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CHAPTER 1: INTRODUCTION

1.1 About Anthem Blue Cross and Blue Shield Medicaid

As a leader in managed health care services for the public sector, Anthem Blue Cross and Blue Shield
Medicaid (Anthem) helps low-income families, children and pregnant women, including the Affordable
Care Act (ACA) expansion population, get the health care needed.

Anthem helps coordinate physical and behavioral health care, and offer education and disease
management programs.

Anthem strives to:

e Improve access to preventive primary care services

e Ensure selection of a primary care provider who will serve as provider, care manager and coordinator
for all basic medical services

Improve health status outcomes for members

Educate members about member benefits, responsibilities and appropriate use of care

Utilize community-based enterprises and community outreach

Integrate physical and behavioral health care

Anthem encourages:

e Stable relationships between Anthem’s providers and members
e Appropriate use of specialists and emergency rooms

e  Member and provider satisfaction

In a world of escalating health care costs, Anthem works to educate members about the appropriate use of
Anthem’s managed care system and engage them in all aspects of member health care.

1.2 Quick Reference Contact Information

1.2.1 Provider Website

Anthem’s provider website, https://mediproviders.anthem.com/Ky, offers a full complement of online
tools, including:

e Downloadable forms

Detailed eligibility look-up tool

Comprehensive, downloadable member panel lists

Easier submission of authorization requests

Access to drug coverage information

1.2.2 Anthem Blue Cross and Blue Shield Medicaid Office Address
Anthem Blue Cross and Blue Shield Medicaid
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 7
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1.3 Important Contact Information

1.3.1 Important Phone and Fax Numbers

Attachment C.17.d-1. Provider Services Manual

Provider Services:

e Interpreter/Translation
Services

e Claim Status

e Member Eligibility

1-855-661-2028
Fax: 1-800-964-3627

Monday through
Friday
8am.to 6 pm. ET
7am. to5pm CT

Interactive Voice
Response (IVR)
System available 24
hours a day, 7 days a

Services

week
Member Services: 1-855-690-7784 (TTY 711) Monday through
e Interpreter/Translation Friday

7am.to7p.m. ET

Interactive Voice
Response (IVR)
System available 24
hours a day, 7 days a

KYProviderRelationsMedicaid@anthem.com

week
Provider Relations: 502-619-6800 x 26771 Monday through
Email: Friday

8am.to5p.m. ET

Behavioral Health Crisis Line:

1-855-690-7784

Monday through
Friday
7am.to7pm. ET

Care on Call:

1-866-894-2544

Live agents available
24 hours a day, 7 days

a week
Case Management: 1-855-661-2028 (Providers) 8a.m. to 5 p.m. ET
1-855-690-7784 (Members) Confidential

voicemail is available
24 hours a day, 7

e Precertification
e  Utilization/Medical
Management

days a week
Anthem Utilization 1-855-661-2028 Available 24 hours a
Management: Fax: 1-800-964-3627 day,

7 days a week

1-844-487-9289

Disease Management 1-888-830-4300 Monday through
Centralized Care Unit Friday
(DMCCU): 8:30 a.m. to 5:30 p.m.
ET
Pharmacy: 1-855-661-2028 Monday through
Fax: 1-844-879-2961 (Retail Pharmacy) or Friday

8am.to 6 pm. ET

Electronic Data Interchange
Hotline:

e Professional ID: 00660

e Institutional ID: 00160

1-800-590-5745

Medicaid Managed Care Organization (MCO) - All Regions
RFP 758 2000000202
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1. 3.2 Other Key Service Providers

EyeQuest: 1-844-870-3978 Monday through Friday
www.eye-quest.com 8 a.m. to 6 p.m. ET
IngenioRx 1-833-236-6193
DentaQuest (dental services): 1-800-508-6787 Monday through Friday
www.DentaQuest.com/Kentucky 8am.to 6 p.m. ET
EPSDT (well-child care) 1-502-619-6800 x 26720

1.3.3 Claims Information

Standard timely filing is within 180 calendar days from the date of service, unless otherwise specified in
the provider contract.
Electronic:

e  Electronic Data Interchange
o Availity

File claims online at:
https://mediproviders.anthem.com/ky
Check claims status online or through Anthem’s IVR
system.
Anthem allows the use of all clearinghouses using the
following Claim Payer ID: the professional ID is 00660
and the Institutional ID is 00160.

Submit simple batch eligibility and benefit inquiries
for multiple patients with multiple plans and receive
a consolidated response in a consistent format at
www.availity.com.

Mail paper claims to:

Kentucky Claims
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 61010
Virginia Beach, VA 23466-1010

Paper:

1.3.4 Provider Grievances
Provider grievances may be filed at any time using the form found at:
https://mediproviders.anthem.com/Documents/KYKY_CAID_ProviderGrievanceForm.pdf

Provider Grievances: Providers should submit grievances via fax to:
e Fax 1-855-384-4872
e  Paper

Providers should submit grievances via mail to:

Anthem Blue Cross and Blue Shield Medicaid
Provider Relations
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223
8
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1.3.5 Precertification/Notification
Anthem has clinical staff available 24 hours a day, 7 days a week, including federal holidays, to accept

precertification requests and utilization management (UM) issues.

Please provide:

Member name and Medicaid ID

Member’s date of birth (DOB)

Name, telephone number, fax number and NPI of the ordering provider
Name, telephone number, fax number and NPI of the servicing provider/facility
Number of visits/services

Date of service (DOS)

Diagnosis with ICD-10 code

Name of elective procedure with CPT04 or HCPCS codes

Medical information to support the request

History and Physical

Past and current treatment plans

Response to treatment plans

Medications, including frequency and dosage

Precertification/Notification: Submit precertification requests to online at:
e  Online https://www.availity.com

e Fax Submit precertification requests via fax to:
e Phone 1-800-964-3627

Submit precertification requests by calling:
1-855-661-2028

For the most up-to-date precertification/notification requirements, go to
https://mediproviders.anthem.com/ky.

1.4 Updates and Changes

This provider manual, as part of your provider agreement and related addendums, may be updated at any
time and is subject to change. The most updated version is available online at
https:/mediproviders.anthem.com/ky. To request a free, printed copy of this manual, call Provider
Services at 1-855-661-2028.

If there is an inconsistency between information contained in this manual and the agreement between you
or your facility and Anthem, the agreement governs. In the event of a material change to the information
contained in this manual, we will make all reasonable efforts to notify you through web-posted
newsletters, provider bulletins and other communications. In such cases, the most recently published
information supersedes all previous information and is considered the current directive.

This manual is not intended to be a complete statement of all policies and procedures. We may publish
other policies and procedures not included in this manual on our website or in specially targeted
communications, including but not limited to bulletins and newsletters.

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 10
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CHAPTER 2: PROVIDER TYPES, ACCESS AND AVAILABILITY

2.1 Provider Responsibilities

Providers are responsible for:

e Providing primary care

e Providing preventive care, recommending or arranging for all necessary preventive care, including
Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

e Providing the level of care and range of services necessary to meet the medical needs of members,
including those with special needs and chronic conditions

¢ Coordinating and monitoring recommendations to specialist care

e Providing screening and evaluation procedures for the detection and treatment of, or referral for, any
known or suspected behavioral health problems or disorders

e Coordinating and monitoring recommendations for additional care to specialized behavioral health
providers in accordance with state requirements

e Referring patients to subspecialists and subspecialty groups and hospitals for consultation and

diagnostics according to evidence-based criteria for such recommendations for additional care as it is

available

Authorizing hospital services

Maintaining the continuity of care

Assuring all medically necessary services are made available in a timely manner

Providing services ethically and legally and in a culturally competent manner

Monitoring and following up on care provided by other medical service providers for diagnosis

and treatment

e Assure confidentiality of services for minors who consent to diagnosis and treatment for sexually
transmitted disease, alcohol and other drug abuse or addiction, contraception, or pregnancy or
childbirth without parental notification or consent as specified in KRS 214.185 and complying with
mode of communication (telephone, email, letter, etc.) as requested by the minor to maintain
confidentiality

e Maintaining a complete and accurate medical record of all services rendered by the provider and other
providers by documenting all care rendered

e Communicating with members about treatment options available to them, including medication
treatment options regardless of benefit coverage limitations

e Providing hours of operation for members that are no less than the hours of operation offered to any
other patient

e Arranging for coverage of services to assigned members 24 hours a day, 7 days a week in person or
by an on-call practitioner
Offering evening and Saturday appointments for members (strongly encouraged for all PCPs)
Continuing care in progress during and after termination of the provider contract for up to 60 days (up
to 90 days if the member is receiving inpatient services) until a continuity of care plan is in place to
transition the member to another provider or through postpartum care for pregnant members in
accordance with applicable state laws and regulations

e Coordination of members with Kentucky regional support networks and substance abuse disorder
services programs in support of member recovery

e Discussing advance directives with all members as appropriate

e Providing covered services in the most cost-effective, clinically appropriate setting and manner; in
addition, provider must utilize participating providers, and when medically necessary or appropriate,
refer and transfer members to participating providers for all covered services, including but not
limited to specialty, laboratory, ancillary and supplemental services

10
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2.1.1 Access and Availability Requirements

As part of Anthem’s commitment to providing the best quality provider networks for the plan’s members,
Anthem conducts annual telephonic surveys to verify provider appointment availability, provider hours of
operation and after-hours access. Providers will be asked to participate in this survey each year.

Anthem will routinely monitor providers’ adherence to access-to-care standards and appointment wait
times. The providers are expected to meet federal and state accessibility standards and those standards
defined in the Americans with Disabilities Act of 1990. All service locations must meet the requirements
of the Americans with Disabilities Act, Commonwealth and local requirements pertaining to adequate
space, supplies, sanitation and fire and safety procedures applicable to health care facilities. Health care
services provided through Anthem must be accessible to all members. This includes ensuring that
individuals with disabilities have physical access to provider offices (Physical accessibility is not limited
to entry to a provider site, but also includes access to services within the site, e.g., exam tables and
medical equipment). Anthem and its providers will cooperate with the Cabinet for Health and Family
Services’ independent ombudsman program, including providing immediate access to a member’s records
when written member consent is provided.

2.1.2 Discriminatory Practices

Providers may not use discriminatory practices such as:

e Showing preference to other insured or private-pay patients

Maintaining separate waiting rooms

Maintaining appointment days

Denying or not providing to a member any covered service or availability of a facility

Condition the provision of care or otherwise discriminate against Anthem members based on whether

the members have executed advance directives

e Providing to a member any covered service that is different or is provided in a different manner or
at a different time from that provided to other members, other public or private patients or the public
at large

2.2 Responsibilities of the Primary Care Provider (PCP)

2.2.1 Communicate with Members

e Treat all members with respect and dignity.

e Provide members with appropriate privacy.

e Make provisions to communicate in the language or fashion primarily used by the member. The
provider should contact Provider Services for help with oral translation/ interpreter services if needed.

e Freely communicate with members about treatment regardless of benefit coverage limitations.

e Provide complete information concerning diagnoses, evaluations, treatments and prognoses and give
members the opportunity to participate in decisions involving the member’s health care.

e Advise members about the member’s health status, medical care and treatment options regardless of
whether benefits for such care are provided under the program.

e Advise members on treatments which may be self-administered.

e Contact members as quickly as possible for follow-up regarding significant problems and/or
abnormal laboratory or radiological findings.
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2.2.2 Member Primary Care Provider Change

In the event of a member primary care provider change, the initial PCP must continue to serve the
member until the new PCP assignment becomes effective, barring ethical or legal issues. The member has
the right to appeal such a transfer via Anthem’s formal appeal process.

PCPs with Closed Patient Panels:

e [tis the PCP’s responsibility to review the monthly managed care membership report. If a member
appears as an addition and is not an existing patient, notify an Anthem Provider Relations
representative immediately. The notification should contain the member ID number and name.
Anthem will notify the member and ask him or her to select a new PCP.

e Ifnotification from the PCP does not occur within 30 days, the PCP will be expected to provide
health care until the member is removed from the provider’s patient panel.

e Anthem will send confirmation to the provider that the member has been removed and the effective
date.

PCP Panel Disenrollment Requirements:

e PCPs shall have the right to request a member’s disenrollment from his/her practice and be reassigned
to a new PCP in the following circumstances: incompatibility of the PCP/patient relationship or
inability to meet the medical needs of the member or if a member has not utilized a service within one
year of assignment to the PCP's practice and the PCP has documented unsuccessful contact attempts
by mail and phone on at least six separate occasions during the year.

e PCPs shall not have the right to request a member’s disenrollment from the provider’s practice for the
following: a change in the member’s health status or need for treatment; a member’s utilization of
medical services; a member’s diminished mental capacity; or, disruptive behavior that results from
the member’s special health care needs unless the behavior impairs the ability of the PCP to furnish
services to the member or others. Transfer requests shall not be based on race, color, national origin,
handicap, age or gender. Anthem shall have authority to approve all transfers.

Process to Make a Primary Care Provider Change:
e The provider shall submit the change for request in writing to provider services.

e The member may request a PCP change in writing, face to face or via telephone by contacting
Member Services.

If the request does not meet the above stated requirements, the appropriate Provider Relations Specialist
will contact the PCP directly to discuss.

2.2.3 Maintain Medical Records

e Treat members’ disclosures and records confidentially, giving members the opportunity to approve or
refuse the member’s release

e Maintain the confidentiality of family planning information and records for each individual member,
including those of minor patients

e Comply with all applicable federal and state laws regarding the confidentiality of patient records

e Agree that any notation in a patient’s clinical record indicating diagnostic or therapeutic intervention
as part of clinical research shall be clearly contrasted with entries regarding the provision of non-
research-related care

e Share records subject to applicable confidentiality and Health Insurance Portability and
Accountability Act (HIPAA) requirements

e Obtain/store medical records from any specialty recommendations for additional care in members’
medical records
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e Manage the medical and health care needs of members to assure all medically necessary services are
made available in a timely manner

2.2.4 Cooperate and Communicate with Anthem

e Participate in:

Internal and external quality assurance

Utilization review

Continuing education

Other similar programs

Complaint and grievance procedures when notified of a member grievance

Medical record audits to support activities such as, but not limited to: prepayment and

postpayment claim reviews, risk adjustment, and HEDIS.

e Inform Anthem if a member objects to provision of any counseling, treatments or referral services for
religious reasons

e Identify children or adult members with special health care needs during the course of any contact or
member-initiated health care visit and report these members to Anthem so that Anthem can help the
members with additional services

o Identify members who would benefit from Anthem’s case management/disease management
programs

e  Comply with Anthem’s Quality Improvement program initiatives and any related policies and
procedures to provide quality care in a cost-effective and reasonable manner

e Notify Anthem when changes occur within the provider organization

OO0OO0O0OO0O0

2.2.5 Cooperate and Communicate with Other Providers

e Monitor and follow up on care provided by other medical service providers for diagnosis and
treatment, including services available under Medicaid fee-for-service

e Provide the coordination necessary for the referral of patients to specialists and for the
recommendations for additional care of patients to services that may be available through Medicaid

e Provide case management services to include but not be limited to screening and assessing,
developing a plan of care to address risks, medical/behavioral health needs and other responsibilities
as defined in the state’s program

e Coordinate the services Anthem furnishes to the member with the services the member receives from
any other managed care organization (MCO) network program during member transition

e  Share with other health care providers serving the member the results of the provider identification
and assessment of any member with special health care needs (as defined by the state) so those
activities are not duplicated

2.2.6 Cooperate and Communicate with Other Agencies

e Maintain communication with the appropriate agencies such as:

Local police

Social services agencies

Poison control centers

Women, Infants and Children (WIC) program

Department of Behavioral Health, Developmental and Intellectual Disabilities (DBHDID)

e Develop and maintain an exposure control plan in compliance with Occupational Safety and Health
Administration (OSHA) standards regarding blood-borne pathogens

e Establish an appropriate mechanism to fulfill obligations under the Americans with Disabilities Act

e Coordinate the services Anthem furnishes to the member with the services the member receives from
any other MCO during ongoing care and transitions of care

OO0OO0OO0OO0

13

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 14
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

2.3 Who Can Be a Primary Care Provider?

Providers with the following specialties can apply for enrollment with Anthem as a PCP:
e Advanced practice registered nurse, including:
0 Nurse practitioner
0 Nurse midwife
0 Clinical specialist
Doctor of osteopathy
Family practitioner
General practitioner
Internist
Pediatrician
Physician assistant under the supervision of a physician
Obstetrics-gynecology (OB-GYN)

For some medical conditions, it makes sense for a specialist to be the PCP. Members may request that a
specialist be assigned as the PCP if:

e The member has a chronic illness.

e The member has a disabling condition.

e The member is a child with special health care needs.

For EPSDT screenings, any qualified provider operating within the scope of his or her practice, as defined
by state law, can provide this service. For additional information regarding EPSDT provider
administrations of services, please see the Anthem provider website.

2.4 Primary Care Provider Onsite Availability

PCPs are required to abide by the following standards to ensure access to care for Anthem members:

o Offer 24-hour-a-day, 7-day-a-week telephone access for members. A 24-hour telephone service may
be used. The service may be answered by a designee such as a(n):
o On-call physician
o Nurse practitioner with physician backup

e Any calls that need to be returned must be done within a maximum of 30 minutes.

e Be available to provide medically necessary services. The provider or another provider must offer this
service.

¢ Follow the precertification guidelines. This is a requirement for covering physicians.

Additionally, Anthem encourages PCPs to offer after-hours office care in the evenings and on Saturdays.

It is not acceptable to automatically direct the member to the emergency room when the PCP is not
available, to utilize an answering machine or return after-hours calls outside of 30 minutes.
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2.5 Primary Care Provider Access and Availability

The ability for Anthem to provide quality access to care depends upon the provider’s availability. In-
office wait time for scheduled appointments should not routinely exceed 45 minutes, including time in the
waiting room and examining room. PCP’s are required to adhere to the following access standards:

Type of Care Standard

Emergency Immediately

Urgent care Within 48 hours
Non-urgent sick care Within 10 calendar days

Routine or preventive care | Within 30 calendar days

Transitional health care ...shall be available for clinical assessment and care planning within seven

by a PCP... calendar days of discharge from inpatient or institutional care for physical or
behavioral health disorders, or discharge from a substance use disorder treatment
program

Transitional health care by | ...shall be available within seven calendar days of discharge from inpatient or

a home care nurse or home | institutional care for physical or behavioral health disorders or discharge from a

care registered counselor... | substance use disorder treatment program.

**Walk-in patients with non-urgent needs should be seen if possible or scheduled for an appointment
consistent with written scheduling procedures.

2.6 Specialty Care Providers

A specialty care provider is a network provider responsible for providing specialized care for members,
usually upon appropriate recommendations for additional care from members’ PCPs. Referrals are not
required to specialty providers.

Members and providers can access a searchable online provider directory by logging into Anthem’s
website: https://mediproviders.anthem.com/Ky.

To assist PCPs in meeting the needs of children with mental health diagnoses, Anthem will provide PCPs
access to consultation with child psychiatrists. For more information on how to arrange for these
consultations, call the Anthem Provider Services team at 1-855-661-2028.

2.6.1 Access to Women’s Health Specialists

Female members may directly access women’s health specialists within the Anthem network for covered
routine and preventive health care services. Services include, but may not be limited to, maternity care,
reproductive health services, gynecological care, general examination and preventive care as medically
appropriate and medically appropriate follow-up visits for these services. General examinations,
preventive care and medically appropriate follow-up care are limited to services related to maternity,
reproductive health services, gynecological care or other health services that are particular to women,
such as breast examinations. Women's health care services also include any appropriate health care
service for other health problems, discovered and treated during the course of a visit to a women's health
care practitioner for a women's health care service, which is within the practitioner's scope of practice.
For purposes of determining a woman's right to directly access health services covered by the plan,
maternity care, reproductive health and preventive services include: contraceptive services, testing and
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treatment for sexually transmitted diseases, pregnancy termination, breast-feeding and pregnancy
complications.

Additionally, Anthem will:

¢ Ensure confidentiality of all information related to women’s health services will be maintained

e Not exclude or limit access to covered women’s health services

e Not impose notification/authorizations upon women’s health care practitioners that are not imposed
on providers offering similar types of service

e Include coverage for medical appropriate laboratory, imaging and diagnostic services, prescriptions,
medical supplies ordered by a directly accessed participating women’s health care practitioners within
the provider’s scope of practice

2.7 Role and Responsibilities of Specialty Care Providers

Specialty care providers are responsible for:
Complying with all applicable statutory and regulatory requirements of the Medicaid program
Accepting all members referred to the provider
Submitting required claims information including source of recommendations for additional care
Arranging for coverage with network providers while off duty or on vacation
Verifying member eligibility and precertification of services at each visit
Providing consultation summaries or appropriate periodic progress notes to the member’s PCP on a
timely basis
e Notifying the member’s PCP when scheduling a hospital admission or scheduling any procedure
requiring the PCP’s approval
Adhering to the same responsibilities as the PCP
Coordinating care with other providers for:
0 Physical and behavioral health comorbidities
0 Co-occurring behavioral health disorders

2.8 Specialty Care Providers: Access and Availability

The ability for Anthem to provide quality access to care depends upon the provider’s availability. In-
office wait time for scheduled appointments should not routinely exceed 45 minutes, including time in the
waiting room and examining. Specialty care providers are required to adhere to the following access

standards:
Type of Care Standard
Emergency Immediately
Urgent care Within 48 hours
Non-urgent sick care Within 10 calendar days
Routine or preventive care Within 30 calendar days
General/Routine vision Within 30 calendar days; urgent care within 48 hours
Laboratory and radiology Within 30 calendar days; urgent care within 48 hours

Each patient should be notified immediately if the provider is delayed for any period of time. If the
appointment wait-time is anticipated to be more than 45 minutes, the patient should be offered a new
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appointment. Walk-in patients with non-urgent needs should be seen if possible or scheduled for an
appointment consistent with written scheduling procedures.

2.9 Out-of-Network Providers

Out-of-network providers must obtain prior authorization for all nonemergent services. Plan policies and
procedures, including those outlining the authorization of services, are available to out-of-network
providers upon request or by calling Provider Services at 1-855-661-2028 or by visiting
https://mediproviders.anthem.com/ky.
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CHAPTER 3: PROVIDER PROCEDURES, TOOLS AND SUPPORT

3.1 Changes in Provider/Practice Information

To maintain the quality of Anthem’s provider data, Anthem asks that changes to the practice contact
information or the information of participating providers within a practice be submitted as soon as the
practice is aware of the change; preferably within 30 days prior to the effective date of the change. The
Provider Maintenance Form (PMF) should be utilized to submit all changes.

To submit the PMF, please visit www.anthem.com and follow the steps below:

1. Select the Providers link.

2. Select Kentucky and then Enter.

3. Scroll down and select the PMF link.
(https://central.provider.anthem.com/mwpmf/PMFControllerServlet)

4. Follow the instructions to attach any required documentation and complete the online form.
For any questions about completing the PMF, please call Provider Services at 1-855-661-2028.

3.2 Material Change Notification

Anthem communicates with all participating providers any material changes to the existing provider
contract following regulatory guidelines. If a material change is made, the provider will be provided with
at least 90 days’ notice the following information:

e Effective date of the change

e Description of the change to the existing contract

e Notification of providers option to accept or reject the change

e Contact information for a representative at Anthem to discuss the change

Additionally, the provider has the opportunity to request a meeting to discuss concerns about the change
with Anthem representatives. If Anthem has cause to make three or more material changes to a contract in a
rolling 12 month period, the participating provider may request an updated copy of the contract for
informational purposes. This updated contract with changes consolidated will have no effect on the terms
and conditions of the contract.

In the event the provider would like to oppose the material change to the contract, the provider should
submit any objections in writing within 30 days of receiving the notification of the change. An Anthem
representative will then work to come to an agreement on the change over the following 30 days. If an
agreement cannot be reached between Anthem and the provider, providers will have 30 days to terminate
the contract and provide notice to members to prevent any gaps in care caused by this dissolution.

3.3 Clinical Practice Guidelines

Anthem works with providers to develop clinical policies and guidelines. Each year, Anthem selects at
least four evidence-based clinical practice guidelines that are relevant to Anthem’s members and measure
at least two important aspects of each of those four guidelines. Anthem also reviews and revises these
guidelines at least every two years. Anthem can find these Clinical Practice Guidelines on the provider
website: https://mediproviders.anthem.com/Ky.
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3.4 Covering Providers/Locum Tenens

During provider absence or unavailability, the provider must arrange for coverage for members assigned

to the provider panel. The provider will be responsible for making arrangements with:

e One or more network providers to provide care for Anthem members or

e Another similarly licensed and qualified participating provider who has appropriate medical staff
privileges at the same network hospital or medical group to provide care to the members in question

In addition, the covering provider will agree to the terms and conditions of the network provider
agreement, including any applicable limitations on compensation, billing and participation.

A Locum Tenens provider is defined as a provider who is not a network provider and who is temporarily
rendering services for a practitioner who may be on leave of absence by reason of vacation, illness,
maternity leave or other personal leave.

Any Locum Tenens provider rendering services for less than six months is not required to be credentialed.
A Provider Maintenance Form (PMF) should be completed with a notation in the comment section
stating “Locum Tenens.” A noncredentialed Locum Tenens provider will not be represented in any
member materials. Locum Tenens providers rendering services to central region covered individuals for
six or more months are no longer considered Locum Tenens and must be credentialed if the provider
practices in a specialty and/or capacity that currently require credentialing.

3.5 Cultural Competency

With the increasing diversity of the American population, it is important for Anthem to work effectively
in cross-cultural situations. The provider’s ability to communicate with patients has a profound impact on
the effectiveness of the health care provided. The provider’s patients must be able to communicate
symptoms clearly and understand the provider’s recommended treatments.

Cultural competency helps the providers and patients to:

e Acknowledge the importance of culture and language
Embrace cultural strengths with people and communities
Assess cross-cultural relations

Understand cultural and linguistic differences

Strive to expand the provider’s cultural knowledge

Some important reminders include:

The perception that illness, disease and causes vary by culture

Belief systems on health, healing and wellness are very diverse

Culture influences help-seeking behaviors and attitudes toward providers

Individual preferences affect traditional and nontraditional approaches to health care
Patients must overcome personal biases toward health care systems

Providers from culturally and linguistically diverse groups are underrepresented

Cultural barriers can affect the provider’s relationship with the patient, including:

e An Anthem member’s comfort level and his or her fear of what the provider might find in an
examination

e Different levels of understanding among diverse consumers

e A fear of rejection of personal health beliefs
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e A member’s expectation of what the provider does and how the provider treats him or her
To help overcome these barriers, the provider needs the following:

Cultural Awareness

e Recognize the cultural factors that shape personal and professional behavior, including norms, values,
communication patterns and worldviews.

e Modify behavioral styles to respond to others’ needs while maintaining objectivity and identity.

Knowledge

e Culture plays a crucial role in the formation of health and illness beliefs.

Culture is generally behind a person’s acceptance or rejection of medical advice.

Different cultures have different attitudes about seeking help.

Feelings about disclosure are culturally unique.

The acceptability and effectiveness of treatment modalities are different in various cultural and

ethnic groups.

e Verbal and nonverbal language, speech patterns and communication styles vary by culture and
ethnic groups.

e Resources like formally trained interpreters should be offered to and used by members with various
cultural and ethnic differences.

Skills

e Understand the basic similarities and differences between and among the cultures of the people
Anthem serves.

e Recognize the values and strengths of different cultures.

e Interpret diverse cultural and nonverbal behavior.

e Develop perceptions and understanding of others’ needs, values and preferred ways of having those
needs met.

e Identify and integrate the critical cultural elements to make culturally consistent inferences and
demonstrate that consistency in actions.

e Recognize the importance of time and the use of group process to develop and enhance cross-cultural

knowledge and understanding.

Withhold judgment, action or speech in the absence of information about a person’s culture.

Listen with respect.

