Abide by the NMM Compliance Program, Anti-Fraud Plan, Conflict of Interest
Policy, and all other applicable Policies and Procedures.

Avoiding Conflicts of Interest

NMM employees and FDRs shall:
Understand and abide by NMM'’s Conflict of Interest policy.
Avoid situations that could create, or appear to create, a conflict of interest

unless such a situation has been reported to management, approved and
properly disclosed as required by the Conflict of Interest policy.

Avoid any financial, business, or other activity that competes with NMM’s
business interests, interferes or appears to interfere with the performance of
their duties,
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involves the use of NMM property, facilities, or resources, except to the
extent consistent with the Conflict of Interest policy.

4. Not have a financial or other personal interest, other than compensation
provided by
NMM, in a transaction between NMM or any of its business units and vendors,
suppliers, providers, or customers.

Business and Financial Practices

NMM employees and FDRs shall:

1. Conduct all NMM business transactions in accordance with management’s
general or specific directives, as specified by applicable NMM policies and
procedures, and in full compliance with governing Federal and State laws,
rules and regulations.

2. Avoid offering or accepting any form of bribe, payment, gift, or item of more than
a nominal value to or from any person or entity with which NMM has or is
seeking a business or regulatory relationship.

3. Avoid unfair competition or deceptive trade practices, including
misrepresentation of NMM'’s products or operations. NMM employees and
FDRs shall not make false or disparaging statements about competitors or
their products.

4, Comply with applicable antitrust laws. There shall be no discussions or agreements
with competitors regarding price or other terms for products, prices paid to
suppliers or providers, dividing up customers or geographic markets, or joint
action to boycott or coerce certain customers, suppliers, or providers.

Preventing, Detecting and Correcting Fraud, Waste and Abuse

NMM is strongly committed to the detection and prevention of FWA. NMM
maintains ultimate responsibility for adhering to and fully complying with all applicable
State and Federal statutory and regulatory requirements. NMM will work in an ongoing
manner with the appropriate entities to detect and prevent FWA as required by the CMS
Compliance Program Guidelines.

NMM employees and FDRs shall:

1. Comply with applicable laws, regulations, guidelines and NMM policy, including
NMM'’s Anti-Fraud Plan.

2. Immediately report suspected FWA conduct to the NMM Compliance
Department.

3. Cooperate fully with, and disclose all pertinent information with regard to any
NMM investigation of suspected FWA conduct.
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Marketing and Sales / Enroliment Activities

NMM will take all appropriate steps to ensure that its marketing personnel
present clear, complete and accurate information to potential enrollees. This includes
ensuring that the marketing information has been approved by, and complies with all
requirements of, the Department of Managed Health Care, in the case of commercial
business, or the Centers for Medicare and Medicaid Services, in the case of Medicare
business.

NMM employees and FDRs shall:

1.  Comply with applicable Federal and State laws, regulations, guidelines and NMM
policy, including the Medicare Marketing Guidelines, with respect to all marketing,
sales and enrollment activities.

2. Always place the best interests of potential enrollees and NMM above personal
financial interests.

3.  Present clear, complete, accurate information, and ensure that potential enrollees
have the opportunity to make a well informed enrollment decision. This
includes utilizing only marketing materials and information that have been
approved by, and comply with all requirements of, NMM and CMS.

4.  Avoid providing any information or engaging in conduct that might in any
way misrepresent NMM or its programs, or mislead, confuse, coerce or pressure
potential enrollees. An example of misrepresentation by an agent would be to
tell potential enrollees that the agent works for or is contracted with Social
Security Administration or CMS.

5.  Never offer cash payments, gifts, bribes or kickbacks to any person or entity to
induce enrollment in NMM plans or programs.

6. Never engage in door-to-door solicitation of Medicare contracted products or

programs. Quality and Accessibility of Health Care

NMM employees and FDRs shall:

1.  Comply with applicable Federal and State laws, regulations, guidelines and
NMM policy with respect to provision of quality health care to NMM members.

