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1.1 Blue Shield Introduction

Purpose and Organization of the Manual

The HMO IPA/Medical Group Procedures Manual describes the policies and operating procedures for
IPA/medical groups that contract with Blue Shield of California (Blue Shield) for commercial products,
including Access+ HMO®, and our Medicare Advantage — Prescription Drug product, Blue Shield Medicare
Advantage plans®. It serves as a general reference on topics key to administering the HMO, such as eligibility,
contract administration, benefits, and medical management.

This manual is designed to be used in conjunction with the HMO Benefit Guidelines (HBG). The HBG
explains covered and non-covered services and member copayments for each benefit. It provides answers to
specific benefit interpretation questions. Note: Blue Shield retains the right to make all financial benefit
interpretations.

This HMO IPA/Medical Group Procedures Manual replaces and supersedes all previous versions of the
manual you may have received or viewed online before this issue date.

This manual is divided into the following six sections, and includes Appendices, if applicable, for each of the
sections.

Section 1: Introduction

This section covers the purpose and organization of the manual. The Appendix for this section contains a
glossary defining many of the common terms used in this manual.

Section 2: Benefit Plans and Programs
This section describes features of Blue Shield HMO plans as well as benefit programs that Blue Shield offers.
Section 3: Eligibility

This section explains the enrollment process and describes how to verify member eligibility. It also covers
enrollment changes and procedures for the transfer or disenrollment of members.

Section 4: Contract Administration

This section includes an overview of the HMO provider network and addresses physician participation and
credentialing requirements, as well as contractual responsibilities of both Blue Shield and the IPA/medical
group. Member rights and responsibilities and claims administration procedures are also included.

! When the manual references Blue Shield Medicare Advantage, it refers to Blue Shield’s Medicare Advantage
plans; Blue Shield 65 Plus (HMO), Blue Shield 65 Plus Choice Plan (HMO), Blue Shield Trio Medicare (HMO),
Blue Shield Inspire (HMO) and Blue Shield Vital (HMO).
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1.1 Blue Shield Introduction

Purpose and Organization of the Manual (contd.)

Section 5: Medical Care Solutions

This section covers Blue Shield HMO Quality Improvement, Delegation Guidelines, and Utilization
Management requirements for IPA/medical groups.

Service authorization guidelines, denials and areas relating to quality-of-care review are also highlighted.

Section 6: Blue Shield Medicare Advantage Plan

This section describes the features and operational requirements for Blue Shield’s Medicare Advantage
Prescription Drug Plan, the Blue Shield Medicare Advantage plan.

Appendices

Most sections are supplemented by an Appendix, located in the back of the manual, which contain charts,
forms, lists and/or summaries referenced within the section.

Manual Orders and Updates

Go to Provider Connection at blueshieldca.com/provider, and click on Guidelines & Resources, then
Provider Manuals to view and download a copy of the HMO IPA/Medical Group Procedures Manual or the
HMO Benefit Guidelines.

To order a copy of either manual on CD, email providermanuals@blueshieldca.com or contact your Blue
Shield HMO Coordinator.

This manual is updated at least annually, in January.
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1.1 Blue Shield Introduction

Fraud Prevention

Each year hundreds of millions of dollars are lost due to health care fraud, waste, and abuse. The mission of
the Blue Shield Special Investigations Unit (SIU) is to ensure we provide the best investigative services for
the company and stakeholders by being nimble and highly responsive to a broad spectrum of suspected
fraudulent activities. The SIU is accountable for leading in investigations and criminal/civil prosecutions of
internal and external entities and is the primary liaison with all levels of law enforcement. In conjunction, the
SIU coordinates efforts to recover erroneous payments, misrepresentative billing, fraud, abuse, or other acts
resulting in overpayments.

Providers can help us to stop this pervasive problem by reporting suspicious incidents. To learn more as well
as how and what to report, go to Provider Connection at blueshieldca.com/provider, click on the Privacy link
at the bottom, and then the Fraud Prevention link to the left. Here, providers can get guidance related to
billing practices and prevention of inappropriate practices. Investigators in the SIU research suspicious billing
practices.

Providers can also email Special Investigations directly at stopfraud@blueshieldca.com, or call Blue Shield’s
24-hour Fraud hotline at the toll-free telephone number (855) 296-9092. Callers and emailers may remain
anonymous, if desired. All reporting is confidential.

Provider Audits

The Blue Shield of California Special Investigations Unit (SIU) has the duty and responsibility to conduct
periodic provider audits. The SIU monitors and analyzes billing practices in order to ensure services are
correctly billed and paid.

Audits are also conducted to ensure compliance with:

Blue Shield of California Medical, Medication and Payment Policies

Accepted CPT, HCPCS, ICD-10-CM, and ICD-10-PCS billing and coding standards
Scope of Practice

e Blue Shield’s policies and procedures on claims submissions

e State and federal laws and regulations

All audits comply with federal and state regulations pertaining to the confidentiality of patient records and the
protection of personal health information.

SIU personnel shall contact the provider’s office to schedule onsite audits five (5) business days in advance or
earlier if mutually agreed upon. The provider shall allow inspection, audit and duplication of any and all
records maintained on all members to the extent necessary to perform the audit or inspection. This includes
any and all Electronic Health Records (EHR) and systems including any electronically stored access logs and
data entry for electronic systems. Blue Shield requires that all records and documentation be contained in
each corresponding Patient chart at the time of the audit. Audit findings will be communicated in writing.
Provider audits may result in a determination of overpayment and a request for refund.
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1.1 Blue Shield Introduction

Blue Shield’s Code of Conduct and Corporate Compliance
Program

Blue Shield is subject to a wide variety of federal, state, and local laws. These include, but are not limited to,
laws governing confidentiality of medical records, personally identifiable information, health plan and
insurance regulatory requirements, government contracts, kickbacks, fraud, waste, and abuse, false claims,
and provider payments.

Blue Shield’s Code of Conduct is the foundation of our Corporate Compliance Program, which is designed to
prevent, detect, and remediate unlawful and unethical conduct by Blue Shield personnel, as well as to
promote a corporate culture of integrity. In doing so, the Program is designed to create an environment that
facilitates the reporting of actual or suspected violations of the Code and other misconduct without fear of
retaliation.

Reporting misconduct demonstrates transparency, responsibility, and integrity to other workforce members,
business partners, Board members, and our customers. It also serves to protect our Company, brand, and
reputation. We all “own” compliance and integrity with our daily conduct and decisions.

Providers can make confidential reports of concerns via the Compliance & Ethics Help Line at
(888) 800-2062 or report actual or potential violations anonymously via the Compliance & Ethics Hot Line at
(855) 296-9083. To view Blue Shield’s Code of Conduct, click the link below:

Blue Shield of California Code of Conduct

If providers have additional questions about this program, please contact Provider Information & Enrollment
at (800) 258-3091.
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2.1 Blue Shield HMO Benefit Plans

Blue Shield offers the Access+ HMO® Plan and Local Access+ HMO Plan to Small Business and Core
Account groups. Point-of-service (POS) and SaveNet HMO plans are included in the Core HMO family of
products. Blue Shield offers Trio HMO plans to Small Business, Core, and IFP (on-exchange and mirrored

only).

Most groups, such as the Federal Employees' Health Benefits Plan (FEHBP) for example, select the Access+
HMO Plan, which offers a unique self-referral feature called Access+ Specialist™. Blue Shield may also tailor
or customize plans for groups with 126+ eligible employees. For example, the California Public Employees
Retirement System (CalPERS) HMO consists of two types of plans: a basic CalPERS benefits plan and a
Medicare Supplement plan.

The Blue Shield HMO benefit summaries listing the plan-specific benefits and copayments can be found on
Provider Connection at blueshieldca.com/provider under Eligibility & benefits, then Benefit summaries. You
can also view and download the Individual Medicare Advantage — Prescription Drug HMO Summary of
Benefits under the same link.

The Individual Medicare Advantage — Prescription Drug HMO Summary of Benefits also appears online at
www.medicare.gov under the Medicare Plan Finder.

For questions on HMO benefit information, eligibility, claims, and/or billing, call Blue Shield Provider
Customer Service at (800) 541-6652.
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2.1 Blue Shield HMO Benefit Plans

This page intentionally left blank.

Section 2.1 Page 2 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023



2.2 Access+ HMO® Program

Access+ HMO Features

The majority of Blue Shield of California HMO members are covered under the Access+ HMO® program,
which allows HMO members direct access to specialists.

The major features of the Access+ HMO program are:

e Access+ Specialist™M
e Access+ Satisfaction®
e Preventive care at no charge

o Virtually no claim forms for members to complete

Access+ Specialist™

Access+ Specialist is a feature that allows HMO members to go directly to a specialist in the same
participating IPA/medical group as their primary care physician (PCP), without a referral, for a higher
copayment.

IPA/medical groups participate in the Access+ Specialist/Satisfaction Program and are considered Access+
Provider Groups for members having an Access+ HMO plan. An Access+ HMO member ID card features the
symbol “A+" next to the IPA/medical group name indicating that the member is eligible for Access+ Specialist
services and that the IPA/medical group is an Access+ Provider Group.

A female member may self-refer to an obstetrician/gynecologist (OB/GYN) or family practice physician in the
same IPA/medical group as her PCP for OB/GYN services. This is not considered an Access+ Specialist visit.
The standard office visit copayment applies.

Access+ Satisfaction®

The Access+ Satisfaction feature allows HMO members to provide feedback on the service they receive from
Access+ HMO primary care physicians during a covered office visit. If they are unhappy with the service,
members can request a refund of their standard office visit copayment. Blue Shield monitors the member
feedback obtained through this program and uses the information to evaluate the services provided by HMO
network physicians.
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2.2 Access+ HMO® Program

Access+ HMO Features (contd.)

Self-Referral for OB/GYN Services

Female members may arrange for obstetrical and/or gynecological (OB/GYN) services by an
obstetrician/gynecologist or family practice physician (who is not their designated PCP) without referral from
her PCP. However, the obstetrician/gynecologist or family practice physician must be in the same medical
group as the primary care physician. Obstetrical and gynecological services are defined as:

e Physician services related to prenatal, perinatal, and postnatal care

o Physician services provided to diagnose and treat disorders of the female reproductive system and
genitalia

e Physician services for treatment of disorders of the breast
¢ Routine annual gynecological examinations/annual well-woman examinations.

The OB/GYN or family practice physician will notify the primary care physician of the results of the
examination. If the examination results identify the need for specialty services (for example, mammography,
surgery, ultrasound, etc.), the member’s PCP must provide or arrange for the additional services.

Provider and Member Participation

Provider Participation

Physicians contracted with IPA/medical groups that participate in the Access+ Specialist/Satisfaction Program
automatically become participating physicians in the Program. Participating Access+ Provider Groups are
listed as such in the Blue Shield HMO Physician and Hospital Directory.

Member Participation

The Access+ Specialist office visits are available only to members who belong to Access+ HMO plans. An
Access+ HMO member ID card has the symbol “A+” next to the IPA/medical group name indicating that the
member is eligible for Access+ Specialist services and the IPA/medical group is an Access+ Provider Group.

The Blue Shield Medicare Advantage plan (Blue Shield's Medicare Advantage — Prescription Drug HMO plan)
and Blue Shield Added Advantage POS M (point-of-service) plan do not offer the Access+
Specialist/Satisfaction feature.
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2.2 Access+ HMO® Program

Role of Primary Care Physicians/Specialists in Access+ HMO

Primary Care Physicians (PCPs)

Under the Blue Shield Access+ HMO Plan, primary care physicians maintain their role in coordinating the
Accesst HMO member’s healthcare needs. However, members access mental health and substance use
disorder services through participating providers of Blue Shield’s mental health service administrator
(MHSA).

Specialists

Access+ HMO members may go to any specialist for a consultation, as long as that specialist is affiliated with
the same IPA/medical group as that of his/her PCP.

Specialists agree to see Access+ HMO members who self-refer for Access+ Specialist services and to continue
to coordinate the healthcare needs of Access+ HMO members with their PCP through the IPA/medical group’s
authorization process.

Seeing a Member on a Regular Basis

A specialist who has determined that it is medically necessary for the member to see him or her on a
continuing basis should contact the member’s PCP to discuss the proposed treatment plan or other relevant
information and to arrange for a standing referral. Consultation notes and treatment plans should be shared
with the member's PCP.

The member’s primary care physician may request authorization from his or her IPA/medical group, which
may deny or approve the request for a standing referral.

If additional services are authorized, the member may go back to the specialist for the authorized services and
pay the usual office visit copayment. If the member elects to self-refer again for additional services, the
member is responsible for paying the higher Access+ Specialist office visit copayment.

Additional self-referred services are limited to the approved services listed. (For service coverage information,
see the Access+ Specialist Services subsection on the following pages.)

Referring Members Back to Their Primary Care Physicians

An Access+ HMO member can see a specialist either with a referral from his or her primary care physician or
through the Access+ Specialist feature with a self-referral to a specialist in the same IPA/medical group as his
or her PCP. If an Access+ HMO member self-refers to a specialist who is affiliated with an IPA/medical group
that is not an Access+ Provider Group, the specialist should refer the member back to his or her PCP or to Blue
Shield's Member Services Department for assistance. If the specialist who is not an Access+ Provider renders
services without a referral, the member will be liable for all charges.
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2.2 Access+ HMO® Program

Using Access+ Satisfaction

Access+ HMO members may call Blue Shield’s Member Services Department to provide feedback on the
service they receive from Access+ HMO physicians and their primary care physician's office staff during
covered office visits.

If a Member is dissatisfied with the service provided during an office visit with a Plan Physician, the Member
may contact Member Services at the number provided on the back page of the Evidence of Coverage.

Procedure for Accessing Care through Access+ Specialist

The Access+ Specialist feature is utilized only if a member chooses to go to a specialist without a referral from
his/her primary care physician. The member can choose to receive services within the HMO benefit plan at
lower copayment levels by first seeing his/her Primary care physician and receiving authorization/referral to a
specialist.