Formulate culturally competent treatment plans.

Use culturally appropriate community resources.

Know when and how to use interpreters and understand the limitations of using interpreters.

Treat each person uniquely.

Recognize racial and ethnic differences and know when to respond to culturally based cues.

Seek out information.

Use agency resources.

Respond flexibly to a range of possible solutions.

Accept ethnic differences among people and understand how these differences affect treatments.

Work willingly with clients of various ethnic minority groups.

In order to assess our network’s ability to meet our members’ needs in regard to culturally appropriate
care, you may be asked to provide demographic information pertaining to your race, ethnicity or any
languages you speak. Anthem encourages our providers to submit this information voluntarily for
comparison to our member population’s demographics.
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Providers may access the Cultural Competency Toolkit by visiting:
https://mediproviders.anthem.com/Documents/KYKY_CAID_CulturalCompetency.pdf.

3.6 Fraud, Waste and Abuse

As the recipient of funds from federal and state-sponsored health care programs, Anthem has a duty to
help prevent, detect and deter fraud, waste and abuse. Anthem has outlined Anthem’s commitment to this
in Anthem’s Corporate Compliance program.

As part of the requirements of the Federal Deficit Reduction Act, providers are required to adopt
Anthem’s policies on this. Providers can find Anthem’s policies and Code of Business Conduct and
Ethics at https://mediproviders.anthem.com/ky.

Providers and the provider’s staff can report fraud, waste and abuse:

e For FWA reporting, providers can call 1-757-518-3633. Callers who wish to remain anonymous can
call the External Compliance Hotline at 1-877-660-7890 or can email directly to the Special
Investigations Unit (SIU) at corpinvest@anthem.com.

e Contact Anthem’s Health Plan Compliance Officer at 1-855-661-2027, ext. 26717.

e Contact Provider Services at 1-855-661-2028.

Providers are the first line of defense against fraud, waste and abuse.
Examples include:

Provider Fraud, Waste and Abuse

¢ Billing for services not rendered

Billing for services that were not medically necessary
Double billing

Unbundling

Up-coding

To help prevent fraud, waste and abuse, make sure the provider’s services are:
e Medically necessary

e Documented accurately

¢ Billed according to guidelines

Member Fraud, Waste and Abuse
Benefit sharing

Collusion

Drug trafficking

Forgery

[licit drug seeking

Impersonation fraud
Misinformation/misrepresentation
Subrogation/third-party liability fraud
Transportation fraud
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To help prevent member fraud, waste and abuse:

Educate members

Be observant

Spend time with members and review the individual’s prescription record
Review the member’s Anthem member ID card

Make sure the cardholder is the person named on the card

Encourage members to protect ID cards like credit cards or cash
Encourage them to report any lost or stolen card to us immediately

Anthem also encourages members to report any suspected fraud, waste and abuse:

e For FWA reporting, members can call 1-757-518-3633. Callers who wish to remain anonymous can
call the External Compliance Hotline at 1-877-660-7890 or can be emailed directly to SIU at
corpinvest@anthem.com.

e Contact Anthem’s Health Plan Compliance Officer at 1-855-661-2027, ext. 26717.

e Contact Provider Services at 1-855-661-2028.

Anthem will not retaliate against any individual who reports violations or suspected fraud, waste and
abuse; and Anthem will make every effort to maintain anonymity and confidentiality.

3.7 Health Insurance Portability and Accountability Act

The Health Insurance Portability and Accountability Act (HIPAA):
e Improves the portability and continuity of health benefits

e Provides greater patient rights to access and privacy

e Ensures greater accountability in health care fraud

e Simplifies the administration of health insurance

Anthem is committed to safeguarding patient/member information. As a contracted provider, providers
must have procedures in place to demonstrate compliance with HIPAA privacy regulations. Providers
must also have safeguards in place to protect patient/member information such as locked cabinets clearly
marked and containing only protected health information, unique employee passwords for accessing
computers and active screen savers.

Member individual privacy rights include the right to:

e Receive a copy of Anthem’s provider notice of privacy practices

e Request and receive a copy of his or her medical records and request those records be amended
or corrected

e For members under the age of 18, assure confidentiality of services for diagnosis and treatment for
sexually transmitted disease, alcohol and other drug abuse for addiction, contraception, or pregnancy
or childbirth without parental notification or consent in accordance with KRS 214.185

e Get an accounting of certain disclosures of his or her Protected Health Information (PHI)
e  Ask that his or her PHI not be used or shared
e Ask each provider to communicate with him or her about PHI in a certain way or location
e File a complaint with his or her provider or the Secretary of Health and Human Services if privacy
rights are suspected to be violated
e Designate a personal representative to act on his or her behalf
e Authorize disclosures of PHI outside of treatment, payment or health care operations and cancel such
authorizations
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Anthem only requests the minimum member information necessary to accomplish Anthem’s purpose.
Likewise, Anthem should only request the minimum member information necessary for the provider’s
purpose. However, regulations do allow the transfer or sharing of member information to:

e Conduct business and make decisions about care

e Make an authorization determination

e Resolve a payment appeal

Requests for such information fit the HIPAA definition of treatment, payment or health care operations.

Providers should maintain fax machines used for transmitting and receiving medically sensitive
information in a restricted area. When faxing information to Anthem, please:

e  Verify the receiving fax number

e Notify Anthem that the provider is faxing information

e Verify that Anthem received the provider’s fax

Do not use Internet email (unless encrypted) to transfer files containing member information to Anthem.
Providers should mail or fax this information. Mail medical records in a sealed envelope marked
confidential and addressed to a specific individual or department in the Anthem Company.

Anthem’s voice mail system is secure and password protected. Providers should only leave messages with
the minimum amount of member information necessary.

When contacting Anthem, please be prepared to verify the provider’s:
Name

Address

NPI number

TIN

Anthem provider number

3.7.1 Misrouted Protected Health Information

Providers and facilities are required to review all member information received from Anthem to ensure no
misrouted Protected Health Information (PHI) is included. Misrouted PHI includes information about
members that a provider or facility is not treating. PHI can be misrouted to providers and facilities by
mail, fax, e-mail or electronic Remittance Advice. Providers and facilities are required to destroy
immediately any misrouted PHI or safeguard the PHI for as long as it is retained. In no event are
providers or facilities permitted to misuse or re-disclose misrouted PHI. If providers or facilities cannot
destroy or safeguard misrouted PHI, please contact the Customer Care Center: 1-855-661-2028.

3.8 Lab Requirements: Clinical Laboratory Improvement Amendments

Anthem is bound by the Clinical Laboratory Improvement Amendments (CLIA) of 1988. The purpose of
the CLIA program is to ensure laboratories that test specimens in interstate commerce consistently
provide accurate procedures and services.

As aresult of CLIA, any laboratory that solicits or accepts specimens in interstate commerce for
laboratory testing is required to hold a valid license or letter of exemption from licensure issued by the
Secretary of the Department of Health and Human Services. Since 1992, carriers have been instructed to
deny clinical laboratory services billed by independent laboratories that do not meet the CLIA
requirements.

23

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 24
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

The CLIA number must be included on each CMS-1500 claim form for laboratory services by any
laboratory performing tests covered by CLIA.

3.9 Marketing: Prohibited Provider Activities

Federal regulations define marketing to include any communication from an MCO or provider to a
Medicaid recipient that can reasonably be interpreted as intended to influence the recipient to enroll in
that particular MCO, or either to not enroll in, or to dis-enroll from, another MCO.

Anthem and its subcontractors, including health care providers, are prohibited from engaging in the

following, which are considered to be member-marketing activities:

e Distributing plans and materials or making any statement (written or verbal) that the Department for
Medicaid Services (DMS) determines to be inaccurate, false, confusing, misleading or intended to
defraud members or DMS; this includes statements which mislead or falsely describe covered
services, membership, availability of providers, qualifications and skills of providers or assertions the
recipient of the communication must enroll in a specific health plan in order to obtain or not lose
benefits

e Distributing marketing materials (written or verbal) that have not been reviewed and approved in
advance by DMS

e Asserting that Anthem or any other DMS participating Managed Care Organization (MCO) is
endorsed by the Centers for Medicare & Medicaid Services, the federal government, the
Commonwealth, or any other similar entity

e Influencing enrollment in a particular MCO, or either to not enroll in, or to dis-enroll from, another
MCO.

e Influencing enrollment in conjunction with the sale or offer of any private insurance

e Assisting with enrollment or improperly influencing MCO selection

e Using the seal of the state of, logo or other identifying marks on any materials produced or issued
without the prior written consent of DMS

e Use of any Anthem trademark or logo without prior express written consent from Anthem

¢ Distributing marketing information (written or verbal) that implies joining DMS MCO networks or a
particular DMS MCO network is the only means of preserving Medicaid coverage, that DMS MCO
networks or a particular DMS MCO network is the only provider of Medicaid services and the
potential enrollee must enroll in the DMS MCO network or networks to obtain benefits or not lose
benefits

e Sponsoring or attending any marketing or community health activities or events without notifying
DMS at least 30 days in advance

e Making offers of material or financial gain (provided by either Anthem or a third-party source) to
potential enrollees, including cash or cash equivalents, gifts that exceed $10 per gift (or more with
state approval), or are not also provided to the general public, or any gift or incentive that has not
been pre-approved by DMS, as an inducement to enroll with Anthem, select a particular provider, or
use a product.

3.10 Records Standards: Member Medical Records

The provider’s medical records must conform to good professional medical practice and must be
permanently maintained at the primary care site.
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Members are entitled to one copy of the member’s medical record each year, and the copy is provided at
no cost to the member. Members or a member’s representatives should have access to these records.

A member’s medical record shall include (at a minimum for hospitals and mental hospitals):

Identification of the beneficiary

Physician name

Date of admission and dates of application of Medicaid benefits (and date of authorization of
Medicaid benefits, if application is made after admission)

The plan of care (as required under 42 CFR 456.172 for mental hospitals and 42 CFR 456.70 for
hospitals.

Initial and subsequent continued stay review dates (described under 42 CFR 456.233 and 42 CFR
465.234 for mental hospitals, and 42 CFR 456.128 and 42 CFR 456.133 for hospitals)

Reasons and plan for continued stay, if applicable

Other supporting material the committee believes appropriate to include

For non-mental hospitals only:

0 Date of operating room reservation

0 Justification of emergency admission, if applicable

3.10.1 Anthem’s medical records standards include:

1. Patient identification information — patient name or ID number must be shown on each page or
electronic file

2. Personal/biographical data — age, sex, address, employer, home and work telephone numbers, and
marital status, date of birth, race or ethnicity, school, name and telephone numbers of emergency
contacts and language spoken

3. Consent forms

4. Guardianship information

5. Date and corroboration — dated and identified by the author

6. Legibility — if someone other than the author judges it illegible, a second reviewer must evaluate it

7. Allergies — must note prominently
a. Medication allergies
b. Adverse reactions
c. No known allergies (NKA)

8. Past medical history — for patients seen three or more times. Include serious accidents, operations,
illnesses and prenatal care of mother and birth for children. For children, past medical history
includes prenatal care and birth information, operations and childhood illnesses (i.e., documentation
of chicken pox).

9. Immunizations — a complete immunization record for pediatric members age 20 and younger with
vaccines and dates of administration

10. Diagnostic information

11. Medical information — including medication history — medications prescribed, including the strength,
dosage, instructions and refills, and instruction to patient

12. Identification of current problems:

a. Serious illnesses
b. Medical and behavioral conditions
c. Health maintenance concerns

13. Documentation of reportable diseases and conditions to the local health department and/or department
for public health

14. Instructions — including evidence the patient was provided basic teaching and instruction for physical
or behavioral health condition

15. Family planning information and records for each individual, including those minor patients
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16. Smoking /alcohol/substance abuse — notation required for patients age 12 and older and seen three or
more times

17. Consultations, recommendations for additional care and specialist reports — consultation, lab and x-
ray reports must have the ordering physician’s initials or other documentation signifying review; any
consultation or abnormal lab and imaging study results must have an explicit notation

18. Written denials of service and the reason for the denial

19. Emergencies — all emergency care and hospital discharge summaries for all admissions must be noted

20. Hospitals discharge summaries — must be included for all admissions while enrolled and prior
admissions when appropriate

21. Advance directive — must document whether the patient has executed an advance directive such as a
living will or durable power of attorney

3.10.2 Documentation Standards for an Episode of Care
When Anthem requests clinical documentation from the provider to support claims payments for services,

the provider must ensure the information provided to Anthem:
e Identifies the member

e Islegible

e Reflects all aspects of care

To be considered complete, documentation for episodes of care will include, at a minimum, the following

elements:
e Patient identifying information e Consultation reports
e Consent forms e Laboratory reports
e Types and dates of physical examinations e Imaging reports (including X-ray)
e Diagnoses and treatment plans for individual e  Surgical reports
episodes of care e Admission and discharge dates and
e Physician orders instructions
e Face-to-face evaluations e Preventive services provided or offered
e Progress notes appropriate to the member’s age and health
e Health history, including drug applicable status
allergies e Evidence of coordination of care between

primary and specialty physicians

Refer to the standard data elements to be included for specific episodes of care as established by The Joint

Commission (TJC), formerly the Joint Commission on Accreditation of Healthcare Organizations

(JCAHO). A single episode of care refers to continuous care or a series of intervals of brief separations

from care to a member by a provider or facility for the same specific medical problem or condition.

Documentation for all episodes of care must meet the following criteria:

e s legible to someone other than the writer

e Contains information that identifies the member on each page in the medical record

e Contains entries in the medical record that are dated and include author identification (e.g.,
handwritten signatures, unique electronic identifiers or initials)

3.10.3 Other documentation not directly related to the member:

Other documentation not directly related to the member but relevant to support clinical practice may be
used to support documentation regarding episodes of care, including:

e Policies, procedures and protocols

e (ritical incident/occupational health and safety reports

e Statistical and research data
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e Clinical assessments
e Published reports/data

Anthem may request that the provider submit additional documentation, including medical records or
other documentation not directly related to the member, to support claims the provider submitted. If
documentation is not provided following the request or notification or if documentation does not support
the services billed for the episode of care, Anthem may:

e Deny the claim

e Recover and/or recoup monies previously paid on the claim

Anthem is not liable for interest or penalties when payment is denied or recouped because the provider
fails to submit required or requested documentation.

3.11 Records Standards: Patient Visit Data

The provider must provide:
1. A history and physical exam with both subjective and objective data for presenting complaints
2. Behavioral health treatment, including at-risk factors:
e Danger to self/others
Ability to care for self
Affect
Perpetual disorders
Cognitive functioning
Significant social health
3. Admission or initial assessment must include:
e Current support systems
e Lack of support systems
4. Behavioral health treatment — documented assessment at each visit for client status and symptoms,
indicating:
e Decreased
e Increased
e Unchanged
5. A plan of treatment, including:
e Activities
e Therapies
e Goals to be carried out
6. Diagnostic tests

7. Behavioral health treatment — evidence of family involvement in therapy sessions and/or treatment

8. Follow-up care encounter forms or notes indicating follow-up care, call or visit in weeks, months or
PRN

9. Recommendations for additional care and results of all other aspects of patient care and ancillary
services

3.11.1 Medical Records for EPSDT Screenings and Special Services

The EPSDT provider shall maintain a medical record for each child screened or treated with all entries
kept current, dated and signed by professional providing the service or counter-signed by supervising
professional. The record shall include the following:

1. Child’s medical history (including birth history)

2. Physical development and mental development/assessment findings
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Growth and development records

Record of immunizations and laboratory tests (including negative results)

Follow-up information on recommendations for additional care and treatments
Documentation of parental or guardian refusal of EPSDT screenings or special services

SNk W

3.11.2 Review and Audit of Medical Records
The provider shall make available the medical records for review and shall comply with audit procedures
based on the Policy: Medical Record Requirements - KY.

Anthem systematically reviews medical records to ensure compliance and institutes actions for
improvement when Anthem standards are not met.

Anthem maintains a professional recordkeeping system for member services. Anthem makes all medical

management information available to health professionals and state agencies and retains these records for
seven years from the date of service.

3.12 Rights and Responsibilities of Anthem Members

Anthem members have rights and responsibilities. Anthem’s Member Services representatives serve as
member advocates and may be contacted to discuss these rights and responsibilities. Member Services
can assist members in understanding and exercising rights. Outlined below are the rights and
responsibilities of members:

Member Rights

General Member Rights
Members have the right to:

e Get understandable notices or have program materials explained or interpreted

e Receive timely information about the health plan, its services, its practitioners and providers,

and member rights and responsibilities

Get courteous, prompt answers from the health plan and DMS

Be treated with respect

Have privacy protected by DMS, the health plan and its providers

Get information about all medical services covered

Be informed of EPSDT screenings and Special Services

Be informed (along with the member’s families, if applicable), both upon initial enrollment

and annually thereafter, about the right to appeal any decisions related to Medicaid services

(including EPSDT services)

e Choose individual health plans and primary care providers from among available health plans
and contracted networks

e Receive proper medical care consistent with the Anthem member handbook and without
discrimination regarding health status or conditions, gender, ethnicity, race, marital status or
religion

e Get all medically necessary covered services and supplies listed in the Anthem schedule of
benefits, subject to the limits, exclusions and cost-sharing described in the member handbook

e Take part in decisions about the member’s health care and children’s health care, including
having candid discussions of appropriate or medically necessary treatment options, regardless
of cost or coverage
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e  Get medical care without long delays

e Refuse treatments and be told of the possible results of refusing treatments, including
whether refusals may result in disenrollment from Anthem

e Expect records and children’s records and conversations with providers to be kept
confidential

e Get second opinions by other providers within health plans when the member disagrees with
the initial providers’ recommended treatment plans

e Make complaints or grievances about the health plans or providers and receive timely

answers

File appeals with health plans if the member is not satisfied with the health plans’ decisions

Request a state fair hearing

Change primary care providers

Exercise rights without Anthem or its providers treating the member adversely

Informed Consent

Members also have the right to:

Give consent to treatment or care

Give consent for or refusal of treatment and active participation in decision choices

Ask providers about the side effects of care for the member or the member’s children
Know about side effects of care and give consent before getting care for the member or the
member’s children

Advance Directives
Members also have the right to use advance directives to put health care choices into writing.
Members may also name someone to speak for them if that member is unable to speak.

State law has two kinds of advance directives:

e Durable power of attorney for health care — names someone to make medical decisions for
the member if he or she is not able to make his or her own decisions

e Directive to physicians (living will) — tells the doctor/doctors what a member does or does
not want if/when a terminal condition arises or if the member becomes permanently
unconscious

Privacy
Members also have the right to:

e Be treated with respect and with due consideration for the member’s dignity and privacy

e Expect that Anthem will treat member records (including medical and personal information)
and communications confidentially

e Request and receive a copy of the member’s medical records at no cost to the member and
request that the records be amended or corrected

e Be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience or retaliation as specified in federal regulations

Grievances, Appeals and Fair Hearings
Members also have the right to:
e Pursue resolution of grievances and appeals about the health plan or care provided

e Freely exercise the right to file a grievance or an appeal without it adversely affecting the
way the member is treated
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e Continue to receive benefits pending the outcome of an appeal or a fair hearing under
certain circumstances

e File a grievance with Anthem if dissatisfied with Anthem advance directive policy and
procedure or Anthem administration of policy and procedure

Anthem Information

Members also have the right to:

e Receive the necessary information to be an Anthem member in a manner and format the
member can understand easily

e Receive a current member handbook and a provider directory

e Receive assistance from Anthem in understanding the requirements and benefits of the plan

e Receive notice of any significant changes in the benefit package at least 30 days before the
intended effective date of the change

e Make recommendations about Anthem’s rights and responsibilities policies

e Know how Anthem pays providers

Medical Care

Members also have the right to:

e Choose primary care providers (PCPs) from Anthem network of providers and can change
the chosen PCP 90 days after the initial assignment. Members may change PCP once a year
regardless of reason and at any time for cause.

e A reasonable opportunity to choose a PCP and to change to another provider in a reasonable
manner

e Choose any Anthem network specialist after getting a recommendation for additional care
from the member’s PCPs, if appropriate
Be referred to health care providers for ongoing treatment of chronic disabilities
Have access to PCPs or backups 24 hours a day, 365 days a year for urgent or emergency
care

e Get care right away from any hospital when the member’s symptoms meet the definition of
an emergency medical condition

e Get post-stabilization services following an emergency medical condition in certain
circumstances

e Be free from discrimination and receive covered services without regard to race, color, creed,
gender, religion, age, national origin ancestry, marital status, sexual preference, health status,
income status, program membership, physical or behavioral disability, or whether advance
directives have been issued except where medically indicated

e Seck services from a participating Indian health service, tribally-operated facility/program or
urban Indian clinic (for Native American members enrolled in Anthem).

e Any Indian enrolled with the contractor eligible to received services from a participating
I/T/U provider or a I/T/U primary care provider shall be allowed to received services from
that provider if part of provider network

Member Responsibilities

General Member Responsibilities

Members and/or the member’s enrolled dependents have the responsibility to:

e Accurately and promptly report changes that may affect premiums or eligibility such as

address changes or changes in family status or income and submit the required forms and
documents
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e Choose a primary care provider before receiving services
Work with Anthem to help get any third-party payments for medical care
Tell Anthem about any outside sources of health care coverage or payments such as
insurance coverage for accidents

e Tell primary care providers about medical problems and ask questions about things members
do not understand

e Decide whether to receive treatments, procedures or services

e Get medical services from (or coordinated by) primary care providers, except in emergencies
or in the cases of recommendations for additional care

e Get recommendations for additional care from primary care providers before going to

specialists

Timely recommendations for additional care and access to medically indicated specialty care

Pay applicable copays in full at the times of service

Pay deductibles and coinsurance in full when due

Not engage in fraud or abuse in dealing with Anthem, the Maternity Benefits program, the

health plan, primary care providers or other providers

Report suspected Fraud and Abuse

e Keep appointments and be on time or call the providers’ offices when late or cancelling
appointments

e Keep medical ID cards the member’s self at all times

e Notify the health plan or primary care providers within 24 hours or as soon as reasonably
possible regarding any emergency services provided outside the health plan

e Use only contracted health plan and primary care providers to coordinate services for medical
needs

e Comply with requests for information, including requests for medical records or information
about other coverage by the date requested

e Cooperate with primary care providers and referred providers by following recommended
procedures or treatments

o Work with the health plan and providers to learn how to stay healthy

Respect and Cooperation
Members and/or the member’s enrolled dependents also have the responsibility to:

Treat doctors, doctors’ staff and Anthem employees with respect and dignity

Not be disruptive in the doctor’s office

Make and keep appointments and be on time or call to cancel

Call if there is a need to cancel an appointment or change the appointment time or call if the
member will be late

Respect the rights and property of all providers

Tell providers about symptoms, problems and ask questions

Supply information providers need in order to provide care

Understand the specific health problems and participate in developing mutually agreed upon
treatment goals as much as possible

Discuss problems the member may have with following providers’ directions

Follow plans and instructions for the care the member has agreed to with practitioners
Consider the outcome of refusing treatment recommended by a provider

Discuss grievances, concerns and opinions in an appropriate and courteous way

Help providers obtain medical records from previous providers and help providers complete
new medical records as necessary
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e Secure recommendations for additional care from PCPs when specifically required before
going to another health care provider unless the member has a medical emergency

Know the correct way to take medications

Go to the emergency room when the member has an emergency

Notify PCPs as soon as possible after the member receives emergency services

Tell doctors who the member wishes to receive individualized health information

Anthem Policies

Members and/or the member’s enrolled dependents also have the responsibility to:

e Provide Anthem with proper identification during enrollment

e Carry Anthem and Medicaid ID cards at all times and report any lost or stolen cards

e Contact Anthem if information on ID cards is wrong or if there are changes to the member’s
name, address or marital status

e Call Anthem and change PCP before seeing the new PCP
Tell Anthem about any doctors the member is currently seeing
Notify Anthem if a member or family member who is enrolled in Anthem has died

o Report suspected fraud and abuse
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CHAPTER 4: TOOLS TO HELP MANAGE ANTHEM MEMBERS

4.1 Verifving Member Eligibility

There are a few options for verifying member eligibility: Panel Reports, Availity (www.availity.com),
Provider Services (1-855-661-2028), or Kentucky Health Net (https://sso.kymmis.com).

The provider should verify the eligibility of each member receiving treatment in the provider’s office and
that the member appears on the provider’s panel report. Accessing the panel report via Anthem’s provider
website is the most accurate way to determine member eligibility. There is secure access to an electronic
listing of the provider’s panel of assigned members, once the provider has registered, by logging in to
https://mediproviders.anthem.com/ky.

In addition, Kentucky Health Net provides member eligibility status and any applicable eligibility
warning flags.

To request a hard copy of provider panel listing be mailed to the provider, call Provider Services at
1-855-661-2028.

4.2 Member Copay Requirements

Beginning on January 1, 2019, providers are required to charge copays for specific nonpreventative
services for some members. Providers can verify the member’s copay status, Federal Poverty Level (FPL)
and if they are exempt on KYHealthNet (http://www.kymmis.com/kymmis/index.aspx). Providers are
required to collect a copay at the time of service if the member has not met their cost sharing limit, if the
member’s income is over 100% of the FPL and if the member is not exempt. Pregnant women and
children can never be refused services for an inability to pay.

Services and items requiring a copay:

Service or item Copay | Parameters/definition

Preferred and nonpreferred $1.00 *  Applies to all generic drugs.

generic drug

Brand name preferred over generic $1.00 *  Applies only to brand name drugs that are

equivalent preferred over generic.

Brand name drugs $4.00 *  Applies to all other brand name drugs.

Chiropractor $3.00 *  Applies to all services submitted by a
chiropractor.

Dental $3.00 *  Applies to all services submitted on an ADA-
1500.

Podiatry $3.00 *  Applies to all services submitted by a podiatrist.
Optometry $3.00 *  Applies to all services submitted by optometrists.
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Service or item

Copay

Parameters/definition

General ophthalmological services

$3.00

Applies to all services submitted by
ophthalmologists.

Applies to ophthalmology codes submitted by
physicians and physician groups.

Office visit for care by a physician,
physician’s assistant, advanced
registered nurse practitioner, certified
pediatric and family nurse
practitioner, nurse midwife or any
behavioral health professional

$3.00

Applies to claims containing an office visit
evaluation and management (E&M) procedure
code and performed in an office setting.

Certain diagnostic, allergy-related, and preventive
diagnoses are excluded from copay collection.
Applies to services performed by a behavioral
health provider.

Visit to a rural health clinic, primary
care center, or federally qualified
health center

$3.00

Applies to claims submitted by a rural health
clinic, primary care center, or federally qualified
health center which contain an office visit E&M
code and were performed in an office, FQHC, or
RHC place of service.

Outpatient surgery (ambulatory
surgical care)

$4.00

Applies to outpatient institutional claims
submitted by a hospital and claims submitted by
an Ambulatory Surgery Center.

Hospital claims with an E.R. revenue code
(450,456) are exempt from the outpatient hospital
copay.

Applies to all services submitted by an
ambulatory surgical center.

Emergency room visit for a
nonemergency service

$8.00

Applies to non-emergency services submitted
using emergency room place of service and/or
revenue codes.

All inpatient hospital admission

$50.00

Applies to admissions occurring in an acute care
or rehabilitation Distinct Part Unit (DPU) setting.
Limited to one copay per admission.

Mental health or substance abuse
inpatient

$50.00

Applies to admissions occurring in a psychiatric
hospital or psychiatric DPU setting.
Limited to one copay per admission.

Physical therapy

$3.00

Applies to all services submitted by Physical
Therapists.

Applies to physical therapy HCPCS and Revenue
codes submitted by nonexcluded providers.

Speech therapy

$3.00

Applies to all services submitted by Speech
Therapists.

Applies to speech therapy HCPCS and Revenue
codes submitted by nonexcluded providers.

