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INTRODUCTION

Welcome to Allwell from Arizona Complete Health (Allwell). Thank you for participating in our
network of participating physicians, hospitals and other healthcare professionals.

This Provider Manual is a reference guide for providers and their staff providing services to
members who participate in our Medicare Advantage and/or our Medicare Advantage Special
Needs Program, Allwell.
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OVERVIEW

Allwell is a licensed health maintenance organization (HMO) contracted with the Centers for
Medicare and Medicaid Services (CMS) to provide medical and behavioral health services to
dual-eligible members. CMS also contracts Allwell to provide Part D Prescription medications
to members enrolled in certain health plans which include a Part D benefit.

Allwell is designed to achieve four main objectives:
o Full partnership between the member, their physician and their Allwell Case Manager
¢ Integrated case management (medical, social, behavioral health, and pharmacy)
o Improved provider and member satisfaction
¢ Quality of life and health outcomes

Allwell takes the privacy and confidentiality of our member’s health information seriously. We
have processes, policies, and procedures to comply with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) and CMS regulations. The services provided by the
contracted Allwell network providers are a critical component in terms of meeting the objectives
above. Our goal is to reinforce the relationship between our members and their primary care
physician (PCP). We want our members to benefit from their PCP having the opportunity to
deliver high quality care using contracted hospitals and specialists. The PCP is responsible for
coordinating our member’s health services, maintaining a complete medical record for each
member under their care, and ensuring continuity of care. The PCP advises the Member about
their health status, medical treatment options, which include the benefits, consequences of
treatment or non-treatment, and the associated risks. Members are expected to share their
preferences about current and future treatment decisions with their PCP.
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KEY CONTACTS AND IMPORTANT PHONE NUMBERS

The following table includes several important telephone and fax numbers available to providers
and their office staff. When calling, it is helpful to have the following information available.

1. The provider's NPl number

2. The practice Tax ID Number

3. The member’s ID number

Key Contacts and Important Phone Numbers

Provider Services Phone: 1-866-796-0542 (TTY: 711)
Member Services Phone: 1-800-977-7522 (TTY: 711)
Medical Management Inpatient Fax: 1-877-808-9362

and Outpatient Prior Authorization

Concurrent Review/Clinical Fax: 1-877-808-9362
Information
Admission/Census Fax: 1-877-808-9362

Reports/Face sheets

Care Management Fax: 1-844-275-5727
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Behavioral Health Outpatient
Prior Authorization

24/7 Nurse Advice Line
Interpreter Services
Pharmacy Services

National Imaging Associates

(NIA)

Envolve Vision

Fraud Waste and Abuse (FWA)

EDI Claims Assistance

September 5, 2018

Fax: N/A

1-866-796-0542 (TTY: 711)
1-866-796-0542
1-866-796-0542

1-877-807-2363

Website: www.RadMD.com
1-866-392-6058

Email: visionbenefits.envolvehealth.com

To report suspected fraud, waste and abuse call,
1-866-685-8664.

For EDI Claim Assistance inquires, call 1-800-
225-2573, ext. 6075525

Email: ediba@centene.com



http://www.RadMD.com
https://visionbenefits.envolvehealth.com
mailto:ediba@centene.com

MEDICARE REGULATORY REQUIREMENTS

As a Medicare contracted provider, you are required to follow a number of Medicare regulations
and CMS requirements. Some of these requirements are found in your provider agreement.
Others have been described throughout the body of this manual. A general list of the
requirements can be reviewed below:

e Providers may not discriminate against Medicare members in any way based on the health
status of the member.

e Providers may not discriminate against Medicare members in any way on the basis of
race, color, national origin, sex, age, or disability in accordance with subsection 92.8 of
Section 1557 of the Patient Protection and Affordable Care Act.

e Providers must ensure that members have adequate access to covered health services.

e Providers may not impose cost sharing on members for influenza vaccinations or
pneumococcal vaccinations.

e Providers must allow members to directly access screening mammography and influenza
vaccinations.

¢ Providers must provide female members with direct access to women’s health specialists
for routine and preventive healthcare.

o Providers must comply with Plan processes to identify, access, and establish treatment
for complex and serious medical conditions.

o Allwell will provide you with at least 60 days written notice of termination if electing to
terminate our agreement without cause, or as described in your Participation Agreement
if greater than 60 days. Providers agree to notify Allwell according to the terms outlined
in the Participation Agreement.

o Providers will ensure that their hours of operations are convenient to the member and do
not discriminate against the member for any reason. Providers will ensure necessary
services are available to members 24 hours a day, 7 days a week. PCPs must provide
backup in case of absence.

o Marketing materials must adhere to CMS guidelines and regulations and cannot be
distributed to Allwell members without CMS and/or Allwell approvals of the materials and
forms.

e Services must be provided to members in a culturally competent manner, including
members with limited reading skills, limited English proficiency, hearing or vision
impairments and diverse cultural and ethnic backgrounds.

10
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e Providers will work with Allwell procedures to inform our members of healthcare needs
that require follow-up and provide necessary training in self-care.

e Providers will document in a prominent part of the member’s medical record whether the
member has executed an advance directive.

e Providers must provide services in a manner consistent with professionally recognized
standards of care.

e Providers must cooperate with Allwell to disclose to CMS all information necessary to
evaluate and administer the program, and all information CMS may need to permit
members to make an informed choice about their Medicare coverage.

o Providers must cooperate with Allwell in notifying members of provider contract
terminations.

e Providers must cooperate with the activities of any CMS-approved independent quality
review or improvement organization.

e Providers must comply with any Allwell medical policies, QI programs and medical
management procedures.

e Providers will cooperate with Allwell in disclosing quality and performance indicators to
CMS.

e Providers must cooperate with Allwell procedures for handling grievances, appeals, and
expedited appeals.

e Providers must request prior authorization from the plan if the provider believes an item
or service may not be covered for a member, or could only be covered under specific
conditions. If the provider does not request prior authorization, the claim may be denied
and the provider will be liable for the cost of the service. Note: if the item or service is
never covered by the plan as clearly denoted in the member’s Evidence of Coverage, no
prior notice of denial is required and the member may be held responsible for the full cost
of the item or service.

o Providers must allow CMS or its designee access to records related to Allwell services for
a period of at least ten (10) years following the final date of service or termination of this
agreement, unless a longer period is required by applicable state or federal law.

e Provider must comply with all CMS requirements regarding the accuracy and
confidentiality of medical records.

e Provider shall provide services in accordance with Allwell policy: (a) for all members, for
the duration of the Allwell contract period with CMS, and (b) for members who are
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hospitalized on the date the CMS contract with Allwell terminates, or, in the event of an
insolvency, through discharge.

e Provider shall disclose to Allwell all offshore contractor information with an attestation for
each such offshore contractor, in a format required or permitted by CMS.

12
September 5, 2018



SECURE WEB PORTAL

Allwell offers a robust Secure Web Portal with functionality that will be critical to serving
members and to ease administration for the Allwell product for providers. Provider Partnership
Management will be able to assist and provide education regarding this functionality. The portal
can be accessed at provider.azcompletehealth.com.

Functionality

All users of the secure web portal must complete a registration process. If you are already a
registered user on the Allwell secure web portal, a separate registration is not needed.

