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Dear Provider:

We are pleased to present this Health Plus Provider Manual, which is designed
to answer your questions about our plan and its services, and familiarize you
with our policies and procedures. When we need to notify you about upcoming
policy changes and other important plan-related information, we’ll send a Provider
Notice.

Copies of this manual and all notices and updates can also be found on our web
site at www.healthplus-ny.org (click Providers on the home page). We encourage
you to visit our web site often, as it is modi! ed frequently and contains the most
updated plan-related information available.

This manual will give you comprehensive information about the various Health
Plus departments and the services they provide, your role and responsibilities as a
participating provider, and how to obtain assistance when you need it. We welcome
your comments and suggestions regarding the contents of this manual and invite
you to e-mail us at providers@healthplus-ny.org with your feedback.

If you have any questions about the information presented in this manual, please
speak to your Provider Relations Associate or call our Provider Care Center toll-free
at 1-800-450-8753 during the hours of 9 am and 6 pm, Monday through Friday.

Once again, welcome to Health Plus--one of the largest Medicaid Managed
Care Organizations in New York. We look forward to a long and fruitful working
relationship with you.

Sincerely,

el D Meckit, ma, mey C A Qo
Clifford D. Marbut, MD, MPH Cleo Dixon, MBA

Chief Medical Of! cer Vice President, Network

Management and Provider Relations



1 About Health Plus

Our Mission:

Health Plus is a not-for-pro! t health care plan committed to quality health care
and dedicated to the health and well-being of our culturally diverse communities
through partnerships with members, providers, and community-based organiza-
tions.

Health Plus was established in 1984 by Lutheran Medical Center (LMC) to improve health care
access for a diverse community in Southwest Brooklyn. By applying the principles of managed
care, the founders of Health Plus sought to provide high quality, cost effective, and coordinated
health services to Medicaid enrollees, who often used emergency rooms as their principal source
of care. On April 1, 1984, LMC began to enroll Medicaid recipients into its program, Health Care
Plus (HCP), which grew to an enrollment of 4,000 members over the next several years.

In 1991, Health Plus began to market the state-funded Child Health Plus (CHP) program. CHP
initially offered ambulatory care to children age 13 and younger, and later expanded to include
14-18 year olds, thus addressing a critical need for child/teen health coverage in Health Plus’s
local community. By 2000, Health Plus had expanded its service area to include Queens, the
Bronx, Staten Island and Manhattan, making it a citywide organization.

In 2002, Health Plus began enrolling members into Family Health Plus, a New York State-spon-
sored program that provides affordable health care to uninsured adults (ages 19-64) who are not
eligible for Medicaid.

To ensure optimum health care coverage for Medicare eligible New
Yorkers, Health Plus launched Health Plus Elite , a Medicare Advantage program, in 2009.
With these four bene!t programs, Health Plus now serves over 280,000 children, adults and
seniors throughout the !ve boroughs of New York City and Nassau County.

We strive for excellence through our commitment to:

* Our communities

* Quality

» Advocacy

 Cultural sensitivity & linguistic competence

* Respect & compassion

» Teamwork

* Members’, providers’, employees’, and partners’ satisfaction
» Accessibility & responsiveness

* Fiscal responsibility

» Health outcomes
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1 About Health Plus

Health Plus contracts with hospital-based systems, independent practitioners, primary care and
multi-specialty physician groups, and Independent Practitioner Associations (IPA) to provide
care to members.

Our extensive provider network includes:

* Over 3,500 primary care physicians

11,500 specialists (including Behavioral Health, OB/GYN, and other specialties)
360 Neighborhood Health Centers

2,925 private oflce locations

73 hospitals

In addition to courteous and compassionate care, Health Plus offers a comprehensive
curriculum of Health Education programs. Our members also have access to special events and
programs such as Kid Care, a personal safety identi! cation program for children, and Project A+,
a program that provides special gifts and incentives to children who excel in school.

Health Plus also employs a large staff of clinicians who provide exceptional care management
services to members with asthma, diabetes, coronary artery disease, depression and other
chronic or acute conditions.




1 About Health Plus

1.1 Product Overview

Health Plus offers three bene! t plans. Please see Appendix 1 for a detailed summary of the care
and services covered under each plan.

1.1.1 Health Care Plus (Medicaid Managed Care)

Health Care Plus (HCP), Health Plus’s Medicaid managed care program, is a prepaid health
program available to quali! ed persons with Medicaid coverage. Health Plus offers benel!ts to
persons eligible for Temporary Assistance to Needy Families (TANF), Safety Net Assistance
(SNA), Medicaid only (MA-HR and MA-ADC), and Supplemental Security Income (SSI). In
November 2005, New York State enacted mandatory Medicaid managed care enroliment for all
SSI members. Health Plus suggests that providers check EMEVS to verify covered services, as
the SSI member bene!t package differs from that designated for non-SSI members.

There are currently no co-pays for Health Care Plus (HCP) services.

1.1.2 (ild Health Plus

Child Health Plus (CHP) is a New York State sponsored prepaid health program available to
uninsured children under age 19 who are not eligible for Medicaid coverage. CHP offers a wide
range of ambulatory and inpatient health services.

CHP members are presumptively enrolled in Health Plus, pending submission of documents to
verify eligibility. They receive a red card (see section 1.2.1) which quali! es them for all covered
bene! ts during the 60-day presumptive period. If they are deemed eligible for enroliment after
the two-month review period, they receive a standard Health Plus CHP member ID card. If not,
they are disenrolled from the program.

Some members may pay a premium (which is collected by Health Plus). There are
currently no co-pays for Child Health Plus (CHP) services.

1.1.3 Family Health Plus

Family Health Plus (FHP) is a New York State sponsored prepaid health program available to
uninsured adults age 19 to 64. FHP health coverage is available to New York residents who are
citizens or quali'ed aliens, and who do not meet the income limits for Medicaid.

Co-pays may apply. For more information on FHP co-pays, please see the Billing and
Reimbursement chapter of this manual (chapter 10, section 10.12).

o 1]




1 About Health Plus

1.2 How to Identify a Health Plus Member

1.2.1 HealthPlus ID Cards

Newly enrolled members receive a Health Plus ID card in the mail (see examples below), and

present it when seeking care.

Child Health Plus Benelt Card

Family Health Plus Bene!t Card

PEEElltﬂE'P] us

s B Maivdeas

Febsernbnd Fimrras:
EFwciive Caie:

Db o Pirdr o Machemie
Hamith Cosrdia

Chinied i

Hea:

Temporary Card

Health Care Plus Benel!t Card

Red Card for Presumptive Eligibility
(CHP only)-- valid for 60 days

This temporary card is issued when the member loses his or her ID card, and can be used for
full benelt privileges until a replacement card is issued.

Please remember to check member eligibility before providing services.

12
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1.2.2 \erifying Member Eligibility

It is necessary for providers to verify member eligibility prior to rendering
services.

For members with Health Care Plus (Medicaid) or Family Health Plus coverage, you can check
EMEVS for eligibility information.

Health Plus also provides INFO PLUS, a 24-hour automated information-retrieval system that is
available by telephone or online. Here’s how to use INFO PLUS to verify member eligibility:

INFO PLUS by Phone:

1)
2)
3)
3)
4)

Dial 1-800-450-8753 and press 1 when the main menu is announced.
Press 1 again (if you have the member’s Health Plus ID number)*.

Press 5 for ‘member eligibility only’.

Enter the member’s 7-digit Health Plus ID number.

The voice recording will indicate whether or not the member is eligible for
benelts for the current month.

* |[f you only have the member’s Medicaid CIN number, you can press 2 to hear instructions for
converting the CIN number to the 7-digit Health Plus ID number.

INFO PLUS Online:

1)
2)
3)
4)
5)

6)

Go to the Health Plus web site at www.healthplus-ny.org.

Click on the Providers tab and select the INFO PLUS option.

Enter your username and password and click ‘login’ (to obtain a username and
password, click the link labelled ‘Request a Username and Password’) .

On the next screen, click on the Member Inquiry tab and enter the requested
information (see the ‘Search Tips’ at the bottom of the screen).

Click ‘Find’ and a small window with the member’s identifying information will
appear at the bottom of the screen. Click on the member’s name.

The next screen will indicate member eligibility status (Y for yes; N for no).

l._".'_



Health Plus participating providers acting within the lawful scope of their license have the right to
advise or advocate for members on the following issues without restriction or incrimination from
Health Plus:

N

2.2

Health status, medical care or treatment options (including suf! cient information to enable
the member to decide among various treatment options, and information regarding
alternative treatments that may be self-administered).

Risks, benelts, and consequences of various treatment options.

The opportunity to refuse treatment and/or express preferences for future treatment
options.

Health Plus's Responsibilities to Pr oviders

Health Plus recognizes its obligation to assure providers the following:

2.3

comprehensive plan orientation and training programs

respectful communication from knowledgeable plan staff

thirty (30) day prior written noti!cation of changes in plan policy or procedure
timely payment for covered services rendered to members

timely response to questions or concerns

assistance with complex member issues

timely resolution of grievances and appeals

constructive feedback on performance and utilization

Provider Responsibilities

Health Plus patrticipating providers’ responsibilities include (but are not limited to):

2.3.1 Rovide Quality Care:

Provide care within scope of practice (as de!ned by Health Plus) and in accordance

with Health Plus access, quality and participation standards.

Adhere to Health Plus’s clinical guidelines.

Participate in Health Plus quality improvement initiatives and other activities associated
with meeting regulatory requirements and upholding contractual obligations.

Provide optimal care to members without regard to age, race, sex, religious background,
national origin, disability, sexual orientation, source of payment, veteran status, claims
experience, social status, health status, or marital status.

Comply with the Americans with Disabilities Act (ADA) guidelines set forth by the New
York State Department of Health (i.e. wheelchair access).
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» Give members complete and accurate information concerning a diagnosis, treatment
plan, or prognosis in terms they can understand (eliminating both language and
cultural barriers), and without regard to plan coverage.

If there is no oflce staff member, friend or relative who speaks the member 'S
language, Health Plus’s multi-lingual staff and facilitated connection with the
AT&T Language Bank can assist with translation.

» Provide suflcient information to enable members to give informed consent prior to the
initiation of any treatment or procedure.

 Inform members of appropriate follow-up and self-care measures relevant to their
condition.

» Advise members of non-covered treatments or services and their cost prior to
rendering them.

2.3.2 Maintain Proper Billing Practices:

» Submit claims for reimbursement of covered services provided to members.
Claims must be accurate and conform to the standards described in Chapter 10
(see section 10.3: De!nition of a Clean Claim).

Health Plus members must never be billed for covered services. Providers are
prohibited from requesting any monetary compensation from members or their
responsible relatives, except for applicable co-payments.

If a service is not covered by Health Plus, participating providers must inform members
prior to rendering services that they will be billed as a private pay patient if they elect
to receive the service. If the member consents to receive the service and be billed as
a private pay patient, providers should maintain documentation of this consent in the
member’s medical record.

» Advise members of their right to contact Health Plus Member Services if they have
concerns about a non-covered service or wish to !lle an appeal.

2.3.3 Maintain Member Con!dentialit y:

» Maintain members’ Protected Health Information (PHI) strictly con! dential, in
compliance with Health Insurance Portability and Accountability Act (HIPAA) standards.

* Provide necessary member PHI to Health Plus (in compliance with HIPAA standards)
when required for payment, treatment, quality assurance, regulatory, data collection
and reporting activities.
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2.3.4 NotifyHealth Plus when Changing or Updating Information:

Send a letter, fax or e-mail to the Health Plus Provider Relations Department 60 days in advance
of a:

* Change in tax or billing information (a new W-9 must be ! led)
» Change in oflce location (address)
* Request for panel closure

Address: 335 Adams Street, Suite 2600, Brooklyn, NY 11201
Fax: (718) 504-9602
E-mail: Providers@healthplus-ny.org

2.3.5 Avoid Fraud, Abuse, and Unameptable Practices:

Fraud and abuse is broadly de! ned as intentional deception or misrepresentation resulting in an
unauthorized bene!t.

The following is a list of examples of fraudulent, abusive, and unacceptable practices that are
prohibited by Health Plus:

1. Submission of false information for the purpose of obtaining greater compensation than that
to which the provider is legally entitled (i.e. upcoding or bundling of charges).
. Billing for services not rendered.
. Billing for a service before it is rendered.
. Denying services based on a member’s inability to pay a co-payment.
. Knowingly demanding or collecting any compensation in addition to claims submitted for
covered services (except where permitted by law).
. Submission of false information to obtain authorization for the provision of services.
7. Ordering or furnishing inappropriate, improper, unnecessary or excessive care, services or
supplies.
8. Practicing fraudulently beyond the scope of one’s license, or after one’s license has been
suspended or revoked.
9. Failing to maintain or furnish, for audit and investigative purposes, suflcient documentation
on the extent of care and services rendered to members.
10. Offering or accepting inducements to in"uence members to use or avoid using a particular
service.
11. Submitting bills or accepting payment for care, services or supplies rendered by a provider
who has been disqualiled from participation in the Medicaid program.

O~ wN
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Providers who suspect fraud and abuse by another provider or a member should contact the
Health Plus Provider Care Center at: 1-800-450-8753.
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In addition, providers may call the New York State Medicaid Helpline: 1-877-87FRAUD.

If the suspected fraud involves a CHP member, providers may call the New York State
Department of Insurance Fraud Bureau at 1-888-FRAUDNY (1-888-372-8369).

2.3.6 Bllow Medicaid Managed Care Marketing Guidelines:

a. Permit Health Plus to conduct marketing activities at provider oflce locations or facilities.

b. Prominently display a list of all managed care plan aflliations.

c. Speak to patients about plan aflliations, encouraging them to select the plan that best
meets their needs, without promoting one plan over another.

d. Avoid offering material or !nancial gain to potential members as an inducement to enroll
in Health Plus or any other Medicaid managed care plan.

e. Avoid paying or accepting a payment, commission, or bonus from Health Plus or any
other Medicaid managed care plan to increase the numbers of Medicaid-eligible
members enrolled in that particular plan.

f. Avoid targeting individuals and families who are already enrolled in managed care plans
in an attempt to persuade them to switch plans.

2.4 24 Hour Access and Appointment A vailability Standards

2.4.1 24Hour Access Standards

All participating primary care physicians (PCPs) and OB/GYNs are required to provide access to
covered medical services 24 hours a day, 7 days a week. In practice, this means:

»  Member telephone calls should be answered by a live answering service that is able to
connect the member with his or her physician or with a covering provider within 30 minutes.
In the event that the member cannot receive a return phone call, the answering service must
keep the member “on hold” until he or she can be connected directly with a physician.

» For physicians whose phone is answered after hours by an answering machine, the
outgoing message must instruct members to call the 1-800 number on the back of their
health plan ID card in urgent situations. A sample message might state:

“If you are a member of a health plan and this is an urgent call, please call the 1-800
number on the back of your health insurance card.”

Otherwise, the message must refer the member to a phone number answered by a live person
capable of offering the member information and referrals as necessary.

On-call providers must return calls within 30 minutes.
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2.4.2 HealthPlus Appointment Availability Standards

For:

Members should be seen:

Emergency Care

Immediately upon presentation

Urgent Care

Within twenty-four (24) hours of request

Non-urgent “Sick” Visit

Within forty-eight (48) to seventy-two (72)
hours of request, as clinically indicated

Routine Non-Urgent Preventive
Appointment (Well Visit)

Within four (4) weeks of request

Specialist Referral (Non-Urgent)

Within four (4) to six (6) weeks of request

Initial Family Planning Visit

Within two (2) weeks of request

Initial Prenatal Visit

Within three (3) weeks during 1st trimester
Within two (2) weeks during 2nd trimester
Within one (1) week during 3rd trimester

Initial PCP Visit for Newborns

Within two (2) weeks of hospital discharge

Well Child Care

Within four (4) weeks of request

Adult Baseline and Routine Physicals
(adults age 21 and older)

Within ninety (90) days of enrollment

Mental Health or Substance Abuse Assessment
for Work Preparedness (as requested by HRA)

Within ten (10) days of member request

Mental Health or Substance Abuse Visit
Following ER Visit or Hospital Discharge

Within !ve (5) days of request or as clinically
indicated

Abuse Visit

Non-urgent Mental Health or Substance

Within two (2) weeks of request




2.4.3 Mssed Appointments

Health Plus members should be asked for a contact telephone number and given a reminder
card when they make and appointment. Participating providers should follow up with members
who miss scheduled appointments by documenting the “no show” in the member’s medical
record and attempting to reach the member by telephone.

2.5 Continuity of Care for New Members

Non-network providers may continue to render care to new Health Plus members for up to 60
(sixty) days after their effective date of enrollment if one of the following applies:

* The member has a life threatening, chronic, degenerative and/or disabling disease or
condition.

_Or-

» The member has entered the second trimester of pregnancy at the time of enrollment.
In this instance, the new member is eligible to continue receiving care from her existing
provider for the period including the delivery and up to 60 (sixty) days postpartum.

2.6 Termination of Pr ovider Agreements

2.6.1 \bluntary Terminations

Providers who wish to end their contractual relationship with Health Plus are governed by the
terms of their individual agreements. All providers voluntarily terminating their af! liation with
Health Plus are required to give the plan ninety (90) days prior written notice of their intended
termination.

2.6.2 Non-Rnewals

If either Health Plus or a participating provider decides not to renew a provider agreement, this
is not considered a termination. Nevertheless, the party initiating the non-renewal is required to
give 90 (ninety) days written notice prior to the expiration of the contract.

When Health Plus does not renew a provider’'s contract due to issues of professional
competence or conduct, this is considered a termination.  Such actions are reportable to
the National Practitioner Data Bank (NPDB) and New York State professional disciplinary
agencies.
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2.6.3 @ntinuity of Care When a Povider Leaves the Network

Terminating and non-renewing providers are required to continue caring for members for up to
ninety (90) days from the date of written member noti! cation. Health Plus will send a notice of
the intended termination to all members on the provider’'s panel with information on obtaining
care and services during the 90-day transitional period and thereafter.