2.  Make every effort to ensure that all covered services are available, accessible,
and appropriately delivered to NMM members, and that NMM:

a.  Contracts with providers in sufficient number and geographic location to
service all NMM members;

b. Maintains reasonable, understandable utilization review procedures
that facilitate rather than discourage access to covered services;
and
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cProvides access to emergently needed services (according to the reasonable
person standard) without prior authorization, and timely coordination of
appropriate maintenance and post-stabilization stabilization care.

3. Make all decisions regarding provision of care or payment for services in a
timely manner and in accordance with professionally recognized standards,
without regard for fiscal concerns. Inappropriate delay or withholding of services
is a violation of NMM policy and will not be tolerated.

4. Never create or contribute to situations, either through action or failure to act,
that could promote underutilization or poor quality of care, and immediately report
any such situation or circumstance to the appropriate manager.

5. Ensure that contracts with providers meet all NMM and regulatory
requirements, and that incentives to promote efficient utilization of services do
not include payments to reduce or limit medically necessary services to any
particular enrollee.

6. Ensure at all times that providers are properly licensed and credentialed prior
to providing services to NMM members.

7.  Avoid interference with health care providers’ advice to their patients, including
advice regarding health status, care and treatment options, risks, benefits and
consequences of treatment vs. non-treatment, or the opportunity for the patient to
refuse treatment and express a preference for future treatment options.

8. Ensure that NMM members who are high utilizers of care continue to
receive appropriate access to services are not in any way encouraged to
disenroll from NMM.

Confidentiality, Privacy, and Maintenance of

Records NMM employees and FDRs

shall:

1.  Ensure timely and appropriate creation, distribution, retention, storage, retrieval
and destruction of records and documents, in any form (paper or electronic), in
accordance with generally accepted accounting standards and other applicable
Federal and State laws, regulations and policies, including but not limited to
the Health Insurance Portability & Accountability Act (HIPAA) and the
Confidentiality of Medical Information Act (CMIA).

2.  Maintain the confidentiality and security of financial, medical, personnel, and
other sensitive or proprietary information belonging to NMM, and/or information
belonging or related to NMM'’s suppliers, FDRs, regulators, or customers.

3.  Maintain the privacy and security of protected health information covered by
HIPAA or other applicable patient/consumer privacy laws and regulations.
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Workplace Conduct and Safety

NMM employees and FDRs shall, at all times while on the job or otherwise
representing
NMM:

1.  Conduct themselves professionally and treat all fellow employees, members,
FDRs, or other individuals they encounter in the course of their duties, with
appropriate courtesy, dignity, and respect.

2. Avoid any type of behavior or conduct that could be construed as discrimination
or harassment due to age, ethnicity, gender, religion, national origin, disability,
sexual orientation, or covered veteran status. Any form of harassment, sexual or
otherwise, including the creation of a hostile working environment, is
completely prohibited.

3.  Follow safe work practices and comply with all applicable safety standards and
health regulations.
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Department-Specific Compliance Standards and Operational Policies and Procedures

In addition to the standards and requirements described in these Standards of Conduct,
compliance standards and operational policies and procedures specific to each NMM department
will continue to be incorporated into department-specific manuals (and/or other appropriate media), and
kept current with applicable Federal and State laws and regulations. The department-specific policies
and procedures are a resource for the employees of each department, designed to enhance their
ability to perform their duties in accordance with NMM'’s policies and applicable Federal and State
laws and other requirements. Each department has defined and assigned responsibility for (i) the
timely updating of the policies and procedures, (ii) the necessary training and education of affected
personnel, and (iii) the completion of monitoring and audit work plans as designated by the
Compliance Officer to ensure ongoing compliance.

IV. Reporting and Investigation

NMM considers adherence to these Standards of Conduct to be of paramount importance,
because establishing and maintaining a reputation for honest, ethical business practices is a key NMM
corporate value. Furthermore, engaging in illegal activity or improper conduct may subject NMM to
severe civil and criminal penalties, including large fines and exclusion from certain types of
business. It is therefore crucial that any suspected illegal activity or improper conduct, including
violation of these Standards or any other NMM policy, be promptly reported and thoroughly
investigated.