Once registered, providers may:

Check eligibility
View the specific benefits for a member

View benefit details including member cost share amounts for medical, Pharmacy, dental,
and vision services

View demographic information for the providers associated with the registered TIN such
as: office location, office hours and associated practitioners

Update demographic information (address, office hours, etc.)

View and print patient lists (primary care providers). This patient list will indicate the
member’s name, member ID number, date of birth and the product in which they are
enrolled

Submit authorizations and view the status of authorizations that have been submitted for
members

View claims and the claim status
Submit individual claims, batch claims or batch claims via an 837 file
View and download Explanations of Payment (EOP)

View a member’s health record including visits (physician, outpatient hospital, therapy,
etc.); medications, and immunizations

View gaps in care specific to a Member including preventive care or services needed for
chronic conditions

Send secure messages to Allwell staff

13
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Disclaimer

Providers agree that all health information, including that related to patient conditions, medical
utilization and pharmacy utilization, available through the portal or any other means, will be used
exclusively for patient care and other related purposes as permitted by the HIPAA Privacy Rule.
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CREDENTIALING AND RE-CREDENTIALING

The credentialing and re-credentialing process exists to verify that participating practitioners and
providers meet the criteria established by Allwell, as well as applicable government regulations
and standards of accrediting agencies.

If a practitioner/provider already participates with Arizona Complete Health in the Medicaid
product, the practitioner/provider will NOT be separately credentialed for the Allwell product.

Notice: In order to maintain a current practitioner/provider profile, practitioners/providers are
required to notify Allwell of any relevant changes to their credentialing information in a timely
manner but in no event later than 10 days from the date of the change.

Whether a state utilizes a standardized credentialing form or a practitioner has registered their
credentialing information on the Council for Affordable Quality Health (CAQH) website, the
following information must be on file:

e A valid National Provider Identification (NPI) number. Complete, correct, signed and
currently dated Arizona Association of Health Plans form (AzAHP form).

o Attestation of historical loss of license and/or clinical privileges, disciplinary actions and/or
felony convictions.

e Attestation to lack of current substance and/or alcohol abuse.

o Attestation to mental and physical competence to perform the essential duties of the
profession.

e Attestation to the correctness/completeness of the application.

e Signed and dated Release of Information form.

e Current unrestricted license in the state where the practice is located.

e Current valid and applicable Federal Drug Enforcement Administration (DEA) certificate.

e Current liability insurance in compliance with minimum limits set by Health net’s Provider
Agreement.

o Proof of highest level of education. For providers, proof of graduation from an accredited
medical school or school of osteopathy, proof of completion of an accredited residency
program, or proof of Board Certification. Please note: Verification of completion of a
fellowship does not meet this requirement

e Current admitting privileges in good standing at an in-network/inpatient facility or written
documentation from a physician/group of physicians, who participate with Allwell, stating
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that they will assume the inpatient care of all of the provider’s plan members who require
admission and that they will do so at a participating facility

e Mid-level practitioners must submit proof of supervising, collaborative agreement,
protocols or other written authorization (as required by state law or health plan
requirements) with a licensed physician who is participating with the health plan, that sets
forth the manner in which the mid-level practitioner and licensed physician cooperate,
coordinate and consult with each other in the provision of health care to patients

o |f a provider is a foreign medical graduate, then an Education Certificate Foreign Medical
Graduate (ECFMG) certification or equivalent is required.

o History of professional liability claims that resulted in settlements or judgments paid by or
on behalf of the provider for the past five years or any cases that are pending professional
liability actions. When reviewing this history, the Credentials Committee will consider the
frequency of case(s) as well as the outcome of the case(s)

e Disclosure of ownership (DOO)

o Work history for the previous five years. Any gap greater than six months must be
explained by the provider to the Credentials Committee for approval

¢ Signed and dated Attestation form within 180 days prior to credentialing decision.

e Primary or secondary source verification information that is active upon the credentialing
decision.

¢ Information confirming that the provider has not been excluded from participating in the
Medicare & Medicaid Program.

o A current Clinical Laboratory Improvement Amendments (CLIA) certificate, if applicable.

o Allwell will verify the following information submitted for credentialing and re-credentialing
through primary sources:

e License through appropriate licensing agency.
o Board certification, residency training or professional education, where applicable.

o Malpractice claims and license agency actions through the National Practitioner Data
Bank (NPDB).

o Hospital privileges, in good standing, or alternate admitting arrangements, where
applicable.
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o Federal and State sanction activity including Medicare & Medicaid services (Office of
Inspector General (OIG).

o For providers (hospitals and ancillary facilities), a completed Facility/Provider — Initial and
Recredentialing Application and all supporting documentation as identified in the
application must be received with the signed, completed application.

e Once the application is completed, Credentials Committee will usually render a decision
on acceptance following its next regularly scheduled meeting.

o Providers must be credentialed prior to accepting or treating members. PCPs cannot
accept member assignments until they are fully credentialed.

Allwell will primary source verify the following information submitted for credentialing and re-
credentialing:

o Complete, correct, signed and currently dated Arizona Association of Health Plans form
(AzAHP form).

o Disclosure of ownership (DOO)
o Applicable W9

For providers (hospitals and ancillary facilities), a completed Facility/Provider — Initial and Re-
credentialing Application and all supporting documentation as identified in the application must
be received with the signed, completed application.

Once the application is completed, the Credentialing Committee will usually render a decision
on acceptance following its next regularly scheduled meeting.

Practitioners/Providers must be credentialed prior to accepting or treating members. Primary
care practitioners cannot accept member assignments until they are fully credentialed.

Credentialing Committee

The Credentialing Committee including the Medical Director or his/her physician designee has
the responsibility to establish and adopt necessary criteria for participation, termination, and
direction of the credentialing procedures, including participation, denial, and termination.
Committee meetings are held at least quarterly and more often as deemed necessary.

Failure of an applicant to adequately respond to a request for missing or expired information
may result in termination of the application process prior to committee decision.

Site reviews are performed at PCP and OB/GYN provider offices and facilities at the time of
credentialing and re-credentialing and when the member complaint threshold of two complaints
in six months is met. A site review evaluates:
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e Physical accessibility
o Physical appearance
e Adequacy of waiting and examining room space

e Adequacy of medical/treatment record keeping
Re-credentialing

Allwell conducts practitioner/provider re-credentialing at least every 36 months from the date of
the initial credentialing decision and most recent re-credentialing decision. The purpose of this
process is to identify any changes in the practitioner's/provider’s licensure, sanctions,
certification, competence, or health status which may affect the practitioner’s/provider’s ability
to perform services under the contract. This process includes all practitioners, facilities and
ancillary providers previously credentialed and currently participating in the network.

In between credentialing cycles, Allwell conducts provider performance monitoring activities on
all network practitioners/providers. This monthly inquiry is designed to monitor any new adverse
actions taken by regulatory bodies against practitioners/providers in between credentialing
cycles. Additionally, Allwell reviews monthly reports released by the Office of Inspector General
to identify any network practitioners/providers who have been newly sanctioned or excluded
from participation in Medicare or Medicaid.

A provider's agreement may be terminated if at any time it is determined by the Allwell
Credentialing Committee that credentialing requirements or standards are no longer being met.