For members who have entered the second trimester of pregnancy, the transitional
period includes the delivery and sixty (60) days of postpartum care related to the
delivery.

Providers offering transitional care must agree to:

1. Continue to accept Health Plus reimbursement rates in effect prior to the transitional period.
2. Adhere to Health Plus’s medical policies and procedures, including referrals, prior
authorization requirements and treatment regimen(s) approved by the plan.

2.6.4 BErminations for Cause

Health Plus will not terminate a contract or refuse to renew a contract solely because a health
care provider has:

» Advocated on behalf of an member

» Filed a complaint against Health Plus

» Appealed a decision by Health Plus

* Provided information to members regarding treatment

» Complained to a government agency about Health Plus’s policies or practices

When Health Plus decides to terminate a provider’s contract (for reasons other than those that
require immediate termination), the provider will be offered a hearing and appeals process. The
provider will receive a written notice, to include:

* The reasons for the proposed termination

» Information about the right to request a hearing or review before a panel appointed by
Health Plus

* Notice that the provider has 30 days from receipt of the notice to request a hearing

* Notice that Health Plus will schedule the hearing within thirty (30) days of receiving the
provider’s request
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2.6.5 Rovider Hearings

Hearing panels are comprised of a minimum of three individuals appointed by Health Plus. At
least one of these persons is required to be of the same discipline or specialty as the provider
under review. If the panel consists of more than three members, then at least one-third of them
must be clinical peers of the provider being reviewed.

Health Plus hearing panels must render timely written decisions, outlining one of three possible
outcomes:

1. Reinstatement
2. Reinstatement with provisions set forth by Health Plus
3. Termination

If the Hearing Panel decides to terminate the provider, the termination will become effective 30
days from the date the provider receives the notice of termination from Health Plus. In no event
will the termination become effective prior to 60 days from the date the provider received the
original notice of proposed termination.

2.6.6 mmediate Termination

In the following situations, Health Plus will immediately and automatically terminate a provider,
without a professional review or hearing:

a) Imminent harm to member care, a determination of fraud, or a ! nal disciplinary action
by a state licensing board or other governmental agency that impairs the provider’s
ability to practice.

_Or_
b) Health Plus learns or con!rms from an of!cial source that the provider has had his or
her license suspended or revoked by New York State, or has been excluded from the

Medicaid or Medicare programs.

In the above instances, the Health Plus Chief Medical Of! cer (CMO) will notify the provider in
writing of the immediate termination.



2.6.7 HealthPlus's Duty to Report

Health Plus is legally obligated to notify the appropriate New York State professional disciplinary
agency within 30 days of the following:

* A health care provider is terminated for reasons related to alleged physical or

mental impairment, professional misconduct, or the impairment of the safety or

welfare of a Health Plus member.

Health Plus voluntarily or involuntarily terminates a contract, employment agreement

or any other aflliation with an organization in lieu of imposing disciplinary measures.

* Health Plus terminates a health care provider contract pursuant to a determination of
fraud or in the case of imminent harm to member health.

National Practitioner Data Bank (NPDB)
Health Plus will report the following to the NPDB within 15 days of !nal action:

» Adverse actions resulting from professional review that last more than 30 days and
are related to professional competence or conduct.

* Voluntary termination of contract by a provider while under, or to avoid investigation
by Health Plus.



The Health Plus Network Management and Provider Relations Department establishes, main-
tains, and supports the plan’s extensive provider network, which includes of! ce-based clinicians,
hospitals, health centers, and ancillary providers. The department is responsible for provider
recruitment, contracting, credentialing and recredentialing. Once providers join the network, Pro-
vider Relations staff orient them to Health Plus programs and policies, keep them up-to-date on
vital plan-related information, and address all customer service issues.

The department also maintains a provider database for quarterly reporting to the New York State
Department of Health (NYSDOH), and for printing and mailing of the provider directory and other
provider communication materials.

In the area of contracting and contract implementation, Provider Relations reviews and updates
all contracts as needed, and investigates and resolves all provider complaints on payment
issues.

Ongoing provider communication and training is accomplished by the Provider Relations Field
Staff and the Provider Care Center (see below). The department also reviews performance eval-
uation data (based on New York State-mandated quality measures) with the Health Plus primary
care physician network to ensure that members receive optimum primary preventive care.

3.2 Provider Care Certer

The Health Plus Provider Care Center is a telephone-based support service—a ‘one-stop shop’
designed to give providers direct access to:

The Provider Relations, Behavioral Health, Health Services and Quality Improvement
Departments

Member eligibility, bene! t, claim and authorization information

INFO PLUS by phone (24-hour automated service for member eligibility, claims
status, and optometry bene!t information, and for authorization of specialty visits)

* Answers to customer service and administrative issues

Providers need only remember the Provider Care Center number: 1-800-450-8753. By call-
ing this number and following the voice prompts, providers may speak to a customer service
representative from any of the departments mentioned above, or to a clinician if the call is routed
to Health Services or Behavioral Health. Providers can also bypass the call center cues and be
routed to the 24-hour INFO PLUS by Phone automated system.



The PCR is a customer service representative who responds to Provider Care Center calls
routed to the Provider Relations Department. PCRs provide initial intake and response to
provider issues and complaints, and assist with their tracking and timely resolution. Each
inquiry or complaint is recorded in the plan’s computer system for follow-up and resolution.
PCRs also handle inquiries that are sent by fax or mail.

Providers with inquiries on administrative issues, member eligibility, credentialing or claims
status may call the Provider Care Center (1-800-450-8753) and speak with a Provider Care
Representative Monday through Friday between the hours of 9 am and 6 pm.

After hours or for faster service during the day, providers may call the Provider
Care Center and use the INFO PLUS by Phone automated system for their member
eligibility, claims and authorization inquiries (call 1-800-450-8753 and press 1).

3.4 Provider Relations Field Sta!

Health Plus provides all contracted providers with a designated plan representative, known as
a Provider Relations Associate (PRA). The PRA is the provider’s direct advocate within the
plan and helps troubleshoot any issue or concern the provider may have. PRAs conduct on-
site orientation sessions and regular follow-up visits to assure provider understanding of and
compliance with Health Plus participation standards.

In order to maintain the accuracy of provider data, PRAs conduct periodic surveys to monitor
provider oflce hours, appointment availability, and 24-hour access compliance.

Senior PRAs and Provider Relations Field Supervisors investigate broader provider concerns
and develop strategies to resolve common issues in an effort to enhance the overall working
relationship between Health Plus and the provider network.

The Health Plus Clinical Provider Educator (CPE) visits providers as needed to share infor-
mation related to the plan’s clinical guidelines, and provider performance on speci! ¢ quality
measures. The CPE also tracks trends of medical practice and collects, analyzes and reports
data on provider practice and utilization patterns to the plan.



The Health Plus Network Management and Provider Relations Department reviews and resolves
provider inquiries and complaints that are unrelated to utilization review determinations.

Providers with complaints should contact their Provider Relations Associate (PRA) for
assistance. If the matter cannot be solved by the PRA, then the provider will be referred to a
senior associate or ! eld supervisor. If the matter continues to be unresolved, it will be referred to
a Provider Relations manager for !nal resolution.

To register their complaint, providers may call the Health Plus Provider Care Center (1-800-450-
8753) or submit their inquiry or complaint in writing to:

Health Plus Provider Relations Department
335 Adams Street
Suite 2600

Brooklyn, NY 11201

A Provider Relations Associate (PRA) will acknowledge receipt of any provider inquiry or com-
plaint within 5 business days. All cases handled by the Provider Relations Department are closed
within 30 business days.

3.6 Provider Services

The following services are available to providers once they join the Health Plus network:

3.6.1 INFCPLUS Autom&ed Services

INFO PLUS online is Health Plus’'s web-based information retrieval system. The enhanced
web portal, available at www.healthplus-ny.org (click Providers, then INFO PLUS), allows all
participating providers to obtain real-time member eligibility, claims, and authorization informa-
tion.

INFO PLUS by phone is an interactive voice response system that provides member eligibility
and claims information and allows primary care providers to request authorization for specialist
visits. Call 1-800-450-8753 and press 1 to reach INFO PLUS by phone.

3.6.2 Povider Directory

The Health Plus Provider Directory is available both in hard copy and online. Our online directory
service enables providers and members to create, download, and print directories customized
according to their desired speci! cations (e.g., provider location, specialty, and gender). The
online directory database is updated weekly and thus represents the most current information
available on our network. Providers can access our online directory by logging on to our web
site: www.healthplus-ny.org (click Find a Provider).
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3.6.3 Rovider Notices

Health Plus sends out periodic Provider Notices to inform providers of important changes in plan
policy and procedure. These notices are also posted on our web site: www .healthplus-ny.org
(click Providers and then News and Notices on the provider home page).

3.6.4 HealthPlus Web Site

The Provider Section of the Health Plus web site is updated regularly with important plan-related
information and general health topics relevant to Health Plus members and their care. Go to
www.healthplus-ny.org and click Providers.

3.6.5 Provider Newsletter

Health Plus publishes a periodic newsletter, Health Plus News—Provider, to keep providers
up-to-date on plan news, health care quality issues, and policy changes. Each newsletter also
includes a section entitled Claims Corner, speci!cally devoted to claims-related matters.

3.6.6 Provider Education Packets

Health Plus also distributes provider information packets on a variety of topics, including many
of the quality measures used by the New York State Department of Health (NYSDOH) to rate
our plan and its providers. Some of these topics include asthma management, diabetes care,
appropriate antibiotic use, and childhood immunization.

3.6.7 HealthPlus Plysician Advisory Board

Health Plus Physician Advisory Board meetings are held twice a year to give physicians an
opportunity to meet key Medical Management and Provider Relations staff and to raise issues of
interest or concern. Health Plus invites a cross-section of participating primary care and specialty
physicians to each meeting, during which the Chief Medical Of! cer gives a presentation outlin-
ing recent plan changes or new policy initiatives. The providers are then given an opportunity to
comment and offer feedback or suggestions. Provider comments and suggestions are recorded
by Health Plus and discussed in subsequent staff meetings. At the time of the next meeting, the
Chief Medical Of! cer provides a detailed summary of the ways in which the plan has followed
up on provider suggestions.



To obtain an application and other credentialing information, providers may call the Health
Plus Provider Care Center at 1-800-450-8753 and request a Provider Enrollment Kit. The
initial credentialing process commences upon receipt of a completed application and all
necessary supporting documents. If a provider meets Health Plus’s eligibility standards as
indicated in the Provider Enrolliment Kit, Health Plus will follow a rigorous review process
designed to ensure compliance with the plan’s credentialing standards.

After initial credentialing, all contracted providers are recredentialed at least once every three
years. Providers who are credentialed by delegated entities must also be recredentialed at least
once every three years by that entity.

The recredentialing process requires that providers send updated credentialing
information, a new signed attestation form, and current copies of the following documents (as
appropriate):

* New York State Registration
» DEA certi! cate
» Professional liability coverage (face sheet of policy)

The Health Plus recredentialing process will also involve a review of provider performance
indicators, which may include the following:

* Member complaints

Results of the Provider Performance Analysis (see section 4.7)

Results of quality reviews and quality improvement activities (e.g., focused
studies, incident reporting, and QARR/HEDIS performance)

Utilization management performance

Member satisfaction surveys

Sanctions, adverse professional actions and malpractice history

Upon receipt of a completed recredentialing packet, Health Plus conducts another rigorous
review process, in accordance with the plan’s credentialing standards.

The provider is noti! ed in writing of Health Plus’s recredentialing decision. If recredentialing is
denied, the provider is informed of his or her right to appeal the decision and given instructions
on how to initiate this process.



Processing of Initial Applications

In order to comply with New York State Department of Health regulations, Health Plus must
review health care provider applications and notify applicants of the outcome within 90 days of
receiving a completed application. Noti!cation will con!rm one of the following:

. The health care provider has been credentialed.
_Or_
. Additional time is necessary to make a determination in spite of Health Plus’ best
efforts.
_Or_
. Additional time is necessary for review due to failure of a third party to provide necessary

documentation, or to other non-routine or unusual circumstances.

When additional time is required due to a lack of necessary documentation, Health Plus will
make every effort to obtain such information as soon as possible.

If an incomplete application is received, or if Health Plus is not currently accepting addition-
al providers, Health Plus will notify the applicant as soon as possible, but no later than 90
days from receipt of the application. For incomplete applications, Health Plus will establish a
new completion date (and subsequent review period) once all required information has been
received.

A completed application must include:

. All information and documentation required for review and consideration for Health
Plus network participation, submitted by the applicant (or his/her designee).
. Complete response to all parts of the credentialing application, including full details and

summaries, as applicable.

The application package includes speci! ¢ instructions on the items necessary to complete an
application.

Board Cetti! cation Requirement

Physicians must be Board Certi! ed in the specialty for which they are seeking privileges. These
specialty boards must be recognized by Health Plus (ABMS or AOA boards for physicians).
Podiatry specialty board certi! cation is not mandatory, but appropriate education and training
will be con! rmed. If not board certi! ed at the time of application, physicians must become
board certi'led within Ive years of completing their training program.

If trained outside the United States, Canada or Puerto Rico, physicians must have Educational
Commission for Foreign Medical Graduates (ECFMG) certilcation.
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Health Plus participating primary care physicians (PCPs) represent the ! rst line of care for all
Health Plus members. They provide all medically necessary primary and preventive care, and
arrange for specialty care, diagnostic testing, hospitalization and other services as needed.
Pediatricians, Family Practice Physicians, Internists and Nurse Practitioners may serve as Health
Plus PCPs.

Health Plus members receive primary care from their assigned PCP at an in-network private
doctor’s oflce, neighborhood health center, or hospital outpatient health center.

4.1 Scope of Services
Health Plus covered primary care services include:

» Health counseling and advice

» Baseline and periodic health examinations

» Preventive well care visits for children and adults

» Care of children and adults with acute and chronic illness (including associated diagnostic
tests)

» Diagnosis and treatment of covered conditions not requiring the services of a specialist

» Referrals for inpatient care, specialist consultations, and laboratory and radiological
services when medically necessary

» Coordination and interpretation of consultation and laboratory Indings, and appropriate
counseling for the member and his or her family

» Appropriate preventive care services for various member age groups and categories
(e.g., following established Child/Teen Health Plan guidelines, adult care guidelines, and
women’s health guidelines)

» All diagnostic and screening tests recommended by the U.S. Preventive Services Task
Force, and the New York State and City Departments of Health (e.g., lead testing,
mammography, pap smears, and behavioral health screening).

» All recommended immunizations for children, teens and adults based on Centers for
Disease Control and Prevention (CDC) and Bureau of Immunization (NYC Department of
Health and Mental Hygiene) schedules.

Primary Care Physicians must provide only those services for which they have
postgraduate training at the residency or fellowship level.

Newborns of Health Care Plus and Family Health Plus members are also entitled to receive
covered primary care services, unless they are in an excluded category.

l._".'_



Members generally select a PCP at or within 30 days of enrollment. Those who do not choose a
PCP within the ! rst 30 days of enrollment are assigned to one by Health Plus. These members
will eventually appear on the PCP’s member roster (see section 4.4). Members who wish to
change their PCP may do so by calling Member Services at 1-800-300-8181 for assistance.

Health Plus strongly encourages PCPs to see all new members within 90 days of
enroliment.

4.3 Roleof the Primary Care Provider (PCP)
The role of the PCP is to:
1. Ensure Access to Services

e Maintain a minimum of 16 of!ce hours per site per week.
* Provide 24-hour health care coverage for members and arrange for back-up
coverage as needed.

PCPs should also notify Health Plus two weeks in advance of any planned
vacation or scheduled time away from the oflce and provide the name and
contact information of the covering physician.

2. Provide Necessary Primary and Preventive Care

* Provide and arrange for appropriate screenings such as immunizations, lead testing,
mammaography, pap smears, and behavioral health screening.

» Provide well-child visits and adhere to the New York State C/THP Guidelines.

* Provide adult preventive care services and education (e.g., smoking cessation
counseling).

» Comply with the preventive care standards and clinical practice guidelines adopted
by Health Plus—especially with regard to NYS QARR measures/standards.

» Participate in Health Plus Quality Improvement programs to improve member access
to preventive care services.

* Help members make appropriate use of covered services and avoid using the
emergency room for ambulatory sensitive conditions.
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3. Arrange Specialty, Urgent and Ancillary Care

Complete specialist referrals and arrange for ancillary care (including transportation
services) as needed. Obtain Health Plus authorization when required.

Identify members with complex medical or behavioral conditions and order
diagnostic, follow-up, urgent/emergent, and inpatient care as appropriate.
Document all follow-up care for members who have utilized emergency, inpatient or
specialty services.

Refer members to Health Plus Case or Disease Management programs as
appropriate and collaborate with Health Plus clinical staff to ensure adequate
member treatment and follow-up.

4. Manage Health Plus Member Panel

Verify member eligibility at every visit by calling INFO PLUS by phone
(1-800-450-8753), or visiting INFO PLUS online at www.healthplus-ny.org.
Consult the monthly member roster (see next section) for new, active, and
disenrolled members and those who are due for recerti!cation.

Remind members who are due for recerti!cation to complete the recertilcation
process in a timely manner to avoid a disruption of benel!ts.

Providers who wish to close their panels to new members must provide at least sixty
(60) days prior written notice to Health Plus.

4.4 Member Rosters

At the beginning of each month, all PCPs receive a roster of Health Plus members who are
active in their panel for that month. The list includes both newly enrolled members and those
who disenrolled or became inactive at the end of the previous month.

Even if a member appears on the roster, their eligibility should be veri!

Please note that it may take up to two months for newly enrolled members to appear on the
member roster. If a member does not appear on your roster, please do one of the following:
a) check EMEVS, b) call the Health Plus Provider Care Center at 1-800-450-8753 (press
1 for INFO PLUS), or c) visit www.healthplus-ny.org (click Providers, then INFO PLUS).
Under no circumstances should care be denied if a member 's eligibility is con! rmed
online or by phone, fax, or EMEVS.

present for care.
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4.4.1 Recertilcation

All Health Plus members must recertify for bene! ts each year in order to maintain
their health care coverage. Members who are due for recerti! cation will have a num-
ber (#) sign next to their name on the monthly roster . Health Plus requests that PCPs
remind these members to recertify in order to avoid a disruption of benelts.