Duty to Report

1.  NMM employees and FDRs who become aware of any suspected illegal activity or improper
conduct are required to immediately report the illegal activity or improper conduct through
appropriate channels.

2. NMM employees should report suspected illegal activity or improper conduct to their supervisor,
or directly to the NMM Compliance Department.

3. NMM FDRs should report suspected illegal activity or improper conduct directly to the NMM
Compliance Department.

4.  Suspected illegal activity or improper conduct may be reported to the NMM Compliance
Department by sending an email to FWA@nmm.cc calling the Compliance Hotline at 626-943
6286.

5.  Failure to report suspected illegal activity or improper conduct is a violation of these Standards,
and may be a violation of Federal and/or State law.

6. NMM has developed detailed reporting and investigation policies: Compliance Policy #5 —
Reporting Possible Misconduct, Compliance Policy #7 — Internal Investigations of Alleged
Violations, Compliance Policy #15 — Reporting Marketing Misrepresentation, and Compliance
Policy #17 — Reporting FWA. All NMM employees and FDRs are expected to be aware of
and abide by the requirements of these reporting and investigation policies.
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Anonymous Reporting

NMM employees and FDRs may report suspected illegal activity or improper conduct
anonymously.

1.  To the extent permitted by Federal and State law, NMM will take reasonable precautions
to maintain the confidentiality of those individuals who report illegal activity or improper
conduct, and of those individuals involved in the alleged violation, whether or not it turns out that
improper acts occurred.

2.  Failure to abide by this confidentiality obligation is a violation of these Standards.

Investigations and Duty to Cooperate

It is NMM'’s policy to promptly and thoroughly investigate all reports of illegal activity or improper
conduct. Detection of potential or actual issues related to compliance, ethical conduct, or other
measurable areas of performance shall result in the initiation of appropriate corrective action. Any action,
or lack of action, that prevents, hinders, or delays discovery and full investigation of suspected illegal
activity or improper conduct is a violation of these Standards, and may be a violation of Federal
and/or State law.

1.Internal investigations will include interviews and review of relevant documents. NMM
employees and FDRs are required to cooperate fully with, and disclose all pertinent
information with regard to any NMM investigation of suspected illegal activity or improper
conduct.

2NMM, its employees and FDRs shall cooperate with appropriate government
investigations into possible civil and criminal violations of Federal and/or State law. It is important,
however, that in this process NMM is able to protect the legal rights of the
Company and its personnel. To accomplish these objectives, any governmental
inquiries or requests for information, documents, or interviews must be promptly
referred to the NMM Compliance Officer.

Protection from Retaliation

NMM ensures that employees and FDRs may report or assist investigation of suspected illegal
acts or improper conduct without threat of negative consequences.

1.  No retaliation, reprisals or disciplinary action will be taken or permitted against NMM employees
or FDRs for good faith participation in the Compliance Program, including but not limited to
reporting potential issues to appropriate authorities, cooperating in the investigation of suspected
illegal activities or improper conduct, and conducting self-evaluations, audits and remedial actions.

2.  Failure to abide by this prohibition against retaliation or reprisals is a violation of these Standards,
and may be a violation of Federal and/or State law.

V. Disciplinary Action
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NMM employees and FDRs who engage in illegal activity or improper conduct, including violation
of these Standards or any other NMM policy, are subject to disciplinary action including oral or
written warnings or reprimands, suspensions, termination, financial penalties and potential reporting of
the conduct to law enforcement. If employees or FDRs self-report their own illegal actions or improper
conduct, NMM will take such self-reporting into account in determining appropriate disciplinary action.
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Section 28
Forms and Additional Attachments
Eligibility Request Form

Please fill in this form for eligibility inquiry. Photocopies of the member’s insurance card, health
plans web site eligibility print out or any other supporting information will help expedite the process.