Occupational therapy

$3.00

Applies to all services submitted by Occupational
Therapists.

Applies to occupational therapy HCPCS and
Revenue codes submitted by nonexcluded
providers (see bottom of next page for list of
excluded providers).

Durable medical equipment

$4.00

Applies to nonpreventive services submitted by
DME Suppliers.

Excluded preventive services: A4281 — A4286
and E0602 — E0604.

Medicaid Managed Care Organization (MCO) - All Regions

RFP 758 2000000202

34

Attachment C.17.d-1 — Page 35



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

Service or item Copay | Parameters/definition

Laboratory, $3.00 *  Applies to laboratory, diagnostic, and X-ray
Diagnostic or HCPCS and Revenue codes submitted by non-
X-ray services excluded providers.

* Ifaclaim includes both laboratory, diagnostic,
and X-ray services in conjunction with physician
office services, only one copay applies.

»  Laboratory, diagnostic, or X-ray services which
are preventive (billed with modifier 33) are not
subject to copay.

There are some services exempt from copays. These include but are not limited to: emergency services,
some family planning services and preventative services.

4.3 Member Identification Cards

Member identification card samples:
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Claims Filing Address
£ O Bon 81010
Virgimis Dasch, VA 2466-1010

s ZACE S
Please note: The Anthem member identification number begins with XTF.

4.4 Automatic Assignment of Primary Care Providers

During enrollment, a member can choose his or her primary care provider (PCP). When a member does
not choose a PCP at the time of enrollment or is automatically assigned to Anthem, he or she is auto-
assigned to a PCP within one business day from the date Anthem processes the daily eligibility file from
the state.

PCP auto-assignments are based on proximity to members’ home addresses as well as ages, genders and
primary spoken languages. If a member loses coverage for a period of time and is reinstated with Anthem,
he or she will be assigned to the most recent provider that was previously assigned to him or her.

Members receive an Anthem-issued ID card that displays the PCP name and phone number, in addition to
other important plan contact information.

4.3.1 Procedure for Changing PCPs or Other Providers

Members have the right to change the chosen PCP 90 days after the initial assignment and once a year

thereafter, regardless of reason, and at any time for any reason as approved by Anthem. Members may

also change the chosen PCP if:

e There has been a temporary loss of eligibility, and this loss caused the member to miss the annual
opportunity.
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e Medicaid or Medicare imposes sanctions on the PCP.
e The member and/or the PCP are no longer located in the same Medicaid region.

Members also have the right to change PCP at any time for cause. Good cause includes:

e The member was denied access to needed medical services.

e The member received poor quality of care.

e The member does not have access to qualified providers to treat his or her health care needs.

If Anthem approves the member’s request, the assignment will occur no later than the first day of the
second month following the month of the request.

To select or change a PCP, members may call Member Services at 1-855-690-7784. The Member
Handbook includes a description of how to choose a PCP and how to change a PCP. PCP change requests
are generally processed on the same day or by the next business day, and a new ID card is issued. The
member may also change their PCP on our Member Portal at https://mss.anthem.com/Kky.

4.5 Missed Appointments

At times, members may cancel or not attend necessary appointments and fail to reschedule, which can be
detrimental to the member’s health. The provider should attempt to contact any member who has not
shown up for or canceled an appointment without rescheduling. Contact the member by telephone to:

e Educate him or her about the importance of keeping appointments

e Encourage him or her to reschedule the appointment

For members who frequently cancel or fail to show up for appointments, please call Provider Services at
1-855-661-2028 to address the situation. Anthem’s goal is for members to recognize the importance of
maintaining preventive health visits and to adhere to a plan of care recommended by the member’s
individual primary care providers (PCPs).

4.6 Nonadherent Members

Contact Provider Services (1-855-661-2028) if there is an issue with a member regarding:
Behavior

Treatment cooperation

Completion of treatment

Continuously missed or rescheduled appointments

Anthem will contact the member to provide the education to address the situation and will report the
outcome of any educational efforts.

4.7 Second Opinions

A member, parent and/or legally appointed representative or the member’s PCP may request a second
opinion in any situation where there is a question concerning a diagnosis or the options for surgery or
other treatment of a health condition. The second opinion shall be provided at no cost to the member.

The second opinion must be obtained from an Anthem network provider (see Provider Referral Directory)
or a non-network provider if there is not a network provider with the expertise required for the condition.
Authorization is required for a second option if the provider is not a network provider. Once approved,
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the PCP will notify the member of the date and time of the appointment and forward copies of all relevant
records to the consulting provider. The PCP will notify the member of the outcome of the second opinion.

Anthem may also request a second opinion at Anthem’s own discretion. This may occur under the

following circumstances:

e  Whenever there is a concern about care expressed by the member or the provider

e Whenever potential risks or outcomes of recommended or requested care are discovered by the plan
during Anthem’s regular course of business

e Before initiating a denial of coverage of service

e  When denied coverage is appealed

e  When an experimental or investigational service is requested

When Anthem requests a second opinion, Anthem will make the necessary arrangements for the

appointment, payment and reporting. Anthem will inform the PCP and the member of the results of the
second opinion and the consulting provider’s conclusion and recommendation(s) regarding further action.

4.8 Member Grievances

Anthem members have the right to say they are dissatisfied with Anthem or a provider’s service and
operations. A member or member’s authorized representative or provider may file a grievance any time
there is an issue or concern. Providers who file a grievance on behalf of a member require written
approval from the member represented.

A member can file a grievance orally by calling Member Services at 1-855-690-7784 (TTY 711). He or
she can also file a grievance by mail. Any supporting documents must be included. Grievances should be
sent to:
Attention: Quality Management
Anthem Blue Cross and Blue Shield Medicaid
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223

Member grievances do not involve:

e Medical management decisions

e Interpretation of medically necessary benefits
e Adverse determinations

These are appeals and are addressed in the appeals section.

Anthem will acknowledge receipt of each grievance, either orally or in writing, within five business days.
An acknowledgement letter is mailed within five business days of receiving a written grievance, and does
not imply that a decision has been made on the grievance.

Anthem investigates each grievance and resolves within specific time frames. Urgent or emergent
grievances are resolved within 72 hours of receipt, all other grievances are resolved within 30 calendar
days from the date Anthem received the grievance.

If more information is needed, we may extend the resolution process an additional 14 calendar days and at
that time, Anthem will contact the member by phone and by written notice within two calendar days of
the reason for the decision to extend the time frame. The member will be given his or her right to file
another grievance if he or she disagrees with that decision.
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Anthem will notify the member in writing of:

e The name(s), title(s) and in the case of a grievance with a clinical component, qualifying credentials
of the person or persons completing the review of the grievance.

Anthem’s decision.

The reason for the decision.

Policies and procedures regarding the decision.

The right to further remedies allowed by the law.

The process to use when contacting the CHFS Ombudsman’s office regarding grievances.

How the member may be advised or represented by a law advocate, attorney or other representative as
chosen by the member and agreed to by the representative.

Grievance resolution time frames can be extended by 14 days if the member requests the extension or
Anthem determines it is in the best interest of the member. Anthem will submit in writing to the member
the reason for the extension.

Members do not have the right to hearings in regard to the disposition of grievances.

4.9 Lock-In Program

The Lock-In program has been designed to address and contain member overutilization of services, for
pharmacy and nonemergent care provided in an emergency setting. This program restricts members to
receiving healthcare services from designated providers, which may include one primary care provider
(PCP), one controlled substance prescriber, one specific pharmacy and/or one hospital for nonemergency,
outpatient services.

Members will be restricted for an initial 24 month Lock-In period and thereafter, reviewed at least
annually to determine whether to release or continue Lock-In.

Providers will receive a letter informing them of their responsibilities for providing care to a restricted
member. The provider letter will contain:

Member demographics and plan ID number.

General information on the restriction process.

Identification of the provider(s) the member is being restricted to.

Date the restriction will start and time period of the restriction.

The provider’s management responsibilities.

A summary of the Lock-In program and what this means for the member that has been restricted.

The Lock-In physician is the primary prescribing physician. Narcotics and controlled substances should
only be prescribed by the Lock-In physician or approved by his or her specific referral to a specialist.
Lock-In providers are never required to provide services or medications not supported by medical
necessity.

The member will only be allowed to access covered services from designated Lock-In providers, except
in the case of emergencies or if the member has been referred to an alternate provider authorized by
Anthem or the PCP. The member is allowed to access services from providers who are covering for the
Lock-In provider(s) or providers who were referred by their Lock-In provider.
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The member is expected to actively share in the Lock-In responsibility by only receiving health care,
prescription medications and hospital outpatient services from the assigned Lock-In providers. If the
Lock-In member fails to follow medical advice, then the Lock-In providers are not required to provide
requested referrals or treatment.

Providers should utilize the Kentucky Health Net website to check Medicaid eligibility and Lock-In status
prior to rendering nonemergency services. If the member accesses nonemergency services from a non-
Lock-In provider, the member will be held responsible for payment of those medical bills if the provider
informs the member that they are financially responsible before the service(s) is rendered. Nonemergency
services rendered by providers who are not the assigned Lock-In provider without obtaining the written
permission of assigned Lock-In providers via referral will result in a denied claim. The member must
always coordinate services through their assigned Lock-In providers.

Members may appeal a restriction decision by submitting an appeal in writing or verbally to Anthem
within 60 days of the original notice. Oral appeals must be followed by a written appeal.
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CHAPTER 5: HOW ANTHEM SUPPORTS ITS MEMBERS

5.1 Anthem as the Member Health Home

Member Health Home (MHH) means the development and use of an interdisciplinary team that addresses
the full breadth of clinical and social service expertise for members with complex chronic conditions,
substance use disorder issues, and/or long-term service needs and supports. The multidisciplinary team
includes providers from the local community that authorize Medicaid, state or federally funded mental
health, long-term services and supports, chemical dependency and medical services.

Anthem is considered to be the MHH for those enrolled in Anthem Blue Cross and Blue Shield Medicaid.

Anthem ensures coordinated health care is provided for children or adult members with special health

care needs by primary care providers (PCPs), other designated providers, teams of health professionals or

health teams. At a minimum, health home services include:

e Comprehensive care management, including, but not limited to, chronic disease management
(care management services provided as part of the MHH will not duplicate case management
services provided for the purpose of determining eligibility for services, care planning and
authorization of services)

e Self-management support for the member, including parents of caregivers or parents of children
and youth

e Care coordination and health promotion

e  Multiple ways for the member to communicate with the PCP or team, including electronically and by
phone

e Education of the member and his or her parent or caregiver about self-care, prevention and health
promotion, including the use of patient decision aids

e Enrollee and family support, including authorized representatives

The use of information technology to link services, track tests, generate patient registries and provide

clinical data

Linkages to community and social support services

Comprehensive transitional health care, including follow-up from inpatient to other settings

A single plan that includes all members’ treatments and self-management goals and interventions

Ongoing performance reporting and quality improvement

5.2 Care on Call

Care on Call is a telephonic, 24-hour triage service Anthem members can call to speak with a registered
nurse who can help them:
e Assist members with health related questions or concerns
e Give home care advice for a condition that can safely be treated by the member
0 Advise if any health concern can wait to be seen during normal business hours or if a walk-in
clinic or emergency room (ER) care is indicated

Anthem encourages the provider to tell Anthem members about this service and share with them the
advantages of avoiding the ER when a trip there isn’t necessary or the best alternative.

Members can reach Care on Call at 1-866-864-2544 (TTY 711). TTY services are available for the deaf
and hard of hearing, and language translation services are also available.
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5.3 Advance Directives

Anthem respects the right of the member to control decisions relating to his or her own medical care,
including the decision to have the medical or surgical means or procedures calculated to prolong life
provided, withheld or withdrawn. This right is subject to certain interests of society, such as the protection
of human life and the preservation of ethical standards in the medical profession.

Anthem adheres to the Patient Self-determination Act and maintains written policies and procedures
regarding advance directives. Advance directives are documents signed by a competent person giving
direction to health care providers about treatment choices in certain circumstances. Anthem recognizes
and supports the following advance directives:

e Durable power of attorney

e Living will

A durable power of attorney lets a member name a patient advocate to act on his or her behalf. A living
will lets a member state his or her wishes on medical treatment in writing.

Anthem encourages members age 18 and older to ask the provider for an Advance Directive form and
education at the member’s first appointment. Please document the member’s forms in the provider’s

medical records.

Anthem understands a facility or physician may conscientiously object to an advance directive. However,
Anthem also recognizes the member’s right to determine his or her own care.

Please note that an Anthem associate cannot act as a witness to an advance directive nor serve as a
member’s advocate or representative.

Additional information about a living will/durable power of attorney or Do Not Resuscitate Order can be
found https://chfs.ky.gov.

5.4 Case Management Services

Case Management focuses on the timely, proactive, collaborative, and member-centric coordination of
services for individuals. These individuals can be identified with complex medical conditions, repeated
admissions for the same condition, or high risk obstetrics. Anthem assists members who are found to have
potentially preventable emergency department utilization and those who qualify for the Lock-In Program.

The defining features of Anthem’s case management programs are:

e A collaborative process that includes contact with the member, family member, caregiver and
physician or other healthcare providers.

e A process carried out using communication and available resources with the goal of promoting
quality and effective outcomes.

e A process that assists in optimizing the members’ health care outcomes through plans designed to
empower members to use the benefits, services and options available to meet individual health needs.

5.4.1 Anthem’s Case Management Programs

Complex Case Management is the coordination of care and services provided to members who have
experienced a critical event or diagnosis that requires the extensive use of resources and who need help
navigating the system to facilitate appropriate delivery of care and services.
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Post-Discharge Management is part of the continuum of care provided to Anthem members.
Post-Discharge helps Case Managers focus interventions on behaviors that can help prevent readmissions.
This program focuses member education which leads to self- management of post discharge needs
including completion of a personal health record, medication reconciliation and follow-up appointments,
necessary home care and community resources.

High-Risk OB (HROB) and NICU Case Management are focused on pregnant members identified by
early OB assessment as being at risk for an early delivery or poor birth outcome influenced by a known
maternal or fetal condition or risk factor. The goal of HROB CM is to modify the risk of early delivery or
poor maternal or neonatal outcome. The goal of NICU Case Management is minimize the risk of
readmission for preventable conditions and to encourage appropriate follow-up care through the first
months of life.

Lock-In Case Management is based on the identification of members with a pattern of overutilization of
controlled medications and/or of the ER. This case management program arises from Kentucky
Regulation 907 KAR 1:677, Medicaid Recipient Lock-In Program. The goal of Lock-In CM is to assist
members in the appropriate use of controlled medications and/or ER. Reference section 4.8 for additional
details related to the Lock-In Program.

The Case Management Process: Anthem’s Case Managers perform the activities of assessment,
planning, facilitation and support throughout the continuum of care and provide evidenced-based,
member-centric care planning that is consistent with recognized standards of case management practice
and accreditation requirements.

Case managers consider Anthem members’ needs for:

e Social services

e Educational services

e Therapeutic services

e  Other nonmedical support services (personal care, WIC, transportation)

Anthem’s Case Management team will also provide:
e Education with regard to member adherence with prescribed treatment programs and adherence with
EPSDT appointments.

Anthem welcomes provider recommendations for additional care of patients who can benefit from
Anthem’s case management support. Please call the Anthem Provider Services toll-free number 1-855-
661-2028 and request the Kentucky Case Management team. Anthem’s Case Managers are licensed
registered nurses and social workers. Case Managers are available from 8 a.m. to 5 p.m. Eastern time.
Confidential voicemail is available 24 hours a day.

5.5 Disease Management Centralized Care Unit

Anthem’s Disease Management Centralized Care Unit (DMCCU) is based on a system of coordinated
care management interventions and communications designed to help physicians and other health care
professionals manage members with chronic conditions. DMCCU services include a holistic,
member-centric care management approach that allows care managers to focus on multiple needs of
members. Anthem’s disease management programs include:

e Asthma e HIV/AIDS
e  Chronic Obstructive Pulmonary Disorder (COPD) e Hypertension
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e Congestive Heart Failure (CHF) e Major depressive disorder
e Coronary Artery Disease (CAD) e Childhood obesity
e Diabetes e Schizophrenia

In addition to Anthem’s 12 condition-specific disease management programs, member-centric, holistic
approach also allows Anthem to manage members with multiple conditions like substance-use disorders,
cerebrovascular disease, fibromyalgia and musculoskeletal complications.

5.5.1 Program Features
e Proactive identification process
e Evidence-based clinical practice guidelines from recognized sources
e (Collaborative practice models that include the physician and support providers in treatment planning
e Self-management education, including:
O Primary prevention
0 Behavior modification
0 Adherence and surveillance
e Ongoing process and outcomes measurement, evaluation and management
e Ongoing communication with providers regarding patient status

Disease management clinical practice guidelines are located at https://mediproviders.anthem.com/ky.
Simply access the Kentucky state page and log into the secure site by entering the provider user name and
password. Select Medical from the left navigation menu, and then Other Resources. A copy of the
guidelines can be printed from the website, or call Provider Services at 1-855-661-2028 to receive a copy.

5.5.2 Who is Eligible?

All members with the listed conditions are eligible. Anthem identifies them through:
e Case finding welcome calls

e (Claim data mining

As a valued provider, Anthem welcomes provider referrals of patients who can benefit from additional
education and care management support. Anthem care managers will work collaboratively with the
provider to obtain input in the development of care plans. Members identified for participation in any of
the programs are assessed and risk stratified based on the severity of the member’s disease. Members are
provided with continuous education on self-management concepts, which include primary prevention,
behavior modification and adherence/surveillance, as well as case/care management for high-risk
members. Program evaluation, outcome measurement and process improvement are built into all the
programs. Providers are given telephonic and/or written updates regarding patient status and progress.

5.5.3 Disease Management Centralized Care Unit (DMCCU) Provider Rights and Responsibilities
Providers have the right to:
e Have information about Anthem, including:
0 Provided programs and services
O Anthem staff
O Anthem staff’s qualifications
O Any contractual relationships
e Decline to participate in or work with any of Anthem’s programs and services for the provider’s
patients
e Be informed of how Anthem coordinates interventions with the provider’s patients’ treatment plans
e Know how to contact the person who manages and communicates with the provider’s patients
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e Be supported by Anthem’s organization when interacting with patients to make decisions about the
member’s health care

e Receive courteous and respectful treatment from Anthem staff

e Communicate complaints about DMCCU (see the Anthem Provider Complaint and Grievance
Procedure)

5.5.4 Hours of Operation

Anthem’s DMCCU case managers are licensed nurses and social workers. DMCCU case managers are
available Monday through Friday from 8:30 a.m. to 5:30 p.m. ET. Confidential voicemail is available 24
hours a day, seven days a week.

Providers can call a DMCCU team member at 1-888-830-4300. DMCCU program content is located
https://mediproviders.anthem.com/Ky. Printed copies are available upon request.

5.6 Enrollment

Medicaid recipients who meet the state’s eligibility requirements for participation in managed care are

eligible to join Anthem. Members are enrolled without regard to individual health status. Anthem members:

e May change the chosen Managed Care Organization (MCO) within the first 90 days, and then once a
year thereafter

e Can choose primary care providers (PCPs) and will be auto-assigned to PCPs if the member does not
select PCPs

e Are encouraged to make appointments with the chosen PCPs within 90 calendar days of the effective
dates of enrollment

Eligible newborns born to members are automatically enrolled with Anthem on the date of birth if the
mother of the newborn was enrolled with Anthem before the birth and has not made an alternative MCO
or PCP selection. Anthem is responsible for all covered medically necessary services to the qualified
newborn.

5.7 Language and Translation Services

At no cost to the provider or member, interpreter services are available to members who are hearing
impaired or are non-English speaking. Information about language and translation services is available by
contacting Anthem Member or Provider Services.

Services include:
e Telephonic and face-to-face interpretation services
e TDD/TYY Services for those with a hearing impairment

For face-to-face interpretation, please contact Anthem Provider Service 1-855-661-2028 and ask for Case
Management.

Members can call the Relay Service at 711. Visit http://www.fcc.gov/encyclopedia/trs-providers for a
list of Video Relay Service Providers.

Services provided at or by Public Health departments or public entities: public entities, such as

Public Health departments, are responsible for payment for interpreter services provided at the provider
facilities or affiliated sites.
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5.8 Provider Directories

Anthem makes provider directories available to members in online searchable and hard-copy formats.
Since use of these directories is how members identify health care providers near them, it is important that
the practice address/addresses, providers’ names and contact information are promptly updated when
changes occur.

5.9 Welcome Call

Anthem gives new members a welcome call to:

e Educate them about Anthem’s services

e Help them schedule initial checkups

e Identify any health issues (e.g., pregnancy or previously diagnosed diseases)
e Assess understanding of new member materials

5.10 Well-child Visits Reminder Program

Based on Anthem claims data, Anthem sends PCPs a list of members who have not received well-child
services according to the American Academy of Pediatrics Periodicity Schedule. This list is often referred
to as a preservice report and accompanies the EPSDT Timely Services letter, which will be mailed
monthly. Anthem also mails information to these members, encouraging them to contact the chosen PCPs
to set up appointments for needed services.

Please note:
1. Anthem lists within each report the specific service each member needs.
2. The provider must render the services on or after the due date in accordance with federal EPSDT and
state Department of Health guidelines.
3. Anthem bases a list on claims data received before the date shown on each list. Please check to see if
services were provided after the report run date.
4. Please submit a completed claim form for those dates of services to the Anthem Claims
department at:
Kentucky Claims
Anthem Blue Cross and Blue Shield Medicaid
P. 0. Box 61010
Virginia Beach, VA 23466-1010

Specific questions regarding the services needed by members may be directed to the EPSDT Program
Manager at the health plan.
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CHAPTER 6: COVERED SERVICES FOR MEMBERS

6.1 Anthem Blue Cross and Blue Shield Medicaid Program Information

The Kentucky Cabinet for Health and Family Services (CHFS) offers the Medicaid program for
Temporary Assistance for Needy Families (TANF), for Children’s Health Insurance Program (CHIP), as
well as the eligible population through the Affordable Care Act (ACA) expansion.

6.2 Services Covered Under the State Plan or Fee-for-Service Medicaid

Some services are covered by the Kentucky fee-for-service Medicaid program instead of Anthem.

Even though Anthem does not cover these services, primary care providers (PCPs) or specialists will:
e Provide all required recommendations for additional care
e Assist in setting up these services for members

These services will be paid for on a fee-for-service basis, and include:
e Home- and community-based services for older and physically disabled persons

e Long-term care services

For details on how and where members can access these services, call the Cabinet for Health and Family
Services Medicaid customer service line at 1-502-654-4321 (TTY 1-800-627-4702).

6.3 Services Covered Under Anthem

Anthem provides covered services that enable members to achieve age-appropriate growth and
development, and they enable the member to attain, maintain or regain functional capacity. A sample of
covered services includes:

Note: Some services may require preauthorization; visit Anthem’s provider self-service site for additional
information and requirements prior to performing service. For the most up-to-date
precertification/notification requirements go to https://mediproviders.anthem.com/Kky.

Covered Benefits

Alternative Birthing Center Services (907 KAR 1:180)
Ambulatory Surgical Care Services (907 KAR 1:008)
Behavioral Health/Substance Abuse Services

Cardiac Rehabilitation (907 KAR 3:125)

Chemotherapy

Chiropractic Services (907 KAR 3:125)

Community Mental Health Center Services (907 KAR 1:046)
Circumcision

Dental Services (907 KAR 1:026)

Dermatology

Diagnostic Testing

Durable Medical Equipment (DME) (907 KAR 1:479)

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Visit (907 KAR 11:034)
Educational Consultation
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Covered Benefits

Emergency Room

End Stage Renal Dialysis Services

ENT Services (Otolaryngology)

Family Planning/Sexually Transmitted Infection (STI) Care (907 KAR 1:048 & 1:434)
Gastroenterology Services

Gynecology (also see Obstetrical Care)

Hearing Services, including hearing aids for members under age 21(907 KAR 1:038)
Home Health Care (907 KAR 1:030)

Hospice services (non-institutional only) (907 KAR 1:330 & 1: 436)

Hospital Admission (907 KAR 10:012)

Independent Laboratory Services (Outpatient) (907 KAR 1:028)

Medical Detoxification

Medical Supplies (907 KAR 1:479)

Medical Injectable

Neurology

Observation

Obstetric Care

Ophthalmology

Oral Macxillofacial

Out-of-Area/Out-of-Network Care —REQUIRES PRIOR AUTHORIZATION

Qutpatient Hospital and Ambulatory Surgery

Outpatient Mental Health Centers

Pain Management/Psychiatry/Physical Medicine and Rehabilitation

Pharmacy and Limited Over-the-Counter Drugs including Mental/Behavioral Health Drugs (907 KAR
1:019, KRS 205.5631, 205,5632, 205.560)

Podiatry Services (907 KAR 1:270)

Preventative Health Services (907 KAR 1:360)

Psychiatric Residential Treatment Facilities (Level I and II) (907 KAR 9:005)

Radiology Services

Rehabilitation Therapy (Short Term): OT, PT, RT and ST

Sleep Studies 907 KAR 3:005

Sterilization (42 CFR 441.250 & KRS 205.560)

Transplantation (907 KAR 1:350)

Targeted Case Management (907 KAR15:005, 907 KAR 15:040 - 15:065)

Transportation to Covered Services, including Emergency and Ambulance Stretcher Services (907 KAR
1:060)

Tobacco Cessation Services (907 KAR 3:215)

Urgent Care Center, Urgent and Emergency Care Services

Vision Care, including Vision Examinations, Services of Opticians, Optometrists and Ophthalmologists,
including eyeglasses for members (907 KAR 1:632)

Well-woman Exam

6.4 Anthem Special Services

Anthem covers extra benefits, including but not limited to the following, which eligible members cannot
receive from fee-for-service Medicaid. These extra benefits are called special services.
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Covered Special Services

Description and Coverage Limits

Care on Call

Care on Call is a telephonic, 24-hour triage service that Anthem patients
can call to speak with a registered nurse.

Anthem encourages the provider to tell Anthem members about this
service and share with them the advantages of avoiding the emergency
room when a trip there isn’t necessary or the best alternative.

Members can reach Care on Call at 1-866-864-2544. TTY services are
available for the hearing impaired, and language translation services are
also available.

Cellular Phone Service
Bonus SafeLink cell phone
minutes for qualifying
members

For eligible plan members who are at least 18 years of age may receive
350-500 minutes, plus unlimited text messages. The member must opt
into receipt of no-cost health-oriented text message receipt from health
plan. Pregnant members are encouraged to sign up for and opt into no-
cost pregnancy education text messages during pregnancy. With the
SafeLink phone, pregnant members can sign up for Text4Baby to
receive these educational messages.

Disease Management
Programs

Disease management programs and Care Managers to help members
manage conditions like:

e Asthma e HIV/AIDS
e Chronic obstructive pulmonary e Hypertension
disease e Major depressive disorder
e Congestive heart failure e Childhood obesity
o Coronary artery disease e Schizophrenia

e Diabetes

Early and Periodic
Screening, Diagnostic and
Treatment
(EPSDT)/Health Check
Services

The intent of the EPSDT program is to focus attention on early
prevention and treatment. Requirements include periodic screening,
vision, dental and hearing services.

Services include:

e Screening

¢ Diagnosis and treatment

e Transportation and scheduling assistance

Screening must include:

e Comprehensive health and developmental history — both physical and
mental health development

Comprehensive unclothed physical exam

Appropriate immunizations

Nutrition and activity assessment

Laboratory tests

Lead toxicity screening

Health education and anticipatory guidance

Sexually transmitted disease screening

Vision services

Dental services

Hearing services
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Covered Special Services  Description and Coverage Limits

e Other necessary health care — diagnostic services and treatment to
correct or ameliorate defects and physical and mental illnesses and
conditions discovered by the screening services

Schedules used to determine when services are due:

e American Academy of Pediatrics (AAP) periodicity schedule

e CDC Advisory Committee on Immunization Practices (ACIP)
immunization recommendations schedule

EPSDT Program supports the individual state plans:

e Provide a data repository to house the EPSDT data

Early and Periodic e Mail annual preventive care recommendations to members

Screening, Diagnostic and | ¢ Mail reminders to members to make an appointment

Treatment e Mail a letter to providers with a listing of members who may have

(EPSDT)/Health Check missed services

Services, continued

The Anthem Blue Cross and Blue Shield Medicaid EPSDT program

includes additional member outreach activities and case

management, as well as a provider pre-service report.