» Health Plus has a trained, multilingual staff to assist members with the recertilcation
process.

» Child Health Plus members can be recertiled by meeting with a Health Plus
representative at one of our community-based oflces, completing a short renewal
form, and providing proof of current income.

* Family Health Plus and Health Care Plus (Medicaid) members recertify for benelts
by completing a renewal application that is mailed to them by the New York City
Human Resources Administration (HRA). Members who are having dif!culty
completing their renewal form can call Health Plus Member Services (800-300-8181),
or the Medicaid Helpline at 888-692-6116.

If Health Plus is unable to reach a member due for recerti! cation, the plan may contact his or her
PCP to obtain a current address and/or telephone number.

Health Plus recerti! cation representatives are available to do on-site recerti! cations at hospitals,
health centers, or private oflces.

4.5 Primary Care Panel Capacity

To ensure suf! cient member access to primary care appointments, Health Plus conducts monthly
panel capacity analysis within its network of PCPs. The plan reviews all PCPs whose panel has
reached 80% of capacity for the Health Care Plus (Medicaid), Family Health Plus, and/or Child
Health Plus Programs to ensure adherence to Health Plus appointment availability standards
(see section 2.4.2).

PCPs whose panel size exceeds 85% of capacity for any or all three of the bene! t programs are
required to expand their of! ce hours (above the 16 hour minimum), or provide additional staff
(e.g., a Physician Assistant or Nurse Practitioner) to serve the membership.
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Providers who reach or exceed 85% of panel capacity and do not take action to expand
service hours or stafl ng will have their panel closed to new Health  Plus members.
Health Plus may also close member panels of PCPs who fail to adhere to Health Plus
Quality Improvement and Utilization Management policies.

PCPs who have hired additional staff and/or extended their of! ce hours will have their panel
capacity re-calculated. If the resulting capacity is below 85%, their panels will remain open to
new members. Health Plus will then conduct a subsequent appointment availability study and
Provider Performance Analysis (see section 4.7) to ensure that the practice continues to meet
the plan’s access and quality of care standards.

4.6 Capitation

Health Plus generally pays PCPs on a capitation basis. PCPs under capitation agreements are
contractually required to submit a paper claim (CMS/HCFA 1500 or UB 92 form), or a HIPAA com-
pliant 837P or 8371 electronic transmission for capitated services. These claims serve as encounter
data for services rendered under capitation, and providers are paid $1.50 per form or transaction.

Claims for capitated services must be submitted within 120 days of the date of service.

Health Plus uses encounter data to evaluate the quality of care members are receiving, identify
trends and possible areas in need of improvement, and satisfy New York State managed care
plan quality reporting requirements. Encounter data are also used to evaluate physician perfor-
mance and primary care practices. See the next section for further information.

4.7 Provider Perfor mance Analysis (PPA)

Health Plus prepares a Provider Performance Analysis (PPA) report bi-annually for PCPs. PPA
reports are compiled from multiple data sources and contain measures carefully reviewed and
approved by physicians on the Health Plus Medical Policy Committee.

In compiling the PPA, Health Plus considers only those measures for which the PCP has an
average panel membership of at least 25. These may include:

e PCP visits per member per year

» Average number of prescriptions per visit per year

e ER visits per member per year

* Immunization rates

e Preventive medicine visits (child and adolescent)

» Preventive medicine visits (adult)

» Total preventive care encounters submitted with a preventive E&M code
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Persistent sub-standard performance on the PPA may impact Health Plus’s decision-making at
the time of recredentialing.

Low performance ratings may occur as a result of not submitting claims
(encounter data) for capitated services.

Physicians should consider the PPA report in its entirety, as individual measures do not re"ect
overall patient care management. Examining individual measures may, however, be useful in
identifying service areas in need of improvement.

Health Plus is required to inform providers of its intention to use PPA report information to
evaluate provider performance and practice.

Providers who have questions or concerns about the PPA may contact their Provider Relations
Associate or call the Provider Care Center at 1-800-450-8753.

In addition to producing the PPA reports, Health Plus uses analytical software to track utilization,
expenditures and provider practice patterns. The software uses claims, pharmacy and other
data to analyze episodes of care, and adjusts for individual differences in practice case mix and
severity. The software also creates clinically similar groupings of members, known as Episode
Treatment Groups (ETGs), which are used as units of analysis for evaluating health care costs
and demand, provider performance, and disease management strategies.

4.8 Behavioral Health Assessments and Tools for Prim ary Health Care

Health Plus participating PCPs are required to screen members for depression and substance
abuse, and to document the results of this screening in the member’s medical record.

Based on a review of the medical literature, Health Plus recommends the following tools for
this purpose. Copies of each tool can be found on the Health Plus web site: www.healthplus-
ny.org. Click Providers, then Educational Resources, then Behavioral Health:

1) The PHQ-9 Patient Questionnaire (self report component of the PRIME-MD)
2) The Zung Self-Rating Depression Scale
3) The CAGE-AID Questions (for substance or alcohol abuse only)

These instruments can be used to assess the severity of the symptoms at present and within a
speci! ed time period, with higher scores indicating more severe symptoms. The instruments are
all self-administered, simple enough for members to complete in ! ve to ten minutes, and can be
scored by oflce staff.
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Health Plus participating specialists play an important role in the plan’s provider network by serv-
ing members whose health care needs surpass the scope of primary preventive care. Members
needing specialty care are usually referred by their PCP, who obtains prior approval from Health
Plus.

*Specialty of! ce visits require a PCP referral and Health Plus approval. Referrals to
subspecialists can be made by a participating specialist but also require approval
from Health Plus. Please see Chapter 9 for further information.

If Health Plus approves the referral, the specialist will receive a copy of the referral form
complete with the member’s demographic and clinical information, and the number of approved
visits. Health Plus will approve a maximum of six visits per referral and in most cases, the ap-
proval is valid for a six-month period. The ! rst specialist visit should take place within four to six
weeks of the member’s request (or sooner, depending on acuity level).

At the time of each visit, the specialist should con! rm the member’s eligibility for bene! ts. He or
she can do this by calling the Health Plus Provider Care Center at 1-800-450-8753, or visiting the
Health Plus web site at www.healthplus-ny.org (please see section 1.2.2 for further information).

After the initial visit and on a continual basis thereafter, the specialist is responsible for providing
the member’s PCP with written documentation of all treatments, test results and care plans.

5.1 Scope of Services

Health Plus covered specialty care services include:

» The diagnosis and treatment of covered conditions within the scope of knowledge and
skills of the specialty. These services may include invasive and non-invasive diagnostic
studies and surgical procedures commonly performed as part of the specialty.

* Regular communication with the member’'s primary care physician regarding
diagnostic and therapeutic regimens undertaken.

Specialists must provide only those services for which they have postgraduate
training at the residency or fellowship level.

Newborns of Health Care Plus and Family Health Plus members are also entitled to receive
covered specialty services, unless they are in an excluded category.

Most specialty services require prior authorization from Health Plus. Please see Chapter 9 for
information on prior authorization of specialty services, ambulatory procedures and elective
admissions.
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Health Plus participating specialist physicians have a number of important responsibilities:

» Respond to PCP referrals and provide timely written feedback on referred members
(including consultation results, diagnostic testing results, and treatment plans).

* Request and maintain documentation of a member’s prior approval from Health Plus for
specialty care.

* Render medically necessary services (e.g., diagnostic, surgical or therapeutic care)
within the scope of their license and practice.

» Direct the use of medications related to procedures performed.

» Collaborate with PCPs, Health Plus and members to provide coordinated clinical
care and enhance continuity of care.

* Comply with Health Plus utilization management policies.

» Supervise related hospitalization and other necessary care.

* Order ancillary services (e.g., DME, home care, transportation) if necessary.

» Collaborate with Health Plus Case and Disease Management Programs.

Specialists who believe that a member needs additional visits, tests or other services after the
initial approved care plan has been completed must contact the member’'s PCP. The PCP will
submit a new referral to Health Plus for approval.

5.3 Specialists Serving as PCPs

Health Plus may allow a specialist to serve as the member’'s PCP if the member has a life-
threatening and/or degenerative and disabling condition requiring specialized medical care over
a prolonged period of time. This arrangement requires an approved treatment plan and a formal
agreement between Health Plus, the specialist, and the member’s PCP.

If Health Plus authorizes the transfer of primary care responsibilities to a specialist, the specialist
then coordinates the member’s care, completes referrals for needed services, and is responsible
for all preventive care and health education activities as outlined in section 4.3.

All members who have requested to have a specialist serve as their PCP are considered for
possible enroliment in Health Plus Case Management services (see Chapter 11 for further infor-
mation). Members whose request is approved are automatically enrolled in Case Management.

5.3.1 HIVSpecialist Poviders

The Health Plus network includes numerous HIV Specialist PCPs, Designated AIDS
Centers (DACs), and Experienced HIV Providers who can provide primary care services for
HIV positive members. For more information, consult your printed provider directory or go to
www.healthplus-ny.org and click Find a Provider.
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All female Health Plus members can obtain routine OB/GYN and family planning services
directly from participating providers without a referral from their PCP or prior authorization from
Health Plus. For family planning services, FHP and CHP members must use in-network provid-
ers, but HCP members may consult an in-network provider or any provider who accepts Medicaid.

Health Plus covered OB/GYN and family planning services include:

Diagnosis and treatment of covered conditions within the scope of knowledge and
skills of the OB/GYN specialty (for which the provider has training at the residency
and/or fellowship level). This may include invasive and non-invasive diagnostic
studies, and/or obstetrical and surgical procedures commonly performed as part of the
OB/GYN'’s specialty.

Routine gynecologic exams and diagnostic tests (e.g., pap smears,

GC/Chlamydia testing, etc.)

Mammography

STD screening and treatment

Family planning and reproductive health services (including family planning methods,
counseling, and termination of pregnancy)

HIV counseling and testing (when performed as part of a family planning visit)
Ultrasound

Comprehensive pregnancy care

Pregnancy-related diagnostic testing (e.g., sonogram, cervical biopsy)

OB/GYN providers should notify Health Plus as soon as a member’s pregnancy is con! rmed.
Please refer all pregnant women to the Health Plus Prenatal Care Management Program by
calling the Provider Care Center’s Health Services Department at 1-800-450-8753.

The diagnosis and treatment of infertility is not covered under the Health Care Plus, Child
Health Plus or Family Health Plus Programs.

OB/GYNs must provide only those services for which they have postgraduate training at the
residency or fellowship level.

OB/GYNs are contractually required to keep the member’s primary care physician informed of
all diagnostic and therapeutic regimens undertaken.

Newborns of Health Care Plus and Family Health Plus members are also entitled to receive
covered services, unless they are in an excluded category.
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6.1.1 Women's Peventive Care Services

Health Plus actively supports providers in complying with the basic women'’s health recommen-
dations of the U.S. Preventive Services Task Force (USPSTF), which also form part of the New
York State Quality Assurance Reporting Requirements (QARR):

« Mammography every 1-2 years for members age 40 and above

» Cervical cancer screening at least once every 3 years for sexually active members
age 21 to 64

* Yearly chlamydia screening for sexually active members age 16 and above

Please note that Health Plus covers the ThinPrep™ method (manual and
automated screening), which can be used for both chlamydia and cervical
cancer screening.

6.1.2 Pregnancy Care Management

Health Plus outreach staff contact all pregnant women, send them prenatal health education
information, and encourage them to keep all prenatal and postpartum appointments.

Health Plus also has a comprehensive Maternity Case Management program that identi! es
and screens pregnant women for risk. Members are assigned to specialized case managers
with extensive obstetric and/or high risk neonatal experience. These case managers develop a
member-speci! ¢, comprehensive management plan to monitor the pregnancy, and communi-
cate regularly with the member’'s OB/GYN.

6.2 (onsent Requirements for H ysterectomy and Sterilization

Providers are required to obtain informed consent from all Health Plus members undergoing a
hysterectomy or other sterilization procedure.

6.2.1 Hysterectomy

In the case of a hysterectomy, Health Plus will only authorize this procedure if there are
appropriate clinical indications and if it is not being performed solely to render the member
permanently sterile. Informed consent policies for hysterectomy are strictly regulated and
providers must be in full compliance with the consent and documentation requirements speci! ed
in 42CFR, Part 441, sub-part F (Informed Consent for Hysterectomy and Sterilization), and other
applicable city and state codes.
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A member undergoing a hysterectomy must be noti! ed verbally and in writing that the procedure
will render her permanently sterile. She or her authorized representative(s) must sign Part 1 of
the DSS-3113 Acknowledgement of Receipt of Hysterectomy Information form.

Providers must submit the DSS-3113 to the Health Plus Health Services
Department in order to obtain prior authorization for the hysterectomy
procedure.

This requirement may be waived if the hysterectomy was performed in a life-threatening
emergency situation or when evidence exists that the member was sterile prior to the procedure.
If either situation applies, then the DSS-3113 must be completed with the surgeon’s attestation
that one of these circumstances existed. The form must explain the reason for the member’s
prior sterility or describe the nature of the emergency situation that prevented transmittal of the
Receipt of Hysterectomy Information form.

If a member was not a HCP (Medicaid) member at the time of her hysterectomy but later
quali! es for retroactive eligibility, her surgeon could be paid by Medicaid for the procedure, if a
signed DSS-3113, Part 1, or justi!cation of a waiver can be provided.

6.2.2 Serilization

Health Plus covers sterilization services for FHP and HCP members. Sterilization is de! ned as
any procedure or treatment performed solely for the purpose of rendering the member incapable
of reproducing. The following restrictions apply for sterilization procedures:

* Members must be at least 21 years of age.

* Members must be mentally competent and able to consent to sterilization.

* Members must not be institutionalized (involuntarily con!ned to a correctional,
rehabilitative, or mental illness treatment facility, or voluntarily con!'ned to a mental
illness treatment facility).

* Informed consent must not be obtained during labor, childbirth, abortion (or an
abortion request), or under the in"uence of alcohol or any substance that alters the
member’s mental state.

» Translation services must be provided if the member does not speak the language
used on the consent form or by the person obtaining informed consent.

* Arrangements must be made for deaf, blind, or otherwise disabled members.

* A witness must be present if the informed consent is obtained in New York City, as
required by New York City Local Law No. 37 (1977). Outside of New York City, it is
optional.
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An informed consent waiting period of not less than 30 days or more than 180 days
must be given prior to the procedure (not including the day the consent form is
signed). This waiting period may be waived only in cases of premature delivery
(when the surgery was scheduled for the expected date of delivery), or an
emergency abdominal surgery. In these instances, the surgery may be performed
during the same hospitalization if at least 72 hours have passed between the signing
of the informed consent form and the actual procedure.

In New York City, members must sign a reaf! rmation statement upon admission,
acknowledging an understanding of the consequences of sterilization and
reaf!rming their desire to have the procedure.

As Medicaid will not pay for services rendered illegally , the New York City
Sterilization Guidelines must be followed in order for claims associated

with sterilization procedures to be paid. Completed copies of informed
consent forms (DSS 3134) must be given to Health Plus in order for prior
authorization to be given for the procedure.

Specilc Disclosures:

The physician performing the sterilization procedure must be available to answer questions and
provide all requested information and advice in addition to providing the DSS 3134 and obtaining
informed consent. The following issues must be discussed with the member seeking sterilization
at least thirty (30) days before the procedure is performed:

Member’s right to withdraw consent at any time prior to the procedure without
jeopardizing any future treatment or federally-subsidized benelt.

Alternative methods of family planning and birth control.

Irreversibility of the sterilization procedure.

Detailed and thorough explanation of the procedure to be performed.

Full description of the associated risks, side effects and discomforts (including those
associated with any anaesthesia to be used).

Full explanation of the benelts or advantages to be expected after undergoing the
procedure.

Explanation that the procedure will not be performed for at least thirty (30) days
except in cases of premature delivery or emergency abdominal surgery.
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Health Plus members are not required to obtain prior approval for emergency
services, including Emergency Room (ER) visits and emergency admissions.

An “emergency” or “emergency condition” refers to a severe medical or behavioral health condi-
tion or symptoms, the onset of which is sudden. The condition is characterized by symptoms
of suf! cient severity (including severe pain) that a prudent layperson, possessing an average
knowledge of medicine and health, could reasonably expect the absence of immediate medical
attention to:

* Place the health of the af'icted person in serious jeopardy, or in the case of a
behavioral health condition, place the health of the af"icted person or others in serious
jeopardy, or

» Cause serious impairment to the af"icted person’s bodily functions, or

» Cause serious dysfunction of any bodily organ or part of the af"icted person, or

» Cause serious dis!lgurement of the af"icted person.

If a member is admitted from an emergency room, the hospital is required to
notify Heath Plus of the admission within two (2) business days.

7.2 Urgent Care

PCPs are expected to provide care for members who experience an illness or injury that is less
serious than an emergency, but requires prompt services to avoid signi! cant impairment of
health and well-being.

The Health Plus nurse advice line, Tele-Nurse Plus, is available 24 hours a day, 7 days a
week at (800) 437-7587 to answer member questions about urgent health care matters. For
behavioral health concerns, the Health Plus 24-hour Behavioral Health Line is available at 1-
866-223-9500.

When Health Plus or a delegated entity of Health Plus (such as the member's PCP, a
participating specialist, or Tele-Nurse Plus) refers a member for any covered service from a
participating or non-participating provider, the member is, by law, exempt from any ! nancial
liability other than required co-payments. If Health Plus determines that a referral was
inappropriate, the plan is required to address the situation directly with the referring provider but
to hold the member harmless.

l._".'_



7.2.1 Qut-of-Area Urgent Care

When appropriately noti! ed, Health Plus will reimburse providers for urgent care provided out-
side of the Health Plus service area. Urgently needed services are covered in the United States
(U.S.), the Commonwealth of Puerto Rico, the U.S. Virgin Islands, Guam, American Samoa, the
Northern Mariana Islands, and Canada. Providers must furnish their specialty, license number
and date of birth when billing for services.