Please fax to: (626) 943-6352

Date: Provider's Name:
Provider’'s Office Contact Person: Provider's Office Contact
Number:

Provider Fax number: Email:

*Member's eligibility status will be verified and returned through fax or email

Address: Members
Last First Member | Health Line of Gende (Must input for hip
Name Name BOB ID# Plan Business: r correct Fliegess Effect
authorization) Date
[ IMCAL
[]1POS

[ ] Commercial

Senior/Medic
are

[ JMCAL
[]POS
[] Commercial

Senior/Medic
are
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Web Portal New Account Registration Form

*Please fill out all required entries and fax completed form to: (626) 943-6350

*Vendor/Group Name: *Tax ID:

*Office Contact/Manager: Group NPI (if applicable):

*Best Contact Phone Number and Extension: Office E-Mail Address:

*Best Time to Contact: Current Web Portal User ID (if applicable):

*Please list all providers (physicians) affiliated under this vendor/group (attach additional sheets if required)

Provider Name NPI Provider Name NPI
1 6.

2 7.

3 8.

4. 9.

5 10.

What areas of the Web Portal will your office need access to? (Please circle all that apply)
e Eligibility
o Authorization (view)
e Authorization (submit)
o Claims (view)

e Claims (submit)

Wiill your office be authorizing an outside biller to access the data noted aabove? Yes No
If yes, please note the outside billing company’s information below:

Billing Company: Billing Contact Person:

Biller Phone Number: Best Time to Contact:
Authorized Signature: Print Name: Date:
Provider Signature: Print Name: Date:
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Direct Deposit Authorization Form

I PAYEE INFORMATION

Payee Name
Tax ID
EMANATE HEALTH IPA

. ACCOUNT INFORMATION

Bank Name Type of Account

Check box:
[_] Checking
Routing #
. [] Savings
Account #

*Please provide a copy of a voided check

| hereby authorize Network Medical Management on behalf of LaSalle Medical Associates to initiate
credit and, if necessary, debit entries* to the account listed on this form. My signature below
indicates that | am either the accountholder or have the authority of the accountholder to authorize
Network Medical Management to make deposits into the named account.

Signature Date

Contact Person Phone

E-Mail Address

*“Debit entries” applies to previous agreements, if any, between NMM and the provider in the case of fund transmission
errors. No debit entries will occur without prior notification.
PLEASE COMPLETE AND FAX THIS FORM TO:

Fax: 626-943-6379
Attention Accounting Department
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ELECTRONIC REMITTANCE ADVICE (ERA) ENROLLMENT

FORM

Electronic Remittance Advice (ERA/835) files are electronic transactions that contain the same information as your paper
remittances. Please complete the sections below in its entirety and send to the following: FAX (626) 943-6309, via email,

ProviderNetworkOperations, Dept@nmmi.ce

D Advantage Health Network (ADV)
D Adventist Health Physicians Network (GAMC / WMMC)

D Greater San Gabriel Valley Physicians (GSGP)

D Arroyo Vista Family Health Center (AVISTA)

D LaSalle Medical Associates (LSMA)

D Access Primary Care Medical Group (APCMG) D Accountable Health Care (AHCIPA)

U Citrus Valley IPA (CVIPA)

D Greater Orange Medical Group (GOM)

D Other

PROVIDER INFORMATION

Contracted Provider Group Name:

Provider Main Office Address:

Authorized Contact Person:

Authorized Contact Person Phone:

Authorized Contact Person Email:

PROVIDER IDENTIFICATION INFORMATION

Federal Tax ID:

Group NPI:

Individual Provider NPI(s):

ONE BOX)

ELECTRONIC REMITTANCE ADVICE INFORMATION (ONLY CHECK

Preference for Agrregation of Remittance Data: (i.e., Account number linkage to Provider identifier). Please note, preference for grouping
claim payment advice, must match preference for EFT payment (i.e., Billing Provider). Please fill in only one below:

]

Provider Federal Tax Identification Number:

OR

[

National Provider Identifier (NPI):

, hereby authorize Network Medical Management to

Practice Owner/CEO

provide

with the Electronic Remittance Advice for our organization.