Special Services

For members under 21 years of age, EPSDT provides any
diagnosis/treatment indicated as medically necessary on an EPSDT
health assessment (or any other encounter with a licensed or certified
health care professional), even if the service is not covered by the
Kentucky Medicaid program. Services not otherwise covered by the
Kentucky Medicaid Program are called EPSDT Special Services.
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Covered Special Services  Description and Coverage Limits

Anthem will cover the EPSDT Special Services below (including health
care, diagnostic services, preventive services, rehabilitative services,
treatment and other measures) to all members under the age of 21, as
required by 42 USC Section 1396 and by 907 KAR 1:034, Section 7 and
Section 8:
e Inpatient hospital services
e Outpatient services; rural health clinics; federally qualified health
center services
e  Other laboratory and X-ray services
Early and Periodic e EPSDT services; family planning services and supplies
Screening, Diagnostic and Physician services; medical and surgical services furnished by a
Treatment dentist
(EPSDT)/Health Check Medical care by other licensed practitioners
Services, continued Home health care services
Private duty nursing services
Clinic services
Dental services
Physical therapy and related services
Prescribed drugs (including mental/behavioral health drugs),
dentures, prosthetic devices and eyeglasses
Other diagnostic, screening, preventive and rehabilitative services
Nurse-midwife services
Hospice care
Case management services
Respiratory care services
Services provided by a certified pediatric nurse practitioner or certified
family nurse practitioner (to the extent permitted under state law)
Other medical and remedial care specified by the secretary
e Other medical or remedial care recognized by the secretary, not
covered in the plan (including services of Christian science nurses,
care and services provided in Christian science sanitariums and
personal care services in a recipient’s home)
Those EPSDT diagnosis and treatment services and EPSDT Special
Services which are not otherwise covered by the Kentucky Medicaid
Program shall be covered subject to the Anthem prior authorization
process, as specified in 907 KAR 1:034, Section 9. Request approvals
for EPSDT Special Services will be based on the Standard of Medical
Necessity (907 KAR 1:034, Section 9).

Anthem will be responsible for identifying providers who can deliver
the EPSDT Special Services needed by Anthem members less than 21
years of age and for enrolling these providers into Anthem’s network,
consistent with contract requirements.

Healthy Families (Child This program is offered to families with children ages 7-13 and provides

Nutrition Support coaching and support related to health goals for nutrition and activity.
Program)
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Covered Special Services  Description and Coverage Limits

Women’s Health Services | Prenatal Care Services

— Prenatal Services The New Baby, New Life® program offers an array of services to the
pregnant woman and her newborn to provide the best opportunity to
have a healthy baby and be a successful mom. Every identified member
receives a prenatal packet that includes educational materials, incentives
and opportunities to encourage members to obtain and continue prenatal
care. During the postpartum period, members receive similar postpartum
packets with educational materials and an incentive opportunity to
encourage postpartum visits.

Promotion of the Centering Health Care Institute’s Centering Pregnancy
program — an evidence-based free program that provides group care as
the model of care. Centering Pregnancy gives pregnant members the
opportunity to meet with other pregnant women and a designated health
care provider to learn care skills and discuss relevant pregnancy and
infant care topics throughout pregnancies.

Women’s Health Services | Promotion of the Centering Health care Institute’s Centering Pregnancy
— Post Services program — an evidence-based free program that provides group care as
the model of care. Centering Pregnancy gives pregnant members the
opportunity to meet with other pregnant women and a designated health
care provider to learn care skills and discuss relevant pregnancy and
infant care topics throughout pregnancies.

For new mothers within the first four days of birth:

e  One in-home visit to include a safety inspection

e Ongoing access to the Care on Call for help with breastfeeding
questions

e Access to standard electric or hospital grade breast pump
equipment for actively breast feeding new mothers

6.5 Blood Lead Screenings

Anthem is not required to use the Lead Toxicity Screening Risk Factor Questionnaire and should use
clinical judgment when screening for lead toxicity. However, in order to comply with federal government
requirements, the provider must perform a blood lead test at 12 months and 24 months of age to
determine lead exposure and toxicity. The provider should also give blood screening lead tests to children
older than 24 months up to 72 months if the provider has no past record of a test. The results of the lead
screening must be included and maintained within the child’s medical record.

6.6 Immunizations

The Vaccines for Children (VFC) program helps families by providing free vaccines to doctors who serve
eligible children. The program is administered nationally through the Centers for Disease Control and
Prevention (CDC) National Immunization Program which contracts with vaccine manufacturers to buy
vaccines at reduced rates. Providers are encouraged to enroll in the VFC program by calling
1-502-564-4478.
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Once enrolled, the provider may request state-supplied vaccines for members through the age of 18 in
accordance with the current American Committee on Immunization Practices schedule. The provider
must report all immunizations of children up to age two to the State Health Division’s Immunization
Registry. If the provider does not have the capability to meet these requirements, Anthem can help.

Anthem does not cover any immunizations, biological products or other products that are available free of
charge from the State Health Division.

Anthem members can self-refer to any qualified provider in or out of Anthem’s network, including the
local health departments, for the administration of vaccines.

Anthem covers vaccines for children and adults consistent with the Department for Medicaid Services.

For children specifically, there are two categories:

e VFC (for members through the age of 18): The administration and vaccine codes should be
billed. The SL modifier should be billed with the vaccine code to signify a VFC-covered vaccine.
Reimbursement will be for the administration of the vaccine only.

e Non-VFC: The administration and vaccine codes should be billed. Reimbursement will be for both
codes.

All immunizations administered to members must be kept up to date and maintained within the medical
record of that member.

6.7 Medically Necessary Services

Medically necessary is a term used to describe a requested service which is reasonably calculated to
prevent, diagnose, correct, cure, alleviate or prevent worsening of conditions in a patient that:

e Endanger life

Cause suffering or pain

Result in an illness or infirmity

Threaten to cause or aggravate a handicap

Cause physical deformity or malfunction

Anthem takes into consideration whether there is another equally effective, more conservative or
substantially less costly course of treatment available or suitable for the client requesting the service. For
the purposes of this section, “course of treatment” may include mere observation or, where appropriate,
no medical treatment at all. The amount and duration of services that are medically necessary depend on
each member’s medical condition.

Anthem does not reward practitioners or other individuals for issuing denials of coverage or care, and
financial incentives for utilization management decision-makers do not encourage decisions that result in
underutilization.

A covered service is considered to be medically necessary if it is recommended by the member’s treating

provider and the Anthem medical director or provider designee and if all of the following conditions

arc met:

e The purpose of the service, supply or intervention is to treat a medical condition.

e [t is the most appropriate level of service, supply or intervention considering the potential benefits
and harm to the patient.

e The level of service, supply or intervention is known to be effective in improving health outcomes.
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e The level of service, supply or intervention recommended for the condition is cost-effective compared
to alternative interventions, including no intervention.

e For new interventions, effectiveness is determined by scientific evidence; for existing interventions,
effectiveness is determined, first, by scientific evidence, then by professional standards, then by
expert opinion.

e The service is not cosmetic, experimental or investigational and is not a contractual exclusion of the
member’s benefits.

Anthem is responsible for covering medically necessary services related to:

e Prevention, diagnosis and treatment of health impairments

e Achievement of age-appropriate growth and development

¢ The attainment, maintenance or regaining of functional capacity

e Anthem will notify and obtain approval from the Department for Medicaid Services for any new
services prior to implementation.

6.8 Pharmacy Services

The Anthem pharmacy benefit provides coverage for medically necessary medications from licensed
prescribers for the purpose of saving lives in emergency situations or during short-term illnesses,
sustaining life in chronic or long-term illnesses, or limiting the need for hospitalizations. Members have
access to most national pharmacy chains and many independent retail pharmacies.

Pharmacy providers are responsible for, but not limited to, the following:

e Filling prescriptions in accordance with the benefit design

e Coordinating with licensed prescribers

e Ensuring members receive all medications for which the members are eligible

e Coordinating benefits when members also receive Medicare Part D services or other insurance
benefits

e Providing emergency supplies of prescribed medications any time prior authorizations are not
available, if the prescribing providers cannot be reached or are unable to request prior authorizations,
and when prescriptions must be filled without delay for medical conditions; these supplies will be
provided for as long as is sufficient to bridge the time until an authorization determination is made

Anthem contracts with IngenioRx as a Pharmacy Benefit Manager (PBM) to process pharmacy claims
using a computerized point-of-sale system. This system gives participating pharmacies online, real-time
access to beneficiary eligibility; drug coverage, including prior authorization requirements; prescription
limitations; pricing and payment information; and prospective drug utilization review. The IngenioRx
pharmacy call center number is 1-833-236-6193 and is staffed 24 hours a day, 7 days a week.

6.8.1 Covered Drugs

The Anthem Pharmacy Program utilizes a Preferred Drug List (PDL), which is a list of the preferred
drugs within the most commonly prescribed therapeutic categories. It is comprised of drug products
reviewed and approved by the Anthem Pharmacy and Therapeutics Committee. The formulary includes
all therapeutic classes in the DMS fee-for-service drug file and a sufficient variety of drugs in each
therapeutic class to meet member’s medically necessary health care needs. This preferred drug list is
made available to pharmacy providers and members via posting on the web and other relevant means of
communication. Formulary over-the-counter products are covered when ordered by a licensed prescriber.
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To prescribe non-preferred drugs or other medications that require prior authorization, call
Anthem at 1-855-661-2028.

Anthem may limit coverage of certain drugs. Procedures used to limit utilization may include prior
approval, cost-containment caps or adherence to specific dosage limitations according to Federal Drug
Administration (FDA)-approved product labeling.

The following are examples of covered items:

Legend drugs

Insulin

Disposable insulin needles/syringes

Disposable blood/urine glucose/acetone testing agents

Lancets and lancet devices

Compounded medication of which at least one ingredient is a legend drug and listed on the

Anthem PDL

e Any other non-excluded drug, which under the applicable state law, may only be dispensed upon the
written prescription of a physician or other lawful prescriber and is listed on the Anthem PDL

6.8.2 Obtaining Prior Authorizations

Providers are strongly encouraged to write prescriptions for preferred products as listed on the formulary
or PDL. If for medical reasons members cannot use preferred products, providers are required to
call Anthem at 1-855-661-2028 or fax a request to 1-844-879-2961 for Retail Pharmacy or 1-844-
487-9289 for Medical Injectables to receive prior authorizations. Be prepared to provide relevant
clinical information regarding the member’s need for a non-preferred product or a medication requiring
prior authorization.

Decisions are based on medical necessity and are determined according to certain established medical
criteria. Only the prescribing providers or one of the provider’s staff representatives can request
prior authorizations.

Examples of medications that require prior authorizations are listed below. This list is not all-inclusive

and is subject to change:

e Drugs listed on the formulary or PDL or drugs that require clinical prior authorizations

e Drugs not listed on the formulary

e Certain self-administered injectable products

e Drugs that exceed certain cost and/or dosing limits (for information on these limits, please contact the
Anthem pharmacy department by calling Provider Services at 1-855-661-2028)

An emergency supply of a prescribed drug must be provided when a medication is needed without delay
and prior authorization is not available. This applies to all drugs requiring prior authorization, either
because the drugs are non-preferred drugs on the PDL or because the drugs are subject to clinical edits.

The emergency supply should be dispensed anytime a prior authorization cannot be resolved within

24 hours for a medication that is appropriate for the member’s medical condition. If the prescribing
provider cannot be reached or is unable to request a prior authorization, the pharmacy should provide an
emergency 72 hour supply.

A pharmacy can dispense a product packaged in dosage form that is fixed and unbreakable (e.g., an
albuterol inhaler) as an emergency supply.
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6.8.3 Dispensing Limitations
Several drugs have dispensing limitations to ensure appropriate use. Refer to the formulary PDL to
identify drugs subject to these restrictions.

6.8.4 Excluded Drugs

The following drugs are excluded from the pharmacy benefit:

e Drug products that are classified as less-than-effective by the FDA Drug Efficacy Study
Implementation

e Drugs excluded from coverage following Section 1927 of the Social Security Act, 42 U.S.C.A.
§1396r-8 such as:
0 Weight control products, excluding Alli, which requires prior authorization

Drugs used for cosmetic reasons or hair growth

Experimental or investigational drugs

Drugs used for experimental or investigational indication

Infertility medications

Erectile dysfunction drugs to treat impotence

e Non-legend drugs other than those listed above or specifically listed under covered non-legend drugs

e Pharmaceutical products prescribed by any providers related to services provided under separate
contracts with the DMS

O O0OO0OO0O0
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CHAPTER 7: BEHAVIORAL HEALTH INTEGRATED SERVICES

7.1 Overview of Anthem’s Behavioral Health Program

The mission of Anthem is to coordinate the physical and behavioral health care of members, offering a
continuum of targeted interventions, education and enhanced access to care to improve outcomes and
quality of life for members. Anthem works collaboratively with a wide range of behavioral health care
providers, community agencies and resources to successfully meet the needs of members with Mental
Health (MH), Substance Abuse (SA) and Intellectual Disabilities/Developmental Disabilities (ID/DD).

7.2 Program Goals

The goals of the Anthem Behavioral Health (BH) program are to:

e Ensure accessibility to available services for eligible members

e Expand adequacy of service availability

e Ensure utilization of the most appropriate, least restrictive, medical and behavioral health care in the
right place at the right time

e Promote integration of the management and delivery of physical and behavioral health services to
members

e Achieve quality initiatives including those related to HEDIS®, NCQA and Kentucky’s Cabinet for
Health and Family Services performance requirements

e  Work with members, providers and community supports to provide recovery tools and create an
environment that supports members’ progress towards recovery goals.

7.3 Program Objectives

The objectives of the Anthem BH program are to:

e  Work with care providers to ensure the provision of medically necessary and appropriate care and
services to Anthem members at the least restrictive level of care, including inpatient care, alternative
care settings and outpatient care, both in-and out-of-network;

e Provide member education on treatment options and pathways towards recovery;

Provide high quality case management and care coordination services designed to identify member

needs and address them in a person-centered, holistic manner;

Promote continuity and coordination of care among physical and behavioral health care practitioners;

Maintain compliance with local, state and federal requirements, as well as accreditation standards;

Utilize evidence-based guidelines and clinical criteria when determining treatment;

As a best practice, promote the use of same in the provider community;

Enhance member satisfaction by working with members in need to implement an individually tailored

and holistic support and care plan that allows the member to succeed at achieving his/her recovery

goals;

e Enhance provider satisfaction and provider success by working to develop collaborative and
supportive provider relationships built on mutually agreed upon goals, outcomes and incentives;

e Promote all health care partners to work together to achieve quality and recovery goals through
education, technological supports and the promotion of recovery ideals;

Anthem contracted providers deliver behavioral health and substance use disorder services in accordance
with best practice guidelines, rules and regulations, and policies and procedures set forth by Kentucky.
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7.4 Treatment Guidelines

1. Recovery & Resiliency

Anthem believes physical and behavioral health services should be rendered in a manner that supports the
recovery of persons experiencing mental illness and enhances the development of resiliency of those who
are impacted by mental illness, serious emotional disturbance and/or substance use disorder issues.
Recovery is a consumer-driven process in which consumers find paths to work learn and participate fully
in the member’s communities. Recovery is the ability to live a fulfilling and productive life despite the
continued presence of a disability. Resiliency is the learned ability to cope and adapt positively to the
challenges and change brought on by distress, disability or adverse circumstances.

The Substance Abuse and Mental Health Services Administration (SAMHSA) has released a consensus
statement on mental health recovery. The components listed in this consensus statement are reflective of
the desire that all behavioral health services be delivered in a manner that promotes individual recovery
and builds resiliency. The ten fundamental components of recovery as explained by SAMHSA include:

a. Self-direction: Consumers lead, control, exercise choice over and determine the individual path of
recovery by optimizing autonomy, independence and control of resources to achieve a self-
determined life. By definition, the recovery process must be self-directed by the individual, who
defines his or her own life goals and designs a unique path towards those goals.

b. Individualized and person-centered: There are multiple pathways to recovery based on an individual’s
unique strengths and resiliency, as well as his or her needs, preferences, experiences (including past
trauma) and cultural background in all of its diverse representations. Individuals also identify
recovery as being an ongoing journey and an end result, as well as an overall paradigm for achieving
wellness and optimal mental health.

c. Empowerment: Consumers have the authority to choose from a range of options and to participate in
all decisions — including the allocation of resources — that will affect consumers’ lives and are
educated and supported in so doing. Consumers have the ability to join with other consumers to
collectively and effectively speak for themselves about consumer needs, wants, desires and
aspirations. Through empowerment, an individual gains control of his or her own destiny and
influences the organizational and societal structures in his or her life.

d. Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit and
community. Recovery embraces all aspects of life, including housing, employment, education, mental
health and health care treatment and services, complementary and naturalistic services (e.g.,
recreational services, libraries, museums, etc.), addictions treatment, spirituality, creativity, social
networks, community participation and family supports as determined by the person. Families,
providers, organizations, systems, communities and society play crucial roles in creating and
maintaining meaningful opportunities for consumer access to these supports.

e. Nonlinear: Recovery is not a step-by-step process but one based on continual growth, occasional
setbacks and learning from experience. Recovery begins with an initial stage of awareness in which a
person recognizes that positive change is possible. This awareness enables the consumer to move on
to fully engage in the work of recovery.

f. Strengths-based: Recovery focuses on valuing and building on the multiple capacities, resiliencies,
talents, coping abilities and inherent worth of individuals. By building on these strengths, consumers
leave stymied life roles behind and engage in new life roles (e.g., partner, caregiver, friend, student
and employee). The process of recovery moves forward through interaction with others in supportive,
trust-based relationships.
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2.

Peer support: Mutual support — including the sharing of experiential knowledge and skills and social
learning — plays an invaluable role in recovery. Consumers encourage and engage other consumers
in recovery and provide each other with a sense of belonging, supportive relationships, valued roles
and community.

Respect: Community, systems and societal acceptance and appreciation of consumers — including
protecting consumer rights and eliminating discrimination and stigma — are crucial in achieving
recovery. Self-acceptance and regaining belief in one’s self are particularly vital. Respect ensures the
inclusion and full participation of consumers in all aspects of consumer lives.

Responsibility: Consumers have a personal responsibility for individual self-care and journeys of
recovery. Taking steps towards goals may require great courage. Consumers must strive to understand
and give meaning to experiences and identify coping strategies and healing processes to promote own
wellness.

Hope: Recovery provides the essential and motivating message of a better future — that people can
and do overcome the barriers and obstacles that confront them. Hope is internalized but can be
fostered by peers, families, friends, providers and others. Hope is the catalyst of the recovery process.

Systems of Care

Services that are provided to children and youth with serious emotional disturbances and those children’s
families are best delivered based on the System of Care Values and Principles that are endorsed by the
SAMHSA and the Center for Mental Health Services (CMHS). Services should be:

3.

Child-centered and family focused with the needs of the child and family dictating the types and mix

of services provided

Community-based with the focus of services as well as management and decision making

responsibility resting at the community level

Culturally competent with agencies, programs and services that are responsive to the cultural, racial

and ethnic differences of the populations served

The guiding principles of a system of care should include the following. Children should:

0 Have access to a comprehensive array of services that address the child’s physical, emotional,
social, educational and cultural needs

0 Receive individualized services in accordance with unique needs and potential, which is guided
by an individualized service plan

0 Receive services within the least restrictive, most normative environment that is clinically
appropriate

0 Receive services that are integrated, with linkages between child-serving agencies and programs
and mechanisms for planning, developing and coordinating services

0 Be provided with case management or similar mechanisms to ensure that multiple services are
delivered in a coordinated, therapeutic manner and adapted in accordance with the changing
needs of the child and family

0 Receive services without regard to race, religion, national origin, sex, physical disability or other
characteristics

Recovery Oriented Systems of Care

Recovery Oriented Systems of Care for adolescents and adults provide independent free choice among an
array of treatment and recovery support options. Services are flexible and evolve over time to meet the
changing needs of the recovering individual. The services are coordinated to support each individual’s
unique recovery path. A recovery oriented system of care is as complex and dynamic as the process of
recovery.
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7.5 General Provider Information

Anthem believes the success of providers is necessary to achieve Anthem’s goals. Anthem is committed

to supporting and working with qualified providers to ensure that Anthem jointly meets quality and

recovery goals. Such commitment also includes:

e Improving communication of the clinical aspects of behavioral healthcare to improve outcomes and
recovery.

e Supporting providers in delivering integrated, coordinated physical and behavioral health services to
meet the needs of the whole person.

e Precertification rules, claims and payment processes to help providers reduce administrative time and
focus on the needs of members.

e Using reasonable precertification requirements that minimize administrative burden.

On the Anthem provider website (https://mediproviders.anthem.com/Ky), you can find:
e Mental health and substance use covered services.

The behavioral health benefit does not typically cover disorders of sleep, pain, language and other
behavioral/psychological conditions with organic causes. These disorders may be covered under the
medical benefit if provided by physicians or nurse practitioners. If providers have questions regarding a
covered diagnosis, please contact Anthem’s customer service center.

All service locations must meet the requirements of the Americans with Disabilities Act, Commonwealth
and local requirements pertaining to adequate space, supplies, sanitation, and fire and safety procedures
applicable to health care facilities. Anthem shall cooperate with the Cabinet for Health and Family
Services’” independent ombudsman program, including providing immediate access to a member’s records
when written member consent is provided.

7.6 Screening, Brief Intervention and Referral to Treatment (SBIRT)

Anthem adopted SBIRT (Screening, Brief Intervention and Referral to Treatment), which is a
comprehensive, integrated approach to the delivery of early intervention and treatment services for
persons with substance use disorders, as well as those who are at risk of developing these disorders.

SBIRT is an assessment tool used to identify and reduce ongoing use, dependency and abuse of alcohol
and other substances in a primary care setting. The screening will provide opportunities for early
intervention with at-risk alcohol and other substance abuse.

All eligible members will be required to have an annual SBIRT screening by their assigned primary care
physician. An SBIRT can be assessed by a primary care physician, nurse practitioner or a physician
assistant who has completed SBIRT training. Screening is recommended beginning at age 9.

SBIRT practice:

e Screening — identifies the appropriate level of treatment and the severity of substance use.

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

e Recommendations for additional care and treatment — provides those identified as needing more
extensive treatment with access to specialty care.
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7.7 Member Records and Treatment Planning

Member records must meet the following standards and contain the following elements, if applicable, to
permit effective service provision and quality reviews:

Information related to the provision of appropriate services to a member must be included in his or
her record to include documentation in a prominent place whether there is an executed declaration for
mental health treatment.
For members receiving behavioral health services, a comprehensive assessment of the member’s
physical and mental health status at the time of admission to services may be required. This
comprehensive assessment will cover:
O A psychiatric and psychosocial assessment that includes:

= Description of the presenting problem

= Psychiatric history and history of the member’s response to crisis situations

= Psychiatric symptoms

= Multi-axial diagnosis using the most current edition of Diagnostic and Statistical Manual of

Mental Disorders (DSM)

= Mental status exam
O A medical assessment that includes:

=  Screening for medical problems

= Medical history

= Present medications

= Medication history
O A substance use assessment that includes:

=  Frequently used over-the-counter medications

= Current and historical usage of alcohol and other drugs reflecting impact of substance use in

the domains of the community functioning assessment

= History of prior alcohol and drug treatment episodes and treatment effectiveness
0 A community functioning assessment or an assessment of the member’s functioning in the

following domains:

= Living arrangements, daily activities (vocational/educational)

= Social support

= Financial

= Legal

= Leisure/recreational

= Physical health

= Emotional/behavioral health

= An assessment of the member’s strengths, current life status, personal goals and needs
A patient-centered treatment plan, which is based on the psychiatric, medical, substance use and
community functioning assessments listed above, must be completed for any member who receives
behavioral health services.
The treatment plan must be completed within the first 14 days of admission to behavioral health
services and updated every 180 days, or more frequently as necessary based on the member’s
progress towards goals or a significant change in psychiatric symptoms, medical condition and/or
community functioning.
There must be documentation in every case that the member and, as appropriate, their family
members, caregivers, or legal guardian, participated in the development and subsequent reviews of
the treatment plan.
The treatment plan must contain the following elements:
0 Identified problem(s) for which the member is seeking treatment
0 Member goals related to each problem(s) identified, written in member-friendly language
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Measurable objectives to address the goals identified

Target dates for completion of objectives

Responsible parties for each objective

Specific measurable action steps to accomplish each objective

Individualized steps for prevention and/or resolution of crisis, which includes identification of

crisis triggers (situations, signs and increased symptoms); active steps or self-help methods to

prevent, de-escalate or defuse crisis situations; names and phone numbers of contacts that can
assist the member in resolving crisis; and the member’s preferred treatment options, to include
psychopharmacology, in the event of a mental health crisis
O Actions agreed to be taken when progress towards goals is less than originally planned by the
member and provider
0 Signatures of the member as well as family members, caregivers, or legal guardian as appropriate

e There must be a signed release of information to provide information to the member’s PCP or
evidence that the member refused to provide a signature.

e There must be documentation that recommendations for additional care to appropriate medical or
social support professionals have been made.

e If'the provider uncovers a gap in care, it is the provider’s responsibility to help the member get that
gap in care fulfilled. Documentation should reflect the provider’s action in this regard.

e For providers of multiple services, one comprehensive treatment plan is acceptable as long as at least
one goal is written, and updated as appropriate, for each of the different services that are being
provided to the member.

e Progress notes are written to document status related to goals and objectives indicated on the
treatment plans and should include:

0 Correspondence concerning the member’s treatment and signed and dated notations of telephone
calls concerning the member’s treatment

0 Documentation of follow up actions for recommendations for additional care given to the
member and actions to fill gaps in care

e A brief discharge summary must be completed within 15 calendar days following discharge from
services or death summarizing progress made while in treatment; ongoing treatment concerns; current
state of psychiatric symptoms, medical condition and/or community functioning; and aftercare plan
including recommendations for additional ongoing care.

e Providers must contact members who have missed appointments within 24 hours to reschedule those
appointments and document such efforts in the member’s medical record. Providers should assess
barriers to follow-up at this time.

e Treatment plan and progress notes should be signed by the supervising physician.

O O0O0OO0Oo

7.8 Community Provider Requirements

7.8.1 Community Mental Health Clinics

Behavioral Health service providers must assign a case manager prior to or on the date of discharge and
provide case management services to members with severe mental illness and co-occurring
developmental disabilities who are discharged from a state-operated or state-contracted psychiatric
facility or state-operated nursing facilities for members with severe mental illness. The case manager, and
other identified behavioral health service providers shall participate in discharge planning meetings to
ensure compliance with federal Olmstead and other applicable laws. Appropriate discharge planning shall
be focused on ensuring needed supports and services are available in the least restrictive environment to
meet the member’s behavioral and physical health needs, including psychosocial rehabilitation and health
promotion. Appropriate follow-up by the behavioral health service provider shall occur to ensure
community supports are meeting the needs of the member discharged from a state-operated or state-
contracted psychiatric hospital.
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7.8.2 Federally Qualified Health Centers and Rural Health Clinics

To the extent that non-psychiatrists and other providers of Behavioral Health services may also be
provided as a component of Federally Qualified Health Center (FQHC) and Rural Health Clinic (RHC)
services, these facilities are offered the opportunity to participate in the health plan’s Behavioral Health
network. FQHC and RHC providers can continue to provide the same services the provider currently
provides under licensure.