Described below is the process that explains how an Access+ HMO member accesses care through the
Access+ Specialist option for other than mental health and substance use disorder services.

Access+ HMO Member Self-Refers Using Access+ Specialist

An Access+ HMO member chooses to consult a specialist for Access+ Specialist services and self-refers
directly to a specialist within the same IPA/medical group as that of his or her primary care physician instead
of going to his or her PCP for a referral. The member’s Access+ Specialist office visit copayment is payable at
the time of the visit.

A female member may self-refer to an Obstetrician/Gynecologist (OB/GYN) or Family Practice Physician in
the same IPA/medical group as her PCP for OB/GYN services. This is not considered an Access+ Specialist
visit. The standard office visit copayment applies.
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2.2 Access+ HMO® Program

Procedure for Accessing Care through Access+ Specialist
(cont'd.)

Specialist Provides Access+ Specialist Services

The Access+ HMO member makes an appointment with a specialist and presents the Access+ HMO member
ID card.

Before providing Access+ Specialist services, the specialist verifies the member’s eligibility by checking the
member’s Access+ HMO member ID card or by calling Blue Shield's Member Services Department.

Note: An Access+ HMO member ID card that has the symbol “A+"" next to the IPA/medical
group name indicates that the member is eligible for Access+ Specialist services and the
IPA/medical group is an Access+ Provider Group.

The Access+ HMO member consults with the specialist. The specialist’s office staff collects the member’s
Access+ Specialist office visit copayment. The specialist provides the member’s PCP with the consultation
note(s).

If additional services or procedures are recommended, the specialist coordinates care with the member’s PCP
and follows the IPA/medical group’s current authorization procedures.

If additional services or procedures are authorized, the member may go back to the specialist for the authorized
services and pay the usual office visit copayment. If the member elects to self-refer again for additional
services, the member is responsible for paying the Access+ Specialist office visit copayment. Additional self-
referred services are limited to the approved services listed. (For service coverage information, see the
Access+ Specialist Services subsection on the following pages.)
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2.2 Access+ HMO® Program

Access+ Specialist Services
The Access+ Specialist visit includes:

e Anexamination or other consultation provided to the Access+ HMO member by an IPA/medical
group plan specialist without referral from the member's primary care physician

e Conventional X-rays, such as chest X-rays, abdominal flat plates, and X-rays of bones to rule out the
possibility of fracture (but does not include any diagnostic imaging such as CT, MRI, or bone density
measurements)

e Laboratory services

o Diagnostic or treatment procedures that a plan specialist would regularly provide under the referral
from the member's primary care physician

An Access+ Specialist visit does not include:

e Any services which are not covered or which are not medically necessary

e Services provided by a non-Access+ provider (such as podiatry and physical therapy), except for the
X-ray and laboratory services described above

e Allergy testing

e Endoscopic procedures

e Any diagnostic imaging, including CT, MRI, or bone density measurements

¢ Injectables, chemotherapy or other infusion drugs, other than vaccines and antibiotics
e Infertility services

e Emergency services

e Urgent services

e Inpatient services, or any services which result in a facility charge, except for routine X-ray and
laboratory services

e Services for which the IPA/medical group routinely allows the member to self-refer without
authorization from the primary care physician

e OBJ/GYN services by an obstetrician/gynecologist or family practice physician within the same
IPA/medical group as the member's primary care physician
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2.2 Access+ HMO® Program

Access+ Specialist Claims Processing

Specialist Submits Access+ Specialist Claims to IPA/Medical Group

Access+ Specialist services are included in the IPA/medical group’s capitation. Claims should be processed as
follows:

e The specialist submits a photocopy of the Access+ HMO member ID card and Access+ Specialist
claim to his or her IPA/medical group.

o The IPA/medical group processes the Access+ Specialist claim and pays the specialist according to its
agreement with the specialist. Access+ Specialist services are submitted to Blue Shield as encounters.

For more specific information on Access+ Specialist claims processing, refer to your IPA/medical group
contract with Blue Shield.

Access+ Specialist Encounters - Electronic Encounters

Access+ Specialist claims may be submitted electronically. Access+ provider groups must be able to identify
an Access+ Specialist visit on their electronic encounter submission by one of the following methods:

1. Enter the word(s) “bypass” or “access plus” in the Referring Physician Last Name field of the Western
Region HMO/IS format (Record - EAO: Field 22), or

837P - 2300 CN1 Loop, CN101- 9. CN104-ACCESSPLUS (or BYPASS)

2. Enter the word(s) “bypass”, “access” or “access plus” in the Claim Header Record Local Filler field of
the Referring Physician Last Name field of the Western Region HMO/IS format (Record - CAO:
Field 22), or

837P — 2300 CN1 Loop, CN101- 9. CN104- ACCESSPLUS (or BYPASS)

3. Enter the word(s) “bypass,” “access,” or “access plus” in the Referring Physician field of the X12
005010X222A1:837 — Health Care Claim Professional ANSI Format (loop 2010BB REF, or loop
2310A NM103)

837P — 2300 CN1 Loop, CN101 - 9. CN104 — ACCESSPLUS (or BYPASS)
BHTO06= RP

2300 Loop CN101=9

2300 Loop CN104= ACCESSPLUS or BYPASS
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2.2 Access+ HMO® Program

Access+ Specialist Claims Processing (contd.)

Access+ Specialist Encounters - Electronic Encounters (cont’d.)

These are Blue Shield’s currently defined indicators for Access+ Specialist claims. Once the record is
identified as an Access+ Specialist visit, the following data elements are required (in addition to the standard
required HMO/IS or ANSI data fields):

1. Allowed amount (for example Record FBO: Field 06) or (2430/CAS03) based on 837P
implementation guide page 561.

2. Paid amount (for example Record FAQ: Field 35) or (2430/CASO03) based on 8371 implementation
guide page 561.

For additional information, please call Blue Shield’s Electronic Data Interchange (EDI) Help Desk at
(800) 480-1221 or visit Provider Connection at_blueshieldca.com/provider and click on Claims, then Manage
electronic transactions.
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2.3 Blue Shield Accountable Care Organizations (ACOSs)

Blue Shield’s Accountable Care Organizations (ACOs) are alliances formed with physician groups and
hospitals who, together with Blue Shield, share responsibility and accountability for the quality, cost, and
overall care of a defined group of members. Blue Shield is committed to partnering with selected providers to
leverage their expertise and innovative care models to fundamentally change healthcare delivery. Members
benefit from collaboration, innovation, stronger coordination between providers, and the sharing of critical
information which help to drive better healthcare outcomes.

Underlying each ACO collaboration is a contract that establishes a set of financial incentives that serve to align
the parties to work together toward improved healthcare outcomes, cost efficiency and quality improvement.
Financial incentives are built on a foundation of shared risk where all parties in an ACO collaboration are
motivated to work together toward these goals. Members benefit from lower costs which are passed down to
them in the form of lower premiums. Blue Shield provides our ACO groups and hospitals with resources from
the Provider Partnerships, Clinical Pharmacy, Quality Improvement, and Actuary teams to support the success
of our ACOs.

Trio HMO

The Trio Health Maintenance Organization (HMO) is a product supported by a network of Accountable Care
Organization (ACO) providers. In 2017, Trio was newly offered to Covered California with goals of improved
patient access, higher quality outcomes and increased cost efficiency. Trio uses an integrated network delivery
model across specialties and hospitals that provides coordinated care and leverages relationships with select
providers in specific regions.

The name “Trio” represents our ACO program collaboration that creates a community of care to support
improved health outcomes for Trio members and helps reduce healthcare costs. As with a traditional HMO
plan, members’ care is coordinated by a primary care physician. Further, Trio plans are designed to help:

e Link members to the right services

e Create a cross-organizational focus on members with complex needs

e Improve discharge processes and programs to reduce hospital readmissions

Provider Participation

Provider participation in the Trio HMO Network is based on the entire IPA/Medical Group, not on the
individual physician’s contract with Blue Shield. If your IPA/medical group is participating in the Trio HMO
Network, then you are participating as well. To check a physician’s participation in the Trio HMO Network,
contact your IPA or Medical Group, or go to www.blueshieldca.com and click on Find a Doctor.

Blue Shield of California Section 2.3 Page 1
HMO IPA/Medical Group Manual
January 2023


http://www.blueshieldca.com/

2.3 Blue Shield Accountable Care Organizations (ACOs)

Trio HMO (contd.)
Added Benefits

Trio HMO is a family of HMO plans that are focused on delivering choice, coordinated care and affordability.
When Blue Shield developed Trio HMO, it was built with members’ key concerns in mind. In additional to
affordable care, the following unique features are offered.

Low or no deductibles

Select local physicians, specialists, and hospitals

Lifestyle programs to support prevention, treatment, and reversal

A dedicated customer care line for Trio members, Shield Concierge

On-demand doctor house calls with Heal™ add in $0 first visit copay and free Rx delivery with Heal
visit

24/7 virtual consults with Teladoc for $0 copays

Option to self-refer to specialists within the same medical group

Wellvolution

Included in Trio HMO is Wellvolution, a platform of personalized diet and lifestyle change programs to
improve health, lose weight, and feel better.

Wellvolution focuses on things that make our members happier and healthier. The platform offers digital and
in-person whole health programs designed to give our members a way to go beyond just doctors and
prescriptions and live their best life. There are over 10 programs to choose from, ranging from general well-
being, to supporting stress, sleep, and other mental health concerns, to helping members prevent or treat and
reverse the course of serious chronic conditions. With the right tools, coaching, nutrition counseling and health
professional support, members can succeed with small changes today to make a big difference for a healthier
tomorrow.

Once the member receives their Blue Shield member ID card, they can go to Wellvolution.com to set up their
profile, preferences and pick programs. Wellvolution customizes the path to better health, matching the
member with programs and popular apps that are personalized and have proven results, at no extra cost.

The following programs are offered through Wellvolution:

Well-Being Programs — A hand-selected set of proven general well-being programs, designed to help
generally healthy members achieve their health goals of sleeping better, lowering stress, exercising more,
eating better, or quitting smoking.

Mental Health Programs — To support our members in achieving optimal whole person health, our mental
health programs are perfect for members that are seeking opportunities to incorporate everyday mindfulness
into their daily lives to reduce stress, increase resilience, and get a better night’s rest as well as for members
seeking support for low- to moderate- anxiety or depression. Programs include guided meditations, sleepcasts,
mindfulness exercises, 24/7 Behavioral Health coaching, personalized care plan, and more.

Weight Loss Programs — Programs specifically designed to help members make changes that fit their lifestyle
and promote a healthy weight. Members can lose weight and keep it off with coaching support and a
personalized step by step plan on how to decrease cravings, hunger, and weight without dieting. Most
members see an average loss of 3-4 pounds per week and improvement in their quality of life across the board.
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2.3 Blue Shield Accountable Care Organizations (ACOSs)

Trio HMO (contd.)
Added Benefits (cont’d.)

Disease Prevention Programs — Targeting reduction of risk for type 2 diabetes and heart disease, prevention
programs provide members with a health coach and an individualized plan that meet the unique needs and
address several areas of a member’s life, including physical activity, nutrition, sleep, and stress management.
Most members see a reduction in medications they take, as well as normalization of blood sugar and blood
pressure.

Chronic Condition Reversal Programs — Turn back the clock and reverse the course of chronic conditions
like hyperlipidemia, hypertension, type 2 diabetes and more with the support from physician, health coaches
and a supportive patient community. Our high touch reversal programs, often incorporating in-person or digital
coaching options, are focused on normalization of A1C levels, weight, and blood pressure, as well as
elimination of medication dependence in a matter of weeks.

All Wellvolution programs are 100% covered by Blue Shield of California.
Shield Concierge

Trio offers a high level of customer service and engagement to members and more flexibility for the member
with a choice of local doctors, specialist, hospitals, and pharmacy locations. Trio members have access to
Shield Concierge, a team of professionals consisting of customer care representatives, registered nurses, social
workers, health coaches, pharmacy technicians, and pharmacists available to provide information to a member
regarding benefits, doctors and specialists, coordination of care, case management, and questions on formulary
and prescription medication authorizations.

Members who have questions about their benefits should call Shield Concierge at the number listed on the
back of the member ID card.
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2.3 Blue Shield Accountable Care Organizations (ACOs)
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2.4 Blue Shield Added Advantage POSM
(Point-of-Service) Plan

Blue Shield’s Added Advantage POS Plans combine the benefits of the Access+ HMO with access to the Blue
Shield Preferred Plan (PPO) provider network. The Added Advantage POSSM Plan is called a point-of-service
plan because the member can decide at the time that healthcare services are needed whether to access benefits
under the HMO option or under the “In-PPO Network” or “Out-of-PPO Network™ options. These options offer
varying degrees of financial responsibility.

Under the HMO option of the Added Advantage POS Plan, members obtain services through their HMO
primary care physician and pay a fixed copayment for most covered services, with virtually no claim forms.
Or, if they prefer, members may use the “In-PPO Network” option and seek care from a Blue Shield Preferred
Provider or from a non-network physician, without consulting their primary care physician. Services received
under the “In-PPO Network” and “Out-of-PPO Network” options are subject to a deductible and applicable
copayments and coinsurance. Care received from non-network physicians is covered at the lowest benefit
level. When members receive services from non-network physicians, members must also file claim forms and
pay any difference between the amount Blue Shield allows for those services and the amount billed by a non-
network physician. Preventive Services are only covered under the HMO option of the POS Plan.

Note: Mental health and substance use disorder services are accessed through Blue Shield’s mental
health service administrator (MHSA) utilizing MHSA participating providers and MHSA non-
participating providers.

Plan Benefits

Blue Shield’s Added Advantage POS Plans are only offered to Core Account employer groups. These
plans combine standard Access+ HMO plan benefits with Blue Shield’s PPO network of providers at an
increased financial responsibility for the member.

Blue Shield’s Added Advantage POS Plans benefit coverage is based on benefits available under Blue Shield’s
HMO plan. When the member elects to use “In-PPO Network™ and “Out-of-PPO Network” providers, only the
member’s level of financial responsibility is changed; benefits available are not changed. However, there may
be some benefit exceptions for custom groups (e.g., the Stanford Triple Option Plan). The IPA/medical group
will be notified of these exceptions.