Authorized Party

Practice/Owner Name:

Practice/Owner Signature:

Date:

Please complete all sections. Incomplete submissions will not be processed.
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Material Needs Form

If your office is in need of Health Education Materials, please fill out this assessment form and fax
response to (626) 943-6383.

Provider Name:
Provider Address:
Provider Telephone:
Provider Fax Number:
Provider Health Plan Contracts:

5. Would you like more information about health education classes?
Yes No

6. Do you have health education materials in your office?
Yes No

7. What sources have you used to obtain health materials?

8. Please circle Health Education Materials needed in your office and specify languages

Advance Directive Hypertension Medi-Cal Materials
Asthma Men’s Health Healthy Family
Breastfeeding Nutrition Staying Healthy
Cholesterol Pregnancy WIC Services
Congestive Heart Failure STD'’s Parenting
Depression Stress Management Other:

Diabetes Mellitus Smoking Cessation

Family Planning Weight Management

Gyn. Disorders Women'’s Health

English Spanish Chinese Other:

Completed by:
Sent:

NETWORK MEDICAL MANAGEMENT USE ONLY

Date Health Education Materials sent to Provider: By:
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Request/Refusal for Interpretive Services Form

Patient Name:

Primary Language:

o Yes, | am requesting interpretive services.
Language:

o | prefer to use my family or friend as an interpreter. (Interpreters must be over 18 years of age)
o No, | do not require interpretive services.
o N/A

Please explain:

Patient Signature Date

¢ Please place in patient's medical record.

Other languages are available upon request. (Spanish, Chinese, Vietnamese, Armenian, Russian, Khmer)
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Patient’s Rights and Responsibilities

It is the Patient’s Right to:

1.

2.
3.

10.
11.

12.

13.

14.
15.

16.
17.
18.

19.
20.
21.

22.
23.

Exercise these rights without regards to sex or cultural, economic, educational or religious background or
the source of payment for the member’s care.

Considerate and respectful care.

Knowledge of the name of the provider who has primary responsibility for coordinating the member's care
and the professional relationships of other providers who see the member

Receive information from the member’s provider about the member, the course of treatment and the
member’s prospects for recovery in terms that the member can understand.

Receive as much information about any proposed treatment/procedure the member may need in order to
give informed consent or to refuse this course of treatment. Except in emergencies, this information shall
include the procedure/treatment, the significant medical risks involved, alternate course of treatment or
non-treatment and the risks involved in each, and to know the name of the person who will carry out the
procedure or treatment.

Participate actively in decisions regarding the member's medical care to the extent permitted by law; this
includes the right to refuse treatment.

Full consideration of privacy concerning his/her medical program. Case discussion, consultation,
examination and treatment are confidential and should be conducted discreetly. The member has the right
to be advised as to the reason for the presence of any individual.

Confidential treatment of all communications and records pertaining to their care. Member’s written
permission shall be obtained before medical records can be made available to anyone not directly
concerned with their care.

Receive timely response to requests for services, including evaluations and referrals.

Leave the facility even against the advice of the member’s provider.

Continuity of care, advance notice of time and location of appointment and provider providing medical
care.

Be advised if facility/personal provider proposes to engage in or perform human experimentation affecting
his/her care or treatment and the right to refuse to participate in such research projects.

Be informed by their provider or a delegate of their provider of his continuing health care requirements
following the member’s discharge from the facility.

Examine and receive an explanation of the member’s bill regardless of source of payment.

Have all member's rights apply to the person legally responsibility to make decisions regarding medical
care.

Acquire information desired about a member’s Health Plan, including a clear explanation of benefits and
services and how to receive them.

Obtain medically necessary health services, including preventive care.

Voice a complaint about a health plan or the care a member receives through their plan’s grievance and
appeal procedures, and to receive a timely response to any complaints or inquiries regarding benefits or
care.

Discuss (and complete) an advance directive, living will or other health care directive with a provider.
Receive a second opinion when deemed necessary by the contracting medical group.

Receive emergency service when the members, as a prudent layperson, believe that a life-threatening
emergency occurred. Payment will not be withheld in such cases.