Practitioner Right to Review and Correct Information

All practitioners participating within the network have the right to review information obtained by
Allwell to evaluate their credentialing and/or re-credentialing application. This includes
information obtained from any outside primary source such as the National Practitioner Data
Bank Healthcare Integrity and Protection Data Bank, CAQH, malpractice insurance carriers and
state licensing agencies. This does not allow a provider to review references, personal
recommendations, or other information that is peer review protected.

Practitioners have the right to correct any erroneous information submitted by another party
(other than references, personal recommendations, or other information that is peer review
protected) in the event the provider believes any of the information used in the credentialing or
re-credentialing process to be erroneous, or should any information gathered as part of the
primary source verification process differ from that submitted by the practitioner. To request
release of such information, a written request must be submitted to the Credentialing
Department. Upon receipt of this information, the practitioner will have the following timeframe
to provide a written explanation detailing the error or the difference in information to the
Credentialing Committee within thirty (30) days of the initial notification.
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The Credentialing Committee will then include this information as part of the credentialing or re-
credentialing process.

Practitioner Right to Be Informed of Application Status

All practitioners who have submitted an application to join have the right to be informed of the
status of their application upon request. To obtain application status, the practitioner should
contact the Provider Services Department at 1-866-796-0542.

Practitioner Right to Appeal Adverse Re-credentialing Determinations

Applicants who are existing providers and who are declined continued participation due to
adverse re-credentialing determinations (for reasons such as appropriateness of care or liability
claims issues) have the right to request an appeal of the decision. Requests for an appeal must
be made in writing within thirty (30) days of the date of the notice.

New applicants who are declined participation may request a reconsideration within thirty (30)
days from the date of the notice. All written requests should include additional supporting
documentation in favor of the applicant’'s appeal or reconsideration for participation in the
network. Reconsiderations will be reviewed by the Credentialing Committee at the next
regularly scheduled meeting and/or no later than sixty (60) days form the receipt of the additional
documentation.

Provider Non-Discrimination

We do not limit the participation of any provider or facility in the network, and/or otherwise
discriminate against any provider or facility based solely on any characteristic protected under
state or federal discriminate laws. We also do not discriminate for reimbursement or
indemnification of any provider who is acting within the scope of his or her license or certification
under applicable state law, solely on the basis of that license or certification. Allwell declines to
include individual or groups of providers in our network, we will give the affected providers
written notice of the reason for its decision.

Furthermore, we do not and have never had a policy of terminating any provider who:
e advocated on behalf of an member
o filed a complaint against us

e appealed a decision of ours
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PROVIDER ADMINISTRATION AND ROLE OF THE PROVIDER

Primary Care Providers

The Primary Care Provider (“PCP”) is the cornerstone of Allwell’s delivery model. The PCP
serves as the “medical home” for the member. The “medical home” concept should assist in
establishing a patient-provider relationship and ultimately better health outcomes. The PCP is
responsible for providing all primary care services for Allwell's members including but not limited
to:

Supervision, coordination, and provision of care to each assigned member
¢ Initiation of referrals for medically necessary specialty care
e Maintaining continuity of care for each assigned member

e Maintaining the member’'s medical record, including documentation for all services
provided to the member by the PCP, as well as any specialists, behavioral health or other
referral services

e Screening for behavioral health needs at each visit and when appropriate, initiate a
behavioral health referral

Our case managers will partner with the PCP not only to ensure the member receives any
necessary care but to also assist the PCP in providing a “medical home” for the patient.

All PCP’s may reserve the right to state the number of patients they are willing to accept into
their practice. Since assignment is based on the member’s choice, Allwell does not guarantee
a PCP will receive a set number of patients. A PCP must contact Provider Services, should
they choose to change their panel size or close their panel and only accept established patients.
If Allwell determines a PCP fails to maintain quality, accessible care, then Allwell reserves the
right to close the PCP panel if necessary and re-assign members to a new PCP.

Specialist as the Primary Care Provider

Members with disabilities, special health-care needs and chronic or complex conditions have
the right to designate a specialist as the Primary Care Provider. A specialist may serve as a
PCP only under certain circumstances and with approval of an Allwell Provider. In order for a
specialist to serve as a PCP, the specialist must:

o Meet Allwell requirements for PCP participation, including credentialing; and
e Contract with Allwell as a PCP.

All requests for a specialist to serve as a PCP must be submitted to Allwell on the Request for
Specialist PCP Form. The request should contain the following information:
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o Certification by the specialist of the medical need for the member to utilize the specialist
as a PCP; and

o A statement signed by the specialist that he or she is willing to accept responsibility for
the coordination of all of the member’s needs.

Allwell will approve or deny the request for a specialist to serve as a PCP and provide notification
of the decision to the member no later than 30 days after receiving the request. The effective
date of the designation of a specialist as a member’'s PCP may be applied retroactively.

If the request is denied, Allwell will provide a written notification to the member, which will include
the reasons for the denial. The member may file an appeal as a result of the decision to deny
the request for their specialist as a PCP. The Member Advocate is available to assist the
member with their appeal.

Specialty Care Physicians

The Specialty Care Physician or Specialist agrees to partner with the member’s PCP and Case
Manager to deliver care. A key component of the specialist’s responsibility is to maintain
ongoing communication with the member’'s PCP. Most visits to specialists do not require a prior
authorization. Most specialists will require a written referral from the member’s PCP; however,
the referral is not required for the claim to be reimbursed by Allwell. Specialists can elect to limit
their practice to established patients only upon request to Provider Services.

Female members can self-refer to an OB/GYN for their annual well-woman checkup or for care
related to pregnancy.

Specialty Care Physicians include, but are not limited to:

e Cardiology ¢ Oncology

o Gynecology and Women'’s Services ¢ Ophthalmology

e Endocrinology e Orthopedics

e Gastroenterology e Podiatry

o Geriatrics e Pulmonology

e Neurology e Rheumatology

e Nephrology e Urology
Hospitals

Allwell has contracted with several hospitals in the counties we serve; however any facility can
be used in the case of an emergency. We also contract with other facilities such as rehabilitation
facilities and ambulatory surgery centers to assist our members. It is important that our
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contracted providers have privileges at a contracted facility or have an agreement with a
hospitalist group to care for their member when hospitalized. Please see the Provider Directory
for a list of contracted hospitals in each county.

Ancillary Providers

Ancillary providers cover a wide range of services from therapy services to laboratory. The
following is a sample of ancillary providers:

Durable Medical Equipment
Hospice Care

Home Health

Laboratory

Prosthetics and Orthotics
Radiology

Therapy (Physical, Occupational, Speech)

Mental Health Services

Medicare recognizes the following Practitioners who are eligible under Part B to furnish
diagnostic and/or therapeutic treatment for mental, psychoneurotic, and personality disorders:

Physicians (medical doctors [MD] and doctors of osteopathy [DO]), particularly psychiatrists;

Clinical psychologists (CP);

Clinical social workers (CSW);
Clinical nurse specialists (CNS);
Nurse practitioners (NP);

Physician assistants (PA);

Certified nurse-midwives (CNM); and

Independently Practicing Psychologists (IPP)

September 5, 2018
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APPOINTMENT AVAILABILITY

The following standards are established regarding appointment availability:

Type of Care Accessibility Standard*

PRIMARY CARE

Emergency

Same day or within 24 hours of member’s call

Urgent care \Within 2 days of request

Routine \Within 21 days of request
SPECIALTY REFERRAL
Emergency \Within 24 hours of referral

Urgent care \Within 3 days of referral

\Within 45 days of referral

Routine
MATERNITY

1st trimester

\Within 14 days of request

2nd trimester \Within 7 days of request

3rd trimester \Within 3 days of request

High-risk pregnancies Within 3 days of identification or immediately if an emergency

exists

DENTAL

Emergency

\Within 24 hours of request

Urgent care \Within 3 days of request

Routine \Within 45 days of request

The in-office wait time is less than 45 minutes, except when the provider is unavailable due to
an emergency.