The Added Advantage POS Plan does not include the Access+ Specialist or the Access+ Satisfaction features.
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2.4 Blue Shield Added Advantage®™ POS
(Point-of-Service) Plan

Plan Benefits (contd.)

Non-Emergency Admissions

Added Advantage POS Plan members who want to access services at their Level | HMO Option must obtain
an authorization from the HMO primary care physician for non-emergency hospital admissions. Prior
authorization is also required for a non-emergency hospital admission when an Added Advantage POS Plan
member accesses services using the Level 1l or Level 111 PPO network option. The treating physician should
contact Blue Shield’s Provider Customer Service at (800) 541-6652 and select the authorizations option, at
least five business days prior to the admission.

Emergency Admissions

In the case of an admission for emergency services, Blue Shield should receive Emergency Admission
Notification within 24 hours or as soon as reasonably possible following medical stabilization, whichever is
later. Blue Shield's Medical Care Solutions will discuss the benefits available, review the medical information
provided and may recommend that to obtain the full benefits of this health plan the services must be performed
on an outpatient basis.

Information about which Added Advantage POS plan the member belongs to is found on the Blue Shield POS
Eligibility Report in the coverage level column.

Claims Submission
Hard Copy or Batched Claims Submission

Claims for in-network services referred or rendered by the physician and outlined as IPA/medical group
responsibility in the applicable Division of Financial Responsibility (DOFR), should be submitted
electronically to the IPA/medical group for payment determination.

For payment determination, the IPA/medical group must submit directly to Blue Shield the following types of
claims:

e In-network institutional services

e  Out-of-network institutional services

e Out-of-network professional services

e Point of Service Plan Tier Il and Tier Il Self-referred Services

e Other Services deemed by the Division of Financial Responsibility (DOFR) to be Plan responsibility.
If the IPA/medical group requires its physicians to submit all claims to the IPA (including those that are for

self-referred services), the IPA/medical group should indicate which services were self-referred when
submitting the electronic claim using the instructions below before sending them to Blue Shield for payment.
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2.4 Blue Shield Added Advantage POSM
(Point-of-Service) Plan

Claims Submission (contd.)
Submit Self-Referred Claims Electronically

When Point of Service (POS) plan members self-refer to a specialist use the instructions below to bill
electronically. For questions, contact your clearinghouse or billing system vendor or contact the EDI Help
Desk at (800) 480-1221, or email EDI_BSC@blueshieldca.com.

Submitting Self-Referral for Professional Claims:

Loop 2310A NM103 = SELFREFERRAL
Loop 2310A NM104 = BLANK

First Name = SELFREFERRAL

Last Name = Blank

NM1*DN*1*SELFREFERRAL*****1002233777~
Submitting Self-Referral for Institutional Claims:

Loop 2310F NM103= SELFREFERRAL

Loop 2310F NM104= BLANK

First Name = SELFREFERRAL

Last Name = BLANK

Sample: NM1*DN*1*SELFREFERRAL*****XX*1002233777~
Submitting Self-Referral for POS Professional & Institutional claims:

o Self-Referral for Professional is identified in Loop 2310A

o Self-Referral for Institutional is identified in Loop 2310F

e Insert SELFREFERRAL for NM103 but leave blank NM104
e Use generic NPI for NM109

Sample: SELFREFERRAL
NM1*DN*1*SELFREFERRAL*****xx*1002233777

Note: This electronic billing process for Added Advantage POS Plan claims does not apply to services
billed by the member’s physician or services rendered to regular Blue Shield HMO members. Independent
laboratory providers should continue to enter the ordering physician’s name and identification number in
the appropriate fields for correct processing.
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2.4 Blue Shield Added Advantage®™ POS
(Point-of-Service) Plan

Claims Payment Determination

When a provider of service submits a claim directly to Blue Shield, the criteria on the following page is used to
determine financial responsibility.

Professional Services Claims

If there is a record that the member has self-referred or “opted-out”, Blue Shield will pay the claim at the PPO
benefit level.

If there is no record that the member has self-referred, the billing provider will receive an Explanation of
Benefits (EOB) with the following message:

"This patient’s Blue Shield plan has self-referral benefits. Claims for services not authorized by the
patient’s HMO primary care physician (PCP) should be billed to Blue Shield and have ‘self-referral’
written on the claim. Services provided or authorized by the patient’s HMO PCP should be billed to the
physician’s IPA/medical group. Because these services were provided or authorized by the patient’s HMO
PCP, this claim has been forwarded to:

IPA “Name”
IPA “Address”
IPA “City, State, Zip”

Please note this address and submit future claims for this member to this address”

If the IPA/medical group approves the service, it will pay the professional claim and return it to Blue Shield as
an encounter.

If the service is not approved, the billing physician should resubmit the claim to Blue Shield HMO indicating
that the member is “self-referring” to access his or her PPO benefits.

Institutional Services Claims

If there is a record of an IPA/medical group or Blue Shield authorization, Blue Shield will pay the claim at the
HMO benefit level.

If there is a record of an Added Advantage POS Plan member self-referral or “opt-out’, Blue Shield will pay
the claim at the PPO benefit level.

If there is no record of a self-referral or an IPA/medical group or Blue Shield authorization, processing of the
claim will be suspended while Blue Shield requests the IPA/medical group authorization form from the billing
provider. If the provider sends Blue Shield a copy of the authorization form, the claim will be processed at the
member’s HMO Level | option. If the provider indicates that the member has self-referred, Blue Shield will
process the claim at the member’s Level Il PPO or Level 111 non-network option.
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2.4 Blue Shield Added Advantage POSM
(Point-of-Service) Plan

Claims Payment Determination (contd.)

Emergency (ER) Services

Standard HMO procedures are used to adjudicate emergency room claims and other claims that may be for
emergency services. If the services were rendered to treat a medical or psychiatric emergency (under the
reasonable person standard), then the services are covered under the HMO Level | option. If the services are
not covered under the HMO option (i.e., non-emergency), they may be covered at Level Il or Level 11l
according to Blue Shield policy and are subject to any applicable deductible, copayment, or coinsurance.

Emergency Room Physician Services Note: After services have been provided, Blue Shield may conduct a
retrospective review. If this review determines that services were provided for a medical condition that a
person would not have reasonably believed was an emergency medical condition, benefits will be paid at Level
Il or Level 11 as specified under Outpatient Physician Services Benefit in the Professional (Physician) Benefits
in the Summary of Benefits and Coverage and will be subject to any calendar year medical deductible.
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2.4 Blue Shield Added Advantage®™ POS
(Point-of-Service) Plan
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2.5 Ancillary Benefits

Benefit Descriptions

The following benefits are listed in the members’ Evidence of Coverage (EOC) and will include the number of
allowed visits and member copay responsibility. Providers are required to look up members benefits and
eligibility on Provider Connection at blueshieldca.com/provider under Eligibility and benefits. Review the
benefits for under acupuncture and chiropractic to determine if the members plan includes these benefits as
they may or may not be included and vary by plan.

Acupuncture Services

For Blue Shield fully-insured plans, benefits are provided for medically necessary acupuncture services for a
maximum number of visits per calendar year, when received from an American Specialty Health Group, Inc.
(ASH Group) participating provider. Covered services must be determined as Medically Necessary by
American Specialty Health Plans, Inc. (ASH Plans). This benefit includes an initial examination, subsequent
office visits, acupuncture services, and adjunctive therapy specifically for the treatment of
neuromusculoskeletal disorders, nausea, and pain up to the benefit maximum.

Questions concerning these benefits may be directed to:

ASH Plan Member Services (800) 678-9133
ASH Plan Provider Services (800) 972-4226

For Self-Funded, ASO, Shared Advantage, FEP PPO, and BlueCard members, all medically necessary
acupuncture services that are included in these plans are provided by Blue Shield’s direct network of
acupuncturists.

Chiropractic Services

For Blue Shield fully-insured plans, benefits are provided for medically necessary chiropractic services,
including spinal manipulation or adjustment, when received from an American Specialty Health Group, Inc.
(ASH Group) participating provider. Covered services must be determined as Medically Necessary by
American Specialty Health Plans, Inc. (ASH Plans). This benefit includes an initial examination and
subsequent office visits, adjustments, and adjunctive therapy up to the benefit maximum. Benefits are also
provided for x-rays.

Members are referred to the primary care physician for evaluation of conditions not related to a neuromusculo-
skeletal disorder and of evaluation for non-covered services, such as CT scans or MRIs.

Chiropractic appliances are covered up to a maximum of $50 in a calendar year as authorized by ASH Plans.
Questions concerning these benefits may be directed to:

ASH Plan Member Services (800) 678-9133
ASH Plan Provider Services (800) 972-4226

For Self-Funded, ASO, Shared Advantage, FEP PPO, and BlueCard members, all medically necessary
chiropractic services that are included in these plans are provided by Blue Shield’s direct network of
chiropractors.
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2.5 Ancillary Benefits

Benefit Descriptions (contd.)

Additional Hearing Aid Benefits

For Core Accounts, this optional coverage includes hearing aid services subject to the conditions and
limitations listed below. This rider provides an allowance towards the purchase of hearing aids and ancillary
equipment.

For benefit coverage, review the member’s Hearing Aid Rider language to obtain allowance, frequency, and
limitations of the hearing aid benefit.

The hearing aid allowance includes:

e A hearing aid instrument, monaural, or binaural, including ear mold(s)
e Visit for fitting, counseling, device checks and adjustments
e Electroacoustic evaluations for hearing aids
e The initial battery and cords
The following services and supplies are not covered:
e Purchase of batteries or other ancillary equipment, except those covered under the terms of the initial
hearing aid purchase
e  Spare hearing aids
e Assisted listening devices or amplification devices
e Charges for a hearing aid which exceed specifications prescribed for correction of a hearing loss

e Replacement parts for hearing aids, repair of hearing aid after the covered warranty period and
replacement of a hearing aid more than the benefit allowance period

e Surgically implanted hearing devices
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2.5 Ancillary Benefits

Benefit Descriptions (contd.)

Additional Infertility Benefits

Covered services for Infertility Benefit include all professional, hospital, ambulatory surgery center, ancillary
services, injectable drugs when authorized by the primary care physician, to a member for the inducement of
fertilization.

Please refer to the member’s Infertility Benefit Rider for coverage limitations, exclusions, lifetime maximums
and copayments, coinsurance, and deductibles. Benefits are only provided for services received from a
Participating Provider.

Infertility is defined as:
The member must be actively trying to conceive and has either:
1) A demonstrated condition recognized by a licensed physician and surgeon as a cause for infertility; or

2) The inability to conceive a pregnancy or to carry a pregnancy to a live birth after a year of regular
sexual relations without contraception.

Note: Services to diagnosis and treat the cause of infertility are covered by all group HMO
plans under basic medical benefits.

The IPA/medical group provider network is to be used for all infertility services. All covered services under
the infertility rider are the financial responsibility of and are authorized and reimbursed by Blue Shield.

Dental

Section 1367.71 of the Health & Safety Code requires that health plans cover general anesthesia and associated
facility charges for dental procedures performed in a hospital or surgery center when required due to clinical
status or underlying medical condition, and:

e The patient is less than seven years of age, or

e The patient is developmentally disabled, regardless of age, or

e The patient’s health is compromised and for whom general anesthesia is medically necessary,
regardless of age.

Prior authorization is required by Blue Shield HMO and coverage for anesthesia and associated facility charges
are subject to all other terms and conditions of the plan. Blue Shield HMO is not responsible for the cost of
dental procedures. Dental procedures for diagnostic services, endodontics, periodontics, preventive care,
prosthetics, and restorative dentistry are covered in plans administered by Dental Benefit Providers of
California (DBP) and are available for purchase separately from medical plans.

Vision
This benefit is administered through Medical Eye Services of California (MESVision). It covers services for

refractions, lenses, and frames. Any questions concerning these benefits may be directed to:

Medical Eye Services (877) 601-9083
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2.5 Ancillary Benefits
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2.6 Exclusions and Limitations

Blue Shield's commercial HMO and POS benefit plans have a standard set of exclusions and limitations.
Services subject to the standard exclusions under some plans, such as those for vision, infertility, chiropractic,
and dental services, may be covered under optional benefits.

Note: For Blue Shield’s Medicare Advantage Plan Prescription Drug exclusions and limitations, see
Section 6.2.

General Exclusions and Limitations

Unless exceptions to the following exclusions are made elsewhere in the group contract, no benefits are
provided for services that are:

1.

10.

Routine physical examinations, except as specifically listed under Preventive Health Benefits, or for
immunizations and vaccinations by any mode of administration (oral, injection or otherwise) solely
for the purpose of travel, or for examinations required for licensure, employment, insurance or on
court order or required for parole or probation;

For hospitalization primarily for X-ray, laboratory, or any other outpatient diagnostic studies or for
medical observation;

Routine foot care items and services that are not medically necessary, including callus, corn paring or
excision and toenail trimming except as may be provided through a Participating Hospice Agency;
over-the-counter shoe inserts or arch supports, or any type of massage procedure on the foot;

Inpatient treatment in a pain management center to treat or cure chronic pain, except as may be
provided through a Participating Hospice Agency or through a palliative care program offered by Blue
Shield;

Home services, hospitalization, or confinement in a health facility primarily for rest, Custodial,
Maintenance, or Domiciliary Care, except as provided under Hospice Program Benefits;

Services in connection with private duty nursing, except as provided under Home Health Care
Benefits, Home Infusion/Home Injectable Therapy Benefits, and except as provided through a
Participating Hospice Agency;

Prescription and non-prescription food and nutritional supplements, except as provided under Home
Infusion/Home Injectable Therapy Benefits, PKU Related Formulas and Special Food Products
Benefits, or as provided through a Participating Hospice Agency;

Hearing aids;

Eye exams and refractions, lenses and frames for eyeglasses, and contact lenses except as specifically
listed under Prosthetic Appliances Benefits, and video-assisted visual aids or video magnification
equipment for any purpose;

Surgery to correct refractive error (such as but not limited to radial keratotomy, refractive
keratoplasty);

11. Any type of communicator, voice enhancer, voice prosthesis, electronic voice producing machine, or

any other language assistive devices, except as specifically listed under Prosthetic Appliances
Benefits;
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2.6 Exclusions and Limitations

General Exclusions and Limitations (contd.)