Receive urgently needed services when traveling outside of the service area.

Not be discouraged to enroll in, or be directed to enroll in, any particular Medicare Choice plans.
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It is the Patient’s Responsibility to:

1. Follow the plans and instruction for care agreed upon with their provider(s).

2. Provide, to the extent possible, information that the medical group and its providers need in order to care
for the member.

3. Contact their provider or health plan with any questions or concerns about health benefits or health care
services.

4. Understand health benefits; follow proper procedures to obtain services, and to abide by health plan rules.

Be informed

If you are being treated for any form of breast cancer, or prior to performance of a biopsy for breast cancer,
your provider or surgeon is required to provide you a written summary of alternative efficacious methods of
treatment, pursuant to section 1704.5 of the California Health & Safety Code.

The information about methods of treatment was developed by the state department of health services to
inform members of the advantages, disadvantages, risks and descriptions of procedures.

Be informed

If you are being tested for any form of prostate cancer, or prior to performance of a biopsy for prostate
cancer, your provider or surgeon is urged to provide you a written summary of alternative efficacious methods
of treatment pursuant to section 1704.1 of the California Health & Safety Code.

The information about methods of treatment was developed by the state department of health services to
inform members of the advantages, disadvantages, risks and descriptions of procedures.

Emergency Services

If a practice receives a call from a EMANATE HEALTH IPA member, they should determine whether the
member should call 9-1-1, go to the nearest emergency room, urgent care center, or to the practice. Only
licensed personnel should handle triage of members.

o |If it is determined that the member is in a life-threatening emergency, they should be instructed to
hang up the phone and dial 9-1-1 immediately.

e If it is determined that the member is stable enough to go to the nearest emergency room, urgent care
center, or to their primary care provider's practice to be evaluated, the practice should instruct the
member to be transported by another person. A member should never be instructed to drive
himself/herself in the event of a life-threatening situation.

To seek care coordination for non-life threatening situations after 5:00pm or on weekends, the provider and/or

the member can call Network Medical Management at (877) 282-8272 and speak to an on-call provider or
Case Manager.

Treatment Authorization Form

175|Page



Emanate Health IPA
Provider Manual 2021

NETWORK MEDICAL MANAGEMENT, INC

REFEREAL KEQUEST DATE;

Citrus Vallay
Independent Physicians {Circle Ome}:

£ CITRUS VALLEY UM Fax Nambers: I
| = Independent § T Foutins: (626) 543-6320 3 EUSNELD DAYE
Utrgant: (626)943-6322

¥ ny

DATE OF SERVICE

FORM WILL BE RETURNED IF MEMEER'3
PATIENT INTORMATION.

INFORMATION ARE NOT COMPLETE OR NOT LEGERLE

Pasesr Name: Laad Faraz Middic DO 2 e AGE e OWTE)
Addran| Coys Zip Thanzé ) I C S N
Hesla Fias Meatker Tt @ Mzmboes Efiociine Bate o
PCP Mazcs {9 . Fax £ I .

Relorsiag Pravider Name Rclerrod 4 Specialn ;

MDD, Offex Coxtnct Nams: Pravider Nams:

Pheac: () - Fax:¢ J - Phane: | J - Fas:(_____ 4 =«

Scrvien m be poovided 2% Ofce - Et, Jagatiosd Say - 3t, Owpascat Haygsal - 13 REQUESTED FACILITY:

DIRECT REFERRALSONLY: (CHECK ONE) ANY FOLLOW YISITS OR PEOCEDLRES MUST BE JRE -AUTHOWZED BY N

X Wamas. Exam cvow Faboed) - LI U038S gz 13931 [T J03K azc 4004 I JRT ags & 38d av)
Ertablrbod Puboes: 13199393 tage 1335 [F 99294 (apc 4084) 093397 (7243 med aver) [ Pregexst OB Carc (a8 acrw) - 37400
0 Mamaagzraphy ~ G322 (40 2=d slder shigible ooy 2 yean) [ Chert Laaz Beac or KLB X-fixrs

C PATIENT REQUEST C MD REQUEST

Diazposi: 1CD-L0 code{s}
Reguested Services Treziment:

Procedure desaription: CPT CODE
Procedure dezcription: CPT CODE

Climica) Problem & Durstion:

Pertinent Climcal Hbtery Lab *X-Ray:

Treatment rrisd{aded:

Whv & thic referral or vest (1) necenary?