7.9 Psychotropic Medications

Prescribing providers must inform all members being considered for prescription of psychotropic
medications of the benefits, risks and side effects of the medication, alternate medications and other forms
of treatment.

Members taking psychotropic medications may be at increased risk for various disorders. As such it is

expected that providers are knowledgeable about side-effects and risks of medications and regularly

inquire about and seek for any side-effects from medications. This especially includes:

1. Follow-up to inquire about suicidality or self-harm in children placed on anti-depressant medications
as per Food and Drug Administration and American Psychiatric Association guidelines

2. Regular and frequent weight checks and measurement of abdominal girth especially for those on
antipsychotics or mood stabilizers

3. Glucose tolerance test or hemoglobin A-1C tests especially for those members on antipsychotics or
mood stabilizers

4. Triglyceride and cholesterol checks especially for those members on antipsychotics and mood
stabilizers

5. ECG checks for members placed on medications with risk for significant QT-prolongation

6. Ongoing checks for movement disorders related to antipsychotic use and psychotic disorders

Guidelines for such testing and follow-up are provided by the American Psychiatric Association amongst
others. Summary guidelines are referenced in Anthem’s Clinical Practice Guidelines (CPGs) which can
be found at https://mediproviders.anthem.com/ky. While the prescriber is not expected to personally
conduct all of these tests; the prescriber is expected to ensure that these tests occur where indicated and to
initiate appropriate interventions to address any adverse results. These tests and interventions are expected
to be documented in the medical record for the member.

Behavioral health service providers should assist members in accessing free or discounted medication
through the Kentucky 130 Prescription Assistance Program (KPAP) or other similar assistance programs.

7.10 Utilization Management Decision Making

Anthem’s utilization management (UM) decisions are governed by the following statements:

e UM-decision making is based only on appropriateness of care and service and existence of coverage.

e Anthem does not specifically reward practitioners or other individuals for issuing denials of covered
services. Decisions about hiring, promoting or terminating practitioners or other staff are not based on
the likelihood or perceived likelihood that Anthem supports, or tend to support denial of benefits.

e Financial incentives for UM decision-makers do not encourage decisions that result in
underutilization, or create barriers to care and service.

e Anthem behavioral health utilization managers currently follow InterQual for medical necessity
criteria, except for substance use services, which use criteria from the American Society of Addiction
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Medicine (ASAM). If InterQual does not cover a behavioral health service, the following
standardized tools for medical necessity determinations will be used:

a. Adults: Level of Care Utilization System® (LOCUS)

b. Children and adolescents: Child and Adolescent Service Intensity Instrument (CASII)
c.  Young children: Early Childhood Service Intensity Instrument (ECSIT)

7.10.1 Timeliness of Decisions on Requests for Authorization

Behavioral Health 1. Urgent, Preservice Requests: 2 business days

2. Urgent Concurrent Requests: 1 calendar day

3. Routine, Non-urgent requests: 2 business days

4. Retrospective Review Requests: Within 14 calendar days

7.10.2 Responsibilities of Behavioral Health Providers — Behavioral Health Access to Care
Standards
This grid outlines standards for timely and appropriate access to quality behavioral health care:

Behavioral Health 1. Emergent: Immediately
2. Emergent, Non-Life-Threatening/Crisis Stabilization; Within 24 hours of
request

3. Urgent: Within 48 hours of referral/request

4. Outpatient treatment by a BH provider post-inpatient discharge: seven
calendar days

Definitions Emergent: Treatment is considered to be an on-demand service and does not

require precertification. Members are asked to go directly to emergency

rooms for services if members are either unsafe or individual conditions are

deteriorating.

Urgent: Means a service need that is not emergent and can be met by
providing an assessment and services within 48 hours of the initial contact. If
the member is pregnant and has substance abuse problems she is to be placed
in the urgent category.

Routine: Means a service need that is not urgent and can be met by receiving
and treatment within 10 calendar days of the assessment without resultant
deterioration in the individual's functioning or worsening of his or her
condition.

Anthem will consider level system interventions if low rates persist, such as dissemination of appropriate
time frames to providers, discharge planning prior to discharge and assessment of needs prior to
discharge.

As part of Anthem’s commitment to providing the best quality provider networks for Anthem members,
Anthem conducts annual telephonic surveys to verify provider appointment availability, provider hours of
operation and after-hours access. Providers will be asked to participate in this survey each year.

The Anthem Behavioral Health Crisis Hotline (1-855-661-2025) is available 24 hours a day, seven days a
week and 365 days a year for life-threatening behavioral health member emergencies.

Anthem’s Clinical Staff

Anthem has assembled a highly trained and experienced team of clinical care managers, case managers
and support staff to provide high quality care management and care coordination services to Anthem
members and to work collaboratively with Anthem’s providers. All clinical staff is licensed and has
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experience requirements which generally include at least four years of prior clinical experience. Anthem’s
BH Medical Director is board certified in psychiatry and licensed in Kentucky.

How to Provide Notification or Request Precertification

Providers may request precertification for outpatient mental health services that require precertification

via phone by calling 1-855-661-2028. Please be prepared to provide clinical information and the

member’s current treatment plan in support of the request at the time of the call.

e Providers may request precertification via fax or via https://www.availity.com for certain levels of
care. Kentucky approved fax forms can be obtained on Anthem’s provider website at
https://mediproviders.anthem.com/Kky. The Anthem behavioral health fax number is:

0 Outpatient requests: 1-866-877-5229
0 Inpatient requests: 1-877-434-7578

e All requests for precertification for psychological and neuropsychological testing should be submitted
via fax at 1-866-877-5229 (See Provider Forms section). Psychological/neurological testing request
forms can also be mailed to:

Behavioral Health Department
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 62509
Virginia Beach, VA 23466-2509

Behavioral Health Medical Necessity Determination and Peer Review

e  When a provider requests initial or continued precertification for a covered behavioral health service,
Anthem’s utilization managers obtain necessary clinical information including the member’s current
treatment plan and review it to determine if the request appears to meet applicable medical necessity
criteria.

e Ifthe provider is not able to provide a current treatment plan as detailed in section 7.7 of this manual,
the utilization manager may issue a medical necessity denial as appropriate for the service due to
insufficient documentation to make a clinical decision.

e If the information submitted does not appear to meet such criteria, the utilization manager submits the
information for review by a Kentucky behavioral health medical director, or other appropriate
practitioner, as part of the peer review process.

e The reviewer, or the requesting provider, may initiate a peer-to-peer conversation to discuss the
relevant clinical information with the clinician working with the member.

e If an adverse decision is made by the reviewer without such a peer-to-peer conversation having taken
place (as may occur when the provider is unavailable for review), the provider may request such a
conversation within seven calendar days of the decision. In this case, Anthem will make a behavioral
health medical director, or other appropriate practitioner, available to discuss the case with the
requesting provider. This conversation may result in the decision being upheld or changed. A
peer-to-peer is not considered to be an appeal and does not limit subsequent appeal rights. The
peer-to-peer process does not affect the appeal time frame.

e  Members, requesting providers and applicable facilities are notified of any adverse decision within
notification time frames that are based on the type of care requested and in conformance with
regulatory and accreditation requirements.

Non-Medical Necessity Adverse Decisions (Administrative Adverse Decision)

If a provider receives an Administrative Adverse Determination and thinks this decision was in error,
please see the sections within this provider manual that contain information and instructions on appeals,
grievances and payment disputes.

Avoiding an Adverse Decision
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Most administrative adverse decisions result from non-adherence to or a misunderstanding of utilization
management policies. Familiarizing the provider and staff with notification and precertification policies
and acting to meet those policies can eliminate the majority of these decisions. Other administrative
adverse decisions may result from insufficient documentation being provided, misinformation about the
member’s status or the member’s benefits.

Adverse decisions of a medical nature are rare. Such adverse decisions usually involve a failure of the
clinical information to meet evidenced-based, national guidelines. Anthem is committed to working with
all providers to ensure that such guidelines are understood and to identify gaps for providers around
meeting such guidelines. Peer-to-peer conversations (between a medical director and the provider
clinicians) are one way to ensure the completeness and accuracy of the clinical information and to provide
a one-on-one communication about the guidelines, as necessary. Medical record reviews are another way
to ensure clinical information is complete and accurate. Providers who are able to appropriately respond
in a timely fashion to peer-peer and medical record requests are less likely to encounter dissatisfaction
with the utilization management process. Anthem is committed to ensuring a process that is quick and
easy and will work with participating providers to ensure a mutually satisfying process where possible.

A provider can appeal an administrative denial (for untimely notification of inpatient admissions or for
untimely submission of clinical information). An administrative appeal must be filed within 60 calendar
days of the postmark date of Anthem’s denial notification.

7.10.3 Coordination of Behavioral Health and Physical Health Treatment

Anthem coordinates the delivery of medically necessary behavioral health services through two distinct

service components:

1. Primary Behavioral Health Services may be delivered by network providers other than BH specialty
providers including:

a. Clinical evaluation and assessment of needed behavioral health services and the provision of
primary behavioral health services or recommendations for additional services, as appropriate.

b. The primary care provider (PCP) may elect to treat the member, regardless of the diagnosis, if the
treatment falls within the scope of the PCP practice, training and expertise.

c.  When, in the PCP’s judgment, a member’s need for behavioral health treatment cannot be
adequately addressed by primary behavioral health services provided by the PCP, the PCP refers
the member to the Specialty Behavioral Health Services

2. Specialty Behavioral Health Services delivered by a contracted Behavioral Health specialist provider.

Anthem staff assist members in accessing behavioral health services on request through a referral to a
Behavioral Health provider in Anthem’s provider network.

Anthem staff assist providers in those instances where a member exhibits behavior in the provider’s office
which warrants intervention by a behavioral health professional.

A member may self-refer to participating providers for behavioral health services.

It is estimated approximately 80% of the members in care have comorbid conditions. Anthem puts special
emphasis on the coordination and integration of physical and behavioral health services, wherever
possible. Cooperation and collaboration among all treating providers will positively enhance outcomes
and ensure patient safety and well-being. Anthem’s program requires open communication between PCPs
and behavioral health providers when a member’s condition or medications change. Key provider
elements of the coordinated care model include:
e Ongoing communication and coordination between PCPs and specialty providers, including
behavioral health (mental health and substance use) providers.
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e Screening for co-occurring disorders, including:
0 Behavioral health screening by PCPs, including SBIRT

0 Medical screening by behavioral health providers

0 Screening of mental health patients for co-occurring substance use disorders

0 Screening of consumers in substance use disorder treatment for co-occurring mental health and/or
medical disorders and/or any known or suspected and untreated physical health disorders

0 Screening tools for PCPs and behavioral health providers can be located at

https://mediproviders.anthem.com/ky.

O Such screening and evaluation procedures shall be submitted to the Department for Medicaid
Services, Department for Behavioral Health, Developmental and Intellectual Disabilities
(DBHDID) for approval.

e Recommendations for additional care to PCPs or specialty providers, including behavioral health
providers, for assessment and/or treatment for consumers with co-occurring disorders and/or any
known or suspected and untreated physical health disorders.

e Involving members, as well as caregivers and family members, as appropriate, in the development of
patient-centered treatment plans.

e Case management and disease management programs to support the coordination and integration of
care between providers.

e Anthem’s standard is that physical and behavioral health providers share relevant case information at
the following junctures in care:

1. The member enters physical or behavioral health care;

2. There is a significant change in the members condition or treatment plan for either physical or
behavioral health care;

3. Upon admission to, discharge from, the hospital for either physical or behavioral health care;

4. When coordination is otherwise warranted.

e Sharing of information between physical and behavioral health providers for the purpose of
coordination of care does not require member consent unless required by applicable state law or other
regulatory requirement with the exception of the release of substance abuse treatment records, which
requires the member’s authorization under 42 USC 290 - Sec. 290dd-2. Confidentiality of Records. It
is the coordinating provider’s responsibility to ensure that any disclosure of Personal Health
Information (PHI) conforms to HIPAA privacy and other applicable regulations.

e  Wherever possible, Anthem facilitates the sharing of relevant case information between primary care
and behavioral health providers.

e Maintenance of documentation of care coordination by Anthem staff can be found in the member’s
medical record in the Care Management system.

e When a provider recognizes a co-occurring health or behavioral health need requiring assessment
and/or treatment outside the provider’s scope of treatment, the provider may utilize the Provider Line
for consultation and/or assistance with referrals.

e To encourage coordination between providers, behavioral health providers have access to a
coordination form to alert physical health practitioners when a member enters treatment. Providers
can access the form on the provider website.

e Upon hospitalization for members having co-occurring physical and behavioral health conditions, the
primary diagnosis determines who would be the primary provider and location of service. In such
cases, the primary provider is responsible for ensuring coordination of care for both physical and
behavioral health conditions. Based on the clinical situation and the needs of the member, concurrent
treatment of both physical and behavioral health conditions is encouraged.

e  When there are co-occurring physical and behavioral health conditions, appropriate clinical staff
collaborate with providers to ensure coordination of all necessary care is based on the needs of the
member. Behavioral health service providers shall refer members with known or suspected and
untreated physical health problems or disorders to the member’s PCP for examination and treatment,
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with the member's or the member's legal guardian's consent. Behavioral health providers may only
provide physical health care services if licensed to do so.

e Anthem requires behavioral health providers to send initial and quarterly (or more frequently if
clinically indicated) summary reports of a members' behavioral health status to the PCP, with the
member's or the member's legal guardian's consent.

e The minimum elements to be included in such correspondence are:

0 Patient demographics

0 Date of initial or most recent behavioral health evaluation

0 Recommendation to see PCP, if medical condition identified or need for evaluation by a medical
practitioner has been determined for the enrollee (e.g., EPSDT screen, complaint of physical
ailments)

0 Diagnosis and/or presenting behavioral health problem(s)

0 Prescribed medication(s)

0 Behavioral health clinician’s name and contact information (See Forms Section).

Anthem will provide training to contracted PCPs on how to screen for and identify behavioral health
disorders, the referral process for Behavioral Health Services and clinical coordination requirements for
such services. Anthem will include training on coordination and quality of care, such as behavioral health
screening techniques for PCPs and new models of behavioral health interventions.

Clinical Practice Guidelines

All providers have ready access to evidence-based clinical practice guidelines for a variety of behavioral
health disorders commonly seen in primary care, including ADHD, bipolar disorder for children and
adults, major depressive disorder, schizophrenia and substance abuse disorders. Please see the provider
website at https://mediproviders.anthem.com/ky.
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CHAPTER 8: PRECERTIFICATION/PRIOR NOTIFICATION

8.1 Confidentiality of Information during the Process

Anthem maintains procedures to help ensure patients’ Protected Health Information (PHI) is kept
confidential. PHI is shared only with those individuals who need access to it to conduct some or all of the
following functions:

Pharmacy

Utilization management

Case management

DMCCU

Discharge planning

Quality management

Claims payment

8.2 Coverage Guidelines

Some services may require preauthorization; visit Anthem’s provider self-service site for additional
information and requirements prior to performing services. For the most up-to-date
precertification/notification requirements go to https://mediproviders.anthem.com/ky.

Precertification is required for all visits and procedures performed by nonparticipating providers.

Anthem’s Interactive Care Reviewer (ICR) in the Availity Portal, https://www.availity.com, is the

preferred method for the submission of preauthorization requests, offering a streamlined and efficient

experience for providers requesting inpatient and outpatient medical or behavioral health services for

Anthem members. Additionally, providers can use this tool to make inquiries on previously submitted

requests regardless of how they were sent (phone, fax or ICR).

o Initiate preauthorization requests online, eliminating the need to fax. ICR allows detailed text,
photo images and attachments to be submitted along with your request.

e Make inquiries on requests previously submitted via phone, fax or ICR.

e Instant accessibility from almost anywhere including after business hours.

e Utilize the dashboard to provide a complete view of all UM requests with real-time status updates
including email notifications if requested using a valid email address.

e Real-time results for some common procedures with immediate decisions.

e Access ICR under Authorizations via the Availity Web Portal.

To register for an ICR webinar, use the following link: http://bit.ly/ICR-webinar.

For an optimal experience with Anthem’s ICR, use a browser that supports 128-bit encryption. This
includes Internet Explorer, Chrome, Firefox or Safari.

Anthem’s ICR is not currently available for the following:

e Transplant services

e Services administered by vendors such as AIM Specialty Health (For these requests, follow the same
preauthorization process that you use today.)
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Anthem has clinical staff available 24 hours a day, 7 days a week, including federal holidays, to accept
precertification requests or answer questions about UM processes and/or UM issues. When a medical
request is faxed, Anthem:

e Verifies member’s eligibility and benefits

e Determines the appropriateness of the request

e Issues the provider a reference number

Covered Benefits

Alternative Birthing Center Services (907 KAR 1:180)
Ambulatory Surgical Care Services (907 KAR 1:008)

Behavioral Health/Substance Abuse Services

Cardiac Rehabilitation (907 KAR 3:125)

Chemotherapy

Chiropractic Services (907 KAR 3:125)

Community Mental Health Center Services (907 KAR 1:046)
Circumcision

Dental Services (907 KAR 1:026)

Dermatology

Diagnostic Testing

Durable Medical Equipment (DME) (907 KAR 1:479)

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Visit (907 KAR 11:034)
Educational Consultation

Emergency Room

End Stage Renal Dialysis Services

ENT Services (Otolaryngology)

Family Planning/Sexually Transmitted Infection (STI) Care (907 KAR 1:048 & 1:434)
Gastroenterology Services

Gynecology (also see Obstetrical Care)

Hearing Services, including hearing aids for members under age 21(907 KAR 1:038)
Home Health Care (907 KAR 1:030)

Hospice services (non-institutional only) (907 KAR 1:330 & 1: 436)
Hospital Admission (907 KAR 10:012)

Independent Laboratory Services (Outpatient) (907 KAR 1:028)
Medical Detoxification

Medical Supplies (907 KAR 1:479)

Medical Injectable

Neurology

Observation

Obstetric Care

Ophthalmology

Oral Maxillofacial

Out-of-Area/Out-of-Network Care — REQUIRES PRIOR AUTHORIZATION

Outpatient Hospital and Ambulatory Surgery

QOutpatient Mental Health Centers

Pain Management/Physiatry/Physical Medicine and Rehabilitation

Pharmacy and Limited Over-the-Counter Drugs including Mental/Behavioral Health Drugs (907 KAR
1:019, KRS 205.5631, 205,5632, 205.560)

Podiatry Services (907 KAR 1:270)

Preventative Health Services (907 KAR 1:360)

Psychiatric Residential Treatment Facilities (Level I and II) (907 KAR 9:005)

Radiology
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Covered Benefits

Rehabilitation Therapy (Short Term): OT, PT, RT and ST
Sleep Studies 907 KAR 3:005

Sterilization (42 CFR 441.250 & KRS 205.560)

Transplantation (907 KAR 1:350)

Targeted Case Management (907 KAR15:005, 907 KAR 15:040 - 15:065)

Transportation to Covered Services, including Emergency and Ambulance Stretcher Services (907 KAR
1:060)

Tobacco Cessation Services (907 KAR 3:215)

Urgent Care Center, Urgent and Emergency Care Services

Vision Care, including Vision Examinations, Services of Opticians, Optometrists and Ophthalmologists,
including eyeglasses for members (907 KAR 1:632)

Well-woman Exam

Anthem does not reward practitioners, providers or employees who perform utilization reviews, including
those of the delegated entities for not authorizing health care services. No individual is compensated or
provided incentives to encourage denials, limited authorization or discontinue medically necessary
covered services.

8.3 Skilled Nursing Facility

Anthem is responsible for ancillary, physician and pharmaceutical charges. The Department for Medicaid
Services will reimburse for those services billed by the nursing facility. Anthem’s responsibility for
nonfacility services continues for its members while they are still enrolled with Anthem. After the
Kentucky Medicaid Program completes the managed care disenrollment process and reinstates the
member in the fee-for-service Medicaid program, Anthem no longer has financial responsibility for
ancillary, physician and pharmaceutical services.

8.4 Emergent Admissions

Anthem requests network hospitals to notify Anthem within one business day of emergent admissions.
Network hospitals can call Anthem’s National Customer Care department 24 hours a day, 7 days a week,
including federal holidays, at 1-855-661-2028 or fax at 1-800-964-3627. Failure to notify Anthem of an
emergent admission within one business day will result in an administrative denial of the inpatient stay.

Anthem’s medical management staff will verify eligibility and determine medical necessity of the
admission. A concurrent review nurse will review and authorize the medical necessity of emergent
admissions. Anthem’s medical management staff will verify eligibility and determine coverage

Clinical information to substantiate the admission must be submitted within the next business day to
determine medical necessity of the admission. Failure to provide clinical information will result in a

denial.

Documentation must be complete. Anthem will notify the hospital to submit additional documentation as
necessary.

Failure to obtain precertification for selected elective procedures or services can result in an
administrative denial.
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If Anthem’s medical director denies coverage, the attending provider will have an opportunity to discuss
the case with him or her. The attending emergency room physician or provider actually treating the
member is responsible until, and to determine when, the member is stabilized. Anthem will provide
written notification to the facility, member and provider, and include the appeal rights for both members
and providers, as well as the member’s fair hearing rights. The medical necessity appeal process is
outlined in section 10.3 of this manual.

8.5 Emergency Services

Emergency services require no precertification. Anthem does not deny access to or discourage Anthem
members from using 911 or accessing emergency services when warranted. As a matter of course,
Anthem grants authorizations for these services immediately.

When a member seeks emergency services at a hospital, he or she is examined by a licensed physician to
determine if a need exists for such services. The physician will note the results of the emergency medical
screening examination on the member’s chart.

If there is a concern about transferring the member, Anthem defers to the judgment of the attending
physician. If the emergency department cannot stabilize and release the member, Anthem will help
coordinate the inpatient admission. A non-emergent, elective transfer from one facility to another for the
same or lower level of care requires prior authorization.

Any transfer from a non-network hospital to a network hospital can only take place after the member is
medically stable.

8.6 Inpatient Admissions

Notification is required within 24 hours or by the next business day for any inpatient admission, whether
emergent or previously authorized. To send notification, the provider can:

e Call Provider Services 24 hours a day, 7 days a week at 1-855-661-2028

e Fax the request to 1-800-964-3627

e  Submit through https://www.availity.com

Failure to provide admission notification in a timely manner (24 hours or next business day of admit date)
could result in an administrative denial of the entire inpatient admission.

Anthem requires precertification of all inpatient admissions. The referring PCP or specialist is responsible
for precertification. Submit requests for precertification with all supporting documentation immediately
upon identifying the inpatient request or at least 72 hours prior to the scheduled or rescheduled admission.
This will allow Anthem to verify benefits and process the precertification request. For services that
require precertification, Anthem makes case-by-case determinations that consider the individual’s health
care needs and medical history in conjunction with nationally recognized standards of care. The hospital
can confirm that a precertification is on file by:
e Visiting Anthem’s provider website at https://www.availity.comCalling Provider Services at 1-855-
661-2028

If the request does not meet criteria for approval, the requesting provider will be afforded the opportunity
to discuss the case with the medical director, within seven calendar days of the date of denial.
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Anthem is available 24 hours a day, 7 days a week, including federal holidays, to accept precertification
requests. When a request is received from the physician online, via telephone or fax, a care specialist will
verify eligibility and benefits. This information will be forwarded to the precertification nurse.

Anthem’s precertification nurse will review the coverage request and the supporting medical
documentation to determine the medical appropriateness of all procedures. When appropriate, an Anthem
precertification nurse will assist the physician in identifying alternatives for health care delivery as
supported by the medical director.

When the clinical information received is in accordance with the definition of medical necessity and in
conjunction with nationally recognized standards of care, Anthem will issue an Anthem reference number
to the provider. All utilization guidelines must be supported by an individualized determination of
medical necessity based on the member’s needs and medical history.

If the precertification documentation is incomplete or inadequate, the precertification nurse will not
approve coverage of the request, but will notify the provider to submit the additional necessary

documentation.

If the medical director denies coverage of the request, the appropriate denial letter (including the
member’s fair hearing appeal rights) will be mailed to the provider, facility and member.

8.7 Inpatient Reviews

Anthem must be notified within 24 hours or by the next business day if a member is admitted to the
hospital (whether planned or emergent).

Inpatient Admission Review

Anthem will review all inpatient hospital admissions and urgent and emergent admissions within one
calendar day of notification. Anthem will determine the member’s medical status through communication
with the hospital’s Utilization Review department.

Anthem will document the appropriateness of the stay and refer specific diagnoses to Anthem’s case
management staff for care coordination or case management.

Inpatient Concurrent Review
To determine the authorization of coverage, Anthem conducts a concurrent review of the hospital medical
record by telephone or fax.

Anthem will communicate approved days to the hospital for any continued stay.

8.8 Discharge Planning

Anthem’s UM clinician coordinates members’ discharge planning needs with:
e The hospital utilization review/case management staff
e The attending physician

For ongoing care, Anthem works with the provider to plan discharge with appropriate services such as:

e Home health care program (e.g., home I.V. antibiotics)
e Hospice

72

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 73
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

e Acute rehab facility
e OQutpatient treatment and follow-up

If expedited outpatient services are needed to facilitate discharge, an expedited fax line is available. The
expedited UM fax line is 1-844-206-3452.

8.8 Retrospective Review

Anthem will review all services provided during a period of retroactive eligibility. Retroactive Eligibility
will be defined as the period of eligibility which is granted up to three months prior to the date of
application for Medicaid coverage. Retrospective authorization requests should be submitted following
the standard process for prior authorization, as timely as possible, once discovery of eligibility is made.
All requests should be clearly identified as “Retro Eligible” to assure reviews are processed
correctly. Unidentified or poorly identified requests for retro eligible services may be denied in
error, slowing the process for Anthem providers. To assist Anthem in better serving the members and
the provider, please indicate the period of retro eligibility so Anthem may confirm eligibility and the
date(s) the services were provided.

Claims will be denied when authorization is not obtained for services which have an authorization
requirement.

The request for retrospective review is separate from timely filing requirements. Claims may be submitted
with clinical documentation for medical review through the claims filing process.

There are exceptions to the timely filing requirements. These include:

e C(Cases of coordination of benefits/subrogation. For cases of coordination of benefits/subrogation, the
time frames for filing a claim will begin on the date of the third party’s resolution of the claim.

e Cases where a member has retroactive eligibility. In situations of enrollment in Anthem with a
retroactive eligibility date, the time frames for filing a claim will begin on the date that Anthem
receives notification from the enrollment broker of the member’s eligibility/enrollment.

8.8.1 Medical Post Service Review

Anthem provides 24-hour-a-day, 7-day-a-week prior authorization services. Anthem recognizes that not
all Anthem providers currently have the resources to facilitate reviews outside of normal business hours.
For those services provided after business hours, 6 p.m. on Friday until 8 a.m. the following Monday,
Anthem will accept Post Service Reviews no later than the next business day after the rendered service.
Please submit Medical Post Service requests through the normal prior authorization process. These
requests will be reviewed for medical necessity, and if not met, could be denied accordingly.

Post Service Review does not apply to elective services scheduled in advance, performed during the times
identified above. These services should be prior authorized. If these services are not prior authorized,
services could be denied administratively; for example, elective services scheduled on a Thursday to be
performed on Saturday.

Anthem urges providers to utilize the 24/7 prior authorization coverage whenever possible. It is the

expectation of Anthem that all prior and post service requests be timely. Failure to obtain timely
authorizations will lead to denials of services.
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8.9 Nonemergent Outpatient and Ancillary Services

Anthem requires precertification from providers within 72 hours before services are rendered (at a
minimum). Anthem requires precertification for coverage of certain non-emergent outpatient and
ancillary services. For the most up-to-date precertification/notification requirements go to
https://mediproviders.anthem.com/Ky Precertification is also required for all services provided by
nonparticipating providers. For urgent or expedited requests, Anthem will make a decision as
expeditiously as the member’s health condition requires and no later than two business days after receipt
of the request for service. If documentation is not complete, Anthem will ask for additional necessary
documentation.