12.

13.

14.

15.

16.

For dental care or services incident to the treatment, prevention, or relief of pain or dysfunction of the
Temporomandibular Joint and/or muscles of mastication, except as specifically provided under the
Medical Treatment of the Teeth, Gums, Jaw Joints or Jaw Bones Benefits and Hospital Benefits
(Facility Services);

For or incident to services and supplies for treatment of the teeth and gums (except for tumors,
preparation of the member’s jaw for radiation therapy to treat cancer in the head or neck, and dental
and orthodontic services that are an integral part of reconstructive surgery for cleft palate procedures)
and associated periodontal structures, including but not limited to diagnostic, preventive, orthodontic
and other services such as dental cleaning, tooth whitening, X-rays, imaging, laboratory services,
topical fluoride treatment except when used with radiation therapy to the oral cavity, fillings, and root
canal treatment; treatment of periodontal disease or periodontal surgery for inflammatory conditions;
tooth extraction; dental implants, braces, crowns, dental orthoses and prostheses; except as specifically
provided under Medical Treatment of the Teeth, Gums, Jaw Joints or Jaw Bones Benefits and Hospital
Benefits (Facility Services);

For cosmetic surgery except for the medically necessary treatment of resulting complications (e.g.,
infections or hemorrhages. Without limiting the foregoing, no benefits will be provided for the
following surgeries or procedures:

a. Surgery to excise, enlarge, reduce, or change normal structures of any part of the body to improve
appearance.

b. Surgery to reform or reshape skin or bone to improve appearance.
c. Lower eyelid blepharoplasty.

d. Upper eyelid blepharoplasty without documentation of significant visual impairment or
symptomology.

e. To correct spider veins.

f.  Services and procedures to smooth the skin (e.g., chemical face peels, laser resurfacing, and
abrasive procedures).

g. Items and services for the promotion, prevention, or other treatment of hair loss, hair growth or
hair removal, including hair transplantation.

h. Reimplantation of breast implants originally provided for cosmetic augmentation.

i.  Surgery to excise or reduce skin or connective tissue that is loose, wrinkled, sagging, or excessive
on any part of the body.

j- Voice maodification surgery.

For reconstructive surgery where there is another more appropriate covered surgical procedure or
when the proposed reconstructive surgery offers only a minimal improvement in the appearance of the
member.

This exclusion shall not apply to breast reconstruction when performed subsequent to a mastectomy,
including surgery on either breast to achieve or restore symmetry.

For sexual dysfunctions and sexual inadequacies, except as provided for treatment of organically
based conditions;
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2.6 Exclusions and Limitations

General Exclusions and Limitations (contd.)

17.

18.

19.

20.

21.
22.
23.

24.

25.

26.

27.

28.

Any services related to assisted reproductive technology, including but not limited to the harvesting or
stimulation of the human ovum, in vitro fertilization, Gamete Intrafallopian Transfer (GIFT)
procedure, artificial insemination (including related medications, laboratory, and radiology services),
services or medications to treat low sperm count, services incident to reversal of surgical sterilization,
or services incident to or resulting from procedures for a surrogate mother who is otherwise not
eligible for covered pregnancy and maternity care under a Blue Shield health plan;

Home testing devices and monitoring equipment except as specifically provided in the Durable
Medical Equipment Benefits;

Genetic testing except as described in the sections on Outpatient X-ray, Pathology and Laboratory
Benefits;

Mammaographies, Pap Tests, or other FDA (Food and Drug Administration) approved cervical cancer
screening tests, family planning and consultation services, colorectal cancer screenings, Annual
Health Appraisal Exams by Non-Plan Providers;

Services performed in a hospital by house officers, residents, interns, and others in training;
Services performed by a close relative or by a person who ordinarily resides in the member’s home;

Services provided by an individual or entity that is not appropriately licensed or certified by the state
to provide health care services, or is not operating within the scope of such license or certification,
except for services received under the Behavioral Health Treatment benefit under Mental Health and
Substance Use Disorder Benefits;

Massage therapy that is not physical therapy or a component of a multimodality rehabilitative
treatment plan;

For or incident to vocational, educational, recreational, art, dance, music or reading therapy; weight
control programs; or exercise programs; nutritional counseling except as specifically provided for
under Diabetes Care Benefits. This exclusion shall not apply to medically necessary services which
Blue Shield is required by law to cover for the treatment of mental health and substance use disorders.

Learning disabilities or behavioral problems or social skills training/therapy, or for testing for
intelligence or learning disabilities This exclusion shall not apply to medically necessary services
which Blue Shield is required by law to cover for the treatment of mental health and substance use
disorders.

Services which are Experimental or Investigational in nature, except for services for Members who
have been accepted into an approved clinical trial as provided under Clinical Trial for Treatment of
Cancer or Life-Threatening Condition Benefits;

Drugs, medicines, supplements, tests, vaccines, devices, radioactive materials and any other services
which cannot be lawfully marketed without approval of the U.S. Food and Drug Administration (the
FDA) except as otherwise stated; however, drugs and medicines which have received FDA approval
for marketing for one or more uses will not be denied on the basis that they are being prescribed for an
off-label use if the conditions set forth in California Health & Safety Code, Section 1367.21 have been
met;
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2.6 Exclusions and Limitations

General Exclusions and Limitations (contd.)

29.

30.
3L

32.

33.

34.

35.

36.
37.

38.

39.

For non-prescription (over-the-counter) medical equipment or supplies such as oxygen saturation
monitors, prophylactic knee braces and bath chairs that can be purchased without a licensed provider's
prescription order, even if a licensed provider writes a prescription order for a non-prescription item,
except as specifically provided under Preventive Health Benefits, Home Health Care Benefits, Home
Infusion/Home Injectable Therapy Benefits, Hospice Program Benefits, Diabetes Care Benefits,
Durable Medical Equipment Benefits, and Prosthetic Appliances Benefits;

Patient convenience items such as telephone, television, guest trays, and personal hygiene items;

For disposable supplies for home use, such as bandages, gauze, tape, antiseptics, dressings, Ace-type
bandages, diapers, under pads, and other incontinence supplies, except as specifically provided under
the Durable Medical Equipment Benefits, Home HealthCare, Hospice Program Benefits, or the
Outpatient Prescription Drug Benefits.

Services for which the member is not legally obligated to pay, or for services for which no charge is
made;

Services incident to any injury or disease arising out of, or in the course of, any employment for
salary, wage, or profit if such injury or disease is covered by any worker’s compensation law,
occupational disease law or similar legislation. However, if Blue Shield provides payment for such
services, it will be entitled to establish a lien upon such other benefits up to the amount paid by Blue
Shield for the treatment of such injury or disease;

For spinal manipulation or adjustment and adjunctive therapy by a chiropractor, except as specifically
provided under Professional (Physician) Benefits (other than for Mental Health and Substance Use
Disorder Benefits) in the Plan Benefits section;

For transportation services other than provided under Ambulance Benefits in the Plan Benefits
section;

Drugs dispensed by a Physician or Physician’s office for outpatient use;

For services, including hospice services rendered by a Participating Hospice Agency, not provided,
prescribed, referred, or authorized as described herein except for Access+ Specialist visits, OB/GYN
services provided by an obstetrician/gynecologist or family practice physician within the same
medical group/IPA as the primary care physician, Emergency Services or Urgent Services as provided
under Emergency Room Benefits and Urgent Services Benefits in the Plan Benefits section.

For inpatient and Other Outpatient Mental Health and Substance Use Disorder Services unless
authorized by the MHSA except for medical services for the treatment of gender dysphoria, eating
disorder and substance use disorder treatment which are the responsibility of the IPA/medical group
and Blue Shield.

Services not specifically listed as a Benefit.

Medical Necessity Exclusion

All services must be medically necessary. The fact that a physician or other provider may prescribe, order,
recommend, or approve a service or supply does not, in itself, make it medically necessary, even though it is
not specifically listed as an exclusion or limitation. Blue Shield may limit or exclude benefits for services that
are not medically necessary.
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2.7 Benefit Administration

Third Party Liability (TPL)

If a member is injured or becomes ill due to the act or omission of another person (a “third party”), Blue
Shield, the member’s designated medical group, or Independent Practice Association (IPA) will provide the
necessary treatment according to plan benefits. I1f the member receives a related monetary award or settlement
from the third party, third party insurer, or from uninsured or underinsured motorist coverage, Blue Shield, the
medical group, or the IPA have the right to recover the cost of benefits paid for treatment of the injury or
illness. The total amount of recovery will be calculated according to California Civil Code Section 3040.

The member is required to:

1.

Notify Blue Shield, the member’s designated medical group or the IPA in writing of any claims or
legal action brought against the third party as a result of their role in the injury or illness within 30
days of submitting the claim or filing the legal action against the third party;

Agree to fully cooperate and complete any forms or documents needed to pursue recovery from the
third party;

Agree, in writing, to reimburse Blue Shield for benefits paid from any recovery received from the
third party;

Provide a lien calculated according to California Civil Code Section 3040. The lien may be filed with
the third party, the third party’s agent or attorney, or the court, unless otherwise prohibited by law;
and,

Respond to information requests regarding the claim against the third party and notify Blue Shield and
the IPA/medical group, in writing, within ten (10) days of any recovery obtained.

If this plan is part of an employee welfare benefit plan subject to the Employee Retirement Income Security
Act (ERISA), the member is also required to do the following:

1. Ensure that any monetary recovery is kept separate from the member’s other assets and agree in
writing that the amount necessary to satisfy the lien is held in trust for Blue Shield; and,
2. Instruct legal counsel retained by the member to hold the portion of the recovery to which Blue Shield
is entitled in trust for Blue Shield.
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2.7 Benefit Administration

Coordination of Benefits (COB)

Coordination of Benefits (COB) is utilized when a member is covered by more than one group health plan.
Payments for “allowable expenses” will be coordinated between the plans up to the maximum benefit value or
amount payable by each plan separately.

COB ensures that benefits paid by multiple group health plans do not exceed 100% of eligible expenses and
the plans follow a consistent order of payment.

Determining the Order of Payment

When a plan does not have a COB provision, that plan will provide its benefits first. Otherwise, the plan
covering the person as an employee will provide its benefits before the plan covering the person as a
dependent.

The following applies to coverage for dependent children:

When the parents are not divorced or separated, the group health plan of the parent, whose date of
birth (month and day) occurs earlier in the year, is primary. If either parent’s plan does not have a
COB provision regarding dependents, this rule does not apply. The rule established by the plan
without a COB provision determines the order of benefits.

When the parents are divorced or separated and the specific terms of the court decree state that one of
the parents is responsible for the health care expenses of the child, that parent’s group health plan is
primary. The group health plan of the other parent is secondary.

When the parents are not married, or are divorced or separated and there is no court order which
would otherwise establish coverage for the child, primary responsibility is determined in the following
order:

e The group health plan of the custodial parent.
e The group health plan of the spouse of the custodial parent.

e The group health plan of the non-custodial parent.

When the parents are divorced or separated and there is a court decree that the parents share joint
custody, without specifying which parent is responsible for the health care expenses of the child, the
group health plan of the parent whose date of birth (month and day) occurs earlier in the year is
primary.

If the above rules do not apply, the plan that has covered the person for the longer period of time is the primary
plan, provided that:

The group health plan covering the person, or the dependent of such person, as an active employee,
provides benefits before the group health plan that covers the person, or the dependent of such person,
as a laid-off or retired employee. If either plan does not have a COB provision regarding laid-off or
retired employees, this rule does not apply.
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2.7 Benefit Administration

Coordination of Benefits (COB) (contd.)
When Blue Shield is the Primary Plan

The IPA/medical group will provide Blue Shield Plan benefits without considering the existence of any other
group health plan.

Upon request, the IPA/medical group will provide the member or the secondary group health plan with a
statement documenting copayments paid by the member or services denied so the member may collect the
reasonable cash value of those services from the secondary group health plan. It is not necessary to provide the
member with an itemized billing.

When Blue Shield is the Secondary Plan

If, as the secondary plan, the IPA/medical group covers a service that would otherwise be the primary group
health plan’s liability, the IPA/medical group may collect the reasonable cash value of that service from the
primary group health plan.

When a disagreement exists as to which group health plan is secondary, or the primary group health plan has
not paid within a reasonable period of time, Blue Shield will provide benefits as if it were the primary group
health plan, provided the member:

e Assigns to Blue Shield the right to receive benefits from the other group health plan;
e  Agrees to cooperate with Blue Shield in obtaining payment from the other group health plan; and

o Allows Blue Shield to verify benefits have not been provided by the other group health plan.
References

Additional information regarding COB is available through the following references:

e California Code of Regulations, Title 28, Section 1300.67.13

e The member’s Evidence of Coverage (EOC)
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2.7 Benefit Administration

Limitations for Duplicate Coverage (Commercial)

Veterans Administration (VA)

The member’s primary plan is required to pay the Veterans Administration (VA) for medically necessary plan
benefits provided to the member who is a qualified veteran, who is not on active duty, and who is at a VA
facility for a condition unrelated to military service (based on the reasonable value or Blue Shield’s allowable
amount). VA claims cannot be denied solely because the member failed to obtain a referral or authorization.

If an issue arises as to whether an illness or injury is related to military service, the VA determination prevails.
While the VA determination is not subject to review, the VA will, upon request, provide documentation to
substantiate their decision.

If the member is treated by the VA, the VA notifies Blue Shield by sending a copy of an assignment of
benefits and will cooperate with requests for medical records. The VA will accept payment equal to what
would ordinarily be paid to other providers in its geographic area. Regular administrative procedures should be
followed, as if the VA were part of the member’s IPA/medical group.