7.3 Inpatient Care

Members who need inpatient care can be admitted by their PCP or an appropriate specialist.

Health Plus must be noti! ed at least 7 days in advance of an elective
admission. If a member is admitted through the Emergency Room, the
hospital must notify Health Plus within two (2) business days. In either case,
please call the Health Plus Provider Care Center at: 1-800-450-8753.

7.4 Discharge Planning

Health Plus initiates discharge planning upon being noti! ed of a member’s admission to ensure
timely and coordinated delivery of home, ancillary or other after-care services. If a member’s
condition is prolonged or complicated, Health Plus’s Health Services staff will assess the
member’s clinical information and discuss any identi! ed or anticipated discharge needs with
the member’'s PCP and/or specialist. Health Services also confers regularly with inpatient
providers, utilization review agents and discharge planners to coordinate and ! nalize the dis-
charge plan. After discharge, members are referred to Case Management as appropriate.



The Health Plus Behavioral Health department consists of a multidisciplinary staff of
behavioral health professionals and support personnel who work to ensure that members receive
the mental health and substance abuse (drug and alcohol treatment) services they need in a
timely and effective manner.

This chapter describes speci! ¢ policies and procedures that apply to behavioral health services.

Unless otherwise stated in this chapter, participating behavioral health providers should follow
all other Health Plus policies and procedures referenced in this manual.

8.1 Scope of Services
Please refer to the bene!t summary chart in Appendix 1 for the behavioral health

services that are covered by Health Plus and those that are covered by Medicaid fee-for-service.
The chart also explains the differences in bene!t coverage for SSI and non-SSI members.

8.2 Referrals and Appointments

Members may self-refer to any participating provider for one mental health and one alcohol/
substance abuse assessment per calendar year.

Only one visit per participating behavioral health provider is allowed without
prior Health Plus authorization.

Members may also be referred for behavioral health services by:

* Their primary care physician (PCP)

» Other participating or non-participating providers

» Health Plus Member Services, Behavioral Health, or Health Services staff
» Health Plus Behavioral Health or Medical Advice Hotlines:

24 Hour Behavioral Health Line - 1-866-223-9500 - Provides access to trained behav-
ioral health professionals 7 days a week to answer member questions about mental health
or substance abuse problems.

24 Hour Tele-Nurse Plus - 1-800-437-7587- Provides access to registered nurses 7 days a
week to answer member questions about various health conditions.



Health Plus participating Behavioral Health Providers must comply with the
following appointment availability standards:

* Emergency care: upon presentation.

* Urgent care: within twenty-four (24) hours of request.

* Behavioral health or substance abuse follow-up visits pursuant to an
emergency room or hospital discharge: within !ve (5) days of request, or as
clinically indicated.

* Non-urgent behavioral health or substance abuse visits: within two weeks
of request.

» Health, behavioral health or substance abuse assessment visits to
evaluate a member’s ability to perform work (as requested by HRA):
within ten (10) days of member request.

8.4 Services Available Without Prior Authorization
1) Initial mental health or alcohol/substance abuse assessment with a
participating provider.
2) Emergency services, by a participating or non-participating provider.
For ER visits:

Health Plus does not require prior authorization for payment of ER visits.

For emergency inpatient admissions:

1)

2)

The admitting provider should call the Health Plus Behavioral Health department at 1-800-450-
8753 within 2 business days of the admission.

Health Plus’s INFO PLUS online system can also be used to register new inpatient admissions
(within the same 2 business day time frame), but providers must still call for authorization.
Please consult the INFO PLUS User Manual for further information. Your Provider Relations
Associate can also provide an on-site INFO PLUS training session for your staff.

The initial authorization review determination for appropriateness of inpatient care and length
of stay is based on medical necessity criteria, and is communicated by phone, followed by
written con! rmation. To determine medical necessity for mental health services, Health Plus
currently utilizes the Criteria for Short-Term Treatment of Acute Psychiatric lliness, jointly
published by the American Academy of Child and Adolescent Psychiatry and the American
Psychiatric Association. Medical necessity criteria for substance abuse services are based on
the Patient Placement Criteria for the Treatment of Substance-Related Disorders (Second
Edition), published by the American Society of Addiction Medicine.
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(e.g., Metrocard, ambulette or car
service)

Services Authorization Comments
Requirement
Inpatient mental health treatment* Yes Call for prior admission & continued stay
authorization.
Emergency inpatient admission Yes-after Call for authorization within 2 business days
(mental health or substance abuse) admission of admission.
Inpatient alcohol & substance abuse* Yes Call for prior admission & continued stay
treatment authorization.
Outpatient mental health treatment* Yes Members can self-refer for their Irst visit.
Call for prior authorization of subsequent
services.
Outpatient alcohol & substance abuse Yes Members can self-refer for their !rst visit.
treatment* Call for prior authorization of subsequent
services.
Psychological Testing Yes Requires specilc prior authorization.
Lab work No Must use participating laboratory draw
stations.
Non-Emergency Transportation- Yes Covered for Health Care Plus (Medicaid)

members only.
Child Health Plus, Family Health Plus-no
bene!t for non-emergency transportation.

Emergency Transportation-ambulance

Emergency Transportation —
transfer from one facility to another by

No

Yes

ambulance

Member should call 911 for
emergency transportation

Health Plus Behavioral Health Department
clinician will evaluate medical necessity for
ambulance transfer.

*Please check the bene!

t chart in Appendix 1 for information on services covered by

Health Plus and those covered by Medicaid fee-for service. Those services covered by
Medicaid fee-for-service do not require Health Plus authorization.



Prior authorization is required for all inpatient admissions and outpatient behavioral health
services beyond the initial visit. Emergency services do not require prior authorization.

Requests for psychological, neuropsychological, and developmental testing also require
prior approval from Health Plus.

To request an authorization, please call the Health Plus Behavioral Health Department at 1-800-
450-8753. A Health Plus Behavioral Health clinician will review the care plan, and make a deter-
mination based on medical necessity. If the services are approved, the authorization will be given
by phone and con! rmed in writing. Health Plus sends written noti! cation of the approval to both
the member’s PCP and the referring provider. Once the initial care plan is completed, providers
can call the Behavioral Health Department for authorization of continued services if needed. Itis
important that providers call for review prior to the expiration of each authorization.

Health Plus must be noti! ed when a member is discharged from inpatient care.
Members with a mental health diagnosis should receive a follow-up visit within
seven (7) days of discharge.

8.6.1 Basic Information Needed for Authorization Reviews

When calling the Health Plus Behavioral Health Department for authorization, please have the
following information available:

For inpatient services:

1. Member and provider identifying information:
Member name
Member’s Health Plus ID number
Member’s date of birth
Provider’s Health Plus ID number
Planned or actual admission date and facility

2. Clinical information:
Admitting diagnosis (all 5 axes)
Presenting problem / chief complaint
Justilcation for admission
Pertinent psychiatric, substance abuse, medical, and social history
Recent assessment results
Initial treatment plan, including family / support system involvement
Medications
Discharge / aftercare plan and discharge criteria
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Requests for continued inpatient stay require updated information and a
description of the member ’s progress.

For outpatient services:

1. Member and provider identifying information:

Member name

Member’s Health Plus ID number or Medicaid CIN
Member’s date of birth

Provider’s Health Plus ID number

Provider site

Date of member’s initial visit

2. Clinical information:

Admitting diagnosis (all 5 axes)

Presenting problem / chief complaint

Justi!cation for admission

Pertinent psychiatric, substance abuse, medical, and social history

Recent assessment results

Initial treatment plan, including speci! ¢ services / CPT procedure codes, frequencies,
time frames, and family / collateral / community support system

Medications

Discharge criteria and follow up plan

Estimated number of visits and length of treatment required

Requests for continued outpatient services require updated information
and a description of the member s progress.

8.7 Remnsideration Reviews

If a service authorization request is denied, a reconsideration review may be obtained if the
Health Plus clinical peer reviewer did not discuss the case with the health care provider recom-
mending the service (not valid for retrospective reviews). To request a reconsideration review,
please call the Health Plus Behavioral Health Department at 1-800-450-8753.
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To appeal an adverse determination for an authorization request, please call the Health Plus
Behavioral Health Department at 1-800-450-8753 or send a letter of appeal (along with a copy
of the denial letter and any supporting clinical information) to:

Health Plus Behavioral Health Department
335 Adams Street

Suite 2600

Brooklyn, NY 11201

Attn: Behavioral Health Appeals Coordinator

Please see Chapter 11 for further information on reconsideration reviews,
action appeals and the timeframes for their resolution.

8.9 Laboratory Tests

All laboratory tests must be performed by Health Plus participating laboratories. The member
can go to a patrticipating laboratory draw station or providers can have specimens picked up
from their oflces.

8.10 daims Submission, Payment and Appeals

Please refer to Chapter 10, Billing and Reimbursement, for a full explanation of these issues.

8.11 Social Workers

Health Plus is following New York State regulations in monitoring the credentials and
performance of our participating social work providers. The social work licensure law
replacing the Certi! ed Social Worker (CSW) title with Licensed Master Social Worker (LMSW)
and Licensed Clinical Social Worker (LCSW) went into effect in September of 2004.

More information about both titles and additional provisions of this law are available from the
State Education Department’s Web site at http://www.op.nysed.gov/cswfag2002.htm.

Social work providers working in participating hospitals and health centers
are exempt from these new regulations as long as they remain in the same
position at the same institution.
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Health Plus participating providers in the following service categories can see members without
obtaining a PCP referral or prior authorization from Health Plus:

OB/GYN (routine gynecologic and obstetrical care)

Mammography

Family Planning * (including pregnancy, STD, and HIV testing)

Optometry

Mental Health/Substance Abuse (one visit for each service per calendar year
without a referral)

Dental Care (from assigned primary care dentist)

Emergency Care (can be in- or out-of-network)

*Health Care Plus (Medicaid Managed Care) members can obtain family planning and repro-
ductive health services either from Health Plus in-network providers or from any provider who
accepts Medicaid. Child Health Plus and Family Health Plus members must use Health Plus
in-network providers for family planning services.

The services provided by the following New York City Department of Health clinics also do not
require prior Health Plus authorization or a PCP referral:

9.2

e TBclinic

* Immunization services

* Lead poisoning screening
* HIV counseling and testing
» Dental services

Services Requiring Prio r Authorization from Health Plus

Specialist visits (excluding self-referral services)

PT, OT, ST and Physiatry visits

Home health care

Hospice care

Out-of-network services

Elective inpatient admissions

Ambulatory surgery and other outpatient procedures
Equipment rentals and DME costing $1000 or more
MRI and PET Scans

Specialty of! ce visits require a PCP referral and prior Health Plus approval.
Referrals to subspecialists can be made by a participating specialist but also
require approval from Health Plus.
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When Health Plus approves a request for a service requiring prior authorization, the
requesting provider must notify the member and, as needed, assist the member in
obtaining the service.

9.3 How to Refer a Member to a Participating Specialist

All visits to participating specialists (except for the services listed in section 9.1) require prior
approval from Health Plus. To refer a member to a Health Plus participating specialist, PCPs
may use our INFO PLUS automated services:

Option 1 - INFO PLUS Online
e Go to www.healthplus-ny.org and click on INFO PLUS (under “Providers” ).
e Onthe INFO PLUS screen, click on the URL labeled: To make a referral to a participating
specialist - CLICK HERE. On the next screen, select the referral option and click ‘Continue’.
» Enter the requested information (same as 1-6 below) on the following screen and click ‘OK’.
e The !'nal screen will provide con!rmation of the approval, including a referral number,
approval period (usually 6 months), and number of approved visits (usually six).

Option 2 - INFO PLUS by phone:
» Call 1-800-450-8753 and Press 1.
Follow the voice prompts and enter the following:
1. Your Health Plus Provider ID number (without the three leading zeros)
2. Your 4-digit PIN
3. Member’s Health Plus ID number or Medicaid CIN
4. Specialist’'s Health Plus Provider ID number (without the three leading zeros), available
in your printed Health Plus Provider Directory or online at: www.healthplus-ny.org
5. Diagnosis code (with relevant modilers)
6. Number of visits desired
The automactic voice response system will provide con! rmation of the approval, including a referral
number, approval period (usually six months), and number of approved visits (usually six).

A maximum of 6 (six) visits may be requested through the INFO PLUS
telephone or online system. Most approvals are valid for 6 months from the date of
request.

Whether approval requests are made by phone or online, written con! rmation of the approval
will be faxed both to the requesting provider and the specialist.

Please note: INFO PLUS cannot be used to obtain authorization for MRI, PET Scan,
Physical or Occupational Therapy , Physiatry , or Speech Therapy services. Forthese
services, please call 1-800-450-8753 to reach our Provider Care Center ’'s Health
Services Department.
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(May Differ Depending on Contract)

SERVICES

Authorization from Health
Services or Behavioral
Health Required?

Can Authorization
be requested though
INFO PLUS?

Allergy shots, initiation or continuation of
services

No. Authorization is
required for any E&M
services performed.

Yes - for any E&M
services provided.
By phone or online

Ambulatory Surgery

Yes

Yes

Ambulatory Procedures- performed at a hospi-
tal or freestanding ambulatory surgery center

Yes

Yes- online only. See
INFO PLUS Manual.

Ambulatory Procedures- performed in a
physician’s of! ce or clinic. Procedures must
be within the scope of practice of the servicing
provider’s specialty.

No, except for: Peritoneal
Dialysis; Hemodialysis;
Possible Cosmetic Surgery;
Sleep Studies; Lithotripsy

Yes- for procedures
listed as exceptions.
Online only. Con-
sult the INFO PLUS
Manual.

Behavioral Health Outpatient Care (Initial Visit) | No

Behavioral Health Outpatient Care Yes No

(after initial visit)

Chemotherapy — Outpatient No

Dental Care from In-Network Primary Care No. Member must go to

Dentist their assigned primary care
dentist.

Dental Specialty Care Yes. Contact Healthplex®. [ No

Durable Medical Equipment (DME) under No

$1,000

Durable Medical Equipment Rentals and DME | Yes No

over $1,000

Emergency Room Services (Medical and No

Behavioral Emergencies)

Erectile Dysfunction Treatment Yes No

Family Planning — HIV testing and counseling, | No. HCP (Medicaid) mem-

testing and treatment of STDs, reproductive bers may go to any Medicaid

health services, termination of pregnancy. provider. FHP/CHP mem-
bers must stay in-network.

Home Health Care Yes No

Hospice Care (Licensed Article 40 Hospice) Yes No

Inpatient Hospital Care — Elective/ Yes Yes- online only. See

Non-Emergent services and procedures
(medical and behavioral services)

INFO PLUS Manual
for further information.
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SERVICES

Authorization from Health
Services or Behavioral Health
Required?

Can Authorization be
requested though
INFO PLUS?

Inpatient Hospital Care — Emergency Admis-
sion (medical and behavioral services)

No prior auth required. Health
Plus must be notiled within 2
business days after admission.

Yes. Noti! cation can
only be made online.

Health Care Plus (Medicaid) members only.

Rehabilitation Services — Inpatient Medical | Yes No
in Hospital or SNF
Laboratory Services — Routine No
Laboratory Services — Specialty (e.qg., Yes No
genetic testing)
Mammaography No. Members may self-refer to
participating radiologists.
Medical/Surgical Supplies or Consumables | Yes No
(other than those provided to inpatients or
during oflce or home visits)
MRI, PET Scan and Nuclear Cardiology Yes No
Non-Participating/Out-of-Network Provider | Yes No
Services — All services
OB/GYN Routine Services No
Optometry/Eye Glasses No. Call Member Services or
check INFO PLUS to see if mem-
ber has reached bene!t limit.
Organ Transplant Yes
Prenatal Care, Postpartum Care No. Notify Health Services of
pregnancy in order to enroll
member in Prenatal Program.
Primary Care Visits (PCP visits) No
PT, OT, Speech Therapy and Physiatry ser- | Yes No
vices (Outpatient) and Cardiac Rehab.
Prosthetics and Orthotics Yes No
Rehabilitation Services — Inpatient Yes Yes. Online only.
Routine Radiology/Imaging (mammography, | No
X-ray, ultrasound, echocardiograms, CAT
scan)
Sleep Studies Yes No
Specialist Consultations/Visits/Referrals Yes Yes
(Autharization requirement may differ in
some institutional settings)
Transportation — Non-Emergency Medical | Yes No




FOR AUTHORIZATIONS CONTACT™:

Health Services

Behavioral Health 1-800-450-8753

INFO PLUS by Phone
24 Hour Automated Interactive Voice
Response System (IVR)

INFO PLUS Online Health Plus web site

www.healthplus-ny.org
Click “Providers”, then “INFO PLUS”

Healthplex® Dental Management 1-800-468-9868

*Prior authorization is required for all covered non-emergent services rendered by
non-network providers (with the exception of family planning services for Medicaid
recipients).

9.5 Prior Authorization for Standing Referrals

If a member’s condition requires ongoing specialty care for a speci! ¢ course of treatment or care
plan, a PCP or specialist may obtain authorization for a standing referral by submitting a written
request to the Health Plus Health Services Department. The request should include the following
information:

1. Primary and secondary diagnoses

2. Number and frequency of visits requested

3. Treatment plan, i.e., ambulatory management, inpatient admissions, outpatient
procedures, diagnostic testing and specialist consultations.

Although Health Plus may authorize a comprehensive course of treatment or
periodic follow-up by a specialist, all authorizations are contingent upon member
eligibility on the date of service. It is the provider 's responsibility to con! rm
member eligibility prior to rendering services.
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Providers must request authorization for elective procedures at least 7 days prior to rendering
services.