Definition of urgent: For cases in which a provider indicates that following standard time frame would
seriously jeopardize the member’s life or health or ability to attain, maintain or regain maximum function

8.10 Peer-to-Peer Discussion

If the medical director denies coverage of a request, the appropriate notice of proposed action, including
the member’s appeal rights, will be mailed to the member and provider.

If the request does not meet medical necessity criteria for approval, the requesting provider will be
afforded the opportunity to discuss the case with the medical director within seven calendar days from the
date of denial. A peer-to-peer is not considered to be an appeal and does not limit subsequent appeal
rights. The peer-to-peer process does not affect the appeal time frame. A peer-to-peer discussion can be
arranged by calling 1-855-661-2028.
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8.11 Prenatal Ultrasounds

The following are frequently asked questions and answers about Anthem’s prenatal ultrasound policies.

What are the preauthorization/
precertification requirements
for total obstetric care?

For obstetric care, Anthem does not require preauthorization. Anthem
only requires notification to the Provider Services team at
1-855-661-2028 or fax to 1-800-964-3627.

In which trimester of a
woman’s pregnancy is she
determined to be an obstetric
patient?

A member is considered to be an obstetric patient once pregnancy is
verified.

Are there prior authorization
requirements for prenatal
ultrasound?

There are no prior authorization requirements for prenatal ultrasound
studies. Payment is administered by matching the procedure with the
appropriate diagnosis code submitted on the claim.

Is there a medical policy
covering prenatal ultrasound
procedure?

Yes, there is a detailed policy covering certain prenatal ultrasound

procedures. To review the complete policy (CG-MED-42 Maternity

Ultrasound in the Outpatient Setting), please:

e (o to https://mediproviders.anthem.com/ky

e Select Maternity Ultrasound in the Outpatient Setting from the
policy list

The policy describes coverage of ultrasound studies for maternal and
fetal evaluation as well as for evaluation and follow-up of actual or
suspected maternal or fetal complications of pregnancy.

Are there limits on the number
of prenatal ultrasound
procedures a woman may have
during her pregnancy?

There are no limits on the number of prenatal ultrasound procedures
that are medically necessary. Prenatal ultrasounds for fetal and
maternal evaluations or for follow-up of suspected abnormalities are
covered when medically necessary and supported by the appropriate
diagnosis code for the ultrasound study performed.

Not all diagnosis codes are acceptable and appropriate for all
ultrasounds. When submitted incorrectly, a claim will be denied.

Which ultrasound procedures
are covered?

The policy does not apply to ultrasound studies with CPT codes
not specifically listed below such as nuchal translucency screening,
biophysical profile and fetal echocardiography.

For CPT codes 76801 (+76802) and 76805 (+76810), one routine
ultrasound study is covered per pregnancy.

For CPT codes 76811 (+76812), 76815, 76816 and 76817, additional
ultrasound studies are covered when medically necessary and
supported by the appropriate diagnosis code for the ultrasound study
being requested.

Are there exceptions?

The policy does not apply to the following specialists:

e  Maternal fetal medicine specialists

e Radiology specialists

The policy also does not apply to ultrasounds performed in place of
service code 23 — emergency department.
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8.12 Urgent Care/After-hours Care

Anthem requires members to contact the member’s PCP if the need for care is urgent. If the provider is
unable to see the member, the provider can refer him or her to one of Anthem’s participating urgent care
centers or another provider who offers after-hours care. Precertification is not required.

Anthem strongly encourages PCPs to provide evening and Saturday appointment access.

8.13 Members with Special Needs

Adults with special needs include those members with complex/chronic medical conditions requiring
specialized health care services, including persons with physical, behavioral and/or developmental
disabilities. Children with special health care needs are those members who have or are at an increased risk
for a chronic physical, developmental, behavioral or emotional condition and who also require health and
related services of a type or amount beyond that required generally by children.

Anthem, through an intensive care management program, has processes in place to assist with:
Well-child care

Health promotion and disease prevention

Specialty care for those who require such care

Diagnostic and intervention strategies

Therapies

Ongoing ancillary services

Long-term management of ongoing medical complications

Care management systems for assuring children with serious, chronic and rare disorders receive
appropriate diagnostic workups on a timely basis

Anthem coordinates with qualified community health homes and contracts with community organizations
such as chemical dependency facilities and long-term care agencies to provide a full range of health home
services for members with special needs.

Anthem has policies and procedures to allow for continuation of existing relationships with out-of-
network providers when considered to be in the best medical interest of the member.

Anthem, with the assistance of network providers, will identify members who are at risk of or have special
needs. The identification will include the application of screening procedures for new members. These will
include a review of hospital and pharmacy utilization. Anthem will develop care plans with the member and
his or her representatives that address the member’s service requirements with respect to specialist physician
care, durable medical equipment, home health services, transportation, etc. The care management system is
designed to ensure that all required services are furnished on a timely basis and that communication occurs
between network and non-network providers if applicable.

Anthem works to ensure a new member with complex/chronic conditions receives immediate transition
planning. The transition plan will include the following:

e Review of existing care plans

e Preparation of a transition plan that ensures continual care during the transfer to the plan

If a new member upon enrollment or a member upon diagnosis requires very complex, highly specialized
health care services over a prolonged period of time, the member may receive care from a participating
specialist or a participating specialty care center with expertise in treating the life-threatening disease or

76

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 77
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

specialized condition.

Training sessions/materials and after-hours protocols for provider’s staff will address members with special
needs. Protocols must recognize that a non-urgent condition for an otherwise healthy member may indicate
an urgent care need for a member with special needs.

Case/care managers, providers and Member Services staff are able to serve members with behavior

problems associated with developmental disabilities, including the extent to which these problems affect the
member’s level of compliance.
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CHAPTER 9: QUALITY MANAGEMENT

9.1 Quality Management Program

Anthem has a comprehensive Quality Management Program (QMP), designed to monitor and address the
demographic and epidemiological needs of the population served, with a focus on management and
delivery of care in regard to:

e Individualized and culturally competent care

Overall quality of care

Member and provider satisfaction

Medical, behavioral and quality of life outcomes

Coordination and continuity of care across health care settings

Network adequacy

Provider availability

Cultural competency

Preventive health

Disease Management, Case Management and Behavioral Health Management

Member complaints, appeals and grievances

Federal/State/Regulatory requirements

Accreditation requirements

Providers in Anthem’s network are contractually required to cooperate with quality improvement
activities, which include providing requested member records in a timely manner, for the purpose of
assessing quality of care. These activities are in accordance with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) Privacy Rule at 45 CFR 164.506, which permits a covered entity
(provider) to use and disclose Protected Health Information (PHI) to health plans without member
authorization for information regarding treatment, payment and health care operations activities. This also
includes conducting quality assessment and improvement activities.

As a provider in Anthem’s network, the provider will have opportunities to make recommendations for
areas of improvement and to voluntarily participate in Anthem’s QI activities via committee
representation, project participation and by providing feedback in Anthem provider surveys.

In addition, Anthem is committed to working collaboratively with network providers and hospitals to

identify measureable and preventable adverse events, as a means of improving the quality of patient care
among Anthem members.

9.2 Quality of Care and Preventable Adverse Events

Providers and health care systems, as advocates for Anthem members, are responsible for the continuous
monitoring, implementation and enforcement of applicable health care standards. Focusing on patient
safety, Anthem works collaboratively with network providers and hospitals to identify preventable
adverse events and to implement appropriate strategies and technologies to avoid preventable adverse
events. Anthem’s goal is to enhance the quality of care received not only by members but by all patients
receiving care in these facilities.
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The breadth and complexity of today’s health care system means there are inherent risks, many of which
can be neither predicted nor prevented. However, when there are preventable adverse events, risks should
be tracked and reduced, with the ultimate goal of elimination.

Prevention of adverse events may require the disclosure of PHI. HIPAA specifies that PHI may be
disclosed for the purpose of health care operations in relation to quality assessment and improvement
activities. The information shared with Anthem is legally protected through the peer review process and
will be maintained in a strictly confidential manner. If a provider receives a request for medical records,
please provide the records within 10 days of the date of the request.

Preventable adverse events should not occur. When these events do occur, Anthem firmly supports the
concept that a health plan and its members should not pay for resultant services.

Anthem will continue to monitor activities related to the list of adverse events from federal, state and
private payers, including Never Events.

**Never Events: As defined by the National Quality Forum (NQF) - Never Events are adverse events
that are serious, but largely preventable, and of concern to both the public and health care providers.

Anthem evaluates all physicians, advanced registered nurse practitioners and physician assistants for
compliance with:

e Medical community standards

e External regulatory and accrediting agencies requirements

e Contractual compliance

Anthem shares these reviews to enable the provider to increase individual and collaborative rates for
members.

Anthem’s quality program includes a review of quality of care issues for all care settings using:

e  Member complaints

e Reported adverse events

e  Other information

The results submitted to Anthem’s Quality Management department are incorporated into a profile.

Please Note: Medicaid is prohibited from paying for certain Health Care Acquired Conditions
(HCAC). This applies to all hospitals.

9.3 Quality Management Committee

Anthem’s organization’s Quality Management Committee oversees, analyzes and evaluates all Quality
Management (QM) program activities.

The Quality Management Committee’s (QMC) responsibilities are to:

e Perform and assess causal analyses, in order to identify process barriers, as well as cultural, language,
financial and other demographic barriers

e Establish strategic direction and monitor and support implementation of quality management program
activities, including but not limited to: performance improvement, clinical outcomes improvement
and internal/external quality initiatives pertaining to improved access to care and services

e Establish processes and structure that ensures Department for Medicaid Services (DMS) contract and
NCQA compliance
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e Review planning, implementation, measurement and outcomes of clinical/service quality

improvement studies

Coordinate communication of quality management activities throughout the health plans

Review HEDIS data and action plans for improvement

Review accreditation data and action plans for improvement

Review provider access/availability data and action plans for improvement

Analyze member and provider satisfaction survey responses

Review and approve the annual quality management program description

Review and approve the annual work plans for each service delivery area

Provide oversight and review of delegated services and subcommittees

Receive and review reports of utilization review decisions and take action when appropriate

Recommend policies or revisions to policies for effective operation of the QM program and the

achievement of QI program objectives. Associated committees and subcommittees may also

participate in these activities

e Ensure practitioner participation in the QM program through planning, design and implementation or
review

e Facilitate practitioner participation in the QM program activities through attendance and discussion in
relevant QM committee or QM subcommittee meetings or on ad hoc task forces

e Identifies actions to improve quality and prioritizes them based on significance

e Review and evaluate the organization’s actions to determine effectiveness

e Development and review of clinical practice guidelines

9.4 Medical Policies and Clinical UM Guidelines

The Medical Policy & Technology Assessment Committee (MPTAC) is the authorizing body for medical
policy and clinical Utilization Management (UM) guidelines (collectively, "Medical Policy"), which
serve as a basis for coverage decisions. The Office of Medical Policy & Technology Assessment
(OMPTA) develops Medical Policy for the company. The principal component of the process is the
review for development of medical necessity and/or investigational policy position statements or clinical
indications for the spectrum of services and/or procedures for which medical benefits are provided.

As of April 2017, Anthem adopted InterQual for medical necessity except for substance use. American
Society of Addiction Medicine (ASAM) is adopted for substance use. If InterQual does not cover a
behavioral health service, the contractor shall adopt the following standardized tools for medical necessity
determinations — for adults: Level of Care Utilization System (LOCUS); for children: Child and
Adolescent Service Intensity Instrument (CASII) or the Child and Adolescent Needs and Strengths Scale
(CANY); for young children; Early Childhood Service Intensity Instrument (ECSII).

If it is determined that one of the medical necessity criteria named in this section is not available or not
specifically addressed for a service or for a particular population, Anthem submits its proposed medical
necessity criteria to the Department for approval Anthem has mechanisms to check the consistency of
application of review criteria.

Federal and state law, as well as contract language, including definitions and specific contract
provisions/exclusions, take precedence over medical policy and must be considered first when
determining eligibility for coverage. As such, in all cases, state Medicaid contracts or Centers for
Medicare & Medicaid Services (CMS) requirements will supersede Anthem medical policy criteria. The
Medical Advisory Committee helps us formalize and monitor the clinical practice guidelines and adopt
the review criteria.

80

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 81
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

Anthem as a corporation and as individuals involved in Utilization Management (UM) decisions is
governed by the following statements:

UM decision making is based only on appropriateness of care and service and existence of coverage.
Anthem does not specifically reward practitioners or other individuals for issuing denial
of coverage or care. Decisions about hiring, promoting, or terminating practitioners or other staff are
not based on the likelihood or perceived likelihood that Anthem supports, or tend to support denials
of benefits.

Financial incentives for UM decision makers do not encourage decisions that result in underutilization,
or create barriers to care and service.

Copies of the criteria used in a case to make a clinical determination may be obtained by calling Provider
Services or Anthem’s Kentucky health plan offices. Providers may also submit requests in writing to:

Healthcare Management Services
Anthem Blue Cross and Blue Shield Medicaid
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223

9.5 Medical Advisory Committee

Anthem has established a Medical Advisory Committee (MAC) to:

Assess levels and quality of care provided to members

Recommend, evaluates and monitors standards of care

Identify opportunities to improve services and clinical performance by establishing, reviewing and
updating clinical practice guidelines based on review of demographics and epidemiologic information to
target high-volume, high-risk and problem-prone conditions

Oversee the peer review process

Conduct network maintenance through the credentialing/recredentialing process

Advise the health plan administration in any aspect of the health plan policy or operation affecting
network providers or members

Approve and provide oversight of the peer review process and the Utilization Review Program
Approve and make recommendations of the clinical aspects of the QM Program

Oversee and make recommendations regarding health promotion activities

Use an ongoing peer review system to:

O Monitor practice patterns

0 Identify appropriateness of care

0 Improve risk prevention activities

Approve clinical protocols/guidelines

Review clinical study design and results

Develop action plans/recommendations regarding clinical quality improvement studies
Consider/act in response to provider sanctions

Oversee member access to care

Review and provide feedback regarding new technologies

Approve recommendations from subordinate committees

9.6 EPSDT Provider Toolkit
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The Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program is a federally mandated
comprehensive and preventative health program for individuals under the age of 21. EPSDT was defined
by law as part of the Omnibus Budget Reconciliation Act of 1989 and requires states to cover all services
within the scope of the program. The intent is to focus on early prevention and treatment. Requirements
include periodic screening, vision, dental and hearing services.

Services include:

e Screening

e Diagnosis and treatment

e Transportation and scheduling assistance

Screening must include:

Comprehensive health and developmental history (inclusive of both physical and mental health)
Comprehensive unclothed physical exam

Appropriate immunizations

Laboratory tests

Lead toxicity screening

Health education, including anticipatory guidance

Vision services

Dental services

Hearing services

Other necessary health care — diagnostic services and treatment to correct or ameliorate defects and
physical and mental illnesses and conditions discovered by the screening services

Schedules used to determine when services are due:
e American Academy of Pediatrics periodicity schedule

e Centers for Disease Control and Prevention Advisory Committee on Immunization Practices
immunization recommendations schedule

The Anthem EPSDT program supports individual state plans by:

Providing a repository to house EPSDT data

Mailing annual preventative care recommendations to members

Mailing reminders to members to schedule appointments

Mailing letters to providers with a listing of members who may have missed services

The Anthem EPSDT program includes additional member outreach activities and case management, as well
as a provider pre-service report.

Onsite visits for further discussion of EPSDT requirements can be arranged by contacting the EPSDT
Program Manager at the health plan.

If providers have questions, call Provider Services at 1-855-661-2028 or visit
https://mediproviders.anthem.com/ky.

9.7 Credentialing Scope

Anthem credentials the following health care practitioners:
e Medical doctors
e Doctors of osteopathic medicine
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Doctors of podiatry

Chiropractors

Optometrists providing health services covered under the health benefits plan

Doctors of dentistry providing health services covered under the health benefits plan including oral

maxillofacial surgeons

Psychologists who are state certified or licensed and have doctoral or master’s level training

e Clinical social workers who are state certified or state licensed and have master’s level training

e Psychiatric nurse practitioners who are nationally or state certified or state licensed or behavioral nurse
specialists with master’s level training.

e  Other behavioral health care specialists who are licensed, certified or registered by the state to practice
independently

e Telemedicine practitioners who have an independent relationship with Anthem and who provide

treatment services under the health benefits plan

Medical therapists (e.g., physical therapists, speech therapists and occupational therapists)

Licensed genetic counselors who are licensed by the state to practice independently

Audiologists who are licensed by the state to practice independently

Acupuncturists (non-medical doctors or doctors of osteopathic medicine) who are licensed, certified or

registered by the state to practice independently

Nurse practitioners who are licensed, certified or registered by the state to practice independently

Certified nurse midwives who are licensed, certified or registered by the state to practice independently

e Physician assistants (as required locally)

Anthem also certifies the following behavioral health practitioners (including verification of licensure by the
applicable state licensing board to independently provide behavioral health services):

e Certified behavioral analysts

e Certified addiction counselors

e Substance abuse practitioners

Anthem credentials the following health delivery organizations (HDOs):
Hospitals

Home health agencies

Skilled nursing facilities

Nursing homes

Free-standing surgical centers

Behavioral health facilities providing mental health and/or substance abuse treatment in an inpatient,
residential or ambulatory setting, including:

Adult family care/foster care homes

Ambulatory detox

Community mental health centers (CMHC)

Crisis stabilization units

Intensive family intervention services

Intensive outpatient- mental health and/or substance abuse
Methadone maintenance clinics

Outpatient mental health clinics

Outpatient substance abuse clinics

Partial hospitalization- mental health and/or substance abuse
Residential treatment centers (RTC)-psychiatric and/or substance abuse
e Birthing centers

e Convenient care centers/retail health clinics

OO0OO0OO0OO0OO0OO0O0OOO0OO
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Intermediate care facilities

Urgent care centers

Federally qualified health centers (FQHC)
Home infusion therapy agencies

Rural health clinics

The following Health Delivery Organizations are not subject to professional conduct and competence
review under Anthem’s credentialing program, but are subject to a certification requirement process:
e Clinical laboratories (a CMS-issued CLIA certificate or a hospital based exemption from CLIA)
e End Stage Renal Disease (ESRD) service providers (dialysis facilities)

e Portable X-ray Suppliers

9.8 Credentials Committee

The decision to accept, retain, deny or terminate a practitioner’s participation in a network or plan program
is conducted by a peer review body, known as Anthem’s Credentials Committee (CC).

The CC will meet at least once every 45 calendar days. The presence of a majority of voting CC members
constitutes a quorum. The chief medical officer, or a designee appointed in consultation with the vice
president of Medical and Credentialing Policy will designate a chair of the CC, as well as a vice-chair in
states or regions where both Commercial and Medicaid contracts exist. The chair must be a state or
regional lead medical director, or an Anthem medical director designee and the vice-chair must be a lead
medical officer or an Anthem medical director designee, for that line of business not represented by the
chair. In states or regions where only one line of business is represented, the chair of the CC will
designate a vice-chair for that line of business also represented by the chair. The CC will include at least
five, but no more than ten external physicians representing multiple medical specialties (in general, the
following specialties or practice-types should be represented: pediatrics, obstetrics/gynecology, adult
medicine (family medicine or internal medicine); surgery; behavioral health, with the option of using
other specialties when needed as determined by the chair/vice-chair). CC membership may also include
one to two other types of credentialed health providers (e.g. nurse practitioner, chiropractor, social
worker, podiatrist) to meet priorities of the geographic region as per chair/vice-chair’s discretion. At least
two of the physician committee members must be credentialed for each line of business (e.g. Commercial,
Medicare and Medicaid) offered within the geographic purview of the CC. The chair/vice-chair will serve
as a voting member(s) and provide support to the credentialing/recredentialing process as needed.

The CC will access various specialists for consultation, as needed to complete the review of a
practitioner’s credentials. A committee member will disclose and abstain from voting on a practitioner if
the committee member (i) believes there is a conflict of interest, such as direct economic competition with
the practitioner; or (ii) feels his or her judgment might otherwise be compromised. A committee member
will also disclose if he or she has been professionally involved with the practitioner. Determinations to
deny an applicant’s participation, or terminate a practitioner from participation in one or more networks
or plan programs, require a majority vote of the voting members of the CC in attendance, the majority of
whom are network practitioners.

During the credentialing process, all information that is obtained is highly confidential. All CC meeting
minutes and practitioner files are stored in locked cabinets and can only be seen by appropriate
Credentialing staff, medical directors and CC members. Documents in these files may not be reproduced
or distributed, except for confidential peer review and credentialing purposes; and peer review protected
information will not be shared externally.
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Practitioners and HDOs are notified that of the right to review information submitted to support
credentialing applications. This right includes access to information obtained from any outside sources
with the exception of references, recommendations or other peer review protected information. Providers
are given written notification of these rights in communications from Anthem which initiates the
credentialing process. In the event that credentialing information cannot be verified, or if there is a
discrepancy in the credentialing information obtained, the Credentialing staff will contact the practitioner
or HDO within 30 calendar days of the identification of the issue. This communication will specifically
notify the practitioner or HDO of the right to correct erroneous information or provide additional details
regarding the issue in question. This notification will also include the specific process for submission of
this additional information, including where it should be sent. Depending on the nature of the issue in
question, this communication may occur verbally or in writing. If the communication is verbal, written
confirmation will be sent at a later date. All communication on the issue(s) in question, including copies
of the correspondence or a detailing record of phone calls, will be clearly documented in the practitioner’s
credentials file. The practitioner or HDO will be given no less than 14 calendar days in which to provide
additional information. Upon request, applicant will be provided with the status of his or her credentialing
application. Written notification of this right may be included in a variety of communications from
Anthem which includes the letter which initiates the credentialing process, the provider website or
Provider Manual. When such requests are received, providers will be notified whether the credentialing
application has been received, how far in the process it has progressed and a reasonable date for
completion and notification. All such requests will be responded to verbally unless the provider requests a
written response.

Anthem may request and will accept additional information from the applicant to correct or explain
incomplete, inaccurate, or conflicting credentialing information. The CC will review the information and
rationale presented by the applicant to determine if a material omission has occurred or if other
credentialing criteria are met.

9.9 Nondiscrimination Policy

Anthem will not discriminate against any applicant for participation in its networks or plan programs on the
basis of race, gender, color, creed, religion, national origin, ancestry, sexual orientation, age, veteran, or
marital status or any unlawful basis not specifically mentioned herein. Additionally, Anthem will not
discriminate against any applicant on the basis of the risk of the population served or against those who
specialize in the treatment of costly conditions. Other than gender and language capabilities that are
provided to the covered individuals to meet needs and preferences, this information is not required in the
credentialing and recredentialing process. Determinations as to which practitioners/HDOs require additional
individual review by the CC are made according to predetermined criteria related to professional conduct
and competence as outlined in Anthem Credentialing Program Standards. CC decisions are based on issues
of professional conduct and competence as reported and verified through the credentialing process.

9.10 Initial Credentialing

Each practitioner or HDO must complete a standard application form when applying for initial participation
in one or more of Anthem networks or plan programs. This application may be a state mandated form or a
standard form created by or deemed acceptable by Anthem. For practitioners, the Council for Affordable
Quality Health care (CAQH), a Universal Credentialing Datasource is utilized. CAQH built the first national
provider credentialing database system, which is designed to eliminate the duplicate collection and updating
of provider information for health plans, hospitals and practitioners. To learn more about CAQH, visit the
CAQH website at www.CAQH.org.
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Anthem will verify those elements related to an applicants’ legal authority to practice, relevant training,
experience and competency from the primary source, where applicable, during the credentialing process. All
verifications must be current and verified within one hundred eighty (180) calendar days prior to the CC
making its credentialing recommendation or as otherwise required by applicable accreditation standards.

During the credentialing process, Anthem will review verification of the credentialing data as described in
the following tables unless otherwise required by regulatory or accrediting bodies. The table below

represents minimum requirements:

A. Practitioners:

Verification Element
License to practice in the state(s) in which the practitioner will be treating covered individuals.
Hospital admitting privileges at a TJC, NIAHO or AOA accredited hospital, or a network hospital
previously approved by the committee.
DEA, CDS and state controlled substance certificates
e The DEA/CDS registration must be valid in the state(s) in which practitioner will be treating
covered individuals. Practitioners who see covered individuals in more than one state must
have a DEA/CDS registration for each state.
Malpractice insurance
Malpractice claims history
Board certification or highest level of medical training or education
Work history
State or Federal license sanctions or limitations
Medicare, Medicaid or FEHBP sanctions
National Practitioner Data Bank report
State Medicaid Exclusion Listing, if applicable

B. Health Delivery Organizations (HDOs):
Verification Element

Accreditation, if applicable

License to practice, if applicable

Malpractice insurance

Medicare certification, if applicable

Department of Health Survey Results or recognized accrediting organization certification
License sanctions or limitations, if applicable

Medicare, Medicaid or FEHBP sanctions

9.11 Recredentialing

The recredentialing process incorporates re-verification and the identification of changes in the
practitioner’s or HDO’s licensure, sanctions, certification, health status and/or performance information
(including, but not limited to, malpractice experience, hospital privilege or other actions) that may reflect
on the practitioner’s or HDO’s professional conduct and competence. This information is reviewed in
order to assess whether practitioners and HDOs continue to meet Anthem credentialing standards.

During the recredentialing process, Anthem will review verification of the credentialing data as described

in the tables under Initial Credentialing unless otherwise required by regulatory or accrediting bodies.
These tables represent minimum requirements.
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All applicable practitioners and HDOs in the network within the scope of Anthem Credentialing Program
are required to be recredentialed every three (3) years unless otherwise required by contract or state
regulations.

9.11.1 Health Delivery Organizations

New HDO applicants will submit a standardized application to Anthem for review. If the candidate meets
Anthem screening criteria, the credentialing process will commence. To assess whether network HDOs,
within the scope of the Credentialing Program, meet appropriate standards of professional conduct and
competence, network HDOs are subject to credentialing and recredentialing programs. In addition to the
licensure and other eligibility criteria for HDOs, as described in detail in Anthem Credentialing Program
Standards, all network HDOs are required to maintain accreditation by an appropriate, recognized
accrediting body or, in the absence of such accreditation, Anthem may evaluate the most recent site
survey by Medicare or the appropriate state oversight agency, or a site survey performed by a designated
independent external entity within the past 36 months for that HDO.

Recredentialing of HDOs occur every three (3) years unless otherwise required by regulatory or
accrediting bodies. Each HDO applying for continuing participation in networks or plan programs must
submit all required supporting documentation.

On request, HDOs will be provided with the status of the credentialing application. Anthem may request,
and will accept, additional information from the HDO to correct incomplete, inaccurate, or conflicting
credentialing information. The CC will review this information and the rationale behind it, as presented
by the HDO, and determine if a material omission has occurred or if other credentialing criteria are met.