Department of Defense (DOD), TRICARE/CHAMPVA

Access+ HMO is always primary (unless another group plan is primary) for covered services, even if provided
for conditions related to military service, provided at a Department of Defense (DOD) facility when the
member is a qualified veteran who is not on active duty. Payment is based on the reasonable value or Blue
Shield’s allowable amount. TRICARE - CHAMPVA will not provide payment if the services are a benefit
through Blue Shield but were not paid because the member did not comply with service delivery rules (e.g.,
non-authorized, out-of-network, non-emergency/urgent services). TRICARE - CHAMPVA may cover other
services excluded by Blue Shield.

Medi-Cal

Medi-Cal is considered a payor of last resort.
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2.7 Benefit Administration

Limitations for Duplicate Coverage (Commercial) (contd.)

Medicare Eligible Members

1. Blue Shield will provide benefits before Medicare in the following situations:

a.  When the member is eligible for Medicare due to age, if the subscriber is actively working for a
group that employs 20 or more employees (as defined by Medicare Secondary Payor laws).

b. When the member is eligible for Medicare due to disability, if the subscriber is covered by a
group that employs 100 or more employees (as defined by Medicare Secondary Payor laws).

c.  When the member is eligible for Medicare solely due to end stage renal disease during the first 30
months that the Member is eligible to receive benefits for end-stage renal disease from Medicare.

2. Blue Shield will provide benefits after Medicare in the following situations:

a.  When the member is eligible for Medicare due to age, if the subscriber is actively working for a
group that employs less than 20 employees (as defined by Medicare Secondary Payor laws).

b. When the member is eligible for Medicare due to disability, if the subscriber is covered by a
group that employs less than 100 employees (as defined by Medicare Secondary Payor laws).

c.  When the member is eligible for Medicare solely due to end stage renal disease after the first 30
months that the Member is eligible to receive benefits for end-stage renal disease from Medicare.

d. When the member is retired and age 65 years or older.

When Blue Shield provides benefits after Medicare, the combined benefits from Medicare and the Blue Shield
group plan may be lower but will not exceed the Medicare Allowed charges. The Blue Shield group plan
Deductible and Copayments or Coinsurance will be waived.

Services for Members in Custody of the Penal System

Section 1374.11 of the Health & Safety code prohibits health care plans from denying hospital, medical or
surgical services for the sole reason that the individual served is confined in a city or county jail, or is a
juvenile detained in any facility if the individual is otherwise entitled to receive services. Blue Shield health
plans are also required to provide covered services when the member is injured during the act of committing a
crime.

HMO plans are responsible for providing non-emergency covered services only to the extent that the justice
system allows the IPA to assume responsibility for the member’s care (e.g., when the member’s emergency
condition has been stabilized). No benefits are available if the IPA is denied the right to assume responsibility
for the member’s non-emergency care. In this case, the IPA should carefully document such refusal.
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2.7 Benefit Administration
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2.8 Benefits and Benefit Programs

Care Management

Blue Shield’s comprehensive, integrated care management programs, including Shield Support, Shield
Advocate, Shield Concierge, and Connect, include member-focused clinical interventions to optimize health
and quality of life. These programs offer a personalized, coordinated approach to care, encouraging members
to be active participants in the management and improvement of their own health. Through shared decision
making and a whole-person approach, the goal is for each member to receive care that is customized to their
specific needs.

Blue Shield’s experienced care management teams include registered nurses, behavioral health clinicians,
social workers, dietitians, physicians, and pharmacists who provide long and short-term support, including:

« Case management for acute, long-term, and high-risk conditions, designed to help members live
better with illness, recover from acute conditions, and develop self-management skills

« Care coordination services to help members navigate the healthcare system and access care, and to
facilitate information sharing among the healthcare team involved in the member’s care

Through skilled interviewing, the care team empowers members to take action and choose their own health
goals. A personalized care plan is developed to help ensure that member needs and preferences are known and
communicated. The care team maintains frequent contact with members, their caregivers, and providers in
order to help assure the provision of safe, appropriate, and effective care and provides support by coordinating
the wide range of specialized care from numerous providers to help prevent duplicate or unnecessary
treatments and tests. The care team also provides coaching on medical conditions as well as behavioral health
support and lifestyle modifications for an optimal quality of life.

Blue Shield’s care team works to prevent readmissions by completing safety risk assessments, discussing
follow-up care plans, reconciling medication, and facilitating adherence to prescribed treatment plans. The care
team prepares members in advance for hospital stays, including guided imagery recordings to assist members
in preparing for surgery or dealing with other health issues. These programs are supported by medical directors
who provide clinical direction and oversight to the care team.

Blue Shield’s care management programs are designed to allow the member to better manage their medical
treatment, their health condition, and the many related issues that may impact their quality of life.

Member identification for Blue Shield’s care management programs is based on our customized predictive risk
score. This predictive risk score was developed to optimize outreach to those members who are likely to
become high risk and are most likely to benefit from care management support. Additionally, condition
specific triggers and utilization patterns are used to identify members.
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2.8 Benefits and Benefit Programs

Care Management (cont'd.)

Members may also be identified from an acute event or hospital admission or discharge. Care management
encompasses a broad spectrum of interventions for short-term care coordination as well as ongoing complex
case management support for the following conditions or utilization (including but not limited to):

« Behavioral health

« Cancer

« Cardiovascular, e.g., Coronary Artery Disease, Heart Failure

«  Catastrophic injury

o Diabetes

»  Musculoskeletal

o Chronic Pain

« Respiratory, e.g., Asthma, COPD

« End-stage renal disease

» Stroke

« Transgender

« Transplant (solid organ and bone marrow)

« Pre-term infants in the Neonatal Intensive Care Unit (NICU) and post NICU
« Plus: ER utilization, post-discharge from hospital, opioid use, high-cost and direct referrals

The following services are offered through the care management programs:

e Telephonic coaching from nurses, behavioral health clinicians, social workers, and pharmacists

e Biometric home monitoring (for some members with diabetes, coronary artery disease, COPD, and heart
failure)

e cognitive behavioral therapy modules

e Online tools and educational materials

Physician referrals are an important component of Blue Shield’s Care Management Programs and may allow
for identification of a member more quickly. Blue Shield providers may refer Blue Shield members to our Care
Management Programs by submitting the referral. To download an electronic copy of the referral form, please
visit www.blueshieldca.com/provider/guidelines-resources/patient-care/programs.sp. Each referral will be
evaluated for eligibility and appropriateness.

In addition to the care management programs described above, the following Maternity Program is offered:

Maternity Program. Blue Shield has teamed up with Maven to offer Maven Maternity to our members.
Maven Maternity is a 24/7 virtual care program designed to support Blue Shield members during and after
pregnancy. Maven is also available to members who have experienced a pregnancy loss and to partners if they
are on an eligible Blue Shield medical plan. Blue Shield members can use Maven to book coaching and
educational video appointments with providers across more than 30 specialties, including OB-GYNs, mental
health specialists, doulas, lactation consultants, and more. Providers can encourage members to enroll in the
Maven Maternity Program by visiting blueshieldca.com/maternity.

Section 2.8 Page 2 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023


http://www.blueshieldca.com/provider/guidelines-resources/patient-care/programs.sp
http://www.blueshieldca.com/maternity

2.8 Benefits and Benefit Programs

Care Management (cont'd.)

Dual Eligible Special Needs Plan Model of Care

For members enrolled in Blue Shield’s Medicare Advantage Dual Eligible Special Needs Plan (D-SNP), Blue
Shield has developed a D-SNP Model of Care (MOC), in compliance with CMS, which outlines Blue Shield’s
actions, in coordination with the member’s IPA/medical group, to meet the individual needs of D-SNP
members.

An individualized care plan (ICP) is developed based on the member’s responses to the Health Risk
Assessment (HRA) and includes a detailed list of identified problems, interventions, and goals. The ICP is
then shared with the member/member’s caregiver, the IPA/medical group, and the member’s PCP. This care
management plan identifies interdisciplinary care team (ICT) members that are needed and appropriate for the
individual members to manage the medical, cognitive, psychosocial, and functional needs of the member.

Blue Shield’s ICT includes social workers; pharmacists; complex case managers; health educators; disease
managers; behavioral health providers; and a medical director. The IPA/medical group must have a network of
medical, nursing, and allied health professionals who will collaborate with the ICT and provide clinical
expertise.

The care management plan is reviewed and revised at least annually, sooner if the member’s health status
changes, with participation from the IPA/medical group. The IPA/medical group must provide the following
ICT members as needed: PCP; specialists; IPA/medical group case manager; and/or IPA/medical group
medical director.

The IPA/medical group is responsible for coordinating basic care management services that meet the needs of
the member and for implementing the care management plan, with oversight by Blue Shield, by coordinating
care and arranging professional and ancillary services proportional to the member’s needs. The IPA/medical
group must maintain a documented process of how medical professionals and service providers were utilized
to coordinate adequate care and achieve individual members’ goals.

Additional Care Management Program Descriptions
The following programs are available to certain Blue Shield members depending on their plan design:

« Shield Advocate. The Shield Advocate program provides a designated team of registered nurses to a
client's membership to provide a proactive, member-focused approach to navigate the healthcare
system, resolve problems, answer health and treatment related questions, provide health counseling,
and support coordination of care.

« Shield Concierge. Shield Concierge is an integrated service designed to provide a customer-
specific, personalized service experience for members covered by Blue Shield. This program strives
to improve and expand the member experience by resolving more inquiries during the first contact
with the member and proactively identifying services specifically beneficial to the member. A team
of professionals consisting of Shield Concierge representatives, registered nurses, social workers,
health coaches, pharmacy technicians, and pharmacists provide information to a member regarding
benefits, doctors and specialists, coordination of care, case management, and questions on formulary
and drug authorizations.
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2.8 Benefits and Benefit Programs

Care Management (cont'd.)

Additional Care Management Program Descriptions (contd.)

« Connect. Connect offers an integrated, holistic, and personalized healthcare experience based on
each member’s needs, including a broad spectrum of robust, member-focused interventions driven by
a smart-data platform with predictive analytics that leverage our best-in-class member care teams.
The Connect care team is composed of specialists across claims and benefits, clinicians and care
managers, pharmacists and technicians, and social workers to address any questions that could be
asked during the first call. In those rare instances in which additional information is needed and a call
cannot be resolved, the Connect care team takes complete ownership for any remaining tasks and
offers to call the member back once resolved. The Connect care team proactively engages members,
either digitally or over the phone, when early interventions or extra communications might lead to
better health outcomes. Members are guided to available programs and resources to address their
health issues, prevent emergency-room visits, and avoid higher costs associated with inpatient
admissions in the future.

« Landmark Home-Based Care. The Landmark program offers participating chronically ill members
24/7 access to medical professionals and in-home urgent care. Community-based, physician-led
medical teams specializing in house calls and home-based care deliver medically needed services to
chronically ill patients. Landmark does not replace patients’ primary care providers (PCPs), but
rather supports the work of patients’ existing providers. Landmark clinicians communicate and
collaborate with the patients’ PCP and specialists to reinforce the PCP’s in-office care plan and
provide the attention and care that chronically ill patients with complex health needs may require.
Blue Shield identifies eligible members for the Landmark program based on their health and the
number and type of chronic conditions they have.

Transplant Management Program

Transplants of major organs and bone marrow (excludes cornea, kidney only and skin) are coordinated
between the IPA/medical group and Blue Shield. These services are provided through an established network
of facilities with expertise in a particular organ or bone marrow transplant. All transplant facilities are
evaluated through stringent criteria to determine the safety and appropriateness of their transplant services.
After this review, only selected facilities are accepted for the Blue Shield of California Transplant Network.
Blue Shield requires Commercial HMO members to have all major organ and bone marrow transplants
performed at a facility approved for the specified type of transplant within Blue Shield of California’s Major
Organ/Bone Marrow Transplant Network. All HMO members should be offered a referral to a Blue Shield of
California Major Organ/Bone Marrow Transplant Network facility approved for the specified organ, under
their HMO benefit.

All transplant evaluation referrals should be authorized by the IPA/medical group or as otherwise specified and
performed by a Blue Shield facility approved for the specified type of transplant. No self-referrals for
transplant evaluations will be approved under the POS. All Blue Shield members are entitled to transplant
evaluations at any Blue Shield transplant network facility approved for the specified type of transplant,
whether or not that facility has a contractual relationship with the IPA/medical group. Members who are in a
transplant treatment continuum must be cleared by the Blue Shield of California Transplant Medical Care
Solutions Team prior to changing IPA. All requests should be sent via fax to the Transplant Medical Care
Solutions Team at (916) 350-8865.
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2.8 Benefits and Benefit Programs

Care Management (contd.)

Transplant Management Program (contd.)

Prior written authorization must be obtained from Blue Shield’s Transplant Medical Care Solutions Team for
all transplants except cornea, kidney only and skin, as these are handled as routine inpatient services.
Transplant Medical Care Solutions is a centralized program that is responsible for prior authorization of major
organ and bone marrow transplant requests, related admissions, and case management for transplant patients
during the transplant process. For members living in California, referrals to an out-of-state transplant facility
must be at the referral of a Blue Shield of California’s Major Organ/Bone Marrow Transplant Network facility
approved for the specified type of transplant based upon medical necessity. For coverage, all referrals for
medical necessity to an out-of-state provider must be pre-authorized by a Blue Shield of California Medical
Director.

Generally, hospitals within the Blue Shield Major Organ/Bone Marrow Transplant Network assume financial
responsibility for all inpatient and outpatient facility, professional, and other services and supplies provided in
connection with a major organ or bone marrow transplant during a “global case rate period,” when these
services are provided at or by the transplant center. If these services cannot be provided at or by the transplant
center (i.e., Acute Rehabilitation, Home Health Care, etc.) financial responsibility for professional and facility
services are typically allocated between Blue Shield and the IPA/medical group as all other non-transplant
related services.