The following are behavioral health appointment access guidelines:

Standard*

Appointment Type

Description

Immediate

Behavioral health services provided
ithin a time frame indicated by
behavioral health condition, but no later
han 2 hours from identification of need
or as quickly as possible when a
response within 2 hours is
geographically impractical

Within 2 hours — may include
telephonic or face-to-face
interventions
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Urgent

Behavioral health services provided
within a time frame indicated by
behavioral health condition but no later
than 24 hours from identification of need

\Within 24 hours

Routine — initial
assessment

Appointment for initial assessment with
a BHP within 7 days of referral or
request for behavioral health services

Within 7 days of referral

Routine — first behavioral
health service

Includes any medically necessary
covered behavioral health service
including medication management
and/or additional services

Within 7 days of assessment

Appointments for
psychotropic medication

The member’s need for
medication is assessed
immediately and, if clinically
indicated, the member is
scheduled for an appointment
within a time frame that ensures:

1.  The member does not
run out of any needed
psychotropic medications; or

2.  The member is evaluated
for the need to start
medications to ensure that the
member does not experience a
decline in his or her behavioral
health condition.

Referrals or requests for
psychotropic medications

Screening, consultation, assessment,
medication management, medications,
and/or lab testing services, as
appropriate

Assess the urgency of the need
immediately. If clinically
indicated, provide an
appointment with a BHP within
a time frame indicated by
clinical need, but no later than
30 days from the referral/initial
request for services.

September 5, 2018
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Non-emergency o Member must not arrive
transportation sooner than one hour before
his or her scheduled
appointment; and

. Member must not have to
wait for more than one hour
after the conclusion of his or
her appointment for
transportation home or to
another pre-arranged
destination.

Telephone Arrangements

Providers must be accessible to members 24 hours a day, seven (7) days a week.
o After hours services
o Answering services must meet language requirements.
o Should be able to reach the PCP or other designated medical provider.
o All calls need to be returned within 30 minutes.
e Answering machine
o Should be on after business hours.
o Should direct members to call another number to reach the PCP or other
designated medical provider.
o Alive person should be available to answer the designated phone number; another
recording is not acceptable.
e Transferred phone call
o Calls can be transferred to another location where a live person will be able to
assist and can contact the PCP or another designated medical provider.
o All calls need to be returned within 30 minutes.

Providers are required to develop and use telephone protocol for all of the following situations:

Answering the member’s telephone inquiries on a timely basis.

Prioritizing appointments.
e Scheduling a series of appointments and follow-up appointments as needed by a member.
¢ Identifying and rescheduling broken and no-show appointments.

¢ Identifying special member needs while scheduling an appointment, e.g., wheelchair and
interpretive linguistic needs for non-compliant individuals who are mentally deficient.
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e Scheduling continuous availability and accessibility of professional, allied and supportive
medical/dental personnel to provide covered services within normal working hours.
Protocols shall be in place to provide coverage in the event of a provider’s absence.

e After-hours calls should be documented in a written format in either an after-hour call log
or some other method and transferred to the member’s medical record.

Note: If after-hours urgent care or emergent care is needed, the PCP or his/her designee should
contact the urgent care or emergency center to notify the facility.

Allwell will monitor appointment and after-hours availability on an on-going basis through its
Quality Improvement Program.

Training Requirements

Information on training opportunities will be posted on our website at
Allwell.azcompletehealth.com. The following Training courses are required by CMS as well as
Allwell:

¢ Annual Waste, Abuse and Fraud Training within 90 days of contracting and annually
thereafter

¢ Annual Compliance Training within 90 days of contracting and annually thereafter
¢ Annual Model of Care Training within 90 days of contracting and annually thereafter
e Cultural Competency Training

e Other State Required Training
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ALLWELL BENEFITS

Allwell covers all benefits through fee-for-service Medicare plus more. All services are subject
to benefit coverage, limitations and exclusions as described in the applicable Allwell coverage
guidelines.

A summary of benefits is available on the Allwell portion of our website at
Allwell.azcompletehealth.com. Please contact Provider Services at 1-866-796-0542 with any
qguestions you may have regarding benefits.

The following is a partial list of services not covered under Parts A and B, however, may be
covered under a supplemental benefit:

e Acupuncture ¢ Routine Foot Care

e Hearing Aids ¢ Routine Dental Care
e Cosmetic Surgery ¢ Routine Eye Care

e Healthcare while traveling outside of e Custodial Care

the United States
Missed Appointments and Other Charges

¢ Allwell may charge "administrative fees" to Medicare Advantage members for missed
appointments with contracting providers and for not paying contracting providers required
cost-sharing at the time of service.

o Contracted and non-contracted providers may charge a fee for missed appointments,
provided such fees apply uniformly to all Medicare and non-Medicare patients. This
applies even if the MAO itself does not charge an administrative fee for missed
appointments.
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VERIFYING MEMBER BENEFITS, ELIGIBILITY, and COST SHARES

It is imperative that providers verify benefits, eligibility, and cost shares each time an Allwell
member is scheduled to receive services. All members will receive an Allwell member
identification card.

Member Identification Card

Below is a sample member identification card.

Front Back

NOTE: Presentation of a member ID card is not a guarantee of eligibility. Providers must always
verify eligibility on the same day services are rendered.

Preferred Method to Verify Benefits, Eligibility, and Cost Shares

To verify member benefits, eligibility, and cost share information, the preferred method is the
Allwell secure web portal found at Allwell.azcompletehealth.com. Using the Portal, any
registered provider can quickly check member eligibility, benefits and cost share information.
Eligibility and cost share information loaded onto this website is obtained from and reflective of
all changes made within the last 24 hours. The eligibility search can be performed using the
date of service, member name and date of birth or the member ID number and date of birth.
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Other Methods to Verify Benefits, Eligibility and Cost Shares

24/7 Toll Free Interactive Voice Response
(IVR) Line at 1-866-796-0542.

The automated system will prompt you to
enter the member ID number and the month
of service to check eligibility.

Provider Services at 1-866-796-0542.

If you cannot confirm a member’s eligibility
using the secure portal or the 24/7 IVR line,
call Provider Services. Follow the menu
prompts to speak to a Provider Services
Representative to verify eligibility before
rendering services. Provider Services will
require the member name or member ID
number and date of birth to verify eligibility.

September 5, 2018
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MEDICAL MANAGEMENT

Care Management

Medical Care Management is a collaborative process which assesses plans, implements,
coordinates, monitors and evaluates options and services to meet an individual's health needs,
using communication and available resources to promote quality, cost effective outcomes.
Service/Care Coordination and Care Management are member-centered, goal-oriented,
culturally relevant, and logically managed processes to help ensure that a member receives
needed services in a supportive, effective, efficient, timely and cost-effective manner.