9.12 Ongoing Sanction Monitoring

To support certain credentialing standards between the recredentialing cycles, Anthem has established an
ongoing monitoring program. Credentialing performs ongoing monitoring to help ensure continued
compliance with credentialing standards and to assess for occurrences that may reflect issues of
substandard professional conduct and competence. To achieve this, the credentialing department will
review periodic listings/reports within 30 calendar days of the time the reports are made available from
the various sources including, but not limited to, the following:

1. Office of the Inspector General (OIG)

2. Federal Medicare/Medicaid Reports

3. Office of Personnel Management (OPM)

4. State licensing boards/agencies

5. Covered individual/customer services departments

6. Clinical Quality Management Dept. (including data regarding complaints of both a clinical and non-
clinical nature, reports of adverse clinical events and outcomes and satisfaction data, as available)

7. Other internal Anthem departments

8. Any other verified information received from appropriate sources

When a practitioner or HDO within the scope of credentialing has been identified by these sources,
criteria will be used to assess the appropriate response including but not limited to: review by the Chair of
Anthem CC, review by the Anthem Medical Director, referral to the CC, or termination. Anthem
credentialing departments will report practitioners or HDOs to the appropriate authorities as required by
law.
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9.13 Appeals Process

Anthem has established policies for monitoring and recredentialing practitioners and HDOs who seek
continued participation in one or more of Anthem’s plan programs or networks. Information reviewed
during this activity may indicate that the professional conduct and competence standards are no longer
being met, and Anthem may wish to terminate practitioners or HDOs. Anthem also seeks to treat network
practitioners and HDOs, as well as those applying for participation, fairly and thus provides practitioners
in Anthem’s networks for professional competence and conduct reasons, or which would otherwise result
in a report to the National Practitioner Data Bank (NPDB). Additionally, Anthem will permit practitioners
and HDOs who have been refused initial participation the opportunity to correct any errors or omissions
which may have led to such denial (informal/reconsideration only). It is the intent of Anthem to give
practitioners and HDOs the opportunity to contest a termination of the practitioner’s or HDO’s
participation in one or more of Anthem’s network or plan programs and those denials of request for initial
participation which are reported to the NPDB that were based on professional competence and conduct
considerations. Immediate terminations may be imposed due to the practitioner’s or HDO’s suspension or
loss of licensure, criminal conviction, or Anthem’s determination that the practitioner’s or HDO’s
continued participation poses an imminent risk of harm to covered individuals. A practitioner/HDO
whose license has been suspended or revoked has no right to informal review/reconsideration or formal
appeal.

9.14 Reporting Requirements

When Anthem takes a professional review action with respect to a practitioner’s or HDO’s participation
in one or more plan programs or networks, Anthem may have an obligation to report such to the NPDB.
Once Anthem receives a verification of the NPDB report, the verification report will be sent to the state
licensing board. The credentialing staff will comply with all state and federal regulations in regard to the
reporting of adverse determinations relating to professional conduct and competence. These reports will
be made to the appropriate, legally designated agencies. In the event that the procedures set forth for
reporting reportable adverse actions conflict with the process set forth in the current NPDB Guidebook,
the process set forth in the NPDB Guidebook will govern.

9.15 Anthem Credentialing Program Standards

I. Eligibility Criteria:

Health care practitioners:

Initial applicants must meet the following criteria in order to be considered for participation:

A. Must not be currently federally sanctioned, debarred or excluded from participation in any of the
following programs: Medicare, Medicaid or FEHBP; and

B. Possess a current, valid, unencumbered and unrestricted, and non-probationary license in the state(s)
where he/she provides services to covered individuals; and

C. Possess a current, valid and unrestricted Drug Enforcement Agency (DEA) and/or Controlled
Dangerous Substances (CDS) registration for prescribing controlled substances, if applicable to
his/her specialty in which he/she will treat covered individuals; the DEA/CDS registration must be
his/her specialty in which he/she will treat covered individuals; the DEA/CDS registration must be
valid in the state(s) in which the practitioner will be treated covered individuals. Practitioners who see
covered individuals in more than one state must have a DEA/CDS registration for each state.

Initial applications should meet the following criteria in order to be considered for participation, with
exceptions reviewed and approved by the CC:
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A. For MDs, DOs, DPMs and oral and maxillofacial surgeons, the applicant must have a current, in force

board certification (as defined by the American Board of Medical Specialties (ABMS), American

Osteopathic Association (AOA), Royal College of Physicians and Surgeons of Canada (RCPSC),

College of Family Physicians of Canada (CFPC), American Board of Podiatric Surgery (ABPS),

American Board of Podiatric Medicine (ABPM), or American Board of Oral and Maxillofacial

Surgery (ABOMY)) in the clinical discipline for which the MDs, DOs, DPMs and oral and

maxillofacial surgeons are applying. Individuals will be granted five years after completion of the

residency program to meet this requirement.

1. As alternatives, MDs and DOs meeting any one of the following criteria will be viewed as
meeting the education, training and certification requirement:

a. Previous board certification (as defined by one of the following: ABMS, AOA, RCPSC,
CFPC) in the clinical specialty or subspecialty for which the MDs and DOs are applying
which has now expired AND a minimum of 10 consecutive years of clinical practice. OR

b. Training which met the requirements in place at the time it was completed in a specialty field
prior to the availability of board certifications in that clinical specialty or subspecialty. OR

c. Specialized practice expertise as evidenced by publication in nationally accepted peer review
literature and/or recognized as a leader in the science of the individual specialty AND a
faculty appointment of Assistant Professor or higher at an academic medical center and
teaching facility in Anthem’s network AND the applicant’s professional activities are spent at
that institution at least 50% of the time.

2. Practitioners meeting one of the three alternative criteria (a, b, ¢) will be viewed as meeting all
Anthem education, training and certification criteria and will not be required to undergo
additional review or individual presentation to the CC. These alternatives are subject to Anthem
review and approval. Reports submitted by delegate to Anthem must contain sufficient
documentation to support the above alternatives, as determined by Anthem.

For MDs and DOs, the applicant must have unrestricted hospital privileges at a The Joint

Commission (TJC), National Integrated Accreditation for Healthcare Organizations (NIAHO), an

AOA accredited hospital, or a network hospital previously approved by the committee. Some clinical

disciplines may function exclusively in the outpatient setting, and the CC may at its discretion deem

hospital privileges not relevant to these specialties. Also, the organization of an increasing number of
physician practice settings in selected fields is such that individual physicians may practice solely in
either an outpatient or an inpatient setting. The CC will evaluate applications from practitioners in
such practices without regard to hospital privileges. The expectation of these physicians would be that
there is an appropriate referral arrangement with a network practitioner to provide inpatient care.

II. Criteria for Selecting Practitioners
New Applicants (Credentialing):

1. Submission of a complete application and required attachments that must not contain intentional
misrepresentations;

2. Application attestation signed date within 180 calendar days of the date of submission to the CC for a
vote;

3. Primary source verifications within acceptable timeframes of the date of submission to the CC for a
vote, as deemed by appropriate accrediting agencies;

4. No evidence of potential material omission(s) on application;

5. Current, valid, unrestricted license to practice in each state in which the practitioner would provide
care to covered individuals;

6. No current license action;

7. No history of licensing board action in any state;

8. No current federal sanction and no history of federal sanctions (per System for Award Management
(SAM), OIG and OPM report nor on NPDB report);

9. Possess a current, valid and unrestricted DEA/CDS registration for prescribing controlled substances,
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10.

11.
12.

13.

14.
15.
16.

17.
18.

if applicable to his/her specialty in which he/she will treat covered individuals. The DEA/CDS
registration must be valid in the state(s) in which the practitioner will be treating covered individuals.
Practitioners who treat covered individuals in more than one state must have a valid DEA/CDS for
each applicable state.
Initial applicants who have NO DEA/CDS registration will be viewed as not meeting criteria and the
credentialing process will not proceed. However, if the applicant can provide evidence that he/she has
applied for a DEA/CDS registration, the credentialing process may proceed if all of the following are
met:
a) It can be verified that this application is pending.
b) The applicant has made an arrangement for an alternative practitioner to prescribe controlled
substances until the additional DEA/CDS registration is obtained.

¢) The applicant agrees to notify Anthem upon receipt of the required DEA/CDS registration.
d) Anthem will verify the appropriate DEA/CDS registration via standard sources.

i.  The applicant agrees that failure to provide the appropriate DEA/CDS registration within a

ninety (90) day timeframe will result in termination from the network.

ii.  Initial applicants who possess a DEA/CDS registration in a state other than the state in which
the applicant will be treating covered individuals will be notified of the need to obtain the
additional DEA/CDS registration. If the applicant has applied for additional DEA/CDS
registration the credentialing process may proceed if ALL the following criteria are met:

a) It can be verified that this application is pending and,

b) The applicant has made an arrangement for an alternative practitioner to prescribe
controlled substances until the additional DEA/CDS registration is obtained,

c) The applicant agrees to notify Anthem upon receipt of the required DEA/CDS
registration,

d) Anthem will verify the appropriate DEA/CDS via standard sources; applicant agrees that
failure to provide the appropriate DEA/CDS registration within a ninety (90) calendar
day timeframe will result in termination from the network, AND

e) Must not be currently federally sanctioned, debarred, or excluded from participation in
any of the following programs: Medicare, Medicaid, or FEHBP.

No current hospital membership or privilege restrictions and no history of hospital membership or

privileges restrictions;

No history of or current use of illegal drugs or history of or current alcoholism;

No impairment or other condition which would negatively impact the ability to perform the essential

functions in the professional field;

No gap in work history greater than six months in the past five years with the exception of those gaps

related to parental leave or immigration where 12-month gaps will be acceptable. Other gaps in work

history of 6-24 months will be reviewed by the Chair of the CC and may be presented to the CC if the

gap raises concerns of future substandard professional conduct and competence. In the absence of this

concern the Chair of the CC may approve work history gaps of up to two years.

No history of criminal/felony convictions or a plea of no contest;

A minimum of the past 10 years of malpractice case history is reviewed.

Meets Credentialing Standards for education/training for specialty (ies) in which practitioner wants to

be listed in an Anthem network directory as designated on the application. This includes board

certification requirements or alternative criteria for MDs and DOs and board certification criteria for

DPMs and oral & maxillofacial surgeons;

No involuntary terminations from an HMO or PPO;

No "yes" answers to attestation/disclosure questions on the application form with the exception of the

following:

a) Investment or business interest in ancillary services, equipment or supplies;

b) Voluntary resignation from a hospital or organization related to practice relocation or facility
utilization;
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¢) Voluntary surrender of state license related to relocation or nonuse of said license;
d) An NPDB report of malpractice settlement or any report of a malpractice settlement that does not
meet the threshold criteria;
e) Non-renewal of malpractice coverage or change in malpractice carrier related to changes in the
carrier’s business practices (no longer offering coverage in a state or no longer in business)
f) Previous failure of a certification exam by a practitioner who is currently board certified or who
remains in the five-year post residency training window;
g) Actions taken by a hospital against a practitioner’s privileges related solely to the failure to
complete medical records in a timely fashion;
h) History of a licensing board, hospital or other professional entity investigation that was closed
without any action or sanction.
19. No QI data or other performance data including complaints above the set threshold.
20. Recreational at least every three years to assess the practitioner’s continued compliance with Anthem
standards.

*It is expected that these findings will be discovered for currently credentialed network practitioners and
HDOs through ongoing sanction monitoring. Network practitioners and HDOs with such findings will be
individually reviewed and considered by the CC at the time the findings are identified.

Note: the CC will individually review any practitioner that does not meet one or more of the criteria
required for initial applicants.

Additional Participation Criteria and Exceptions for Behavioral Health practitioners (Non Physician)
Credentialing
1. Licensed Clinical Social Workers (LCSW) or other master level social work license type:

a. Master or doctoral degree in social work with emphasis in clinical social work from a program
accredited by the Council on Social Work Education (CSWE) or the Canadian Association on
Social Work Education (CASWE).

Program must have been accredited within three years of time the practitioner graduated.
Full accreditation is required, candidacy programs will not be considered.

d. If master’s level degree does not meet criteria and practitioner obtained PhD training as a clinical
psychologist, but is not licensed as such, the practitioner can be reviewed. To meet the criteria,
the doctoral program must be accredited by the American Psychological Association (APA) or be
regionally accredited by the Council for Higher Education Accreditation (CHEA). In addition, a
doctor of social work from an institution with at least regional accreditation from the CHEA will
be viewed as acceptable.

2. Licensed professional counselor (LPC) and marriage and family therapist (MFT) or other master level
license type:

a. Master’s or doctoral degree in counseling, marital and family therapy, psychology, counseling
psychology, counseling with an emphasis in marriage, family and child counseling or an allied
mental health field. Master or doctoral degrees in education are acceptable with one of the fields
of study above.

Master or doctoral degrees in divinity do not meet criteria as a related field of study.

c. Graduate school must be accredited by one of the Regional Institutional Accrediting Bodies and
may be verified from the Accredited Institutions of Post-Secondary Education, (CACREP), or
Commission on Accreditation for Marriage and Family Therapy Education (COAMFTE) listings.
The institution must have been accredited within three years of the time the practitioner
graduated.

d. If master’s level degree does not meet criteria and practitioner obtained PhD training as a clinical
psychologist, but is not licensed as such, the practitioner can be reviewed. To meet criteria this
doctoral program must either be accredited by the APA or be regionally accredited by the CHEA.

c o
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In addition, a doctoral degree in one of the fields of study noted above from an institution with at
least regional accreditation from the CHEA will be viewed as acceptable.

3. Clinical nurse specialist/psychiatric and mental health nurse practitioner:

a.

Master’s degree in nursing with specialization in adult or child/adolescent psychiatric and mental
health nursing. Graduate school must be accredited from an institution accredited by one of the
Regional Institutional Accrediting Bodies within three years of the time of the practitioner’s
graduation.

Registered Nurse license and any additional licensure as an Advanced Practice Nurse/Certified
Nurse Specialist/Adult Psychiatric Nursing or other license or certification as dictated by the
appropriate State(s) Board of Registered Nursing, if applicable.

Certification by the American Nurses Association (ANA) in psychiatric nursing. This may be any
of the following types: Clinical Nurse Specialist in Child or Adult Psychiatric Nursing,
Psychiatric and Mental Health Nurse Practitioner, or Family Psychiatric and Mental Health Nurse
Practitioner.

Valid, current, unrestricted DEA/CDS registration, where applicable with appropriate
supervision/consultation by a network practitioner as applicable by the state licensing board. For
those who possess a DEA registration, the appropriate CDS registration is required. The
DEA/CDS registration must be valid in the state(s) in which the practitioner will be treating
covered individuals.

4. Clinical Psychologists:

a.
b.

Valid state clinical psychologist license.

Doctoral degree in clinical or counseling, psychology or other applicable field of study from an
institution accredited by the APA within three years of the time of the practitioner’s graduation.
Education/Training considered as eligible for an exception is a practitioner whose doctoral degree
is not from an APA accredited institution, but who is listed in the National Register of Health
Service Providers in Psychology or is a Diplomat of the American Board of Professional
Psychology.

Master’s level therapists in good standing in the network, who upgrade license to clinical
psychologist as a result of further training, will be allowed to continue in the network and will not
be subject to the above education criteria.

5. Clinical Neuropsychologist:

a.

1.
ii.

iil.

iv.

Must meet all the criteria for a clinical psychologist listed in C.4 above and be Board certified by
either the American Board of Professional Neuropsychology (ABPN) or American Board of
Clinical Neuropsychology (ABCN).
A practitioner credentialed by the National Register of Health Service Providers in Psychology
with an area of expertise in neuropsychology may be considered.
Clinical neuropsychologists, who are not Board certified, nor listed in the National Register, will
require CC review. These practitioners must have appropriate training and/or experience in
neuropsychology as evidenced by one or more of the following:
Transcript of applicable pre-doctoral training, OR
Documentation of applicable formal one year post-doctoral training (participation in CEU
training alone would not be considered adequate), OR
Letters from supervisors in clinical neuropsychology (including number of hours per week),
OR
Minimum of five years of experience practicing neuropsychology at least 10 hours per week.

6. Licensed Psychoanalysts:

a. Applies only to Practitioners in states that license psychoanalysts.

b. Practitioners will be credentialed as a licensed psychoanalyst if the practitioner is not otherwise
credentialed as a practitioner type detailed in Credentialing Policy (e.g. psychiatrist, clinical
psychologist, licensed clinical social worker).

c. Practitioner must possess a valid psychoanalysis state license.
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Practitioner shall possess a master’s or higher degree from a program accredited by one of the
Regional Institutional Accrediting Bodies and may be verified from the Accredited
Institutions of Post-Secondary Education, APA, CACREP, or the COAMFTE listings. The
institution must have been accredited within three years of the time the Practitioner graduates.
Completion of a program in psychoanalysis that is registered by the licensing state as
licensure qualifying; or accredited by the American Board for Accreditation in
Psychoanalysis (ABAP) or another acceptable accrediting agency; or determined by the
licensing state to be the substantial equivalent of such a registered or accredited program.

1. A program located outside the United States and its territories may be used to satisfy the
psychoanalytic study requirements if the licensing state determines the following: it
prepares individuals for the professional practice of psychoanalysis; and is recognized by
the appropriate civil authorities of that jurisdiction; and can be appropriately verified; and
is determined by the licensing state to be the substantial equivalent of an acceptable
registered licensure qualifying or accredited program.

2. Meet minimum supervised experience requirement for licensure as a psychoanalyst as
determined by the licensing state.

3. Meet examination requirements for licensure as determined by the licensing state.

9.16 HDO Eligibility Criteria

All HDOs must be accredited by an appropriate, recognized accrediting body or in the absence of such
accreditation; Anthem may evaluate the most recent site survey by Medicare or the appropriate state
oversight agency, or site survey performed by a designated independent external entity within the past 36
months. Non-accredited HDOs are subject to individual review by the CC and will be considered for
covered individual access need only when the CC review indicates compliance with Anthem standards
and there are no deficiencies noted on the Medicare or state oversight review which would adversely
affect quality or care or patient safety. HDOs are recredentialed at least every three years to assess the
HDO’s continued compliance with Anthem standards.

A. General Criteria for HDOs:

1.

2.
3.

Valid, current and unrestricted license to operate in the state(s) in which it will provide services to
covered individuals. The license must be in good standing with no sanctions.

Valid and current Medicare certification.

Must not be currently federally sanctioned, debarred, or excluded from participation in any of the
following programs; Medicare, Medicaid or the FEHBP. Note: If, once an HDO participates in
the Anthem’ s programs or provider network(s), exclusion from Medicare, Medicaid or FEHBP
occurs, at the time of identification, the HDO will become immediately ineligible for
participation in the applicable government programs or provider network(s). Special
consideration regarding the HDO’s continued participation in the Anthem’s other credentialed
practitioner network(s) of the requesting VP, the following criteria are met; the federal sanction,
debarment or exclusion is not reflective of significant issues of professional conduct and
competence, and information will be brought to the Anthem’s geographic Credentials Committee
for consideration and final determination, without HDO appeal rights related to the special
provider network(s), if such participation would be permitted under applicable State regulation,
rule or contract requirements.

Liability insurance acceptable to Anthem

If not appropriately accredited, HDO must submit a copy of its CMS, state site or a designated
independent external entity survey for review by the CC to determine if Anthem’s quality and
certification criteria standards have been met.
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B. Additional Participation Criteria for HDO by Provider Type:

HDO Type and Anthem Approved Accrediting Agent(s)

(A) Medical Facilities

Facility Type (Medical Care) Acceptable Accrediting Agencies

Acute Care Hospital CIQH, CTEAM, HFAP, DNV/NIAHO, TJC

Ambulatory Surgical Centers AAAASF, AAAHC, AAPSF, HFAP, IMQ,
TJC

Birthing Center AAAHC, CABC

Clinical Laboratories CLIA, COLA

Convenient Care Centers (CCCs)/Retail Health | DNV/NIAHO, UCAOA

Clinics (RHC)

Dialysis Center TJC, CMS

Federally Qualified Health Center (FQHC) AAAHC

Free-Standing Surgical Centers AAAASF, AAPSF, HFAP, IMQ, TJC

Home Health Care Agencies (HHA) ACHC, CHAP, CTEAM, DNV/NIAHO, TIC

Home Infusion Therapy (HIT) ACHC, CHAP, CTEAM, HQAA, TJC

Hospice ACHC, CHAP, TIC

Intermediate Care Facilities CTEAM

Portable X-ray Suppliers FDA Certification

Skilled Nursing Facilities/Nursing Homes BOC INT’L, CARF, TJC

Rural Health Clinic (RHC) AAAASF, CTEAM, TIC

Urgent Care Clinic (UCC) AAAHC, IMQ, TJC, UCAOA

(B) Behavioral Health

Facility Type (Behavioral Health) Acceptable Accrediting Agencies

Acute Care Hospital—Psychiatric Disorders CTEAM, DNV/NIAHO, TJC, HFAP

Acute Inpatient Hospital—Chemical HFAP, NIAHO, TJC

Dependency/Detoxification and

Rehabilitation

Adult Family Care Homes (AFCH) ACHC, TIC

Adult Foster Care ACHC, TIC

Community Mental Health Centers (CMHC) AAAHC, TIC

Crisis Stabilization Unit TJC

Intensive Family Intervention Services CARF

Intensive Outpatient- Mental Health and/or ACHC, DNV/NIAHO, TJC, COA, CARF

Substance Abuse

Outpatient Mental Health Clinic HFAP, TIC, CARF, COA

Partial Hospitalization/Day Treatment- CARF, DNV/NIAHO, HFAP, TJC, for

Psychiatric Disorders and/or Substance Abuse | programs associated with an acute care facility
or Residential Treatment Facilities.

Residential Treatment Centers (RTC) — DNV/NIAHO, TJC, HFAP, CARF, COA

Psychiatric Disorders and/or Substance Abuse
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(C) Rehabilitation
Facility Type (Behavioral Health Care) Acceptable Accrediting Agencies
Acute Care Hospital — Detoxification Only DNV/NIAHO, HFAP, TJC
Facilities
Behavioral Health Ambulatory Detox CARF, TIC
Methadone Maintenance Clinic CARF, TIC
Outpatient Substance Abuse Clinics CARF, COA, TIC
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CHAPTER 10: PROVIDER GRIEVANCE AND PAYMENT DISPUTE
PROCEDURES

10.1 Provider Grievance Procedures

A grievance is a notice of concern submitted to the health plan from a provider expressing dissatisfaction
and requesting action, such as an investigation. A provider grievance may fall into one of the following
categories: Administrative, Contractual, Healthcare Delivery and Member Behavior.

The provider can submit verbal or written grievances. Supporting documentation should accompany the
grievance. Grievances are resolved fairly and are consistent with Anthem policies and covered benefits.
The provider will not be penalized for filing a grievance.

Grievances are documented in the electronic tracking system, Kentucky Network Management Assistance
Tracker (K-NART), upon receipt and electronically routed to the appropriate party. The internal Provider
Relations representative will send a written acknowledgement of the provider’s grievance within five
business days of the receipt date.

The grievance is then assigned to the appropriate Provider Relations representative to investigate the
provider’s grievance and propose a resolution. Anthem may request medical records or a provider
explanation of the issues raised in the grievance by telephone or with a signed and dated letter via fax/e-
mail. Providers are expected to comply with the request within 10 days of the date of the request for
information.

If additional time is needed for research/resolution, a 14-day extension letter will be issued to the provider.
For all cases, Anthem’s designated staff sends a written resolution letter to the provider within 30 calendar
days of the receipt of the grievance or at the end of the 14-day extension period. The resolution letter notifies
the provider of the opportunity to file a grievance with those entities with which Anthem subcontracts, such
as a dental or vision vendor. When the internal Provider Relations representative sends the resolution letter
to the provider, Anthem closes the grievance file electronically in K-NART.

If providers are dissatisfied with the grievance resolution, providers have the right to arbitration (handled
per the Anthem provider agreement).

The provider grievance form can be found at
https://mediproviders.anthem.com/Documents/KYKY_CAID_ProviderGrievanceForm.pdf

10.1.1 Verbal Grievance Procedures

Submit verbal grievances to:

e Provider Services at 1-855-661-2028

e The Anthem Blue Cross and Blue Shield Medicaid website: https://mediproviders.anthem.com/ky
e The local Provider Relations representative

All provider calls will be answered immediately during normal business hours. Inquiries will be resolved
and/or results will be communicated to the provider within 30 business days of receipt. If inquiries are not

resolved within 30 days, Anthem may request a 14-day extension to resolve the issue.

10.1.2 Written Grievance Process
Submit a grievance in writing by letter or fax to:
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Provider Relations
Anthem Blue Cross and Blue Shield Medicaid
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223
Fax: 1-855-384-4872

If the outcome of Anthem’s review is not favorable to the provider, Anthem will provide a written notice
of adverse action.

The provider can also appear in person at the following office to submit a complaint:
Anthem Blue Cross and Blue Shield Medicaid
13550 Triton Park Blvd., Third Floor
Louisville, KY 40223

10.2 Claims Payment Appeals or Inquiries

Anthem’s Provider Experience program helps the provider with claims payment and issue resolution.

Contact Provider Services by calling 1-855-661-2028 and select the Claims prompt within Anthem’s
voice portal.

Anthem will connect the provider with a dedicated resource team, called the Provider Service Unit (PSU),
to ensure:

e Availability of helpful, knowledgeable representatives to assist the provider

e Increased first-contact, issue resolution rates

e Significantly improved turnaround time of inquiry resolution

10.2.1 Claims Correspondence
The PSU is available to assist the provider in determining the appropriate process to follow for resolving
provider claim issues.

The following table also provides guidance on issues considered claim correspondence and should not go
through the Payment Appeal process.

Rejected Electronic Claim(s) Use the EDI Hotline at 1-800-590-5745 when
the provider’s claim was submitted electronically
but was never paid or was rejected. Anthem is
available to assist the provider with setup
questions and help resolve submission issues or
electronic claims rejections.

Remit Requests for Supporting Documentation Submit a claim correspondence form, a copy of
(Sterilization/Hysterectomy/Abortion Consent the provider’s remit and the supporting
Forms, itemized bills and invoices) documentation to:

Claims Correspondence
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 62429
Virginia Beach, VA 23466-2429
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Remit Requests for Medical Records Submit a Claim Correspondence form, a copy of
the provider’s remit and the medical records to:
Claims Correspondence
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 62429
Virginia Beach, VA 23466-2429
Need to submit a corrected claim due to errors or | Submit a Claim Correspondence form and the
changes on original submission provider’s corrected claim to:
Claims Correspondence
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 61010
Virginia Beach, VA 23466- 1010

Clearly identify the claim as corrected. Anthem
cannot accept claims with handwritten alterations
to billing information. Anthem will return claims
that have been altered with an explanation of the
reason for the return.
Submission of coordination of benefits/third- Submit a Claim Correspondence form, a copy of
party liability information the provider’s remit and the COB/TPL
information to:
Claims Correspondence
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 61010
Virginia Beach, VA 23466-1010

10.3 Medical Necessity Appeals

Appeal requests may be completed by the member, the member’s representative, the provider or the
provider on behalf of the member with written member consent, either verbally, in writing or in person at
the health plan’s physical location. An appeal may be filed for any covered medical services, including
EPSDT screenings and EPSDT Special Services:

e For an appeal of standard service authorization decisions, a member or provider must file an appeal,
either orally or in writing, within 60 calendar days of the date on the Anthem notice of action. This
also applies to a member or provider’s request for an expedited appeal.

e For an appeal for termination, suspension or reduction of previously authorized services when the
member/provider requests continuation of such services, the member or provider must file an appeal
within 10 calendar days of the date of the Anthem mailing of the notice of action.

e Oral inquiries seeking to appeal actions shall be treated as appeals and will be confirmed in writing,
unless the member or provider requests expedited resolution.

e A provider may request a State Fair Hearing on behalf of a member once appeal rights are exhausted,
if the provider is acting as the member’s authorized representative and that authorization is in writing.

e A provider may file a request for an external independent third party review of a previously appealed
decision with an undesirable outcome within 60 days. No new information can be provided for this
review. The review is coordinated by the Department for Medicaid Services.

a. The 60-day count shall begin on one of the following dates:
i.  Date that the adverse determination was received electronically, if received electronically
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ii.  Date that the adverse determination was received via fax, per the date and time documented
on the fax transmission, if the notice was faxed
iii.  Post mark date on the envelope containing the adverse determination, if the adverse
determination was sent via postal mail; an additional three days shall be added when the
service is by mail
e The provider may request an Administrative Hearing for decisions that were unfavorable on appeal

and external independent third party review. An appeal shall be filed within 30 days from the

appealing party’s receipt of the final decision of the external independent third party review. A

decision of the administrative hearing tribune shall be final for purposes of judicial appeal.