The exact duration of the global case rate period and the specific services and supplies for which the hospital
assumes financial responsibility vary based on such things as the specific type of transplant and the terms of
the hospital’s contract with Blue Shield. Financial responsibility for professional and facility services provided
before and after the global case rate period is typically allocated between Blue Shield and the IPA/medical
group in the same manner as all other non-transplant-related services.

Please reference the Division of Financial Responsibility (DOFR) that is part of your contract for more
information regarding allocation of financial responsibility.

For more information regarding the specific services for which a hospital has assumed financial responsibility
during the global case rate period, please contact the Transplant Medical Care Solutions Team at

(800) 637-2066, extension 841-1130. You may also contact the Transplant Medical Care Solutions Team for
information on Transplant network hospitals and their applicable transplant categories.
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2.8 Benefits and Benefit Programs

Wellness and Prevention Programs

Blue Shield offers member-directed health improvement programs. Blue Shield’s mission is to support a
member’s access to high quality care and facilitate participation in managing his or her own health. Blue
Shield actively encourages providers to become familiar with these programs so they can assist members in
learning about and taking advantage of these services. Blue Shield offers the following preventive health and
wellness initiatives:

Diabetes Prevention Program

The Diabetes Prevention Program helps members who are at risk of type 2 diabetes lose weight and adopt
healthy habits. The program includes 16 weekly sessions over the span of six months, followed by monthly
maintenance sessions during which members will learn new ways to eat healthier, increase activity, and
manage challenges with help from a personal health coach and a small support group. The program is
embedded in the Wellvolution platform and can be accessed by enrolling in Wellvolution at wellvolution.com.

LifeReferrals 24/7°M
(800) 985-2405

A phone call connects members with a team of advisers who can help them with personal, family, and work
issues. They will be guided to the appropriate professional, depending on their needs. Some of the services
offered are:

« Legal and financial — Members can connect with a financial coach on money matters or an attorney on
a variety of legal services. Members may be eligible to receive a 60-minute legal consult and two 30-
minute financial consults at no cost to them.

« Personal challenges including relationship problems or coping with grief — Members can talk to a
referrals specialist and set up three face-to-face sessions with a licensed therapist in any six-month
period at no cost to them.

«  Work/life resources — Members can consult with a specialist who can provide useful information and
referrals to a wide range of resources, such as educational programs, adult and elder care, childcare,
meal programs, relocation services, transportation, and more.

The LifeReferrals 24/7 team is available to discuss your patients’ concerns and guide them to possible
solutions anytime, day or night, at (800) 985-2405. All of the services and referrals to resources are treated
confidentially.
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2.8 Benefits and Benefit Programs

Wellness and Prevention Programs (contd.)

NurseHelp 24/7°M
(877) 304-0504

Members can access a registered nurse anytime, day or night, seven days a week, 365 days a year at no cost by
phone at (877) 304-0504 or online, www.blueshieldca.com. Experienced nurses are ready to answer questions,
listen, and provide members with information that can help them choose the most appropriate level of care for
their situation. The nurses are trained to offer callers:

« Health information — Better understanding of health concerns and chronic conditions, education about
possible treatment options to help patients make informed decisions and suggestions for preparing for
doctor appointments.

« Healthcare assistance — Guidance in understanding and choosing the most appropriate types of health
care such as hospital, urgent care center, doctor visit, or home treatment. Assistance with questions
about medical tests, medications and living with chronic conditions.

« Preventive and self-care measures — Helpful tips for taking care of minor injuries at home, such as a
twisted ankle or a common illness like a cold or the flu.

« Online nurse help — One-on-one personal Internet dialogue with a registered nurse 24 hours a day,
seven days a week. Members get immediate answers to their general health questions and research
assistance. The online nurses can also refer members to health information, resources, and member
programs on blueshieldca.com.

NurseHelp 24/7 is designed to complement, not replace the care you provide to your patients.

Preventive Health Guidelines

Blue Shield’s Preventive Health Guidelines are based on nationally recommended guidelines for screening
examinations, immunizations, and counseling topics for healthy individuals, as well as for individuals at risk
for disease. These guidelines are updated and distributed annually to members via blueshieldca.com. Clinical
reference sources include the US Preventive Services Task Force (USPSTF) Guide to Clinical Preventive
Services, American Academy of Pediatrics, the Advisory Committee on Immunization Practice, and the Health
Resources and Services Administration Women’s Preventive Services Guidelines.

Guidelines available in both English and Spanish are located on Provider Connection at Preventive health
guidelines | Blue Shield of CA Provider (blueshieldca.com).
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2.8 Benefits and Benefit Programs

Wellness and Prevention Programs (contd.)

Preventive Health Services Policy

Blue Shield has developed a Preventive Health Services Policy as a result of the Affordable Care Act (ACA)
of the health reform legislation, adopting United States (US) Preventive Services Task Force (USPSTF)
recommendations; the US Department of Health and Human Services, Health Resources and Services
Administration (HRSA) recommendations for infants, children, adolescents, and women; immunizations
recommended by the Advisory Committee on Immunization Practices (ACIP) of the Centers for Disease
Control and Prevention (CDC); American Academy of Pediatrics/Bright Futures/Recommendations for
Pediatric Preventive Healthcare; and additional requirements mandated by the state of California. This policy
applies to new and renewing members.

Preventive care services are those provided for the early detection of disease when no symptoms are present.
These services, when criteria are met and the primary reason for the visit is preventive care, will be provided
under the preventive care services benefits with no cost-sharing to the member when applicable procedure and
diagnosis codes are billed together. When a preventive service is provided during a non-preventive visit, the
entire visit will be provided under the medical benefit of the member’s plan, and cost-sharing may apply per
member benefits.

Wellness Discount Programs

To make it easier for members to take care of themselves, Blue Shield offers a wide range of member
discounts on popular programs that can help them save money while they get healthier, including:

e Fitness Your Way by Tivity — With four different gym packages to choose from, including a digital
only package, members have access to thousands of well-known fitness locations near home, work, or
when traveling nationwide all for a low one time initiation fee and a low monthly cost. Simply visit
fitnessyourway.tivityhealth.com/bsc to enroll.

e Alternative Care Discounts — 25% savings on acupuncture, chiropractic services, and therapeutic
massage services from practitioners participating with the ChooseHealthy® program.

e LASIK surgery — Discounts on LASIK surgery through QualSight LASIK, and LASIK and PRK
surgery through NVISION, Inc.

e Discount Vision Program — Discounts on vision exams, frames and lenses, contacts lenses, and
more.
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2.8 Benefits and Benefit Programs

Wellness and Prevention Programs (contd.)

Wellvolution

Wellvolution focuses on things that make our members happier and healthier. The platform offers digital and
in-person whole health programs designed to give our members a way to go beyond just doctors and
prescriptions and live their best life. There are over 10 programs to choose from, ranging from general well-
being, to supporting stress, sleep, and other mental health concerns, to helping members prevent or treat and
reverse the course of serious chronic conditions. With the right tools, coaching, nutrition counseling and health
professional support, members can succeed with small changes today to make a big difference for a healthier
tomorrow.

Once the member receives their Blue Shield member ID card, they can go to Wellvolution.com to set up their
profile, preferences and pick programs. Wellvolution customizes the path to better health, matching the
member with programs and popular apps that are personalized and have proven results, at no extra cost.

The following programs are offered through Wellvolution:

e Well-Being Programs — A hand-selected set of proven general well-being programs, designed to help
generally healthy members achieve their health goals of sleeping better, lowering stress, exercising
more, eating better, or quitting smoking.

¢ Mental Health Programs — To support our members in achieving optimal whole person health, our
mental health programs are perfect for members that are seeking opportunities to incorporate everyday
mindfulness into their daily lives to reduce stress, increase resilience, and get a better night’s rest as
well as for members seeking support for low- to moderate- anxiety or depression. Programs include
guided meditations, sleepcasts, mindfulness exercises, 24/7 Behavioral Health coaching, personalized
care plan, and more.

o Weight Loss Programs — Programs specifically designed to help you make changes that fit your
lifestyle and promote a healthy weight. You can lose weight and keep it off with coaching support and
a personalized step by step plan on how to decrease cravings, hunger, and weight without dieting.
Most members see an average loss of 3-4 Ibs. per week and improvement in their quality of life across
the board.

e Disease Prevention Programs — Targeting reduction of risk for type 2 diabetes and heart disease,
prevention programs provide you with a health coach and an individualized plan that meet your
unique needs and address several areas of your life, including physical activity, nutrition, sleep, and
stress management. Most members see a reduction in medications they take, as well as normalization
of blood sugar and blood pressure.

e Chronic Condition Reversal Programs — Turn back the clock and reverse the course of chronic
conditions like hyperlipidemia, hypertension, type 2 diabetes and more with the support from
physician, health coaches and a supportive patient community. Our high touch reversal programs,
often incorporating in-person or digital coaching options, are focused on normalization of A1C levels,
weight, and blood pressure, as well as elimination of medication dependence in a matter of weeks.

All Wellvolution programs are 100% covered by Blue Shield of California.
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2.8 Benefits and Benefit Programs

Pharmaceutical Benefits

Drug Formulary

The Blue Shield of California Drug Formulary (formulary), approved by the Blue Shield of California
Pharmacy and Therapeutics (P&T) Committee, is designed to assist physicians in prescribing medically
appropriate, cost-effective drug therapy.

The formulary contains medications approved by the Food & Drug Administration (FDA) which have been
reviewed for safety, efficacy, bio-equivalency, and cost. The P&T Committee is the governing committee
responsible for oversight and approval of policies and procedures pertaining to formulary management, drug
utilization, pharmacy-related quality improvement, educational programs and utilization management
programs, and other drug issues related to patient care. The Committee determines clinical drug preference for
formulary inclusion, medication coverage policies and clinical coverage requirements based on the medical
evidence for comparative safety, efficacy, and cost when safety and efficacy are similar. The voting members
of the P&T Committee are practicing physicians and pharmacists in the Blue Shield network who are not
employees of Blue Shield. The P&T Committee meets on a quarterly basis.

The formulary applies to members with outpatient prescription drug benefits through Blue Shield. Some drugs
require prior authorization to determine medical necessity or to ensure safe use of a drug. Providers are
encouraged to use the formulary to optimize drug benefits for our members, and to help them minimize their
out-of-pocket expenses.

Blue Shield offers coverage for different types of outpatient prescription drugs. Drugs are placed into
formulary drug tiers, and member cost-share (copayment or coinsurance) for covered medications varies by
tier.

For drugs that require prior authorization or an exception to benefit or coverage rules, coverage decisions are
based on the medication coverage policies approved by Blue Shield’s P&T Committee and the following will
be considered during the review for coverage and will be approved if satisfied:

1. The requested drug, dose, and/or quantity are safe and medically necessary for the specified use.

2. Prior use of formulary alternative(s) or required prescription drugs have not achieved therapeutic
goals (drug was discontinued due to lack of efficacy or effectiveness, diminished effect, sub-
optimal results, or an adverse reaction) or are inappropriate for the specific member’s situation.

Treatment is stable on the prescribed drug.

4. Relevant clinical information provided with the authorization request supports the use of the
requested medication over formulary drug alternatives. This includes:

a. Formulary drugs alternatives are expected to be ineffective or are likely or expected to cause
an adverse reaction or physical or mental harm based on the characteristics of the member’s
known clinical characteristics and history of the member’s prescription drug regimen.

b. Formulary drug alternatives are not clinically appropriate because they are expected to do any
of the following:

i. Worsen a comorbid condition.
ii. Decrease the capacity to perform daily activities.
iii. Pose a significant barrier to adherence or compliance.
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2.8 Benefits and Benefit Programs

Pharmaceutical Benefits (contd.)

Drug Formulary (contd.)
Commercial Plans

Pharmacy Benefit Medications: Providers can submit a prior authorization request electronically by utilizing
one of our contracted electronic prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers
also have the option to complete and fax the California Prescription Drug Prior Authorization or Step Therapy
Exception Request Form 61-211 (Revised 12/2016) to (888) 697-8122. This form is available on
blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior authorization
forms. Providers may also submit prior authorization requests online by going to blueshieldca.com/provider
under Authorizations then Request pharmacy authorization or Request pharmacy prior authorization
electronically to submit a prior authorization request through an ePA vendor.

Providers have the alternate option to use AuthAccel to complete, submit, attach documentation, track status,
and receive determinations for pharmacy prior authorizations. Registered users may access the tool, in the
Authorizations section, after logging into Provider Connection at blueshieldca.com/provider. When providers
submit requests via AuthAccel, it is not necessary for them to complete a separate California Prescription Drug
Prior Authorization or Step Therapy Exception Request Form (61-211), as the required information is built
into the tool.

Medicare Plans

The Centers for Medicare & Medicaid Services (CMS) compiles a “Preclusion List” of prescribers,
individuals, and entities that fall within either of the following categories: (a) are currently revoked from
Medicare, are under an active reenrollment bar, and CMS determines that the underlying conduct that led to
the revocation is detrimental to the best interests of the Medicare program; or (b) have engaged in behavior for
which CMS could have revoked the prescriber, individual, or entity to the extent applicable if they had been
enrolled in Medicare, and CMS determines that the underlying conduct that would have led to the revocation is
detrimental to the best interests of the Medicare program. CMS makes the Preclusion List available to Part D
prescription drug plans and Medicare Advantage plans. Plans are required to deny payment for claims
submitted by or associated with prescriptions written by prescribers and providers on the list. Full enforcement
of the Part C and D prescriber exclusion list requirement began on January 1, 2019.

Providers can submit a prior authorization request electronically by utilizing one of our contracted electronic
prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers also have the option to request a
prior authorization or exception request by faxing a Medicare Coverage Determination Request Form
(available at blueshieldca.com/provider) to (888) 697-8122 or via phone to (800) 535-9481 Monday through
Friday, 8:00 a.m. until 6:00 p.m. PST, excluding holidays.

Providers have the alternate option to use AuthAccel to complete, submit, attach documentation, track status,
and receive determinations for pharmacy prior authorizations. Registered users may access the tool, in the
Authorizations section, after logging into Provider Connection at blueshieldca.com/provider. When providers
submit requests via AuthAccel, it is not necessary for them to complete a separate Medicare Coverage
Determination Request Form, as the required information is built into the tool.
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2.8 Benefits and Benefit Programs

Pharmaceutical Benefits (contd.)