An initial Health Risk Assessment (HRA) will be completed by phone or in person within 90 days
of the member’s enrollment date. The HRA will be the basis of the Care Plan and will be
available for your review via the Provider Portal. Allwell Care Management teams support
physicians by tracking compliance with the Care Management plan, and facilitating
communication between the PCP, member, managing physician, and the Care Management
team. The Care Manager also facilitates referrals and links to community Providers, such as
local health departments and school-based clinics. The managing physician maintains
responsibility for the member’s ongoing care needs. The Allwell Care Manager will contact the
PCP, and/or, managing physician if the member is not following the plan of care or requires
additional services.

All Allwell members with identified needs are assessed for Care Management enrollment.
Members with needs may be identified via clinical rounds, referrals from other Allwell staff
members, via hospital census, via direct referral from Providers, via self-referral or referral from
other Providers.

Care Management Process

Allwell's Care Management for high risk, complex or catastrophic conditions contains the
following key elements:

e Screen and identify members who potentially meet the criteria for Care Management.
e Assess the member’s risk factors to determine the need for Care Management.

o Notify the member and their PCP of the member’'s enrollment in Allwell's Care
Management program.

o Develop and implement a treatment plan that accommodates the specific cultural and
linguistic needs of the member.

e Establish treatment objectives and monitor outcomes.
¢ Refer and assist the member in ensuring timely access to Providers.

¢ Coordinate medical, residential, social and other support services.
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e Monitor care/services.

¢ Revise the treatment plan as necessary.

e Assess the member’s satisfaction with Complex Care Management services.
e Track plan outcomes.

e Follow-up post discharge from Care Management.

e Referring a member to Allwell Care Management: Providers are asked to contact an
Allwell Care Manager to refer a member identified in need of Care Management
intervention.

HMO Special Needs Plan (SNP) Model of Care (MOC) and Care
Management

The MOC provides the basic framework under which Allwell will meet the needs of our Medicare
members. The MOC is a vital quality improvement tool and integral component for ensuring that
the unique needs of each member is identified and addressed through the plan's care
management practices. The MOC provides the foundation for promoting SNP quality, care
management, and care coordination processes. Your role in the Model of Care is very
important. Every HMO SNP member must have:

e Initial (within 90 days of enroliment) and annual Health Risk Assessment (HRA)
¢ Individualized Care Plan (ICP)

Integrated Care Team participation and guidance in the development of the ICP and attendance
at the ICT meeting is necessary to:

¢ Promote improved member outcomes and condition self-management.
o All HMO SNP members remain in Case Management as required by CMS.

Purpose
To improve quality, reduce costs, and improve the member experience:

o Ensure members have full access to the services they are entitled
o Improve the coordination between the federal government and state requirements
e Develop innovative care coordination and integration models

¢ Eliminate financial misalignments that lead to poor quality and cost shifting
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Model of Care Elements include:
e MOC 1: SNP Population
e MOC 2: Care Coordination and Care Transitions Protocol
e MOC 3: Provider Network
e MOC 4: Quality Measurement
Health Risk Assessment:

o Every HMO SNP member receives a comprehensive Health Risk Assessment (HRA)
within 90 days of enrollment, and at minimum annually, or more frequently with any
significant change in condition or transition of care.

¢ The HRA collects information about the member’s medical, psychosocial, cognitive, and
functional needs, and medical and behavioral health history.

e The HRA determines the member’s level of health and functioning.

o Allwell with the help of the member/designated caregiver and the member’s provider(s),
develops an ICP for each D-SNP member.

o Following the HRA, all D-SNP members who choose to participate in the Case
Management Program will:

o Participate with a case manager to develop and agree upon their ICP. This will
be shared with the members of the ICT for input and finalization of the member’s
care plan.

o Receive regular telephonic contact with their assigned case manager to monitor
progress/regression towards goals of the care plan.

o Benefit from ongoing communication between the case manager and other
members of the ICT.

o Receive at minimum, an annual HRA.

Individualized Care Plan (ICP)

All HMO SNP members must have an Individualized Care Plan (ICP) which is developed in
conjunction with the member/caregiver, Primary Care Physician and other members of the
health care team including the Interdisciplinary Care Team (ICT). The Individualized Care plan
includes:
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e Problems, Interventions and Goals
e Specific services and benefits to be provided
e Measureable Outcomes

Members receive monitoring, service referrals, and condition specific education. Case
Manager’s and PCP’s work closely together with the member and their family to prepare,
implement and evaluate the Individualized Care Plan (ICP). Allwell disseminates evidence-
based clinical guidelines and conducts studies to:

o Measure member outcomes
¢ Monitor quality of care
o Evaluate the effectiveness of the Model of Care (MOC)

D-SNP members who can’t be contacted by Allwell or who refuse the Case Management
Program will have an initial communication plan created and sent to their practitioner. This plan
is to obtain additional information about the member in order to individualize the member’s care
plan. We encourage the PCPs to discuss case management participation with their members
and refer them to us at any time.

All HMO SNP members who undergo a transition of care from one setting to any other setting
will receive:

e Communication from case management
o Contact after discharge from one level of care to the next or home
e Education on transition and transition prevention

o Providers will receive communication about the member’s transition and any other status
changes related to the member’s health.

Interdisciplinary Care Team (ICT)

The Allwell Case Managers will coordinate the member’s care with the Interdisciplinary Care
Team (ICT). The ICT is generally comprised of multidisciplinary clinical and nonclinical staff
chosen by the member. Our integrated care management approach allows non-medical
personnel to perform non-clinical based health service coordination and clerical functions, and
permits the licensed professional staff to focus on the more complex and clinically based service
coordination needs. The purpose of the ICT is to coordinate the plan of care with the member.
Our program is member centric with the PCP being the primary ICT point of contact. Provider
responsibilities include:

e Accepting invitations to attend member’s ICT meetings whenever possible
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¢ Maintaining copies of the ICP, ICT worksheets and transition of care notifications in the
member’s medical record when received

Collaborating and actively communicating with:
o Allwell Case Managers
e Members of the Interdisciplinary Care Team (ICT)
e Members and caregivers

e Inpatient Care: Case managers will coordinate with facilities to assist members with
coordinating an appropriate discharge plan meeting the member’s needs. Allwell will then
notify the PCP of the transition of care and anticipated discharge date to ensure members
receive the appropriate follow-up care.

e Transition of Care: Managing transition of care for discharged members may include but
is not limited to face to face or telephonic contact with the member or their representative
in the hospital prior to discharge to discuss the discharge plan.

e Provider ICT Responsibilities: Provider responsibilities include accepting ICT meeting
invitations on members when possible, maintain copies of the ICP, ICT worksheets and
transition of care notifications in the member’'s medical record, and collaborating with
Allwell case managers, ICT, and members or caregivers.

e ICT Training: Allinternal and external ICT members will be trained annually on the current
Model of Care.

Utilization Management

The Utilization Management Program’s goals are to optimize members’ health status, sense of
well-being, productivity, and access to quality health care, while at the same time actively
managing cost trends. The UM Program aims to provide services that are a covered benéefit,
medically necessary, appropriate to the member’s condition, rendered in the appropriate setting
and meet professionally recognized standards of care.