To obtain prior authorization for elective procedures:

Call our Provider Care Center’s Health Services Department at: (800) 450-8753 between 8 am
and 7 pm, Monday through Friday.
When calling for authorization, the following information will be required:

* Provider and hospital name(s) and telephone number(s)
* Member name and date of birth

» Diagnosis

» Attending physician and telephone or pager number

If the member is being admitted electively, the Health Plus clinical staff performs a
pre-admission telephone assessment to evaluate the member’s need for education and services
before and after the hospital stay.

As an alternative to calling in an authorization request, providers can complete a Health Plus
referral form and fax it to the Health Plus Health Services Department at: (718) 360-1314. The
referral form can be downloaded from our web site: www .healthplus-ny.org (go to “Providers”,
then click “Referral Info & Forms”). Health Plus will respond to faxed authorization requests
within 72 hours.

The Claims Department will deny any payment for services requiring prior
authorization that were rendered without Health Plus approval.

If this occurs, the provider will be noti! ed in writing (by EOP) of the denial and claims appeal
process.

9.7 Prior Authorization for Services at Specialty Care Cen ters

Health Plus provides access to appropriate specialty care centers for members with a life threat-
ening or degenerative and disabling condition or disease requiring specialized medical care over
a prolonged period of time.



The member, member’s designee, or a specialist may initiate a request for services at a
specialty care center. Health Plus will then contact the member and provider to obtain clinical
information.

Health Plus reviews the clinical and administrative circumstances of the case, including but not
limited to:

1. The member’s medical history, referral patterns and service needs.
2. The treatment plan.

3. The specialty care center's agreement to accept Health Plus reimbursement as
payment in full except for any applicable co-payments.

Health Plus is not required to approve care at an out-of-network specialty care cen-
ter unless the needed services are unavailable within the Health Plus network.

9.8 Authorization for Out-of-Net work Services

Health Plus provides access to the services of a non-participating provider when it determines
that there is no in-network provider with the appropriate training and experience to meet the
needs of a member. The care rendered by a non-participating provider must form part of a
treatment plan approved by Health Plus in consultation with the member and his or her primary
care physician (PCP).

An out-of-network referral can be authorized in the following circumstances:

1. To continue or complete a course of treatment that was initiated prior to enrollment,
or to continue an approved course of treatment when a provider is no longer
participating with Health Plus.

2. To provide access to a needed service and/or provider not available within the
Health Plus network. The care must be consistent with a treatment plan approved by
Health Plus in consultation with the member’s PCP.

3. To provide needed care when an appointment with the appropriate specialist/service
is not obtainable within the Health Plus appointment availability standards, or the
member requires the visit sooner than is available within network.

Health Plus noti! es the member and his or her PCP of its decision within 2 business days of
receiving the out-of-network referral. If Health Plus denies the out-of-network service, the PCP
and member are advised of their right to appeal the decision and given appeal instructions.
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The Claims Department handles claims processing, appeals and written correspondence from
providers regarding claims issues.

10.1 Capitation

Health Plus generally pays PCPs a monthly capitation fee for each Health Plus member on their
panel. Please refer to the Health Plus Primary Care Capitation Grid for more information about
the services covered under capitation.

PCPs are required to submit claims for capitated services and are paid $1.50 for each claim
form (HCFA1500 or UB 92) or electronic transmission (837P or 8371) sent to Health Plus. These
claims serve as encounter data, which is used by Health Plus to evaluate quality of care, iden-
tify utilization trends and possible service gaps, satisfy New York State managed care quality
reporting requirements, and assess primary care physician performance.

10.2 Fee-for-Service Claims

Reimbursement for covered services to Health Plus members constitutes payment in
full. Providers may not bill members for the dif  ference between their charges and the
reimbursed amounts (balance billing), except for any applicable co-payments.

All specialists, ancillary providers and some primary care providers are paid on a fee-for-service
basis. Capitated primary care providers can also bill Health Plus on a fee-for-service basis for
services not covered under capitation. In addition, primary care providers are entitled to certain
incentive payments, which are paid fee-for-service. Please contact your Health Plus Provider
Relations Associate for further information.

10.3 De"nition of a Clean Claim

A ‘clean claim’ is de! ned as one that can be processed without obtaining additional information
from the service provider or a third party. Clean claims have no defect, impropriety (including
lack of any required substantiating documentation), or circumstance requiring special treatment
that prevents timely remittance of payment.

Please note that all claims must be submitted with the required level of speci! city in
ICD-9-CM diagnosis codes. If fourth and/or !  fth-digit subclassi! cations are available for
a particular code, they must be assigned.
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10.3.1 Rofessional Claims

Claims submitted for payment of professional services (on a CMSHCFA 1500 claim form or 837P
electronic transmission) must be complete, accurate and contain the following data elements:

la. Health Plus Member ID or Medicaid CIN (Insured’s I.D. Number)

2. Patient's Name (Last Name, First Name)

3. Health Plus Member Date of Birth and Gender

4. Health Plus Member Name (Last Name, First Name)-- if same as #2, write “same”

5. Health Plus Member Address

9. Other insured’s Name (if appropriate)

9a. Other Insured’s Policy or Group Number (if appropriate)

9b. Other Insured’s Date of Birth and Gender (if appropriate)

9c. Employer’s Name (if appropriate)

9d. Insurance Plan Name or Program Name (if appropriate)

10a. Is Patient’s Condition Related to Employment?

10b. Is Patient’s Condition Related to Auto Accident?

10c. Is Patient’s Condition Related to Other Accident?

11a-c Insured’s information (if appropriate)

11d. Is There Another Health Bene!t Plan?

12. Health Plus Member Signature (can be completed by writing “signature on !le” where appropriate)

13. Authorized Person’s Signature (if appropriate)

14. Date of Current: lliness (Irst symptom) or injury (accident) or Pregnancy (LMP)

15. If patient has had same or similar iliness, give !rst date

16. Date patient unable to work in current occupation

17. Name of Referring Physician or Other Source (if appropriate)

17a. Health Plus I.D. Number of Referring Physician (if appropriate)

18. Hospitalization Dates Related to Current Services (if appropriate)

21. Diagnosis or Nature of Iliness or Injury (ICD-9 code, coded to the highest specilcity )

24a. Dates of Service (from — to)

24b. Place of Service (CMS 2 digit numeric Place of Service Code)

24d. Procedures, Services, or Supplies

24e. Diagnosis Code (refer to item 21)

24f. $ Charges

24g. Days or Units (as appropriate)

24h. EPSDT Family Plan

24j. COB

25. Federal Tax I.D. Number

26. Patient’s Account Number

28. Total Charge

29. Amount Paid (if appropriate)

30. Balance Due

31. Signature of Physician or Supplier Including Degrees or Credentials (if not already on !le, except as
required by applicable Federal and State laws)

32. Name and Address of Facility where Services were Rendered (other than home or oflce)

33. Health Plus Provider ID number of the provider rendering the care, PLUS the Health Plus Provider ID
number of the group, if practicing in a group
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Items listed with the notation “if appropriate” do not have to be completed if the information is not
relevant to the situation of that particular provider or patient, or the information will not be used
by Health Plus. If an item is not applicable at all, it should be left blank.

10.3.2 Institutional Claims

Hospital claims submitted on the national standard form UB-92 (also known as HCFA 1450) or a
HIPAA compliant 8371 transmission must be complete, accurate and contain the following data
elements:

1. Provider Name and Address
3. Patient Control Number
4. Type of Bill
5. Federal Tax Number
6. Statement Covers Period (from — through)
7. Covered Days (if appropriate) (interim bill, etc)
8. Non-Covered Days (if appropriate)
11. Newborn Birthweight (if appropriate)
12. Health Plus Member Name (last name, !rst name)
13. Health Plus Member Address
14. Health Plus Member Birthdate
15. Health Plus Member Sex
17. Admission Date
18. Admission Hour
19. Type of Admission
20. Source of Admission
21. Discharge Hour
22. Discharge Status Code
23. Medical/Health Record Number
24 — 30 Condition Codes
32 — 35 Occurrence Codes and Dates
36. Occurrence Span Codes and Dates
37. Internal Control Number
39 — 41 Value Codes and Amounts:
eneonate birthweight value code
eneonate birthweight in grams (value code amount)
42. Revenue Codes
43. Revenue Description
44, HCPCS/CPT4 Codes
45, Service Date
46. Service Units
47. Total Charges (by revenue code)
48. Non-Covered Charges
50. Payer Name
51. Health Plus Assigned Provider ID
52. Release of Information Certilcation Indicator
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54.
55.
58.
59.
60.
61.
62.
65.
67.
68.
69.
70.
71.

72

76

. Code (ICD-9 Code, coded to the highest speci'city
73.
74.
75.

Other Insurance Payment (if appropriate)
Estimated Amount Due (if appropriate)
Insured’s Name

Patient Relationship

Patient’s Cert. SSN - HIC - ID No.
Insured Group Name

Insurance Group Number (if on card) (where appropriate)

Employer Name of the Insured

Principal Diagnosis Code (ICD-9 Code, coded to the highest specilcity)
Code (ICD-9 Code, coded to the highest specilcity
Code (ICD-9 Code, coded to the highest speci!city
Code (ICD-9 Code, coded to the highest specilcity
Code (ICD-9 Code, coded to the highest speci!city

Code (ICD-9 Code, coded to the highest speci!city
Code (ICD-9 Code, coded to the highest specilcity
Code (ICD-9 Code, coded to the highest speci!city

N N N N N N N N

. Admitting Diagnosis Code (ICD-9 Code, coded to the highest specilcity )
77.
78.
79.
80.
81.
82.

E-Code (ICD-9 Code, coded to the highest specilcity )

DRG #

Procedure Coding Method Used

Principal Procedure Code and Date

Other Procedures Code and Dates

Attending Physician’s Health Plus Provider ID Number, Medicaid Number and License Number;

PLUS State MMIS Identilcation Number of Attending Physician (inpatient encounters)
State MMIS Identi!cation Number of Servicing Provider (non-inpatient encounters)

Items listed with the notation “if appropriate” do not have to be completed if the information is not
relevant to the situation of that particular provider or patient, or the information will not be used
by Health Plus. If an item is not applicable at all, it should be left blank.

10.4

HCFA

Paper Claims

1500 and UB 92 paper claims should be submitted on typed, redlined forms to facilitate

scanning and ensure the accuracy of data transmission. Please mail all paper claims to:

Health Plus

P.O. Box 200-284

Bay Ridge Station
Brooklyn, NY 11220-0284
Attn: Claims Department



Health Plus accepts HIPAA compliant electronic professional (837P) and institutional (8371)
claims. Each EDI (electronic data interchange) claim submitted must include the provider’s
Health Plus ID (PRPR) number. For institutional claims, the attending physician’s Health Plus
Provider ID (PRPR) number, Medicaid number and license number must be included.

Emdeon™ (formerly WebMD) is our clearinghouse and our payer ID number is 11324. EDI
guides are available on our web site: www.healthplus-ny.org (click Providers, then Electronic
Claims). If you have additional questions, please contact our EDI Administrator at: EDI@health-
plus-ny.org .

Detailed tables listing the relevant PAS procedure codes can be downloaded from this web
address: http://www.health.state.ny.us/nysdoh/hospital/drg/pacs.htm.

10.6 Time frames for Claims Submission and Payment

All claims must be submitted within 1 20 days of the date of service (unless otherwise
speci'ed in your contract) to prevent denial for late billing.

Health Plus adheres to the New York State Insurance Department’'s prompt payment
requirement to pay clean claims within 45 days of receipt. If the claim is to be denied due to an

absence of required information or some other de! ciency, Health Plus will notify the provider
within 30 days.

10.7.1 EOP Code Explanations

Please see Appendix 3 for some explanations of codes that appear on the Remittance Advice
that accompanies Health Plus claims payment checks.

10.8 daims Inquiry

10.8.1 INFO PLUS Autonted System for Claims Inquiry

The fastest and easiest way to check the status of your claims is through the INFO PLUS
automated online or telephone service.



Please wait at least 30 days to check the status of any claim , then:

INFO PLUS Online

Go to www.healthplus-ny.org , click Providers, then INFO PLUS.

Type in your username and password and click ‘login’. If you need a username and
password, click the link labelled ‘Request a Username and Password'.

On the INFO PLUS screen, click the Claims option.

Search claims by typing in the member’s information or your Health Plus Provider ID #
and the dates of service.

-Or-

INFO PLUS by Phone: Call our Provider Care Center, 1-800-450-8753, and press 1.
Please have the following information available:

* The member’s Health Plus ID# or Medicaid CIN.
* Your Health Plus Provider ID# (without the three leading zeros) and 4-digit PIN#.
* Follow the voice prompts to locate the claims of interest.

10.8.2 Povider Care Ceter

If you are unable to resolve all of your claims-related questions using INFO PLUS, please call
our Provider Care Center at 1-800-450-8753.

10.9 How to Avoid Claim Denials

Here is a list of the most common reasons for claim denials and how to avoid them:

No authorization - For services requiring Health Plus prior approval, please make
sure you have contacted Health Plus to obtain an authorization before
submitting your claim.

No Referral- For services requiring a referral, please make sure you have a referral
from the member’s primary care physician prior to submitting your claim.

Late billing- All claims must be received within 120 days of the date of service
(unless otherwise speci'ed in your contract) in order to avoid denial for late billing.

Member Ineligible - Health Plus cannot reimburse providers for services rendered to
ineligible members. To verify member eligibility, you can use INFO PLUS by Phone
at 1-800-450-8753 (press 1), or log on to www.healthplus-ny.org and click the INFO
PLUS option under the Providers tab. If you need a username and password to
access INFO PLUS on the web, call our Provider Care Center at 1-800-450-8753.
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* No Attending Physician Informatio n- All institutional claims must include the name
and Health Plus Provider ID (PRPR) number, Medicaid number and license number
of the provider who rendered the service.

* No Health Plus Provider ID number - All claims must include the Provider’s Health
Plus ID (PRPR) number in order to be processed for payment. On the CMS (HCFA)
1500, this information is entered in Box 33, to the right of PIN. On the UB-92, the
information is entered in Box 51. If you do not know your PRPR number, you can
look it up in your printed provider directory, or go to our online directory at:
www.healthplus-ny.org (click Find a Provider).

For electronic claims, consult our EDI implementation guides (professional or institutional) for
information on where to enter the Health Plus Provider ID (PRPR) number. The EDI guides
are available on our web site, www.healthplus-ny.org (click Providers, then Electronic
Claims).

» Missing Data Elements -Please make sure all required data elements(i.e., place of
service, procedure codes, and diagnosis codes coded to the highest level of speci! city)
are present, correct, and valid for the date of service.

* Missing Member Information - All claims must include the member’s last and ! rst
names, date of birth, and Health Plus ID number . If you do not have the member’s
Health Plus ID number, you may use the Medicaid CIN number.

* Improper Member Designation - When you submit your claim electronically, always
indicate patient and insured as the same person.

10.10 How to Resubmit a Corrected Claim

If a claim is pended or denied due to missing or incorrect information, please send a corrected
claim to our Claims Correspondence Unit within 60 business days of the date of the denial
decision to:

Health Plus
Claims Correspondence Unit
241 37th Street, Suite 412
Brooklyn, NY 11232

The resubmitted form must be clearly marked as a corrected claim (notation should
appear at the top of the form) to prevent a denial for duplicate billing.
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Claims denied in whole or in part for other administrative reasons may be appealed in writing
within 60 business days of the date of the denial decision.

To appeal a claims action, submit a written appeal with the following information to our Claims
Correspondence Unit (see page 65 for address):

* Provider Name and Health Plus Provider ID Number:

» Provider Billing Address

» Contact Person (name, phone number and fax number)

 Member Name and Health Plus ID number (not Medicaid number)

» Date of Service

* Health Plus Claim Number

* Amount Billed and Amount Paid

» Dispute Information (provide clear rationale for your dispute and attach supporting
documentation, if appropriate)

» Provider or Authorized Representative Name, Title, and Signature with Date

Please allow 30 days before checking the status of your appeal. Health Plus will send a letter
acknowledging receipt of your appeal, render a decision within 30 days (medical appeals) or 45
days (administrative appeals) of receiving the necessary information, and notify you in writing of
the outcome.

10.12 FHP Co-Payments

Health Plus members participating in Family Health Plus (FHP) are subject to co-pay require-
ments for some covered bene! ts (see details on the next page). As a result, Health Plus is
required to reduce provider payments to account for the amounts that will be collected directly
from FHP members. The reductions are as follows:

» FHP fee-for-service payments are reduced by the speci! c amount of the co-payment
as dictated by New York State (see next page).

» FHP primary care monthly capitation payments are reduced by $1.25 (per FHP
member), the estimated value of the primary care co-payments.

Providers are responsible (but not required) to collect co-payments, and may bill members or
use other legal means to collect unpaid co-pays. Nevertheless:

Providers may NOT withhold covered services based on the inability of a
member to pay an applicable co-pay . In addition, providers may not bill Health
Plus for uncollected co-payments.
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The following is a list of services for which FHP
list is subject to change by the New

co-payments apply (please note that this

York State Health Department):

Brand Name Prescription Drugs $6 per prescription or re!ll Pharmacy

Generic Prescription Drugs $3 per prescription or re!ll Pharmacy

Clinic Visits $5 per visit Clinic

Physician Visits $5 per visit Facility or Physician Oflce

Dental Service Visits

$5 per visit up to $25 per year

Dental Clinic or Oflce

Lab Tests

$0.50 per CPT code billed

Provider who performs
test

Radiology Services
(e.g., diagnostic x-rays, ultrasound,
nuclear medicine, radiation

$1 per radiology service
(%1 total if billed globally; if billed
separately, $1 each for technical

Physician and Facility

therapy) and professional services)

Co-pay waived if part of ER visit
Inpatient Hospital Stays $25 per stay Hospital
Non-Urgent Emergency Room Visits | $3 per visit Hospital

Covered Over-The-Counter (OTC)
Medications (e.g., smoking cessation
patches and gum, insulin)

$0.50 per medication

Product Vendor

Covered Medical Supplies
(e.g., hearing aid batteries, enteral
formula, diabetes test strips, lancets)

$1 per supply

Product Vendor

Co-payments will NOT be required for the following services:
5. Family planning services, tests, and supplies
2. Mental health/chemical dependence 6. Vision care

1. Emergency services

3. Psychotropic medications
4. Home care and DME

7. Tuberculosis medications

8. Rx for residents of adult care facilities

Members in the following categories are EXEMPT from all co-payments:

* Under age 21.