Drug Formulary (contd.)

Once all required supporting information is received, a coverage decision, based upon medical necessity, is
provided within the following timelines:

« Commercial plans within 24 hours for urgent requests and 72 hours for standard requests.
« Medicare Part D plans within 24 hours for an expedited review and 72 hours for standard requests.

Specialty Drugs are covered at a copayment or coinsurance and most require prior authorization for coverage.
Specialty Drugs are available through a Blue Shield Network Specialty Pharmacy.

The most current version of Blue Shield formularies and other information about Blue Shield prescription drug
benefits and pharmacies can be accessed on blueshieldca.com in the Provider Connection or Pharmacy
sections or by calling (800) 535-9481.

Note: Different drug formularies apply depending on the member’s plan.
Mandatory Generic Drug Policy

In general, generic drugs should be prescribed whenever possible to help keep the member’s out-of-pocket
costs low. We recommend that physicians indicate or write Generic Substitution Permitted/OK on the
prescription to inform the pharmacist to fill with a generic equivalent if available. Even when there is no
generic equivalent for a brand-name drug, consider prescribing an alternative drug in the same class that is
available as a generic. Most FDA-approved generic drugs are covered on the formulary. Transmitting a
prescription using e-Prescribing technology provides the best method for determining and prescribing available
generic equivalents and alternatives covered on the drug formulary.

If a brand name drug is dispensed when a generic is available upon request of the member or prescriber, the
member may be responsible for paying the difference between the cost of the brand name drug and its generic
equivalent, in addition to the associated drug copayment. Exceptions may be granted to cover the brand name
drug at a plan copayment if medically necessary and use of the generic equivalent is not clinically appropriate
for the individual patient.

Information about covered generic drugs on the formulary can be accessed on blueshieldca.com in the
Provider Connection or Pharmacy sections.

Mail Service Prescriptions

Members may have their prescriptions for medications taken on a regular basis, for a chronic or long-term
medical condition filled by Blue Shield’s mail service pharmacy and delivered to the location of their choice
for convenience and to optimize their copayment. Prescriptions for mail service must be prescribed for a
quantity to cover up to a 90-day supply. Prescriptions can be sent electronically, by phone, or by fax.

Information about contacting Blue Shield’s mail service provider can be accessed on
blueshieldca.com/provider under Guidelines & resources and then Drugs and pharmacy.
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2.8 Benefits and Benefit Programs

Pharmaceutical Benefits (contd.)

Drug Formulary (contd.)
Specialty Drugs

Specialty Drugs are drugs that may require special handling or manufacturing processes, coordination of care,
close monitoring, or extensive patient training for safe self-administration that generally cannot be met by a
retail pharmacy and are available at a Network Specialty Pharmacy. Specialty Drugs may also be drugs
restricted by the FDA or drug manufacturer to prescribing by certain physicians or dispensing at certain
pharmacies. A Network Specialty Pharmacy provides up to a 30-day supply of Specialty Drugs by mail or,
upon a member’s request, at an associated retail pharmacy for pickup.

o The list of Specialty Drugs and information about Network Specialty Pharmacies may be accessed at
blueshieldca.com.

e New prescriptions for Specialty Drugs should be sent to a Network Specialty Pharmacy.

e Specialty Drugs may be dispensed by any willing pharmacy for Medicare Part D plans.

Pharmaceuticals in the Medical Benefit

Drugs approved by the Food and Drug Administration (FDA) and covered under a Blue Shield member’s
medical benefit are generally those that are incident to a medical service, administered by a healthcare
professional in a provider office, outpatient facility, infusion center, or by home health/home infusion (not self-
administered by the patient). Some medical benefit drugs may require prior authorization and step therapy for
coverage based on medical necessity. Additional authorization for select medical drugs may also be required
for the administration of the drug at an outpatient hospital facility site in addition to authorization of coverage
for the drug.

For drugs that require prior authorization or an exception to step therapy requirements, coverage decisions are
based on the medication coverage policies approved by Blue Shield’s P&T Committee and the following will
be considered during the review for coverage:

1. The requested drug, dose, and/or quantity are safe and medically necessary for the specified use.

2. Prior use of step therapy alternative(s) has not achieved therapeutic goals or are inappropriate for
the specific member’s situation.

3. Treatment is stable and a change to an alternative treatment may cause clinical decompensation or
immediate harm.

4. Relevant clinical information provided with the authorization request supports the use of the
requested medication over step therapy drug alternative(s). This includes:

a. Step therapy drug alternatives are expected to be ineffective or are likely or expected to cause
an adverse reaction or physical or mental harm based on the characteristics of the member’s
known clinical characteristics and history of the member’s prescription drug regimen.

b. Step therapy drug alternatives are not clinically appropriate because they are expected to do
any of the following:

i. Worsen a comorbid condition.
ii. Decrease the capacity to perform daily activities.
iii. Pose a significant barrier to adherence or compliance.
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2.8 Benefits and Benefit Programs

Pharmaceutical Benefits (contd.)

Pharmaceuticals in the Medical Benefit (contd.)

Blue Shield requires that all delegated IPA/medical groups adhere to Blue Shield Medication Policies which
may include step therapy and site of administration criteria. High-cost medications including CAR-T and Gene
Therapy are subject to Blue Shield review for coverage according to Blue Shield Medication Policy regardless
of if utilization management is delegated to the IPA/medical group. Refer to the Section 5.1 Prior
Authorization.

The Blue Shield Pharmacy and Therapeutics Committee (P&T) reviews formulary recommendations for drugs
quarterly and determines medication coverage policies and requirements for drugs requiring prior
authorization. Medication coverage policies for medical benefit drugs can be found on Provider Connection at
blueshieldca.com/provider. Once you have logged on, select Authorizations, Clinical policies and guidelines,
then Medical policies & procedures. For Blue Shield Medicare Advantage HMO plan Members, Blue Shield
follows Medicare guidelines for risk allocation, Medicare national and local coverage guidelines, and Blue
Shield Medication Policy.

Childhood Immunizations

All childhood immunizations first recommended for use by the Advisory Council on Immunization Practices
(ACIP) or the American Academy of Pediatrics (AAP) on or after January 1, 2001 will become the full
financial responsibility of Blue Shield unless an IPA/medical group agrees to accept financial responsibility.
Childhood immunizations that were part of the ACIP recommendation schedule prior to January 1, 2001 and
the cost of vaccine administration are both the financial responsibility of the IPA/medical group. Please note
that new combination vaccines of previously recommended immunizations or changes to dosing frequency or
age restrictions will not be included in this classification unless they represent a material change in cost under
a current contract. Claims must be submitted by the IPA/medical group, not the individual participating
providers, for reimbursement regardless of financial responsibility. Please refer to Section 4.4 for encounter
and claims processing procedures.

Section 2.8 Page 14 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023


http://www.blueshieldca.com/provider

2.8 Benefits and Benefit Programs

Pharmaceutical Benefits (contd.)
Pharmaceuticals in the Medical Benefit (contd.)

Office/Facility-Administered Medications

For some IPA/medical group commercial contracts, Blue Shield identifies and maintains a separate financial
risk classification as dictated by the Richman Injectable List for certain (a) office-administered, (b) high-cost,
(c) chemotherapy, and (d) chemotherapy and supportive/adjunctive injectable drugs. Medications are updated
to these various risk allocation classifications on a quarterly basis when CMS assigns the drug its unique
HCPCS code. Please refer to your Division of Financial Responsibility (DOFR) for the classification (s) of
drugs that are currently contractually carved out to Blue Shield. This policy does not apply to the Medicare
Advantage product, as all IPA/medical groups are capitated on a percent of premium methodology, which is
presumably self-adjusting and for which we follow Medicare guidelines in risk allocation.

Regardless of financial risk classification, the IPA/medical group is responsible for reimbursing providers for
these medications directly. The IPA/medical group shall submit encounters to Blue Shield. When Blue Shield
has risk for drugs on the Richman Injectable List, as defined in the IPA/medical group’s contract, the
IPA/medical group shall submit encounters to Blue Shield for reimbursement at rates set forth in the
IPA/medical group’s contract with Blue Shield. Encounters for these medications shall be submitted by the
IPA/medical group, not the individual participating providers, with the appropriate National Drug Code (NDC)
and HCPCS code. Please refer to Section 4.4 Claims for Medical Benefit Drugs for encounter and claims
processing procedures.

For reimbursement of medications administered at an outpatient facility, select drugs may require site of
service medical necessity authorization for coverage in addition to the authorization of the drug.

The criteria for classification of High-Cost injectables includes those FDA-approved in 1998 or later with an
estimated treatment cost per patient at or above $10,000 average wholesale price (AWP) per year. For newly
released drugs, the high-cost drug classification is based on average weight or body surface area of adult males
and females based on the FDA approved dosage. A validation and reconciliation of the high-cost category will
be conducted annually based on the previous years’ Blue Shield utilization data using updated AWP pricing
information and historical claims data to determine average dosing including duration of therapy. The
validation process will determine if specific drugs are removed or added to the high-cost drug category based
on actual claims experience which reflects aggregate drug utilization for Blue Shield members. The high-cost
drug category does not take into consideration differences in weight, weight, dosage, or specific duration of
therapy at a member level since many drugs are weight based. A complete list of High-Cost Injectables and
corresponding HCPCS Codes that meet the classification criteria is posted quarterly on Provider Connection at
blueshieldca.com/provider under Claims, then Policies & guidelines, then Medications. You may also contact
your Provider Relations Coordinator for a listing.
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3.1 Enrollment and Eligibility

Introduction

This section describes Blue Shield's HMO enrollment procedures, eligibility criteria and processes for
communicating enrollment and eligibility information to IPA/medical groups. It also describes Blue Shield's
HMO service delivery rules and the importance of the member’s primary care physician (PCP) to follow these
rules.

Note: For enrollment and eligibility information on Blue Shield’s Medicare Advantage
plans, see Section 6.

Initial Enrollment

Eligible members who select the Blue Shield Access+ HMO® or the Blue Shield Added Advantage POS®M
(Point-of-Service) group plan must complete an HMO enrollment application during the initial enrollment
period. Each member and each dependent are required to reside or work in Blue Shield’s HMO service area to
ensure access to care and must include their primary care physician choice on the enrollment application. If an
invalid PCP or no PCP is selected, the member will be assigned a PCP.

Blue Shield also offers the HMO Trio Plans for Individuals and Families (IFP). As with our employer
sponsored plans, each member of the family must live or work in Blue Shield’s HMO service area to ensure
access to care. Off-exchange applicants aged 19 or older must meet underwriting criteria in order to enroll in
an individual or family plan. All primary care physicians are assigned at the time of enrollment, but the
member has the option to change the Blue Shield-designated primary care physician.

If the Commercial Blue Shield Access+ HMO subscriber or dependent no longer lives or works in Blue
Shield’s HMO service area, they may be subject to a plan change. This can be considered a qualifying event
depending on the availability of other group employer plans and eligibility rules set by the employer. Special
arrangements may be available for dependents of employer group subscribers who are full-time students or do
not live in the subscriber’s home. Member Services will assist these dependents to enroll under the BlueCard
Away From Home Care Program®.
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3.1 Enrollment and Eligibility

Member Eligibility and Coverage

Blue Shield's standard eligibility and coverage requirements for members and dependents are outlined below.

Note: Specific employer groups may have different negotiated eligibility provisions in
their health plan.

Members are defined as either a subscriber or dependent and are:

Employees who are enrolled in an Access+ HMO Group Plan or Blue Shield POS Group Plan after
satisfying their employers' eligibility requirements. Spouses, domestic partners, and dependent
children who are covered by the subscriber’s contract are eligible at the same time. Generally,
enrollment becomes effective on the date specified by the employer, which is usually the first day of
the month following the group’s open enrollment period. Coverage is effective at 12:01 A.M. Pacific
Standard Time on the established date.

Newly hired or transferred employees who become eligible at any time other than during the annual
open enrollment must complete the Blue Shield enrollment form within 31 days of becoming eligible.
If employees do not enroll themselves or their eligible dependents during an open enrollment period or
within 31 days of becoming eligible, they must generally wait until the next open enrollment period to
enroll (with some limited exceptions, as mandated by California law or as otherwise permitted in the
employer’s group health service contract).

Individuals who are enrolled in the Blue Shield HMO Trio IFP and have been accepted for
membership by Blue Shield’s Medical Underwriting Department if required. The effective date for
coverage under this plan is assigned by Underwriting.

Dependents are defined as:

1.

A subscriber’s legally married spouse who is:

a) Not covered for benefits as a subscriber; and
b) Not legally separated from the subscriber; or,

A subscriber’s domestic partner who is not covered for benefits as a subscriber; or,

A child of, adopted by, or in legal guardianship of the subscriber, spouse, or domestic partner. This
category includes any stepchild or child placed for adoption or any other child for whom the
subscriber, spouse, or domestic partner has been appointed as a non-temporary legal guardian by a
court of appropriate legal jurisdiction, who is not covered for benefits as a subscriber, is less than 26
years of age, has been enrolled and accepted by Blue Shield of California as a dependent, and has
maintained membership in accordance with the contract.

Note: Children of dependent children (i.e., grandchildren of the subscriber, spouse, or domestic
partner) are not dependents unless the subscriber, spouse, or domestic partner has adopted or
is the legal guardian of the grandchild.
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3.1 Enrollment and Eligibility

Member Eligibility and Coverage (contd.)

Dependent (cont’d.)

4. If coverage for a dependent child would be terminated because of the attainment of age 26, and the
dependent child is disabled, benefits for such dependent will be continued upon the following
conditions:

a) The child must be chiefly dependent upon the subscriber, spouse, or domestic partner for support
and maintenance;

b) The subscriber, spouse, or domestic partner submits to Blue Shield a Physician's written
certification of disability within 60 days from the date of the employer's or Blue Shield's request;
and

c) Thereafter, certification of continuing disability and dependency from a physician is submitted to
Blue Shield on the following schedule:

i.  Within 24 months after the month when the dependent would otherwise have been
terminated; and

ii. Annually thereafter on the same month when certification was made in accordance with item
4 (a) above. In no event will coverage be continued beyond the date when the dependent child
becomes ineligible for coverage under this plan for any reason other than attained age.