PRYSICIAN SIGNATURE: DATE:

FOR USE BY NETWORK MEDICAL MANAGEMENT ONLY

= AmberitedMedified UM Sirmurure: Dste: : : AUTHY

= Pended Date: : s Fended Reszon. Eespome Daw: i Sigeature

= Demied Reazen Daw: 4 UM Sigmatmre,

Date PCF Notified: # Dae Ipeciakicr Netified: : , Member Notification; Yy Umited States 4fad
Pheoed PCP of Dexial: Time: N Phened Specislt of Demal: : Tims: -

STATEMENT FOR PROVIDER: Furthber care memt be antborized before it & repdered M addacas! ement ampuesd comms Semfmsp 2iore
Addizemally cemraiome’s Eodingy eod monemendaccey mastboasntss Somising phyaisi= ALL LARORATORY WORK MLUST BE FERFORMED AT QATEZT

DIAGNOSTIS  Awmwwizamen dosvate putsmvns Jipmens A chows o 5535230 E4TMEy, Cimnzed protaan tnd Eodarions Ths cotian it dood o0 £5 din oo agge svid iy, A0 Tih wae 2

Tegtng e Huonid W damd 243 Nadezak Al e Msuganew awtazud Aty
TS dectéom e 3ed @ riradiet M S ORis & FIoviliz sy RIS S T A M E2E - Sor eorasainenaten

Eficetne Ine: D 1012018
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Page L of2

PRESCRIPTION DRUG PRICR AUTHORIZATION OR STEP THERAPY EXCEPTION REQUEST FORM

PlanMedical Group Mame: B PlanyMedical Group Phrones: { )]
PrEN/Medical Group Faxs: ( ) Non-Urgent [] Exigent Clrcumstances []
Instructions: Please Al oul all applicabie sections on both pages compizlety and lagioly. Atlach any additonal documentabon that is
Important 101 the revigw, 6.g. charl notes of lab data, (e support 1ha prior authanzatien of stap-therapy exceplicn regquest. Information
contained I thls form IS Prowcted Health Information under HIPAA,
Patlem information
FiIrsi Nama: Last Nama: Mk £hona Number:
ACdress: Citye Staw Z1p Code:
ate of Birtn: [ male Circka unit of maasura Allergies:
] Femaia Halght frvcmy: _ Waight (wg),
Pabers's Authorized Acpresantative (1 applicatie): Auzhonzed Represantative Phons Number:
insurance Informadon
Prmary Insurance Name: Pagent O Number:
Secordary \Rsurance Namae: Pagsant D Number:
Pmscribet information
First Mame: Last Nama: Specialty:
ACOress: City: State: | Zip €ode;
Requostar (11 different 1nan arescriber): OmMce C.omacs: Persc;
NP1 Number ndlvsdualy: £hone Number:
DEA Nmdear (11 toquired i Fax Mumber (in HPAA compaant dreay;
Email Adgress:
Medication / Medical and Disponsing mformation
Meadication Nama:
[ new Therapy [ Renewai [] Step Therapy Excapiion Request
It Renawal: Dale Tharagy Imlialed: Dirahon af Tharapy (spaciic datas):
How did ‘he pabent racelva the medication?
[ Paid under Insurance Name: Prigr Auth NumDer (If known)
O Cther {expdalny:
DoseStnength: Fraguency: Length ot Tharapy. #Rallls: Quangty:
ACminstragor:
[ orarsL [ Toptcai 1 ingection O w O otner:
Agminisiragon Losatorn: [ ranants Home [ Leng Term Care
[] Physician's Omice [ Heme Care Agency [ other (explaing;
O ambuiztary INusion Censar O Duipatient HospHai Gara
Revised 1242016 Form 61-211
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FPage 202

PRESCRIPTION DRUG PRIOR AUTHORIZATION OR STEP THERAPY EXCEPTION REQUEST FORM

Baben! Nama: fal

Instructions: Pioasa il ot all applicatie sechions on both pages comglelely and legibly. Attach any acdibona! documantation that Is
ipertani tor the revievs, @.g. chart notes or fad da‘a. to support Ihe prior aulhorizagon of st theragy exceplion reguest.