» Pregnant, up to 60 days postpartum _ (exempt for both pregnancy and non-pregnancy
related services, whether provided in an outpatient or inpatient setting)

» Permanent nursing home residents.
* Residents of community-based residential or intermediate care facilities licensed by
the Oflce of Mental Health or the Oflce of Mental Retardation and Developmental
Disability. Residents of adult care facilities licensed by the State Department of

Health are exempt only from pharmacy co-pays.
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Health Plus reserves the right to review claims and their supporting clinical records on either a
pre- or post-payment basis. Periodic post-payment audits are conducted to review expenditures in
particular categories of service delivery. We encourage providers to review their billing
practices to ensure that all submitted claims follow standard procedures and are substantiated by
clinical documentation. Please review the Instructions for Selecting a Level of E/M Service in the
CPT Standard Code Book, published by the American Medical Association.

Claims review activity may be conducted by Health Plus itself or in conjunction with another
entity designated by the plan to conduct fraud and abuse detection and prevention activities. Provid-
ers suspected of engaging in fraud and/or abuse may be placed on pre-payment review status or
subject to a post-payment audit.

10.14 Recovery of Overpayments

Health Plus reserves the right to recover funds if an audit or post-payment review reveals that the
plan overpaid for services rendered to Health Plus members.



The major goal of the Health Plus Utilization Management (UM) program is to ensure that
members receive appropriate, medically necessary, timely and cost effective services through
coordinated care. To determine medical necessity for services, Health Plus uses Millman Care
Guidelines® and other internally approved UM criteria.

The New York State Health Department de! nes medically necessary
services as those which are needed to prevent, diagnose, manage or treat
conditions that cause acute suffering, endanger life, result in illness or
inlrmity, interfere with a person’ s capacity for normal activity , or threaten
a severe handicap.

Information and data collected by UM is used in making decisions regarding allocation of
resources to facilitate member access to high quality care rendered by the most quali! ed mix of
providers.

The UM program encompasses:

» Disease and Case Management

» Continuity of care (see sections 2.5 and 2.6, chapter 2)
» Authorization and notilcation

» Concurrent and retrospective review

11.2 Disease and Case Management Pograms

Disease Management

Health Plus’'s Disease Management programs are a useful adjunct to physician care and
treatment, and can help members become more self-reliant in the management of their health.
Disease Management involves broad-based educational and public health interventions to
support members with the following chronic conditions:

Asthma: Hearth Disease:



Diabetes: Depression:

Members who participate in Health Plus Disease Management programs are eligible for a
variety of plan sponsored interventions, such as:
* Health risk assessments
» Educational visits by registered nurses
» Disease-specilc educational materials
» Referrals to specialists and to weight management and smoking cessation programs
* Medical equipment and supplies

How to Refer Members for Disease Management

Providers may call 1-800-450-8753 for any disease management referral (for depression referrals,
follow the prompts for our Behavioral Health Department). Alternatively, the Disease Management
referral form can be downloaded from our web site: www.healthplus-ny.org (click Providers, then
Referral Info. and Forms). Once completed, the form should be faxed to 718-360-1314 for medical
referrals or to 718-504-7112 for depression referrals.

Case Management

Health Plus proactively identi! es members with chronic or acute, debilitating and/or life-
threatening conditions that require extended intervention beyond routine inpatient discharge
planning or outpatient care. Members in Case Management are assigned to one Health Plus
clinical staff person (an RN or LCSW) who provides assistance with care coordination and
communicates frequently with the member’s PCP and other health care providers.
Examples of member conditions that are effectively case managed include:
1. Multiple trauma and disabilities with complex home care needs
2. Cancer, including but not limited to:
* Adult members with co-morbidities
» Pediatric members who meet one or more risk criteria:
a. Age 6 and under
b. Osteosarcoma
c. Metastatic disease
d. At-risk family (e.g., single parent, multiple children, unstable environment, CPS
involvement)
High Risk Maternity
HIV/AIDS
Tuberculosis with poor medication compliance
Sickle cell anemia with recurrent admissions
Chronic illness such as COPD, CHF or asthma with recurrent admissions
Poorly controlled diabetes with diflculty managing diet and medications

N O AW
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How to Refer Members for Case Management

Providers may call 1-800-450-8753 for medical or behavioral health referrals. Alternatively,
they may download a Case Management referral form from our web site: www.healthplus-
ny.org. Once completed, the form should be faxed to 718-360-1314 for medical referrals or to
718-504-7112 for behavioral health referrals.

11.3 Time Frames for Service Authorization Requests

Health Plus renders a decision on all service authorization requests within the time frames
indicated below, and communicates its decision directly to the member’s health care provider.

11.3.1 Prior Authorization

Expedited Review Standard Review

Decision made within 3 business days of | Decision made within 3 business days of receipt
receipt of the service request. of the necessary information, but no more than
14 days after receipt of the service request.

11.3.2 Concurrent Bview (for services already in progess)

Expedited Review Standard Review

Decision made within 1 business day of | Decision made within 1 business day of receipt of
receipt of the necessary information but|the necessary information, but no more than 14
no more than 3 days after receipt of the | days after receipt of the service request.

service request.

11.3.3 Circumstances Requiring an Expedited Review

An expedited review must be conducted when Health Plus determines or the provider indicates
that a delay would seriously jeopardize a member’s life, health or ability to attain, maintain, or
regain maximum function. A member may request an expedited review. If this request is denied,
then the standard review timeframe is used.
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11.3.4 Extensions
Time frames for service authorization requests may be extended for up to 14 days if:

a) The member, member’s designee, or provider submits a verbal or written request to
Health Plus for an extension,
_Or_

b) Health Plus needs additional information and can demonstrate that a delay is in the
member’s interest.

In the latter case, a notice of the extension is sent to the member and provider. Health Plus
documents the justilcation for the action.

11.3.5 Noti!caion of Determination + Sandard, Expedited and Retrospective
Revews

Health Plus will send written notice of medical necessity determinations within 24 hours
of rendering a decision. The requesting provider is also responsible for notifying the
member when an authorization is approved.

11.3.6 Retrospective Reviews

Retrospective reviews take place after health care services have been rendered. The member
and provider are noti! ed in writing within 30 days once Health Plus receives the necessary
information.

Under NYS Public Health Law, Health Plus is permitted to reverse a pre-authorized treatment,
service or procedure on retrospective review when all four of the following conditions are met:

1. Relevant medical information presented to Health Plus or a designated utilization review
agent upon retrospective review is materially different from the information presented
during the pre-authorization review.

2. This relevant information was available at the time of the pre-authorization review but
was withheld or not made available to Health Plus.

3. Health Plus or a designated utilization review agent was not aware that the relevant
information existed at the time of the pre-authorization review.

4. Had Health Plus or the designated utilization review agent been aware of this relevant

information, the treatment, service or procedure would not have been authorized.
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11.4.1 Notilcation of Adverse Determination

An adverse determination occurs when Health Plus denies a service authorization request
or decides to reduce the amount, duration, or scope of a requested service. All adverse
determinations are made by a licensed, certi! ed, or registered health professional, and those
that are based on failure to meet medical necessity standards must be made by a clinical peer
reviewer as de!ned by PHL 84900(2)(a).

Noti! cations of adverse determinations/denials are sent to the member and provider within 24
hours of the decision and must include:
» The reasons for the determination, including the clinical rationale (if any).
* Notice of the availability of the clinical review criteria used to make the determination.
» Specilc guidance on what, if any, additional information must be provided to, or
obtained by Health Plus in order to render a decision on appeal.
* Information on how to initiate an internal appeal process (standard and expedited).
* Information on how to initiate an external appeal (if applicable).
» Information on Fair Hearing requests with the additional information needed for the
appeal as delned in PHL 8§ 4904 (3) ( for members with Medicaid or FHP coverage only).
» Copies of relevant forms.

11.5 Action Appeals

Appeals of adverse determinations are conducted in accordance with current New York State
Department of Health regulations.

11.5.1 Reconsideration Review

If Health Plus renders a denial decision for medical necessity without discussing the case
with the health care provider recommending the service, then that provider is entitled to a
reconsideration review (not applicable to retrospective reviews).

A reconsideration review occurs within one business day of the request and will be conducted
by the Health Plus clinical peer reviewer who made the initial determination, or by a designee if
the original peer reviewer is not available.

1. If Health Plus upholds the denial, the provider may appeal the decision through the
expedited appeal process (if appropriate) or the standard appeal process.

2. If Health Plus fails to render a timely determination on a reconsideration review, this
is treated as an adverse determination, and the provider may proceed to the nextlevel of
appeal (standard or expedited).
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11.5.2 Standard Action Appeal

A Health Plus member or health care provider (acting as the member’s designee) may request a
standard action appeal if a denial is upheld on reconsideration review or expedited appeal.

The member or health care provider has 60 (sixty) business days following the initial utilization
review decision to initiate an appeal. Letters of appeal and supporting clinical documentation
should be sent (along with a copy of the denial letter) to:

Health Plus Medical Appeals Department
335 Adams Street

Suite 2600

Brooklyn, NY 11201

Health Plus sends written acknowledgement of the appeal letter including, if necessary, a
request for additional information needed to conduct the internal review. The appeal is
reviewed by a clinical peer reviewer who was not involved in the previous denial or appeal
determination, and who is of the same or a similar specialty as the requesting health care
provider. Health Plus must make a determination within 30 days of receipt of the appeal letter.

Once the appeal determination is made, the member (or member’s designee) and provider are
noti! ed in writing within 2 (two) business days . If the adverse determination is upheld, the
noti! cation includes the clinical rationale for the determination, and instructions on how to initiate
the external appeal process.

If Health Plus fails to render a determination on the appeal within the required
time frames, this results in an approval of the services and reversal of any prior
denial determination.

11.5.3 Expedited Appeals

Providers may request an expedited internal appeal when they believe that a delay in rendering
an appeal decision could jeopardize the life, health or maximum function of a member (except in
any retrospective determination).

An expedited internal appeal may also be requested if Health Plus denies a request for
continued or extended health care services, procedures or treatments, or for additional services
for a member undergoing a prescribed course of treatment.

‘I..l-.l



If additional information is required to conduct the expedited appeal, Health Plus will notify the
member and his or her health care provider immediately by telephone or facsimile, in addition to
sending notilcation by mail.

If Health Plus determines that an expedited appeal is not justi! ed, the member may !le a
grievance with the Member Services department. The appeal is then processed as a standard
internal appeal.

Determinations are made on expedited appeals within two business days of receipt of the
necessary information and no more than three business days after receipt of the appeal. Health
Plus will provide written notice of the appeal decision along with the clinical rationale in the event
of an adverse determination.

11.5.4 Final Adverse Determination

Health Plus has one (1) level of internal appeal. The result of that appeal (standard or expedited)
is called the ! nal adverse determination. Should the provider and/or the member (or designee)
disagree with that determination, then one of the following actions can be requested:

1. Standard External Appeal
2. Expedited External Appeal
3. Fair Hearing — Health Care Plus (Medicaid) and Family Health Plus members only

11.5.5 Standard External Appeals

The member, member’s designee and/or health care provider may request an external appeal
review if:

» Health Plus and the member have reached a formal agreement to waive the internal
appeal process (in this case, Health Plus will send instructions on how to !le an
external appeal within 24 hours of rendering a !'nal adverse determination)

_Or_
* The requested service has been denied on the grounds that it is not medically
necessary or is experimental/investigational and Health Plus has rendered a ! nal

adverse determination.

The request must be !led in writing within 45 (forty-! ve) days of receipt of the ! nal adverse
determination or agreement with Health Plus to waive the internal appeal process.
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In cases of experimental/investigational services, the attending physician must certify that the
member has a life threatening or disabling condition and one (or more) of the following situations
exists:
» Standard services/procedures have been ineffective or would be medically
inappropriate.
» Thereisno standard service or procedure thatis more bene! cial and also covered by the
plan.
» Thereisaclinicaltrialand the requested service or procedure would normally be covered
by Health Plus except for the determination that it is experimental/investigational.

The attending physician must be licensed, board-certi! ed or board-eligible, and quali' ed to
practice in the medical discipline appropriate to treat the member’s life-threatening or disabling
condition or disease. The physician must also have recommended either:

a) A health service or procedure (including a pharmaceutical product within the meaning
of PHL 4900(5)(b)(B)) that is likely to be more bene!cial to the member than any
standard covered service or procedure,

_or_
b) Member participation in a clinical trial for which he or she is eligible.

The attending physician must provide Health Plus with a statement of the information or
evidence that was used to justify this recommendation.

The member and/or the provider may submit additional information to support the request within
the forty-! ve (45) day time frame. When the additional information represents a material change,
Health Plus will have 3 business days to amend or con!rm the !nal adverse determination.

The External Review Agent must make a determination within 30 days of receiving the request
for an appeal. Once a determination has been made, Health Plus and the member are noti! ed in
writing within 2 business days. If the decision upholds the ! nal adverse determination, the notice
must include the clinical rationale for the decision.

11.5.6 Expedited Eternal Appeals

An expedited external appeal review is completed if the member’s physician certi! es that a
delay would pose an imminent or serious threat to the health of the member. The External
Review Agent has three (3) business days to make a determination. He or she will attempt to
notify Health Plus and the member immediately by phone or fax, followed by a mailed written
notice.
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The standard and expedited external appeal review determinations are binding on the
member and Health Plus, and are admissible in any court proceeding.

If the External Review Agent’s decision overturns the denial by Health Plus, the service or
treatment is approved. In the case of experimental/investigational services related to a clinical
trial, Health Plus will cover all costs related to the provision of treatment according to the design
of the trial, excluding expenditures for:

* Investigational drugs or devices

* Non-health services

* Research management

» Other services or items not otherwise covered under the policy for non-investigational

treatments

11.6 Fair Hearings

Health Care Plus (Medicaid) and Family Health Plus  members have the right to request a
Fair Hearing review when Health Plus makes a decision to deny, reduce, suspend or terminate
services that have been ordered by a physician, or fails to act with reasonable promptness.
Members must initiate Fair Hearing requests within 60 days of receiving the notice of
intended action from Health Plus.

Child Health Plus members do not have Fair Hearing rights.

If Health Plus terminates, reduces, or suspends previously approved bene! ts subsequent to a
concurrent review, the member is eligible to continue receiving services at the level originally
requested only if he or she has !led a timely request for a Fair Hearing. These services must
continue until one of the following applies:

» The Fair Hearing process is completed

» The time period for the care initially ordered by the provider has ended

 The member either defaults on the hearing or submits a written withdrawal of the
request for a hearing

* The member declines the services

11.7 Simultaneous Fair Hearing and External Review

A member may request a Fair Hearing and external review simultaneously. Once a Fair Hearing
determination is made, the external review process is suspended. The Fair Hearing determina-
tion is 'nal, binding and supersedes the external review determination.
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Dental Services for Health Plus members are provided and managed through Healthplex®,
the plan’s dental bene!t manager. Members can obtain routine dental services from their
in-network primary care dentist without a referral from their PCP. Members who attend Article
28 dental clinics run by academic medical centers can see providers in these clinics for covered
services whether or not the clinic is part of the Health Plus network. All preventive care (such as
exams, cleanings, x-rays, silver! llings, routine extractions) and emergency treatment services are
covered in full. When specialty care is required, members are referred by their primary care
general dentist to participating endodontists, periodontists, and oral surgeons.

Orthodontia is not covered for Child Health Plus or Family Health Plus members. Some
orthodontic treatment is available for Health Care Plus (Medicaid Managed Care) members.

For more information about Healthplex® and the bene! ts available to Health Plus members, call
1-800-468-9868 or go to www.healthplex.com

If you would like to receive a directory of Health Plus participating dental providers, visit our web
site: www.healthplus-ny.org.  Click Find a Provider and follow the prompts to create, download
and print a list of participating dental providers. You can also call the Provider Care Center at
1-800-450-8753 to receive a printed directory of participating dental providers in the mail.



DME, orthotic or prosthetic devices, and medical supplies can be obtained from Health Plus
participating vendors with a physician’s order. For a list of participating vendors, consult your
printed provider directory or log on to www.healthplus-ny.org and click Find a Provider.

DME costing less than $1,000 can be ordered without prior authorization from Health Plus.
Providers ordering these items should document their medical necessity in the member’s
medical record. For orthotic and prosthetic devices and DME costing more than $1,000, the
requesting provider must obtain authorization from Health Plus prior to issuing the referral to the
participating vendor.

Members receiving home health care are given DME and supplies by the participating home
health care provider rendering services.

13.2 Home Health Care

Health Plus members can receive medically necessary home health services from a
participating Certi' ed Home Health Agency (CHHA) (see the printed provider directory or
go to www.healthplus-ny.org and click Find a Provider). For CHP and FHP members, the
covered bene!t includes 40 visits per calendar year in lieu of hospital or skilled nursing care.
HCP (Medicaid managed care) coverage provides for services as medically necessary.

Members being referred for home health care services must be:

* Under a treatment plan reviewed periodically by a physician

* In need of intermittent skilled nursing care, physical therapy, speech therapy, or
occupational therapy

* In need of assistance with personal hygiene, housekeeping, simple health tasks, or
other supportive services

All home health care services must be pre-authorized by Health Plus. Prior authorization can be
obtained by calling the Provider Care Center’s Health Services Department at (800) 450-8753
between the hours of 8 am and 7 pm, Monday through Friday.

The bene!t package for New York City Medicaid recipients also includes a provision for
transitional home health services for up to 30 days pending placement of a personal care
services aide (home attendant). These services must also be rendered by a participating CHHA
and require prior approval from Health Plus.
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Members enrolled in Health Care Plus (Medicaid managed care) can receive the transitional
home care bene! t if they are being discharged from a hospital or residential health care facility
(RHCEF), or if they are already receiving home health services and their physician has referred
them for personal care services.