Medical Necessity

The fact that a physician may prescribe, authorize, or direct a service does not itself make it
medically necessary or covered by the contract.

Medical necessity determinations will be made in a timely manner by thorough review by Allwell
clinical staff using nationally-recognized criteria, Medicare National and Local Coverage
Determinations and evidenced based clinical policies to determine medical necessity and
appropriate level of care for services. Medical policies are developed through periodic review of
generally accepted standards of medical practice and updated at least on an annual basis.
Current medical policies are available on our website.
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Medically necessary services are health care services or supplies needed to diagnose or treat
an illness, injury, condition, disease, or it symptoms and that meet accepted standards of
medicine. These include services which are:

e Appropriate and consistent with the diagnosis of the treating provider and the omission of
which could adversely affect the eligible member’s medical condition

o Compatible with the standards of acceptable medical practice in the community

e Provided in a safe, appropriate, and cost-effective setting give the nature of the diagnosis
and severity of the symptoms

o Not provided solely for the convenience of the member or the convenience of the
healthcare provider or hospital

In the event that a member may not agree with the medical necessity determination, a member
has the opportunity to appeal the decision. Please refer to the “Grievance Process” section of
the provider manual.

Prior Authorization

Prior authorization requires that the provider or practitioner make a formal medical necessity
organization determination request to the Plan prior to the service being rendered. Members
may submit a request for organization determination. Upon receipt, the prior authorization
request is screened for eligibility and benefit coverage and assessed for medical necessity and
appropriateness of the health services proposed, including the setting in which the proposed
care will take place.

Prior Authorization is required for only those procedures/services for which the quality of care or
financial impact can be favorably influenced by medical necessity or appropriateness review
such as non-emergent inpatient admissions, all out-of-network services, and certain outpatient
services, ancillary services and specialty injectable as described on the Prior Authorization List.
Prior Authorization is not required for emergency services or urgent care services.

Services Requiring Prior Authorization

To see a list of services that require prior authorization please visit the Allwell website at
Allwell.azcompletehealth.com and use the Pre-Screen Tool or call the Authorization Department
with questions. Failure to obtain the required prior authorization or pre-certification may result
in a denied claim or reduction in payment. We will suspend the need for prior authorization
requests during an emergency/disaster where providers are unable to reach Allwell for an
extended period and when, acting in good faith, providers need to deliver services to our
members. Allwell does not reward providers, employees who perform utilization reviews or
other individuals for issuing denials of authorization. Neither network inclusion nor hiring and
firing practices influence the likelihood or perceived likelihood for an individual to deny or
approve benefit coverage. Allwell affirms that utilization management decision making is based
on appropriateness of care and service and the existence of coverage. Allwell does not reward
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practitioners or other individuals for issuing denials of service or care. There are no financial
incentives to deny care or encourage decisions that result in underutilization.

Note: All out of network services require prior authorization excluding emergency room
services, urgent care when the PCP is not available and Out of area dialysis.

Submitting Prior Authorization Requests

o The preferred method for submitting authorization requests is through the Secure Web
Portal at provider.azcompletehealth.com. The provider must be a registered user on the
Secure Web Portal. (If a provider is already registered for the Secure Web Portal for one
of our other products, that registration will grant the provider access to Allwell). If the
provider is not already a registered user on the Secure Web Portal and needs assistance
or training on submitting prior authorizations, the provider should contact Provider
Relations.

e Prior authorization requests may be called to Allwell at 1-866-796-0542.

o Prior authorization requests may be faxed to 1-877-808-9362. The fax authorization form
can be found on our website at Allwell.azcompletehealth.com.

Timeframes for Prior Authorization Requests and Notifications

Service Type Timeframe
Elective/scheduled admissions Required five (5) business days prior to the
scheduled admission date
Emergent inpatient admissions Notification required within one (1) business
day
Emergency room and post stabilization, | Notification requested within one (1) business
urgent care and crisis intervention day

The requesting or rendering provider must provide the following information to request
authorization (regardless of the method utilized):

¢ Member’'s name, date of birth and ID number

o Provider's NPI number, taxonomy code, name and telephone number

o Facility name, if the request is for an inpatient admission or outpatient facility services
o Provider location if the request is for an ambulatory or office procedure

o The procedure code(s): Note: If the procedure codes submitted at the time of
authorization differ from the services actually performed, it is recommended that within 72
hours or prior to the time the claim is submitted that you phone Medical Management at
1-866-796-0542 or to update the authorization otherwise, this may result in claim denials
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¢ Relevant clinical information (e.g. past/proposed treatment plan, surgical procedure, and
diagnostic procedures to support the appropriateness and level of service proposed)

o Admission date or proposed surgery date, if the request is for a surgical procedure
e Discharge plans
Utilization Determination Timeframes

Utilization management decision making is based on appropriateness of care and service and
the covered benefits of the plan. Allwell does not reward providers or other individuals for
issuing denials of authorization.

Authorization decisions are made as expeditiously as possible. Allwell utilizes the specific
timeframes listed below. In some cases it may be necessary for an extension to extend the
timeframe below. You will be notified if an extension is necessary. Please contact Allwell if you
would like a copy of the policy for utilization management timeframes.

Level of Urgency

Type Timeframe

Standard Expeditiously as the member’s health
condition required, but no later than 14
calendar days after receipt of request

Standard Extension Up to 14 additional calendar days (not to
exceed 28 calendar days from receipt of
original request)

Expedited Expeditiously as the member’s health
condition requires, but no later than 72 hours
after receipt of request

Expedited Extension Up to 14 additional calendar days (not to
exceed 17 calendar days after receipt of
original request)

Concurrent As soon as medically indicated; usually within
1 business day of request depending on the
plan’s policy

Standard Organization Determinations

Standard organization determinations are made as expeditiously as the member’s health
condition requires, but no later than 14 calendar days after we receive the request for service.
An extension may be granted for 14 additional calendar days if the member requests an
extension, or if we justify the need for additional information and documents that the delay is in
the best interest of the member.

38
September 5, 2018



Expedited Organization Determinations

Expedited organization determinations are made when the member or his or her Physician
believes that waiting for a decision under the standard timeframe could place the member’s life,
health or ability to regain maximum function in serious jeopardy. The determination will be made
as expeditiously as the Member’s health condition requires, but no later than 72 hours after
receiving the Member’s or Physician’s request. An extension may be granted for 14 additional
calendar days if the Member requests an extension, or if we justify a need for additional
information and documents how the delay is in the best interest of the member. Expedited
organization determinations may not be requested for cases in which the only issue involves a
claim for payment for services that the member has already received. Expedited requests must
be called to Allwell at 1-866-796-0542.

Concurrent Review

Concurrent review is defined as any review for an extension of a previously approved, ongoing
course of treatment over a period of time or number of treatments. Concurrent reviews are
typically associated with inpatient care or ongoing ambulatory care. Decisions are made as
expeditiously as the member’s health condition requires, generally within 1 business day of
receipt.

Retrospective Review

Retrospective requests are requests for authorization of services or supplies that have already
been provided to a member. This includes acute hospital stays when initial notification is
received after the member has been discharged.