1. Has the patlent iried any other medications for this conalilon? [ YES (ifyes, complate Delow) OO no

MedlcationTherapy Duratlon of Therapy Responsefeason for Falure Allergy
(Spectty [irug Name and Dosage) (Specity Datos)
2. List DlagnDses: ICD-10:
3. Required clinical Information - Please provide ail relevant clinical Information 10 Support & prior authorization or gtep therapy
exception request review,

Please pravide Symploms, 13k results with oatas and:or jusancation 1or infaadl or ongoing therapy of INCreasact dese and if patiant Nss any
contraincicatians fof the haakn planinsures pratored drug. Lab results with cates must be proviced it neadad ko eslablish diagnosis, or
evaluale rasponsa. Please provide any adcdiondl cirical tnformafion of comments perinant 10 this requast r cwverage, INCIudIng
informagon related %o axigent circumstances, af requirad Uncer sfate and federa) aws.

[ Attactiments

Attestation: | attest tha mgormation providad 1s e and accurale o the bast of my knowledge. | understand that the Heatth Plan, insurer,
Kadicat Group ar iis 0asIgness May perionm a routne auctt ard reques! the madical Information necessary to venry the accuracy of the
intormation raported on this 1omm.

Prescriber Signature or Electronic 1.D. Verification: Date:

Confidentiadity Notlce: The doCUMBRS acoompanying nes ransmission contaln confidartial nealth informaticn that 1s jegaliy priviieged. If you
are nat the infendad recipient, you are hareby nogifiad thai any cisclosurd, copying, distibution. o action taken in reliance on the contents of
thasa documents Is strictty profibited. Il you fEve received this INImation in error, please notfy the sender iImmadialedy (via (ism FAX)
and amange for tha return o gestruction of thase documanis.

Plaryinsures Use Only: Date:Time Requast Becelved by Planvinsurer, DawTimeotDecislon

Fax Numbar ¢ )
Oapproved [ Denie¢  Commentsinfarmaton Reguastad:

Revised 12/2016 Form G1-211
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NEW PHYSICIAN IN-SERVICE
Name of Physician Office: Date:
94
e Your title/position:
O Physician
0 Office Manager
00 Other

¢ Please note Physician’s area of specialty:
0 Family Practice O General Practice O Pediatrics O Internal Medicine 0 OB/GYN
0 Other:

Evaluation

Excellent | Good | Fair | Poor |

Overall evaluation of the in-service

Do you feel this in- service met your expectations and needs

Content of information received

Did you understand the requirements and responsibilities indicated
during the in-service

Rate presentation of material provided

Comments

Please send in evaluation to: Rafael.Zepada@nmm.cc
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NEW PROVIDER IN-SERVICE
ACKNOWLEDGEMENT
By signing below, (Physician/Provider Office Name)

acknowledges that my office staff has received a formal in-service regarding the administrative and
operational policies, procedures, forms, and protocols required to provide services to all members with

members affiliated with EMANATE HEALTH IPA.
In addition to the in-service, | acknowledge receipt of the following materials:

O Provider Manual

(0 HEDIS Reference Guide

O IPA Memorandums

O Utilization Management Guidelines

0O Specialist Reporting Responsibilities

| also attest that all staff has completed the 2020 trainings for the following:
(0 Model of Care

O Fraud Waste and Abuse
O Code of Conduct & General Compliance

Provider Training Acknowledgement (person who received training):

(Name & Title) (Date)

(Name & Title) (Date)

In-Service Presented By:

(Name & Title) (Date)
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