Members excluded from the bene! t include those who were hospitalized for less than 30 days,
or who received personal care services prior to hospitalization and require the same level of
personal care services post-discharge.

13.3 Hospice Care

The hospice bene!t for Health Plus members covers physician services, nursing care, pain
and symptom management, physical, occupational and/or speech therapy, home health aide
services, homemaker services, counseling, short-term inpatient care, and respite care. Health
Plus covers these services for CHP and FHP members, but not for HCP members, whose
bene!t is paid for by Medicaid fee-for-service.

All hospice services require Health Plus prior authorization, which can be obtained by calling the
Provider Care Center’s Health Services Department at (800) 450-8753 during the hours of 8 am
and 7 pm, Monday through Friday.

13.4 Vision Care

Routine vision care is covered for all Health Plus members, subject to the terms of their bene! t
package:

Child Health Plus members are eligible for vision exams and one pair of eyeglasses in any 12
month period (more frequently if justi'ed). Contact lenses are covered if medically necessary.

Family Health Plus members are eligible for vision exams and one pair of eyeglasses in any 24
month period (more frequently if justi'ed). Contact lenses are covered if medically necessary.

Vision services for Health Care Plus (Medicaid managed care) members are covered as
medically necessary.

Urgent and emergent vision care is also provided to Health Plus members through the plan’s
network of participating ophthalmologists.

For a current directory of Health Plus participating optometrists and ophthalmologists, visit the
Health Plus web site: www.healthplus-ny.org . Click Find a Provider and follow the prompts
to create, download and print a list of participating providers. Or, you may consult your printed
provider directory. Optometrists are listed under Ancillary Providers, and ophthalmologists are
listed under Specialists.
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Audiology exams, hearing aids, and batteries are covered for all Health Plus members and can
be obtained by physician referral without prior authorization from the plan. For Health Care Plus
(Medicaid managed care) members, hearing aids and batteries are reimbursed by Medicaid fee-
for-service.

Consult your printed or online provider directory (available at www.healthplus-ny.org , click
Find a Provider) for a listing of participating audiology providers.

13.6 Physical, Occupational and Speech Therapy

Rehabilitation services are covered on a limited basis for Child Health Plus and Family Health
Plus members. Child Health Plus members are eligible only for short-term rehabilitation
services and Family Health Plus members are covered for up to 20 visits per calendar year (for PT
and OT combined). Speech Therapy is covered only for those conditions for which there can be
signilcant improvement in a 2-month period.

Health Care Plus (Medicaid managed care) members are covered for rehabilitation as
medically necessary. Please see the bene! t summary in Appendix 1 for further information about
rehabilitation benelts for Health Care Plus SSI and non-SSI members.

Please note that prior authorization from Health Plus is required for all Physical, Occu-
pational and Speech Therapy services. To obtain authorization, please call the Provider
Care Center 's Health Services Department at (800) 450-8753 anytime between 8 am and
7 pm, Monday through Friday.

13.7 Physiatry

Prior authorization is required for all physiatry services and can be obtained by calling the
Provider Care Center’'s Health Services Department at 1-800-450-8753 between the hours of
8 am and 7 pm, Monday through Friday.

13.8 Transportation Services

Health Plus never requires prior authorization for emergency transportation.




Non-emergency transportation is not included in the Child Health Plus or Family
Health Plus bene! t packages. Health Care Plus (Medicaid managed care) recipients are
eligible to receive Metrocards and other forms of non-emergency transportation as part of their
bene!lt package. For these members, Health Plus follows the NYS Medicaid
Guidelines in determining necessity for the service.

If a Health Care Plus member is unable to take mass transit to a routine health care visit, Health
Plus can provide alternative forms of transportation, such as a car service or wheelchair van.
Upon receipt of the request, Health Plus Health Services staff contact the provider if necessary to
obtain additional information concerning the member’s status prior to authorizing the service.

Individualized non-emergency transportation must be pre-authorized and meet at least one of
the following criteria:
e Transport is for a medically indicated service and the requirements for medical necessity are
satis!ed and noted in the referral
* Mass transit does not service the area in which the provider is located
» Health Plus does not have a contracted provider in the service area and the member is being
referred more than 5 miles from home

A wheelchair van or ambulette is a covered service when the member is wheelchair bound, or
ambulatory but unable to take an alternative mode of transportation (such as subway or bus)
without assistance. In these cases, the driver must assist the member in entering and exiting
the vehicle.

Each time a request is made for transportation, the member is re-evaluated to ensure that his or
her condition continues to warrant the transportation.

Inappropriate reasons for providing individualized transportation (e.g., car service,
ambulette, ambulance) include:

1. Transportation for non-medical reasons.

2. Transportation solely to pick up/drop off a prescription. Nevertheless, if the member has just
been discharged or had medical treatment and is being transported home, a stop at the
pharmacy is justilable.

3. Transportation to a vocational training site, occupational or medical day care
center, or for any other services not covered by Health Plus.

For alternative non-emergency transportation to services in the community, members should be
encouraged to apply for Access-A-Ride services if appropriate. This service provides door-to
-door van transportation for the cost of a bus or subway ride. For more information, call 1-877-
337-2017 or visit: http://www.mta.nyc.ny.us/nyct/paratran/guide.htm
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Participating providers can refer Health Plus members for medically indicated laboratory
diagnostic services (including HIV testing)* at participating hospitals, health centers, or
contracted laboratory companies without prior authorization from Health Plus.

When presenting for services, members should have a completed laboratory order form and
proper identi! cation. Health Plus participating providers may also contact in-network facilities to
schedule specimen pick-ups from their oflces.

For a complete and up-to-date listing of Health Plus participating laboratory draw stations in your
area, consult the online directory at www.healthplus-ny.org (click Find a Provider).

Health Plus providers seeking to perform non-CLIA waived tests in their
of! ces will be required to have a CLIA certi! cate on ! le with Health Plus in
order to be reimbursed for the service.

If you have any questions regarding the Health Plus prior authorization or CLIA Certilcate
requirements, please call the Provider Care Center at 1-800-450-8753.

*Members can also self-refer for free and con!dential or anonymous HIV testing and

counseling services at any NYC Department of Health and Mental Hygiene (DOHMH) facility.
More information is available at 1-800-TALK-HIV.

14.2 Radiology Services

Providers can refer members for routine radiology and diagnostic imaging services without prior
authorization from Health Plus.

Members can receive mammography screening services without a physician
referral or prior Health Plus approval.
MRI and PET Scan services require prior authorization.

A current listing of radiology providers can be found in your printed directory or by consulting the
online directory at www.healthplus-ny.org  (click Find a Provider).
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MedImpact® is the Health Plus Pharmacy Bene! t Manager for Child Health Plus (CHP)
members only. Health Care Plus (Medicaid managed care) and Family Health Plus
members use their Medicaid card for pharmacy bene!ts.

Any pharmacy-related questions for CHP members should be directed to
MedImpact® at 1-800-788-2949 (select option 3 for physicians). If calling in reference to a
member’s pharmacy bene!ts, please be prepared with the member’s Health Plus ID number.
All CHP and FHP prescriptions must be ! lled at a Health Plus participating pharmacy.

When prescribing medications for Health Plus CHP members, providers should remember that:

1. Health Plus prescription coverage is guided by the Medicaid Formulary.

2. Providers are expected to consider the cost and ef! cacy of various pharmaceutical
options when prescribing medications for Health Plus members.

3. Generic drugs are required when clinically appropriate.

4. Some drugsrequire prior authorization, which is administered by Medimpact®, on behalf
of Health Plus.

5. Pharmacy vendors are authorized to collect applicable prescription co-pays from FHP
members.

15.1 Requestsfor a Non-Formulary Agent

There are clinical situations in which a pharmaceutical agent not listed in the Health Plus
formulary may be the most appropriate agent for the management of an individual member.

A provider who determines that a non-formulary agent (whether a non-covered pharmaceutical
or a brand name drug for which there is a generic equivalent) is indicated in the management of
an individual member should:

1. Complete a Medication Request Form (available from Medimpact®)
2. Fax or mail the form to Medimpact®
3. In urgent cases, contact Medimpact® by phone



A licensed pharmacist at Medimpact® reviews the request for a non-formulary agent and
either:
» Approves the non-formulary agent, or
» Refers the Request for Non-Formulary Agent form to the Health Plus Medical
Director

In the latter case, the Health Plus Medical Director will approve or deny the request and notify
the provider accordingly. If the request is denied, the prescribing provider is noti! ed and informed
of his or her right to appeal the determination (see Chapter 11 for more information on appeal
procedures).

15.2 Non-Sedating Antihistamines and Proton Pump Inhibitors

Health Plus will cover the medications listed below for Child Health Plus members in need of
non-sedating antihistamines or proton pump inhibitors (PPI). The use of other agents will be per-
mitted only after documented failure of these !rst-line drugs:

1) Non-Sedating Antihistamines

» Health Plus will allow OTC formulations of loratadine (i.e. OTC Claritin™ or
Alavert™) to be used as !rst-line therapy.

2) Proton Pump Inhibitors (PPI)
* Prilosec OTC™ 20 mg as !rst-line therapy.



Health Plus’s Quality Improvement (QIl) program is designed to continually monitor, evaluate,
and improve the quality and accessibility of the health care received by our members.

QI works to:

* Ensure the maintenance of appropriate clinical practice and preventive health
guidelines.

* Monitor provider compliance with established Health Plus standards.

» Track adverse events and assure their timely resolution.

» Comply with the QI activities and reporting requirements of federal, state, and local
regulatory agencies.

16.2 Health Plus Quality Impro vement Committee

The Health Plus Quality Improvement Committee (QIC) monitors and evaluates the quality of
care and services delivered to Health Plus members, identi! es areas in need of improvement,
and implements action plans to achieve desired results.

The QIC reviews departmental reports and data from clinical and administrative sources
regarding all aspects of health service delivery, program operations, administrative services, and
provider and member satisfaction. If de! ciencies are noted in any areas that impact the quality
of care and service delivered to members, the QIC is responsible for:

» Development and monitoring of corrective action plans.

» Assigning responsibility to appropriate staff and/or committees for quality improvement
activities.

* Assessing the progress, effectiveness and eflciency of QI activities and
interventions.

* Making recommendations where appropriate, including (but not limited to) data
collection, analysis, feedback, follow-up and interventions.

Membership:  Chief Medical Oflcer (Chair), Medical Director, Director of
Quality Improvement, Director of Health Services, Director of Network Management and
Provider Relations, Quality Improvement Manager, Director of Member Services, Director of
Behavioral Health, Chief Operating Of! cer, three (3) participating primary care physicians (PCPs),
three (3) participating specialty care physicians (SCPs), non-physician representatives from our
network, and delegated providers.



This subcommittee of the QIC is responsible for reviewing the quali! cations of all
physicians, allied health professionals and organizations applying for initial participation and
recredentialing as Health Plus providers.

The Credentialing Committee’s responsibilities are to:

1.

5.

Review credentialing/recredentialing policies and procedures and recommend or
approve changes as necessary.

. Review, discuss, and make recommendations concerning practitioners’ credentialing

and recredentialing applications.

Review and approve provider organizations for delegated credentialing, in accordance
with Health Plus delegation policy and procedures.

. Maintain the con!dentiality of all information presented to, or discussed at the

Credentialing Committee meeting.

Submit bi-monthly reports to the QIC for review and discussion.

Membership: Chief Medical Of! cer, Medical Director (Chair), Director of Quality Improvement,
Director of Network Management and Provider Relations, two (2) participating primary care
physicians, and one (1) participating specialist.

16.4 Quality Impr ovement Audits

Health Plus conducts annual performance audits in speci! ¢ areas of service delivery to monitor
guality and identify areas needing improvement. Some examples include:

Prenatal Care (see next section)

Informed Consent for Sterilization and Hysterectomy
Communicable Disease Reporting

Diabetes Care

Lead Screening and Immunization

QI staff conduct extensive chart reviews to assure that necessary procedures are followed in a
timely manner. This may include counseling, testing, education, treatment where appropriate,
and timely reporting to the New York City and State Departments of Health.
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Prenatal care surveys are conducted to assess a variety of medical, psychosocial, genetic and
nutritional risk factors. Through these surveys, which involve a review of medical records, Health
Plus QI staff determine whether prenatal members are receiving:

* Nutritional screening and counseling.

» Psychosocial assessment (including economic, psychological and emotional issues,
and domestic violence/sexual assault history).

* HIV testing and counseling, with appropriate follow-up and support (medical,
psychosocial, and substance abuse services) for HIV positive members and their
newborns.

16.6 Quality Measurement and Reporting (QARR)

In 1994, the New York State Department of Health (NYSDOH) instituted the Quality Assurance
Reporting Requirements (QARR) -- a series of measures that evaluate managed care plan
performance in a variety of areas, including the effectiveness of care, access/availability of care,
and satisfaction with the experience of care. QARR measures are adapted from the Health
Plan Employer Data and Information Set (HEDIS®), published by the National Committee for
Quiality Assurance (NCQA), and include additional measures addressing public health issues of
particular importance to New York State.

Health Plus submits QARR performance data to the NYSDOH every year.

16.6.1 What Health Plus DoedVNith QARR Data

Health Plus’s QI team uses QARR data to select the plan’s performance improvement goals for
the following year. Examples of these goals include:

1. Increasing annual dental visits by Health Plus members.

2. Strengthening Project Immunize, Health Plus’s initiative to increase the percentage of
child members completely immunized by age 2.

3. Initiating a lead screening data exchange with the NYC Health Department’s Lead
Registry (CIR) to track members who have not been screened for lead poisoning.

4. Continuing medical record reviews of all diabetic members to monitor quality of care and
reduce diabetes-associated complications and hospitalizations.

5. Use of new software for tracking provider performance and member utilization.

6. Continued monitoring and improvement of our prenatal, asthma disease management
and HIV case management programs.
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CAHPS® (Consumer Assessment of Health Plans) is a standardized survey questionnaire
developed by the Agency for Health Care Research and Quality (AHRQ) and used by managed
care plans nationwide since 1995 to assess member satisfaction with the quality of care and
services they receive.

The NYS Department of Health conducts a statewide CAHPS® survey of all managed care
organizations every two years to compare member responses to composite questions that
address the following:

. Adequacy of care received (Problem Getting Care Needed)

. Timeliness of care and services received (Received Services Quickly)
. Personal doctor or nurse (Rating of Personal Doctor or Nurse)

. Health Plus overall (Rating of Health Plan)

. Health Plus customer service (Problem Getting Service)

During alternate years, when the statewide survey is not being conducted, Health Plus may
survey its own members using the same composite questions to determine areas in need of
improvement and possible corrective action.



Health Plus Quality Improvement staff regularly review medical records to ensure that the plan’s
care standards are being upheld and that the records themselves are properly maintained. This is
allowable under HIPAA privacy regulations (see section 17.4). Please see Appendix 2 for a copy
of the Health Plus medical record review standards.

17.1 Access to Con"dential Medical Records

The New York State Department of Health has issued the following statement regarding health
plan access to conldential medical records for quality monitoring and reporting purposes:

“Providers who contract with managed care organizations should be made aware that there are
no statutes or regulations that prohibit internal or external medical record review by a designated
plan staff person or plan review agent for the purpose of monitoring and/or evaluating the care
being delivered.”

February 2, 1998 - Dr. Foster Gesten, Medical Director, Oflce of Managed Care
Dr. Bruce Agins, Medical Director, AIDS Institute

17.2 Medical Record Retention Requirements

Health Plus providers are required to maintain medical records for six (6) years after their last
date of service to a member or the cessation of plan operations. For minors, records must be
maintained for a period of six (6) years after the member reaches majority age.

17.3 Con"dentiality of HIV-Rela ted Information

The HIV Con! dentiality Law (Article 27 of the Public Health Law) permits disclosure of
conl dential patient information to Health Plus Quality Improvement personnel to
satisfy state-mandated reporting requirements (such as HEDIS, QARR, etc.), and for
utilization review, quality assurance and program evaluation activities. Nevertheless, providers are
required to develop policies and procedures to assure the con!dentiality of HIV-related
information. This includes:

« Initial training and annual in-service reviews for staff and contractors.

» Establishing the level of staff access to records and the limits of that access.

» Developing a protocol for secure storage of con! dential information (for both paper and
electronic records).

* Procedures for handling requests for HIV-related information.

* Protocols for protecting persons with or suspected of having HIV infection from
discrimination.
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HIPAA stands for the Health Insurance Portability and Accountability Act of 1996. The goal
of the legislation is to improve the ef! ciency, effectiveness and security of the health care
infrastructure. HIPAA governs patient privacy, transactions, portability and continuity of health
insurance, and simpli'es the administration of health insurance.

Here are some answers to frequently asked HIPAA-related questions. This information provided
by Health Plus should not substitute for the of! cial HIPAA Privacy Rule and applicable New York
State laws.

Question:  Who is required to comply with the HIPAA Privacy Rule?

Answer: Health care providers, health plans, and health care clearinghouses that process
health information are all Covered Entities under HIPAA and must comply with the
privacy provisions of the law. See 45 CFR 160.102 and 160.103.

Question: Can a provider disclose Protected Health Information (PHI) about a member
to Health Plus for HEDIS/QARR?

Answer: Yes, the HIPAA Privacy Rule permits a provider to disclose
Protected Health Information (PHI) to a health plan for quality-related operations,
provided that the health plan has a current or past relationship with the
individual who is the subject of the information, and the PHI requested
pertains to the relationship. See 45 CFR 164.506(c)(4).

Thus, a provider may disclose member PHI to Health Plus for QARR purposes,
so long as the period for which the information is needed coincides with the
period of member enrollment.

Question:  Who else can providers share member information with?

Answer: Providers may disclose a member’s information to the member, an entity
authorized by the member, or to other Covered Entities for treatment, payment, or
health care operations purposes. The Privacy Rule lists several other entities with
which providers can share member information.