The requestor must submit a claim for payment. If the claim is denied, the provider and/or
member will also have the ability to file an appeal. Allwell will complete a medical necessity
review when authorization or timely notification to Allwell was not obtained due to extenuating
circumstances (i.e. Unable to Know situations- member was unconscious at presentation,
member did not have their Allwell ID card or otherwise indicated other coverage, services
authorized by another payer who subsequently determined member was not eligible at the time
of service or Not Enough Time Situations-the member requires immediate medical services and
prior authorization cannot be completed prior to service delivery). If a clinical review is warranted
due to extenuating circumstances, a decision will be made within 30 calendar days following
receipt of all necessary information.

Utilization Review Criteria

Allwell’'s Medical Director reviews, or other health care professionals that have appropriate
clinical expertise in treating the member’s condition or disease review, all potential adverse
determinations and will make a decision in accordance with currently accepted medical or health
care practices, taking into account special circumstances of each case that may require
deviation from NCD, LCD, nationally recognized criteria or other standards mentioned above.
Allwell’s Clinical Policies are posted at Allwell.azcompletehealth.com. Providers may obtain the
criteria used to make a specific adverse determination by contacting the Medical Management
department at 1-866-796-0542. Providers have the opportunity to discuss any adverse decisions
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with an Allwell physician or other appropriate reviewer at the time of an adverse determination.
The Medical Director may be contacted by calling Allwell at 1-866-796-0542 and asking for the
Medical Director. An Allwell Care Manager may also coordinate communication between the
Medical Director and the requesting provider.

Utilization management decision making is based on appropriateness of care and service and
the existence of coverage. Allwell does not reward providers or other individuals for issuing
denials of authorizations.

Pharmacy

The covered pharmacy services for Allwell members vary based on the plan benefits.
Information regarding the member’s pharmacy coverage can be best found via our secure
Provider Portal. Additional resources available on the website include the Allwell formulary,
Pharmacy Benefit Manager Provider Manual and Medication Request/Exception Request form.

Allwell formulary is designed to assist contracted healthcare prescribers with selecting the most
clinically and cost-effective medications available. The formulary provides instruction on the
following:

o Which drugs are covered, including restrictions and limitations

e The Pharmacy Management Program requirements and procedures

¢ An explanation of limits and quotas

e How prescribing providers can make an exception request

o How Allwell conducts generic substitution, therapeutic interchange and step-therapy
The Allwell formulary does not:

e Require or prohibit the prescribing or dispensing of any medication

o Substitute for the professional judgment of the physician or pharmacist

¢ Relieve the physician or pharmacist of any obligation to the member

The Allwell formulary will be approved initially by the Allwell Pharmacy and Therapeutics
Committee (P & T), led by the Pharmacist and Medical Director, with support from community
based primary care providers and specialists. Once established, the formulary will be
maintained by the P & T Committee, using quarterly meetings, to ensure that Allwell members
receive the most appropriate medications. The Allwell formulary contains those medications
that the P & T Committee has chosen based on their safety and effectiveness. If a physician
feels that a certain medication merits addition to the list, the formulary Change Request policy
can be used as a method to address the request. The Allwell P & T Committee would review
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the request, along with supporting clinical data, to determine if the drug meets the safety and
efficacy standards established by the Committee. Copies of the formulary are available on our
website, Allwell.azcompletehealth.com. Providers may also call Provider Services for hard

copies of the formulary.

The maijority of prescriptions will be covered based on the Medicare formulary. In addition,
Allwell will assist with the following:

e Transitions of prescription drugs

e Quality Assurance

e Utilization Management (Prior Authorization Requirements)

e Exceptions and Appeals

e Locate a pharmacy near you

¢ Information about any formulary changes

e Out Of Network Coverage

Pharmacy Transition Policy

Under certain circumstances Allwell can offer a temporary supply of a drug if the drug is not on
the formulary or is restricted in some way. To be eligible for a temporary supply, members must
meet the requirements below:

o The drug the member has been taking is no longer on the Allwell formulary or — the drug
is now restricted in some way

¢ The member must be in one of the situations described below:

O

For those members who were enrolled with Allwell last year and are not in a long-
term care facility: We will cover a temporary supply of the drug one time only during
the first 90 days enrolled in Allwell of the calendar year. This temporary supply will
be for a maximum of a 30-day supply, or less if the prescription is written for fewer
days. The prescription must be filled at a network pharmacy.

For those members who are new to Allwell and are not in a long-term care facility:
Allwell will cover a temporary supply of the drug one time only during the first 90
days of the membership in Allwell. This temporary supply will be for a maximum
of a 30-day supply, or less if the prescription is written for fewer days. The
prescription must be filled at a network pharmacy.

For those who are new Allwell members, and are residents in a long-term care
facility: We will cover a temporary supply of the drug during the first 90 days of
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membership in Allwell. The first supply will be for a maximum of a 31-day supply,
or less if the prescription is written for fewer days. If needed, we will cover
additional refills during the first 90 days in Allwell up to a maximum of 91 — 98 day

supply.

o Forthose who have been a member of Allwell for more than 90 days, are a resident
of a long-term care facility and need a supply right away; Allwell will cover one 31-
day supply or less if the prescription is written for fewer days. This is in addition to
the above long-term care transition supply. An exception or prior authorization
should also be requested at the time the prescription is filled.

Pharmacy Prior Authorization Requirements

Allwell has a team of doctors and pharmacists to create tools to help provide quality coverage
to Allwell members. The tools include but are not limited to: prior authorization criteria clinical
edits and quantity limits. Some examples include:

Age Limits: Some drugs require a prior authorization if the member’'s age does not meet
the manufacturer, FDA, or clinical recommendations.

Quantity Limits: For certain drugs, Allwell limits the amount of the drug we will cover per
prescription or for a defined period of time.

Prior Authorization: Allwell requires prior authorization for certain drugs. (Prior
Authorization may be required for drugs that are on the formulary or drugs that are not on
the formulary and were approved for coverage through our exceptions process.) This
means that approval will be required before prescription can be filled. If approval is not
obtained, Allwell may not cover the drug.

Generic Substitution: When there is a generic version of a brand-name drug available,
our network pharmacies will automatically give the generic version, unless the brand-
name drug was requested. If the brand-name drug is not on the formulary an exception
request may be required for coverage. If the brand-name drug is approved, the member
may be responsible for a higher co-pay.

Allwell can make an exception to our coverage rules, please refer to the Comprehensive
Formulary. When requesting a utilization restriction exception, submit a supporting statement
along with a completed Request for Medicare Prescription Drug Coverage Determination form
which can be found at Allwell.azcompletehealth.com. In order to ensure your patient receives
prompt, you must use the Medicare specific Allwell form and fax it to the number identified on
the form. Generally, Allwell must make a decision within 72 hours of getting the supporting
statement. Providers can request an expedited (fast) exception if the member’s health could be
seriously harmed by waiting up to 72 hours for a decision. If the request to expedite is granted,
Allwell must provide a decision no later than 24 hours after receiving the prescriber’'s or
prescribing doctor’s supporting statement.
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Second Opinion

Members or a healthcare professional with the member’s consent may request and receive a
second opinion from a qualified professional within the Allwell network. If there is not an
appropriate provider to render the second opinion within the network, the member may obtain
the second opinion from an out of network provider only upon receiving a prior authorization
from the Allwell Utilization Management Department.