Anthem’s goal is to handle and resolve every appeal as quickly as the member’s health condition requires.

Anthem’s established time frames are as follows:

e Standard resolution of appeal and for appeals for termination, suspension or reduction of
previously authorized services: 30 calendar days from the date of receipt of the appeal, unless the
provider, the member, or DMS approves an extension of 14 calendar days as necessary to complete
the appeal. In all circumstances, the appeal determination must not be extended beyond 44 calendar
days from the day Anthem receives the appeal request.

e Expedited resolution of appeal, including notice to the affected parties: as expeditiously as the
medical condition requires, but no later than 72 hours from receipt of the appeal, unless the provider,
the member or DMS approves that an extension of 14 calendar days is necessary to complete the
appeal. The notice of the resolution of the appeal shall be in writing. For notice of an expedited
resolution, Anthem will also make reasonable efforts to provide prompt oral notice. Anthem will
include the date completed and reasons for the determination in easily understood language. A written
statement of the clinical rationale for the decision, including how the requesting provider or enrollee
may obtain the utilization management clinical review or decision-making criteria, will be issued. If
the request for expedited resolution is denied, the appeal will be transferred to the standard resolution
timeframe and written notification will be provided within 72 hours from receipt of the appeal.

Anthem makes every reasonable effort to give the member or his or her representative verbal notification
and then follow it up with a written notification.

Anthem will inform the member or provider of the limited time he or she has to present evidence and
allegations of fact or law with expedited resolution. Anthem also ensures that no punitive action will be
taken against a provider who supports an expedited appeal.

Anthem will send members or provider’s a written notice of the results of the resolution. The notice will

include:

e The date completed

e Reasons for the determination in easily understood language

e A written statement of the clinical rationale for the decision, including how the requesting provider or
member may obtain the Utilization Management clinical review or decision-making criteria

If an appeal is not wholly resolved in favor of the member or provider, the notice will include:

e The right for Anthem member to request a state fair hearing and how to do so for member requested
appeals or on behalf of the member.

e The right to receive benefits while this hearing is pending and how to request them if requested by the
member or on behalf of the member.

e Notice that the member may have to pay the cost of these benefits if the state fair hearing officer
upholds the Anthem action if requested by the member or on behalf of the member.
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e The right of the provider to request an external third party review of the decision and how to do so for

provider requested appeals.

10.4 Payvment Appeals

A payment appeal is any dispute between the provider and Anthem for reason(s), including:

e Contractual payment issues

Retrospective review

Disagreements over reduced or zero-paid claims
Authorization issues

Timely filing issues

Other health insurance denial issues

Claim code editing issues

Duplicate claim issues

Retro-eligibility issues
Experimental/investigational procedure issues
Claim data issues

The provider will not be penalized for filing a payment appeal. No action is required by the member.

Anthem’s procedure is designed to afford providers access to a timely payment appeal process. If a
provider is dissatisfied with a previously processed claim or adjustment, the provider has the right to file

an appeal for review of the claim or adjustment.

Due to the nature of appeals, some cannot be accepted verbally and therefore must be submitted in writing
if additional documentation or explanation is required. The following table provides recommendations on

submission methods based on the appeal reason:

Issue Type

Denied for Timely Filing

Verbal Allowed?

If Anthem made an error per the provider’s
contract, verbal is appropriate

If the provider has paper proof, then written
is most appropriate

Denied for No Authorization

If the provider knows an authorization was
provided and Anthem made an error, verbal
is appropriate

If the provider has paper proof, then written
is most appropriate

The provider feels payment was not paid according
to the contract, such as at appropriate DRG or per
diem rate, fee schedule, Service Case Agreement
or appropriate bed type, etc.

Verbal is appropriate

Experimental/Investigational procedure denial

Written is most appropriate

As appropriate, verbal appeals can be submitted by calling Provider Services at 1-855-661-2028.
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If the appeal must be submitted in writing or if the provider wishes to use the written process instead of
the verbal process, the appeal should be submitted to:
Claim Appeals
Anthem Blue Cross and Blue Shield Medicaid
P.O. Box 62429
Virginia Beach, VA 23466-1599

Written appeals with supporting documentation can also be submitted via the Payment Appeal tool on the
Anthem provider website.

When inquiring on the status of a claim, if a claim is considered appealable due to no or partial payment,
a dispute selection box will display. Once this box is clicked, a Web form will display for the provider to
complete and submit. If all required fields are completed, the provider will receive immediate
acknowledgement of the provider’s submission.

When using the online tool, supporting documentation can be uploaded by use of the attachment feature
on the Web dispute form and will attach to the form when submitted.

Payment appeals, whether verbal or written, must be received by Anthem within 90 calendar days of the
remittance date.

When submitting the appeal, the provider will need to provide a listing of disputed claims, a detailed
explanation of the reason for the appeal, and supporting statements for verbal appeals and supporting
documentation for written; written appeals should also include a copy of the remit and an Appeal Request
form. The Kentucky universal appeal form can be found at:
https://mediproviders.anthem.com/Documents/KYKY_CAID_ClaimAppealForm.pdf

Verbal appeals received by Provider Services are logged into the appeal database. Written payments
appeals are received in Anthem’s Document Management Department (DMD) and are date-stamped upon
receipt. The DMD scans the appeal into Anthem’s document management system, which stamps the
image with the received date and the scan date. Once the dispute is scanned, it is logged into the appeal
database by the Intake team within the DMD.

Once the appeal is logged, it is routed in the database to the appropriate appeal unit. The appeal associate
works appeals by demand, drawing items based first-in, first-out criteria for routing appeals.

The appeal associate will:

e Review the appeal and determine the next steps needed for the payment appeal

e Make a final determination if able based on the issue or route to the appropriate functional area(s) for
review and determination

e Ensure a determination is made within 30 calendar days of the receipt of the payment appeal

e Request a 14-day extension from the provider if the appeal will not be resolved within the 30 days. If
the provider requests the extension, the extension shall be approved.

e Contact the provider via the provider’s preferred method of communication (phone, fax, email or
letter) and provide the payment information, if overturned, or further appeal rights are upheld or
partially upheld; the provider’s preferred method of communication is determined from the Provider
Services agent requesting this information during the provider’s call or selection on the Appeal
Request form; if no preference is provided, a letter will be mailed to the provider.

101

Medicaid Managed Care Organization (MCO) - All Regions Attachment C.17.d-1 — Page 102
RFP 758 2000000202



Anthem Kentucky Managed Care Plan, Inc. (Anthem) Attachment C.17.d-1. Provider Services Manual

When payment appeals are received with supporting clinical documentation, Anthem will apply
established clinical criteria to the payment appeal. After review, Anthem will either approve the payment
dispute or forward it to the medical director for further review and resolution.

10.4.1 Binding Arbitration

In the event of a dispute arising out of this agreement that is not:

e  Within the scope of relationship management set forth in the agreement or

e Resolved by informal discussions among the parties, the parties shall attempt to negotiate the dispute

Any party may initiate negotiation by sending a written description of the dispute to the other parties via
certified or registered mail, overnight mail, or personal delivery. The description shall explain the nature
of the dispute in detail and set forth a proposed resolution, including a specific time frame within which
the parties must act. The party receiving the letter must respond in writing within 30 days with a detailed
explanation of its position and a response to the proposed resolution. Within 30 days of the initiating
party receiving this response, principals of the parties who have authority to settle the dispute will meet to
discuss the resolution of the dispute. The initiating party shall initiate the scheduling of this negotiation
session.

In the event the parties are unable to resolve the dispute following the negotiation, a party shall have the
right to pursue all available remedies at law or equity, including injunctive relief.

In order to invoke the dispute resolution procedures, a party first shall send to the other party a written
demand letter that contains a detailed description of the dispute and all relevant underlying facts, a
detailed description of the amount(s) in dispute and how they have been calculated with respect to such
dispute.

10.5 State Hearing Process

10.5.1 State Hearings for the Member

The member or the member’s authorized representative may request a hearing. A provider may not
request a hearing on behalf of a member unless the member deems, in writing, the provider to be his or
her authorized representative.

The member must exhaust all levels of resolution and appeal within the Anthem appeal system prior to
filing a request for a hearing with the Kentucky Cabinet for Health and Family Services.

The member or his or her representative shall submit a request for a state fair hearing to the CHFS within
120 days of the final appeal decision by Anthem. When a hearing is requested, Anthem will provide to the
CHEFS and the member, upon request, all Anthem-held documentation related to the Anthem appeal,
including but not limited to any transcript(s), records or written decision(s) from participating providers
or delegated entities.

An administrative hearing officer of the Cabinet will conduct the state fair hearing. When the hearing is
complete, the Director of DOA will report the results of the hearing decision to the member, to Anthem

and to CHFS.

Implementation of such a hearing decision shall not be the basis for termination of enrollment by Anthem.
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10.5.2 External Review and Administrative Hearing for the Provider

Providers have a right to an external independent third-party review under Kentucky statute. Under
Kentucky statute and regulation 907 KAR 17:035, providers have the right to an external, third-party
review.

Providers may submit a request for an external independent third party review within 60 calendar days of
receiving an MCO’s final decision from the MCQO’s internal appeal process. Provider requests pursuant to
907 KAR 17:035 will not be considered for dates of service prior to 12-1-2016.

The 60-day count shall begin on one of the following dates:

1. Date that the notice was received electronically, if received electronically

2. Date that the notice was received via fax, per the date and time documented on the fax transmission,
if the notice was faxed

3. Post mark date on the envelope containing the notice, if the notice was sent via postal mail; an
additional three days shall be added when the service is by mail

This request must be submitted to the MCO via one of the contact options designated below. DMS will
also post the MCO contact information on their website at http://www.chfs.ky.gov/dms. Requests are not

accepted verbally. Additional information will not be considered by the third-party reviewer.

Please send your request to one of the following:

Email: KYExternalReview@anthem.com
Fax: 1-502-212-7336
Mail: Anthem Blue Cross and Blue Shield Medicaid

Central Appeals Processing

P.O. Box 62429

Virginia Beach, VA 23466-2429
Electronic: Availity Portal (https://www.availity.com)

The external review request must include the following actions:

o Identify each specific issue and dispute directly related to the adverse final decision issued by
Anthem.

e State the basis on which Anthem’s decision on each issue is believed to be erroneous.

e State the provider’s designated contact information including name, phone number, mailing address,
fax number and email address.

e Clearly indicate External Independent Review on the request. This is required in order to ensure
appropriate routing to DMS.

The provider will be notified of receipt by Anthem within five business days. Anthem will submit the
request with supporting documentation to the Kentucky Department for Medicaid Services (DMS) within
15 business days. The provider will be notified of the final decision within 30 days of receipt or 45
business days if an extension has been agreed to by both parties.

If the external review decision is to overturn the original Anthem decision, the claim will be adjusted
within 30 days of the decision.

Following the external review, the party who receives an adverse determination may appeal to DMS and
request an Administrative Hearing (state fair hearing) under Kentucky regulation 907 KAR 17:040 within
30 calendar days of receipt of the external review decision letter. The party who receives an adverse final
order shall pay a fee of $600 to DMS for the cost of the Administrative Hearing.
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10.6 Continuation of Benefits during Appeals or State Fair Hearings

Anthem is required to continue a member’s benefits while the appeals process or the state fair hearing is

pending if all of the following are true:

e The request for continuation of benefits is submitted to Anthem on or before the latter of the two:
within 10 calendar days of Anthem mailing the notice of action or the intended effective date of
Anthem’s proposed action

e The appeal involves the termination, suspension or reduction of a previously authorized course
of treatment

e Services were ordered by an authorized provider

e The original period covered by the original authorization has not expired

e The member requests an extension of benefits

If the decision is against the member, Anthem may recover the cost of the services the member received
while the appeal was pending. This process also applies to all EPSDT appeals decisions.

10.7 Payment Adjustment

If provider believes a claim has been improperly adjudicated for covered service for which provider
timely submitted a clean claim to plan, provider must submit a request for an adjustment to the plan.
Adjustment requests submissions may be denied for payment. The provider shall not be permitted to bill
the member for those covered services for which payment was denied.
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CHAPTER 11: CLAIM SUBMISSION ENCOUNTERS PROCEDURES

11.1 Claims Submission

Claims need to be submitted according to the policies located at http://mediproviders.anthem.com/Ky.
Providers have the option of submitting claims electronically or by mail.

Anthem encourages providers to submit claims electronically, as providers will be able to:
e Receive payments quickly

e Eliminate paper

e Save money

11.2 Billing Form and Claims Reporting Requirements

Provider must submit all claims on a CMS-1500 or CMS-1450/UB-04 claim form or its successor form(s)
as applicable based on the services provided in accordance with claims reporting requirements. Provider
must report all health services in accordance with the Coded Service Identifier(s) reporting guidelines and
instructions using HIPAA compliant billing codes. In addition, Anthem shall not pay any claim(s) nor
accept any encounter data submitted using non-compliant codes. Anthem audits that result in
identification of health services that are not reported in accordance with the Coded Service Identifier(s)
guidelines and instructions, will be subject to recovery through remittance adjustment or other recovery
action.

11.2 Clearinghouse Submissions

Providers can submit electronic claims through Electronic Data Interchange (EDI). Providers must submit
claims within 180 calendar days from the date of discharge for inpatient services or from the date of
service for outpatient services, or as otherwise stated in the provider contract. Providers can submit claims
through any clearinghouse using the following Claim Payer ID: the professional ID is 00660 and the
institutional ID is 00160.

To start the electronic claims submission process or if providers have questions, please contact the EDI

hotline at 1-800-590-5745. An EDI claims submission guide is located at
https://mediproviders.anthem.com/Ky.

11.3 Web-based Claims Submissions

Providers can also submit claims through Availity. Log in to www.availity.com and follow the
instructions to register.

11.4 Paper Claim Submission

Providers must submit a properly completed CMS-1450 or CMS-1500 (02-12) claim form according to
Anthem’s submission policies located at https://mediproviders.anthem.com/ky. Submit paper claims

to:
Kentucky Claims
Anthem Blue Cross and Blue Shield Medicaid
P.O.Box 61010
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Virginia Beach, VA 23466-1010

CMS-1500 and CMS-1450 forms are available from the Centers for Medicare & Medicaid Services at
www.cms.hhs.gov.

11.5 International Classification of Diseases, 10th Revision (ICD-10) Description

As of October 1, 2015, ICD-10 became the code set for medical diagnoses and inpatient hospital
procedures in compliance with HIPAA requirements, and in accordance with the rule issued by the U.S.
Department of Health and Human Services (HHS).

ICD-10 is a diagnostic and procedure coding system endorsed by the World Health Organization (WHO)
in 1990. It replaces the International Classification of Diseases, 9th Revision (ICD-9) which was
developed in the 1970s. Internationally, the codes are used to study health conditions and assess health
management and clinical processes. In the United States, the codes are the foundation for documenting
the diagnosis and associated services provided across health care settings.

Although Anthem often uses the term ICD-10 alone, there are actually two parts to ICD-10:

e Clinical modification (CM): ICD-10-CM is used for diagnosis coding

e Procedure coding system (PCS): ICD-10-PCS is used for inpatient hospital procedure coding; this is a
variation from the WHO baseline and unique to the United States.

ICD-10-CM replaces the code sets ICD-9-CM, volumes one and two for diagnosis coding, and
ICD-10-PCS replaces ICD-9-CM, volume three for inpatient hospital procedure coding.

11.6 Claims Adjudication

Anthem is dedicated to providing timely adjudication of claims. Anthem processes all claims according to
generally accepted claims coding and payment guidelines defined by the CPT-4 and ICD-10 manuals.

The provider must use HIPAA-compliant billing codes when billing Anthem electronically or on paper.
When billing codes are updated, the provider is required to use appropriate replacement codes for submitted

claims. Anthem will reject claims submitted with noncompliant billing codes.

Anthem reserves the right to use code-editing software to determine which services is considered part of,
incidental to or inclusive of the primary procedure.

Whether the provider submits claims through EDI or on paper, use Anthem’s claims guide charts to
ensure the provider submits clean and complete claims; found at https://mediproviders.anthem.com/ky.

11.7 Timely Filing

Paper and electronic claims must be received within 180 calendar days of the date of discharge for
inpatient services and date of service for outpatient services, unless otherwise specified in a provider’s
contract.

There are exceptions to the timely filing requirements. These include:

e Cases of coordination of benefits/subrogation. For cases of coordination of benefits/subrogation, the
time frames for filing a claim will begin on the date of the third party’s resolution of the claim.
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e Cases where a member has retroactive eligibility. In situations of enrollment in Anthem with a
retroactive eligibility date, the time frames for filing a claim will begin on the date that Anthem
receives notification from the enrollment broker of the member’s eligibility/enrollment.

Anthem will reconsider reimbursement of a claim that is denied for failure to meet timely filing
requirements when a provider can:

e Provide a date of claim receipt compliant with applicable timely filing requirements or

e Demonstrate “good cause” exists.

Please see additional details found in Anthem’s submission policies located at
https://mediproviders.anthem.com/ky.

11.8 Clean Claims Payments

A clean claim is a request for payment for a service rendered by a provider that:

e Is submitted on time

Is accurate

Is submitted on a HIPAA-compliant standard claim form (CMS-1500 or CMS-1450 or successor forms)
Requires no further information, adjustment or alteration to be processed and paid

Is not from a provider who is under investigation for fraud or abuse

Is not a claim under review for medical necessity

Anthem will adjudicate clean claims to a paid or denied status within 30 calendar days of receipt. Claims
related to organ transplant will be paid within 60 calendar days of receipt. If Anthem does not pay the
claim within these time frames, Anthem will pay all applicable interest as required by law.

Anthem produces and mails a remittance on a twice a week basis. It shows the status of each claim that
has been adjudicated during the previous claim cycle.

If Anthem does not receive all of the required information, Anthem will deny the claim either in part or in
whole within 30 calendar days of receipt of the claim or 60 calendar days for transplant claims. A request
for the missing information will appear on the provider’s remit.

Once Anthem has received the requested information, Anthem will process the claim within 30 calendar
days.

Anthem will return paper claims that are determined to be unclean along with a letter stating the reason
for the rejection. Anthem will return electronic claims that are determined to be unclean to the
clearinghouse that submitted the claim.

11.8.1 Prepayment review
Anthem routinely conducts reviews of members' medical records to ensure accuracy of provider

payments. Compliance with requests to submit medical records is a standard component of our provider
contracts. Anthem’s prepayment review program evaluates medical records and validates services are
billed appropriately. This process does not impact timely adjudication of claims submitted with
supporting medical records. Under the prepayment review program, Anthem will review all claims billed
under identified codes prior to processing the claim to determine the appropriateness of the claim.
Prepayment review includes any and all existing and future NPIs and TINs associated with the practice.
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If a provider is placed under pre-payment review, a letter will be issued prior to the effective date
outlining the specifics of the review. The following guidelines apply to the program:

1. Provider will be given 45 calendar days to submit documents in support of claims under prepay
review. Claims will be denied if the requested documentation is not received by day 46.

2. Anthem will deny a claim if the submitted documentation lacks evidence to support the billed
service or code.

3. Provider may appeal a denied claim within the proper timely filing guidelines as outlined in
Sections 10.4 and 10.5 of this provider manual.

4. If the provider has sustained a 90 percent error-free claims submission rate to Anthem for 45
calendar days, the provider may be removed from the prepayment review process or Anthem will
request permission from the Department for Medicaid Services to continue the prepayment
review when it is determined necessary to prevent improper payments.

11.9 Claims Status

Providers can check the status of claims at https://mediproviders.anthem.com/Ky or call Anthem’s
Provider Services team at 1-855-661-2028. Providers can also use the claims status information for
accepted and rejected claims that were submitted through a clearinghouse.

If Anthem does not have the claim on file, resubmit claims within the timely filing requirements. If filing

electronically, check the confirmation reports for acceptance of the claim received from an EDI or
practice management vendor.

11.10 Coordination of Benefits, Third-party Liability and Blue Card Association

Anthem follows Kentucky state-specific guidelines when coordination of benefits is necessary. Anthem uses
covered medical and hospital services whenever available or other public or private sources of payment for
services rendered to Anthem members.

When third-party resources and Third-Party Liability (TPL) resources are available to cover the costs of
trauma-related claims and medical services provided to Medicaid members, Anthem will reject the claim
and redirect members to bill the appropriate insurance carrier (unless certain pay and chase circumstances
apply — see below). Or, if Anthem does not become aware of the resource until after payment for the
service was rendered, Anthem will pursue post-payment recovery of the expenditure. Providers must not
seek recovery in excess of the Medicaid payable amount.

The pay and chase circumstances are:

e  When the services are for preventive pediatric care, including EPSDT

e Ifthe claim is for prenatal or postpartum care or if service is related to OB care

e For any service rendered to a child of an absent parent (i.e., primary coverage is through a
noncustodial parent after a divorce)

Anthem’s subrogation vendor handles the filing of liens and settlement negotiations both internally and
externally.

If providers have any questions regarding paid, denied or pended claims, please call Provider Services at
1-855-661-2028.

11.11 Reimbursement Policies
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Reimbursement policies serve as a guide to assist providers with accurate claims submissions and outline
the basis for reimbursements when services are covered by the member’s Anthem plan. The
determination that a service, procedure, item, etc. is covered under a member's benefit plan is not a
determination that providers will be reimbursed. Services must meet authorization and medical necessity
guidelines appropriate to the procedure and diagnosis, as well as the member’s state of residence.

Providers must follow proper billing and submission guidelines. Providers are required to use industry
standard, compliant codes on all claims submissions. Services should be billed with Current Procedure
Terminology (CPT) codes, Health care Common Procedure Coding System (HCPCS) codes and/or
revenue codes. The codes denote the services and/or procedures performed. The billed code(s) are
required to be fully supported in the medical record and/or office notes. Unless otherwise noted within the
policy, Anthem’s policies apply to both participating and nonparticipating providers and facilities.

The Anthem reimbursement policies are based on nationally accepted industry standards and coding
principles. These policies may be superseded by mandates in provider or state contracts, or state, federal
or CMS requirements. System logic or set-up may prevent the loading of policies into the claims
platforms in the same manner as described; however, Anthem strives to minimize these variations.

Anthem reserves the right to review and revise Anthem’s policies periodically when necessary. When
there is an update, Anthem will publish the most current policies to the Anthem provider website under
the Quick Tools menu.

11.11.1 Reimbursement Hierarchy

Claims submitted for payments must meet all aspects of criteria for reimbursements. The reimbursement
hierarchy is the order of payment conditions that must be met for a claim to be reimbursed. Conditions of
payment could include benefits coverage, medical necessity, authorization requirements or stipulations
within a reimbursement policy. Neither payment rates nor methodologies are considered to be conditions

of payments.
[ I
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11.11.2 Review Schedule and Updates

Reimbursement Policies undergo reviews for updates to state contracts, or state, federal or CMS
requirements. Additionally, updates may be made at any time if Anthem is notified of a mandated change
or due to an Anthem business decision. When there is an update, Anthem will publish the most current
policies to our provider website under the Quick Tools menu.

11.11.3 Reimbursement by Code Definition

Anthem allows reimbursements for covered services based on their procedure code definitions or
descriptors, as opposed to the appearance under particular CPT categories or sections unless otherwise
noted by state or provider contracts, or state, federal or CMS requirements. There are seven CPT sections:
1. Evaluation and management

2. Anesthesia
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Surgery

Radiology (nuclear medicine and diagnostic imaging)

Pathology and laboratory

Medicine

Temporary codes for emerging technology, services or procedures

Nownkw

At times, procedure codes are located in particular CPT categories when those procedures may not, as a
general understanding, be classified within that particular category (e.g., venipuncture is located in the
CPT surgical section but is not considered to be a surgical procedure).

11.12 Billing Members

Before rendering a service that is not covered by Anthem, inform the Anthem member that Anthem does not
cover the cost of the service; he or she will have to pay for the service. Pursuant to Section 1128B(d)(1) 42
U.S.C. 1320a-7b of the Social Security Act, a provider who knowingly and willfully bills a member for a
Medicaid Covered Service may be convicted of a felony and be subject to fines and/or imprisonment.

There may be limited circumstance when a member maybe permitted to choose to self-pay. For verification
in those circumstances, contact provider services at 1-855-661-2028.

If providers choose to provide services that Anthem does not cover:

e Understand that Anthem only reimburses for services that are medically necessary, including hospital
admissions and other services

e Understand that providers may not bill for or take recourse against a member for denied or reduced
claims for services that are within the amount, duration and scope of benefits of the Medicaid program

Providers cannot balance-bill for the amount above that which Anthem pays for covered services.

In addition, providers may not bill a member if any of the following occurs:

e Failure to submit a claim on time, including claims not received by Anthem

e Failure to submit a claim to Anthem for initial processing within the timely filing deadline

for providers

Failure to dispute a corrected claim within the clean-claim submission period

Failure to appeal a claim within the 90-day payment dispute period

Failure to appeal a utilization review determination within 60 days of notification of coverage denial
Submission of an unsigned or otherwise incomplete claim

Errors made by provider in claims preparation, claims submission or the appeal/dispute process

11.13 Client Acknowledgment Statement

"If a member agrees in advance in writing to pay for a non-Medicaid covered service, then the contractor,
the contractor’s provider, or contractor’s subcontractor may bill the member. The standard release form
signed by the member at the time of services does not relieve the contractor, providers and subcontractors
from the prohibition against billing a Medicaid member in the absence of a knowing assumption of
liability for a non-Medicaid covered service. The form or other type of acknowledgement relevant to
Medicaid member liability must specifically state the services or procedures that are not covered by
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Medicaid."

“I understand that, in the opinion of (provider’s name), the services or items that I have requested to be provided to me on
(dates of service) may not be covered under Anthem as being reasonable and medically necessary for my care or are not a
covered benefit. I understand that Anthem has established the medical necessity standards for the services or items that |
request and receive. | also understand that I am responsible for payment of the services or items I request and receive if these
services or items are determined to be inconsistent with the Anthem medically necessary standards for my care or are not a
covered benefit.”

Signature:
Date:

11.14 Garnishment

In accordance with the Medicaid Managed Care Contract with the Commonwealth of Kentucky, Section
37.0, DMS may request that a Medicaid managed care organization (MCO) collect from future provider
payments to satisfy the provider’s outstanding balance with DMS. Recoveries will not always be assigned
to one MCO. If the provider is participating with only one MCO, then the recovery letter will be sent to
that MCO. The provider will not be able to avoid repayment by switching MCOs. If the provider is
participating with multiple MCOs and has a large Medicaid receivable, then all MCOs will be notified to
recover on Medicaid’s behalf. Recoveries are to continue until the outstanding amount has been collected
or until the MCO is notified by DMS.

APPENDIX A: FORMS

The following is a sample of forms available for download at https://mediproviders.anthem.com/ky.
To request hard copies of these forms, please call Anthem Provider Services team at
1-855-661-2028.

Do Not Resuscitate (DNR) Order
http://manuals.sp.chfs.ky.gov/Resources/sopFormsLibrary/Do Not Resuscitate Form and
Guidelines.doc

Provider Correspondence and Appeals
e (Claim Payment Appeals Submission Form
e (Claim Correspondence Form

Referral and Claim Submissions
e Prior Authorization Request
e Maternity Notification

e CMS-1500 (02-12)

e (CMS-1450
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Provider Services
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Anthem.

Medicaid

CRED/, (,V»ED/, \f_;\\NCr,
Q 1

MANAGED BEHAVIORAL MULT\CULTURAL
HEALTH PLAN HEALTHCARE ORGANIZATION HEALTH CARE

FULL

Anthem Blue Cross and Blue Shield Medicaid is the trade name of Anthem Kentucky Managed Care Plan, Inc., independent licensee of the Blue Cross and Blue Shield

Assaciation. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. IngenioRx, Inc. is an independent company providing pharmacy benefit management
services on behalf of Anthem Blue Cross and Blue Shield Medicaid.
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