Health Plus contracts with outside agencies, known as HIPAA Business
Associates, to conduct claims and medical record reviews. These agencies are
legally permitted to request member PHI or provider information on behalf of
Health Plus, and may contact providers directly for this purpose. See 45 CFR
164.502, 164.508, 164.510, and 164.512.

l._'-'.'_



Question:
Answer:

Question:
Answer:

Are providers required to give members a copy of their medical record?
Providers must allow members to access their medical records unless, in the
providers’ professional judgment, it might cause the member harm.

As an alternative, if a member agrees, providers can give members a summary
of their medical record.

Providers are allowed to charge a reasonable, cost-based fee for the cost of
copying (up to 75 cents per page) and postage, if the member requests that the
copy be mailed. Providers may also charge a fee for preparing summaries of
medical records.

Health Plus providers are strictly prohibited, however, from charging members to
complete medical forms or documents of any kind.

Can providers share member clinical information with other providers?

The HIPAAPrivacy Rule allows providersto use or disclose member protected health
information for treatment purposes. Providers may share a member’s information if,
for example, they are consulting with another provider on member care.
If providers contact one another to discuss Health Plus members they are both
treating, they are allowed to discuss the member’s information.

See 45 CFR 164.502.

For More Information:

For up-to-date information on HIPAA, go to: http://www.hhs.gov/ocr/hipaa/finalreg.html.
Under the heading “Final Modi! cations to the Privacy Rule,” click on the format in which you wish
to review the documents (Text/PDF). For additional information on the Privacy Rule, refer to the
heading “Privacy Rule.”






Physicians are required by Article 11 of the New York City Health Code to report certain
diseases, conditions and events to the NYC Department of Health and Mental Hygiene. In
addition, Health Plus requires timely and accurate reporting of:

* Communicable diseases

» Infants and toddlers suspected of having developmental delay or disability
e Suspected instances of child abuse

* Immunizations (must be reported to the immunization registry--CIR)

» Additional public health issues, as speciled in the NYC Health Code

The Universal Reporting Form (URF), which lists all reportable conditions, can be found at:
http://www.nyc.gov/html/doh/html/hcp/hcp-urf.shtml

Instructions for completing the paper and online versions of the URF can be found at:
http://www.nyc.gov/html/doh/html/hcp/hcp-urfl.shtmi

Physicians need only report these conditions to the New York City Department of Health and
Mental Hygiene (not to the New York State Department of Health). During working hours, the
Provider Access Line 1-866-NYC-DOH1 can be used to report a condition. During non-working
hours, physicians should report conditions to the Poison Control Center at 1-212-POISONS or
1-800-222-1222.

18.2 Communicable Disease Reporting Requirements

All communicable diseases must be reported in accordance with the mandated reporting
requirements mentioned above. The following list of websites and phone numbers may
be useful in determining appropriate actions when a communicable disease is detected.
A list of reporting numbers is also included on the Universal Reporting Form.

Tuberculosis Control: Information regarding referral of patients to chest clinics and
Directly Observed Therapy (DOT) programs can be found in Section Il, Attachment 2 of the
Compendium of  Public Health Requirements  and Recommendations  at:
http://www.nyc.gov/html/doh/html/hca/compendium-index.shtml

Sexually Transmitted Diseases (STD) : Acopy of the CDC’s STD Treatment Guidelines can be
found at: www.cdc.gov/STD/treatment.  Information about New York City clinic locations and
con! dential STD testing and treatment can be found at: http://www.nyc.gov/html/doh/html/
std/std2.shtml and at: http://www.nyc.gov/html/doh/html/std/std-hcp.shtml
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Adolescents do not need parental consent or proof of citizenship/immigration status to receive
STD testing or treatment from these clinics. Services are free.

For further information, call one of the following NYC Department of Health oflces or 311:

STD Education: 212-427-5120
HIV Partner Noti! cation Assistance Program: 212-693-1419

Hepatitis A. B, and C: The NYC Department of Health and Mental Hygiene (DOHMH)
provides free testing, treatment or referral, and immunization for hepatitis A, B, and C. For a list
of clinics, services, workshops and free educational material available in New York City, please
see Section Il, pages 3-6 of the Compendium:

http://www.nyc.gov/html/doh/html/hca/compendium-index.shtml

The CDC website offers on-line trainings and publications about hepatitis for providers at:
http://www.cdc.gov/ncidod/diseases/hepatitis/

Rabies: Health care providers must report animal bites and the need for rabies
prophylaxis, or other issues related to animal bites at the following numbers:

During working hours: 1-866-NYC-DOH1
After working hours:  1-212-POISONS or 1-800-222-1222

West Nile Virus- Updated information on can be found on the NYC DOHMH website:
http://www.nyc.gov/health

Meningococcal Disease: Health care providers must report patients with Meningococcal
disease (including Haemophilus in"uenzae and meningococcal meningitis), and should consult
with the DOHMH at the above numbers (see Rabies) on management of contacts.

The meningococcal conjugate vaccine (MCV4), Menactra™, is licensed by the Food
and Drug Administration (FDA). The CDC’s Advisory Committee on Immunization
Practices (ACIP) recommends MCV4 for all preadolescents (age 11-12), unvaccinated
adolescents at high school entry, and all college freshmen living in dormitories.

Health Plus reimburses providers for administering this vaccine. More information on the
disease and vaccine is available at: http://www.cdc.gov/ncidod/dbmd (click the
meningococcal disease link under What's New) or call 1-800-CDC-INFO.

For any other concern regarding communicable diseases, please contact the DOHMH at
1-866-NYC-DOHL1 or the Poison Control Center at 1-212-POISONS or 1-800-222-1222.



18.3.1 HIV/AIDS

Health Plus offers members access to providers who specialize in the care and treatment of
HIV-positive individuals. For the name of a provider, please refer to your printed Health Plus
Provider Directory or consult the online directory at www.healthplus-ny.org (click Find a
Provider). Health Plus also provides case management services for members with HIV/AIDS.
Please call the Provider Care Center’s Health Services department at 1-800-450-8753 for
member referrals.

In 2005, the New York State Department of Health (NYSDOH) announced new HIV testing and
counseling guidelines. The guidelines promote the use of a simpli! ed consent form for HIV
testing (developed by the NYSDOH), inclusion of routine HIV screening in basic medical care
protocols, and widespread use of rapid tests— all in an effort to increase screening rates.

For more information on the guidelines, visit:
http://www.nyhealth.gov/diseases/aids/regulations/2005_guidance/index.htm.

Further information on clinical guidelines, best practices, post exposure prophylaxis and other
issues related to HIV and AIDS can be found on the New York State Department of Health
AIDS Institute W ebsite at: http://www.hivguidelines.org  or by ca lling the NYC HIV Hotline
at: 1-800-TALK HIV.

18.3.2 HIV Rapideding

The FDA granted a CLIA waiver for the testing of oral "uid specimens with the OraQuick®
ADVANCE Rapid HIV 1/2 Antibody Test. This test screens for both HIV 1 and 2, and gives a
highly accurate result in as little as 20 minutes. The test can be performed in your of! ce and is
reimbursed by Health Plus.

If a specimen is reactive, it is considered a preliminary positive, with further testing required for
conlrmation. For more information about integrating rapid HIV testing into your program
of care, visit: www.nyhealth.gov/diseases/aids/testing/rapid/index.htm.

OraSure Technologies, Inc., the manufacturer of the two tests listed above, can be reached at
1-800-869-3538.



18.3.3 DomesticdViolence

Health Plus participating providers and facilities are required to develop and implement
policies and procedures for the identi! cation, assessment, treatment and referral of con! rmed or
suspected victims of domestic violence. This should include a screening process and chart
prompts to remind providers to screen members. Information on identi! cation and follow-up
of domestic violence cases can be found at: http://www.opdv.state.ny.us . The “safety plan”,
produced by the NYC Mayor’s ofl ce in conjunction with the NYC DOHMH and other
contributors, should be photocopied and given to all members suspected of suffering abuse. It
is located in section 2, Attachment 18 of the Compendium of Public Health Requirements and
Recommendations at: http://www.nyc.gov/html/doh/html/hca/compendium-index.shtml

For technical assistance in documenting cases of domestic violence or
obtaining referrals for protective, legal and supportive social services,
please contact the Health Plus Domestic V  iolence Coordinator at 1-718-491-
7545.

18.3.4 Early Itervention

Health Plus providers are required to offer intervention or evaluation referrals to parents/
guardians of children with or at risk for developmental delay. Early intervention serves children
from birth to three years of age. The New York State Department of Health’s Early Interven-
tion Program has produced guidelines on mental retardation and developmental disabilities,
autism, pervasive developmental disorders and communication disorders that may be useful for
providers.

For more information contact:
NYS Department of Health, Early Intervention Program
Corning Tower Building, room 208
Empire State Plaza, Albany, New York 12237-0618
518-473-7016

Or visit:

http://www.health.state.ny.us/community/infants children/early intervention/index.htm
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18.3.5 Lead Poisoning Screening and &vention

All pediatric providers must give lead exposure reduction and prevention information to parents of
children ages six months to six years at least once annually. Yearly administration of the lead
exposure risk assessment questionnaire is also required (a copy of the questionnaire can be
found in City Health Information--http://www.nyc.gov/html/doh/downloads/pdf/chi/chi24-9.pdf)

Children must be tested on their ! rst and second birthdays, regardless of the risk assessment
results. Older children with a positive risk assessment must also be tested.

All blood lead levels found to be " 10 pg/dl must be reported to the NYC DOHMH
within 24 hours. T o report blood levels during business hours call: 1-212-676-6158.
At other times contact the Poison Control Center at 1-800-222-1222.

For medical consultation, please contact the medical director of the Lead Poisoning Prevention
Program at 1-212-BAN-LEAD.

18.3.6 Immunizations

Required vaccines for Health Care Plus and Child Health Plus member children are supplied by the
Vaccines for Children (VFC) Program, which provides publicly purchased vaccine at no
charge to public and private providers. Providers must be enrolled and order all neces-
sary vaccines for member children through VFC. For information on enrolling in the VFC
Program, call 1-212-447-8175 or 1-800-KID-SHOT. Please note that Health Plus will not
reimburse providers for vaccines covered under the VFC program. Also, providers are
required to report all VFC doses to the Citywide Immunization Registry (CIR), which
generates an automatic DAR and uses reported doses to calculate future shipments.

Requirements:

1. All children attending day care, nursery, pre-school and kindergarten, born on or after
January 1, 2000, must have received one dose of varicella vaccine.
2. Children attending kindergarten or ! rst grade born on or after January 1, 1998 must

have received one dose of varicella vaccine.

3. All children entering the 7th, 8th, 9th or 10th grades (not just new students) must have
documentation of the full Hepatitis B immunization series to comply with New
York State law. The latest childhood and adolescent immunization schedule is
available from the CDC at: http://www.cdc.gov/nip/recs/child-schedule.htm#mmwr

Please visit the NYC DOHMH Bureau of Immunization website for further updated information:
http://www.nyc.gov/html/doh/html/imm/immedu.shtml
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18.3.7 CIR- Online Registry for Immunization and Lead Screening

The Citywide Immunization Registry (CIR) and the New York City Lead Poisoning Prevention
Program (NYC LPPP) joined forces to create the Online Registry for immunization and lead test
reporting:

http://www.nyc.gov/html/doh/htmli/cir/a01.html

Use the Online Registry to access the immunization and blood lead screening status of your
patients.

* Immunizations: Review and report immunization records to the Online Registry
(CIR).

* Blood Lead Test Results: Review blood lead test results for each child in the
Online Registry. New York State (NYS) law requires that all one and two-year old children
and all high-risk children up to six years of age be tested for lead poisoning. Providers
should continue to report blood lead test results as required by NYS and NYC laws.

To learn more, and to schedule training in your of!ce, call: (212) 676-2323.



The Member Services department is comprised of a multi-lingual staff whose primary
responsibility is to help members understand their rights and responsibilities, and the bene! ts of
Health Plus participation. Some of the department’s key responsibilities include:

» Helping members choose the right primary care physician (PCP).

» Counseling members on the importance of establishing a long-term relationship with
their PCP.

* Investigating and resolving member inquiries and complaints.

Member Services also provides information to members about other programs, such as WIC,
Food Stamps, family counseling, child birth and English classes.

19.2 Member Rights and Responsibilities
Health Plus members have the right to:

* Receive quality care and to be treated with respect by all Health Plus staff and
providers.

» Choose or change their primary care physician.

* Receive a complete and clear explanation of their health problems and treatment
options.

* Formulate an advance directive.

* Receive suf! cientinformation to give informed consent before beginning any treatment
or procedure.

* Refuse treatment and receive information about the consequences of refusing
treatment.

* Request a second medical opinion from a Health Plus provider before receiving
treatment.

* Review their medical information, which is kept con!dential by their health care
provider(s).

* Receive care without discrimination due to race, ethnicity, religion, gender, disability,
national origin, immigration status, or cultural beliefs.

» Submit complaints to Health Plus, receive an answer, and !le a written appeal if not
satisled with the answer.

» Disenroll from Health Plus. Medicaid members may have to choose another Medicaid
managed care plan.



Health Plus members’ responsibilities are to:

* Read the Member Handbook.

» Consult their primary care physician for their health care needs, and go to the
emergency room only if emergency care is needed.

* Contact Health Plus within 48 hours if emergency care is received at a
non-participating hospital.

» Keep scheduled appointments or cancel them at least 24 hours in advance.

» Treat Health Plus medical and administrative staff with courtesy and respect.

» Give accurate medical information to providers so they may render necessary care.

* Follow treatment programs agreed upon with their provider(s).

* Inform Health Plus about any problems with the plan’s clinical or administrative
staff.

* Inform Health Plus of any change(s) in their contact address or telephone number.

19.3 Member Grievances and Appeals

The Health Plus Member Services department documents all member complaints and assures
the involvement of culturally and linguistically appropriate staff to address the complaint promptly.
Health Plus is required, by law, to provide members with written acknowledgement of complaints
and grievances that are not immediately resolved within 15 days. The acknowledgement must
contain the name, telephone number and address of the Health Plus staff person or department
designated to respond.

Once a determination has been made, Health Plus must provide the member with a written
explanation of the decision or a statement that the plan had insuf! cient information to make a
determination (98-1.14(e)). Members who are dissatis! ed with a Health Plus determination have
the right to appeal (Article 4408-a of the PHL).

Health Plus will not retaliate or take any discriminatory action against a
member who !les a complaint or appeal.

Members who wish to ! le an appeal should call Member Services (800-300-8181) for assistance
in documenting their complaint, if needed. After Health Plus reviews the appeal and renders a
decision (within forty ! ve (45) days of receipt of the appeal), a Member Services Representative
noti'les the member within !'ve business days.

If the member remains dissatis! ed, he or she has the right to register a complaint with the New York
State Department of Health at 1-800-505-5678. The Health Plus Member Services Representative
will explain the internal and external appeals procedures and send the member the necessary
application for !ling an appeal with the NYS Department of Health.
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The Health Education and Community Outreach department (HECO) develops and implements
health promotion and disease prevention programs to help foster healthy lifestyles among
Health Plus members. HECO also publishes a member newsletter, Health Plus News, and
creates content for Magic On Hold, the pre-recorded educational messages members hear
when they call Health Plus for customer assistance.

HECO works closely with hospitals, health centers, and community-based organizations to
provide health education programs that are both geographically and culturally accessible.
It also provides new members with a culturally and linguistically diverse staff for support in
understanding how to navigate the complexities of the health care system. This is done through
face-to-face presentations in the community, as well as by phone. HECO helps members
receive needed care through referrals to Health Services and other Health Plus departments.

20.1 Community Outreach

HECO develops and implements targeted member education programs with the goal of
promoting good health and appropriate utilization of services. HECO community outreach staff
interact with members through community presentations, home visits and telephone calls.
Current programs include:

New Member Orientation- These community-based sessions are organized to help new
members select a PCP, and to understand the importance of primary and well care visits.
During these sessions, outreach staff also conduct a brief risk assessment to connect new
members with appropriate services (e.g., smoking cessation, health education, case
management, disease management, behavioral health services) as needed.

Immunization Campaign ( Project Immunize )- Designed to make sure child members are
completely immunized by the age of two.

Emergency Room Utilization-  Designed to reduce and prevent over-utilization of the
emergency room for ambulatory sensitive conditions.

Well Child Visits- Encourages appropriate EPSDT visits.

Prenatal Care- Outreach staff contact pregnant members to encourage them to attend all
prenatal visits, and childbirth, parenting, and breastfeeding education classes. The staff also
encourages members to choose a pediatrician prior to delivery, and to complete all recommended
postpartum and well baby visits. In addition, members receive educational literature by mail,
including information on the signs and symptoms of pre-term labor.



Health Education and Community Outreach also works closely with Health Plus staff clinicians
to identify opportunities to improve the quality of care for members. The plan has developed
initiatives for improving mammography and lead testing rates, and several other important
public health measures. Health Plus will continue to work closely with providers and members
to develop and implement programs that support optimum member health.

20.2 Health Education Classes

Free, year-round health education classes are held for members and their surrounding
communities on such topics as parenting education, nutrition, management of chronic illness
and stress reduction. Consult the member newsletter or Health Plus web site:
www.healthplus-ny.org (click Members, then Workshops) for information about the classes
being offered in your community. Updated class information can also be obtained through the
Outreach Department at 1-888-743-3508.

20.3 Health Plus Asthma Educati on Program

Health Plus’s Keeping Kids in School Asthma Education Program includes four basic
components:

» Classroom-based, interactive education for public elementary school teachers and
schoolchildren in kindergarten through grade 6.

* Asthma workshops for adults in schools and in community and faith-based
organizations.

* An asthma play performed in schools and summer camps.

» Acitywide, school-based poster contest co-sponsored by the New York City Department
of Transportation.

By collaborating with the New York City Department of Education, Health Plus also created
Breathing Room in Our Schools, a video hosted by Jackie Joyner-Kersee, an Olympic gold
medallist who suffers from chronic asthma. The video is used to educate public elementary
school staff throughout New York City.