Women’s Health Care

Female members may see a network provider, who is contracted with Allwell to provide women’s
health care services directly, without prior authorization for:

o Medically necessary maternity care

o Covered reproductive health services

o Preventive care (well care) and general examinations particular to women
o Gynecological care

e Follow-up visits for the above services

If the member's women’s health care provider diagnoses a condition that requires a prior
authorization to other specialists or hospitalization, prior authorization must be obtained in
accordance with Allwell’s prior authorization requirements.

Emergency Medical Condition

An emergency medical condition is a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in placing the health of the individual (or, with respect to a pregnant woman,
the health of the woman or her unborn child) in serious jeopardy, serious impairments of bodily
functions, or serious dysfunction of any bodily organ or part.
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ENCOUNTERS AND CLAIMS

Encounter Reporting

An encounter is a claim which is paid at zero dollars as a result of the provider being pre-paid
or capitated for the services he/she provided our members. For example, if you are the PCP
for an Allwell Member and receive a monthly capitation amount for services, you must file an
encounter (also referred to as a “proxy claim”) on a CMS 1500 for each service provided. Since
you will have received a pre-payment in the form of capitation, the encounter or “proxy claim” is
paid at zero dollar amounts. It is mandatory that your office submits encounter data. Allwell
utilizes the encounter reporting to evaluate all aspects of quality and utilization management,
and it is required by HFS and by CMS. Encounters do not generate an EOP.

A claim is a request for reimbursement either electronically or by paper for any medical service.
A claim must be filed on the proper form, such as CMS 1500 or UB 04. A claim will be paid or
denied with an explanation for the denial. For each claim processed, an EOP will be mailed to
the provider who submitted the original claim. Claims will generate an EOP. Providers are
required to submit either an encounter or a claim for each service that you render to an Allwell
Member.
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CLAIMS

In general, Allwell follows the Center for Medicare and Medicaid Services (CMS) billing
requirements for paper, electronic data interchange (EDI), and secure web-submitted claims.
Allwell is required by state and federal regulations to capture specific data regarding services
rendered to its members. The provider must adhere to all billing requirements in order to ensure
timely processing of claims and to avoid unnecessary upfront rejections or denials on the
explanation of payment if not submitted correctly. Claims will be rejected or denied if not
submitted correctly.

Verification Procedures

All claims filed with Allwell are subject to verification procedures. These include, but are not
limited to, verification of the following:

All required fields are completed on an original CMS 1500 Claim Form (02/12), CMS 1450
(UB-04) Claim Form, EDI electronic claim format, or claims submitted on our Secure
Provider Portal, individually or batch.

All claim submissions will be subject to 5010 validation procedures based on CMS Industry
Standards.

Claims must contain the CLIA number when CLIA waived or CLIA certified services are
provided. Paper claims must include the CLIA certification in Box 23 when CLIA waived
or CLIA certified services are billed. For EDI submitted claims, the CLIA certification
number must be placed in: X12N 837 (5010 HIPAA version) loop 2300 (single submission)
REF segment with X4 qualifier or X12N 837 (5010 HIPAA version) loop 2400 REF
segment with X4 qualifier, (both laboratory services for which CLIA certification is required
and non-CLIA covered laboratory tests).

All Diagnosis, Procedure, Modifier, Location (Place of Service), Revenue, Type of
Admission, and Source of Admission Codes are valid for:

o Date of Service
o Provider Type and/or provider specialty billing
o Age and/or sex for the date of service billed
o Bill type
All Diagnosis Codes are to their highest number of digits available.

National Drug Code (NDC) is billed in the appropriate field on all claim forms when
applicable. This includes the quantity and type. Type is limited to the list below:
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o F2 —International Unit
o GR-Gram

o ME — Milligram

o ML — Milliliter

o UN - Unit

¢ Principal diagnosis billed reflects an allowed principal diagnosis as defined in the volume
of ICD-10-CM for the date of service billed.

o For a CMS 1500 Claim Form, this criteria looks at all procedure codes billed and
the diagnosis they are pointing to. If a procedure points to the diagnosis as
primary, and that code is not valid as a primary diagnosis code, that service line
will deny.

o All inpatient facilities are required to submit a Present on Admission (POA)
Indicator. Claims will be denied (or rejected) if the POA indicator is missing. Please
reference the CMS Billing Guidelines regarding POA for more information and for
excluded facility types. Valid 5010 POA codes are:

= N-No

= U - Unknown

= W — Not Applicable
* Y-Yes

e Member is eligible for services under Allwell during the time period in which services were
provided.

e Services were provided by a participating provider, or if provided by an “out of network”
provider authorization has been received to provide services to the eligible member.
(Excludes services by an “out of network” provider for an emergency medical condition;
however, authorization requirements apply for post-stabilization services.)

e An authorization has been given for services that require prior authorization by Allwell.

o Third party coverage has been clearly identified and appropriate COB information has
been included with the claim submission.

Claims eligible for payment must meet the following requirements:

¢ The member is effective on the date of service.
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e The service provided is a covered benefit under the member’s contract on the date of
service and prior authorization processes were followed.

o Payment for services is contingent upon compliance with referral and prior authorization
policies and procedures, as well as the billing guidelines outlined in the guide.

Clean Claim Definition

A clean claim is a claim that does not require external investigation or development to obtain
information not available on the claim form or on record in the health plan’s systems in order to
adjudicate the claim. Clean claims must be filed within the timely filing period.

Non-Clean Claim Definition

Any claim that does not meet the definition of a clean claim is considered a non-clean claim.
Non-clean claims typically require external investigation or development in order to obtain all
information necessary to adjudicate the claim.

Upfront Rejections vs. Denials

Upfront Rejection

An upfront rejection is defined as an unclean claim that contains invalid or missing data elements
required for acceptance of the claim into the claim processing system. These data elements are
identified in the Companion Guide located in the Appendix of this Manual. A list of common
upfront rejections can be located in Appendix | of this Manual. Upfront rejections will not enter
our claims adjudication system, so there will be no Explanation of Payment (EOP) for these
claims. The provider will receive a letter or a rejection report if the claim was submitted
electronically.

Denial

If all edits pass and the claim is accepted, it will then be entered into the system for processing.
A DENIAL is defined as a claim that has passed edits and is entered into the system, however
has been billed with invalid or inappropriate information causing the claim to deny. An EOP wiill
be sent that includes the denial reason. A list of common delays and denials can be found listed
below with explanations in Appendix .

Timely Filing

Participating providers must submit first time claims within 95 days of the date of service. Claims
received outside of this timeframe will be denied for untimely submission.

Who Can File Claims?

All providers who have rendered services for Allwell members can file claims. It is important
that providers ensure Allwell has accurate and complete billing information on file. Please
confirm with the Provider Services department or Provider Partnership Manager that the
following information is current in our files:
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e Provider Name (as noted on current W-9 form)

e National Provider Identifier (NPI)

e Group National Provider Identifier (NPI) (if applicable)

e Tax Identification Number (TIN)

e Taxonomy code (This is a REQUIRED field when submitting a claim)
e Physical location address (as noted on current W-9 form)

¢ Billing name and address (as noted on current W-9 form)

We recommend that providers notify Allwell 60 days in advance of changes pertaining to billing
information. If 