5. AB 570 requires an individual health plan/policy that provides dependent coverage to make dependent
coverage available to a parent or stepparent who meets the definition of a qualifying relative under
Section 152(d) of Title 26 of the United States Code and who lives or resides within the health care
service plan’s service area.

a) The bill redefines “dependent” under both the Health and Safety Code and the Insurance Code to
include the “parent or stepparent” of an individual, subject to applicable terms of the health
benefit plan.

b) Under Section 152(d) of Title 26 of the United States Code, the term “qualifying relative” means,
with respect to any taxpayer for any taxable year, an individual:

i. who bears a relationship to the taxpayer described in the statute, including parent or
stepparent,

ii. whose gross income for the calendar year in which such taxable year begins is less than the
exemption amount (as defined in 26 USC Section 151(d), currently listed as $2000),

iii. with respect to whom the taxpayer provides over one-half of the individual’s support for the
calendar year in which such taxable year begins, and

iv. who is not a qualifying child of such taxpayer or of any other taxpayer for any taxable year
beginning in the calendar year in which such taxable year begins.

Domestic Partners - Blue Shield’s Access+ HMO or Blue Shield POS Group plans include spouse-equivalent

dependent coverage for domestic partners and their children as required by law. Although not required by law,
Blue Shield’s HMO Trio Plan for Individuals and Families (IFP) also includes coverage for domestic partners
and their children.
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3.1 Enrollment and Eligibility

Member Eligibility and Coverage (contd.)

Premium Payment Policy

The member is responsible for payment of premiums to Blue Shield. Blue Shield does not accept direct or
indirect payments of premiums from any person or entity other than the member, his or her family members or
a legal guardian, or an acceptable third party payor, which are:

e Ryan White HIVV/AIDS programs under Title XXV of the Public Health Services Act;
¢ Indian tribes, tribal organizations, or urban Indian organizations;

o Alawful local, State, or Federal government program, including a grantee directed by a government
program to make payments on its behalf; and

¢ Bona fide charitable organizations and organizations related to the member (e.g., church or employer)
when all of the following criteria are met: payment of premiums is guaranteed for the entire plan year;
assistance is provided based on defined financial status criteria and health status is not considered; the
organization is unaffiliated with a healthcare provider; and the organization has no financial interest in
the payment of a health plan claim. (Financially interested institutions/organizations include
institutions/organizations that receive the majority of their funding from entities with a financial
interest in the payment of health insurance claims, or institutions/organizations that are subject to
direct or indirect control of entities with a financial interest in the payment of health insurance claims.)

Upon discovery that premiums were paid directly or indirectly by a person or entity other than the member or
an acceptable third party payor, Blue Shield has the right to reject the payment and inform the member that the
payment was not accepted and that the premiums remain due. Payment of member premiums by a Blue Shield
contracted provider represents a material breach of the provider’s agreement. Please note that processing any
payment does not waive Blue Shield’s right to reject that payment and future payments under this policy.
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3.1 Enrollment and Eligibility

Member Identification (ID) Cards

Subscribers who are enrolled in a Blue Shield Access+ HMO, HMO Trio, or Added Advantage POS Plan are:

Notified of their Blue Shield coverage
Provided an Evidence of Coverage (EOC) booklet describing their benefits

Mailed ID cards or are issued cards electronically, depending on the member’s preference

The Blue Shield ID card is generally issued prior to the member’s effective date. Additionally, an ID card is
reissued each time:

A member’s name or the subscriber’s ID number changes

A group or individual’s benefit plan changes or the group humber changes
A new primary care physician is selected or designated

A dependent is added or deleted

A primary care physician changes IPA/medical group affiliation

A change in office visit copayment

A change in ID card information

The ID card contains the following information:

Subscriber’s name and identification number

Employer/Individual group number or IFP number

Member's effective date of coverage in their current benefit selections

Names of the subscriber’s enrolled dependents

Names, telephone numbers and IPA/medical group affiliation of the primary care physician selected
by the subscriber and dependents and their effective dates, including an “A+” designation for
IPA/medical groups who participate in Access+Specialist.

Subscriber/Member copayment for office visits

Subscriber’s language preference if other than English

Blue Shield of California’s Members Services phone number
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3.1 Enrollment and Eligibility

Enrollment Changes

Adding, Deleting, or Transferring Dependents

All employer group plan changes (except primary care physician change requests) affecting the enrollment of
employees and their dependents must be submitted by the employee to the employer group before being
processed by Blue Shield within 31 days from the date of the following changes:

A new dependent is added due to marriage or domestic partnership
A birth or adoption
A death of a dependent

A dependent's health benefits are covered by another health plan

IFP members must complete and send a “Member Change Request Form” to Blue Shield.

Terminating Coverage

Refer to Provider Requests to Transfer or Disenroll Commercial Members (further in this section), for Blue
Shield’s policy for involuntary transfer or disenrollment of members.

In general, coverage for group or IFP subscribers and dependents terminates when any of the following occurs:

1. The employer group contract terminates.

2. Group member retires or leaves employment (subject to disability, leave of absence and Consolidated
Omnibus Budget Reconciliation Act (COBRA) provisions), unless the employer group purchased
retiree coverage.

3. Nonpayment of dues.

4. Dependent ceases to qualify as dependent. Dependent may be eligible for COBRA.

6. Subscriber fails to pay any applicable copayments and continues not to pay after
written notice by the plan.

7. Member makes repeated and unreasonable demands for unnecessary medical services and continues to
do so after written notice by the IPA/medical group or by plan.

8. Member violates any provision of the service contract, and such violations continue after written
notice by the plan.

9. Blue Shield determines that the subscriber or dependent committed fraud or intentionally
misrepresented any material facts during or after enrollment after written notice was sent.

10. Member moves out of the Blue Shield of California HMO service area. Members under group
employer plans may be able to transition to an applicable out of state plan if available by the
employer. Subject to eligibility rules and Blue Shield guidelines.

11. IFP member requests to terminate their coverage.
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3.1 Enrollment and Eligibility

Enrollment Changes (contd.)
Coverage After Termination

Group Benefits

A group member may be eligible for one of the following types of continued coverage under the terms of the
group health plan when eligibility for group coverage would otherwise terminate:

e Federal COBRA
e Cal-COBRA (for employer groups with less than 20 employees)

e Cal-COBRA for individuals who have exhausted benefits totaling less than 36 months under federal
COBRA

e Extension of benefits for a “Totally Disabled” member

The IPA/medical group should contact Blue Shield's Provider Customer Service at (800) 541-6652 for
additional information about coverage under these extended benefit options.

Blue Shield will notify and capitate the IPA/medical group for any members with extended benefits. The
IPA/medical group will continue to provide all medically necessary services.

Note: For members receiving coverage under the extension of benefit for a “Totally Disabled” member,
services are limited to only those services necessary to treat the disabling condition.

Individual Coverage Options

Subscribers and their dependents who are no longer eligible for group coverage may apply for a Blue Shield
HMO Trio Plan or a PPO Individual Family Plan (IFP) by completing an IFP application.
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3.1 Enrollment and Eligibility

Eligibility Verification
For routine eligibility verification for commercial members, the IPA/medical group may:

e Log onto Provider Connection at blueshieldca.com/provider for current and historical eligibility and
benefit information that is updated daily.

e  Check the member’s ID card; if verifying for Blue Shield Access+ HMO eligibility, check for an
“A+” designation next to the name of the IPA/medical group.

e Check the most current monthly eligibility report (see information below).

If eligibility cannot be verified, the provider should obtain written verification that the member agrees to
accept financial responsibility if not eligible for Blue Shield coverage.

The provider may use his/her own office form or Blue Shield’s Member Acknowledgment of Financial
Responsibility Form for this purpose. A copy of this form can be found on Provider Connection at
blueshieldca.com/provider under Guidelines & resources, Forms, then Patient care forms.

In the event the IPA/medical group makes reasonable efforts to confirm eligibility of a member and reasonably
relies on the information obtained, the IPA/medical group may seek payment from Blue Shield for these
services. For more on procedures to follow when seeking payment under this circumstance, see Section 4.

Monthly Eligibility Reports

As a cost-effective measure, Blue Shield provides the Combined Eligibility/Capitation Report and the
Eligibility Adds and Termination Report only in electronic format. Receiving eligibility information
electronically enables IPA/medical groups to use and sort the information in many ways to meet their specific
reporting needs.

Blue Shield distributes these eligibility reports via Blue Shield secure email or SFTP to all IPA/medical groups
no later than the tenth of each calendar month. For details on the file formats, refer to Appendix 3-A and 3-B in
the back of this manual.

Both reports include the member’s name and identification number, the member's primary care physician name
and identification number, as well as the activity code for all member status changes. The files also include the
member’s group number and Product IDs. The Product IDs are codes that identify the member’s standard
office visit copayments. Product IDs and Physician Office Copayment Guides are forwarded each month along
with the Combined Eligibility/Capitation Reports.
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3.1 Enrollment and Eligibility

Member Primary Care Physician Selection, Assignment, and
Change

Member Primary Care Physician Selection

Commercial members must select a primary care physician (PCP) from Find a Doctor on blueshieldca.com
during enrollment. If an invalid PCP or no PCP is selected, the member will be assigned a PCP. Each family
member may select a different PCP, including pediatricians for children. Family members may have the same
PCP, different PCPs within the same IPA/medical group, or PCPs from different IPA/medical groups.

Parents are also expected to select a primary care physician for a newborn or newly adopted dependent,
preferably prior to birth or placement for adoption, but always within 31 days from the birth or placement for
adoption. The PCP must belong to the same IPA/medical group as the mother’s primary care physician when
the newborn is the natural child of the mother. If the mother or newborn is not enrolled as a member, or if the
child has been placed with the subscriber for adoption, the PCP selected must belong to the same IPA/medical
group as the subscriber. If a PCP is not selected within 31 days following the birth or placement for adoption,
Blue Shield will assign a primary care physician that belongs to the same IPA/medical group as the natural
mother or subscriber. This assignment will remain in effect for the first calendar month during which the birth
or placement for adoption occurred. To change the primary care physician after the month of birth or
placement for adoption, see the section below on member primary care physician changes. If the child is ill
during the first month of coverage, see the section below on changing a primary care physician during the
course of treatment or hospitalization.

Members are advised to call the primary care physician or go to Find a Doctor on blueshieldca.com before
submitting their enrollment applications to confirm that the PCP is still accepting new patients. If the selected
PCP is not accepting new patients but the member was already a patient of the PCP before becoming a Blue
Shield HMO member, the member may be assigned to the PCP pending the PCP’s and IPA/medical group's
approval.

Member Primary Care Physician Assignment

If a commercial member does not select a primary care physician at enrollment or makes an invalid selection,
Blue Shield will designate a PCP based on the member’s residence and PCP availability and notify the
member of the selection. The member has the option to change the Blue Shield-designated primary care
physician.
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3.1 Enrollment and Eligibility

Member Primary Care Physician Selection, Assignment, and
Change (contd.)

Member Primary Care Physician Change

Commercial and IFP members may change a primary care physician or designated IPA/medical group by
calling Blue Shield's Member Services Department at (800) 218-8601 or by logging in to their member page
on blueshieldca.com. The hearing impaired may contact Member Services through Blue Shield’s toll-free TTY
number at (800) 241-1823. These changes are generally effective on the first day of the month following
approval by Blue Shield. Members receive an updated Blue Shield ID card that reflects the primary care
physician or designated IPA/medical group change.

Once the primary care physician or designated IPA/medical group change is effective, all care must be
provided or referred by the new PCP or designated IPA/medical group, except for obstetrician/gynecologist
(OB/GYN) services provided to a female member by an OB/GYN or family practice physician in the same
IPA/medical group as the PCP, or to any member under the self-referral provisions of the Blue Shield Access+
Specialist benefit.

Voluntary IPA/medical group changes are not permitted during the third trimester of pregnancy or while
confined to a hospital. The effective date of the new IPA/medical group will be the first of the month following
discharge from the hospital, or when pregnant, following the completion of post-partum care.

Additionally, changing primary care physicians or designated IPA/medical groups during the course of
treatment may interrupt the quality and continuity of care. For this reason, the effective date of the transfer
when requested during the course of treatment or during an inpatient hospital stay will be the first of the month
following the date it is medically appropriate to transfer the member’s care to the new primary care physician
or designated IPA/medical group, as determined by Blue Shield.

Note: Exceptions must be approved by the Blue Shield Medical Director. If the Blue Shield Medical
Director approves such a change of IPA/medical group, financial responsibility will be determined by the
Division of Financial Responsibility (DOFR) detailed in the IPA/medical group contract.
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3.1 Enrollment and Eligibility

Provider Requests to Transfer or Disenroll Members

For Commercial Members

Blue Shield policies for involuntary transfer or disenrollment of members are based on Health & Safety Code
Section 1365 and California Code of Regulations Section 1300.65. Blue Shield retains sole and final authority
to review and act upon the requests from providers to transfer or terminate a member. Members are not
transferred against their will nor terminated until Blue Shield carefully reviews the matter, determines that
transfer or termination is appropriate, and confirms that Blue Shield’s internal procedures as outlined below
have been followed. All transfer requests are carefully reviewed, and care is taken to preserve member rights
against discrimination due to age, race, gender, or health status.

A Blue Shield HMO IPA/medical group may not end its relationship with a member because of his or her
medical condition or the cost and type of benefits that are required for treatment. A member who alleges that
an enrollment has been canceled or not renewed because of the member's health status or requirements for
health care services may request a review by the DMHC.

For Access+ HMO Members

Reasons for Immediate Disenrollment

A Blue Shield HMO IPA/medical group may request that Blue Shield end its relationship with a member for
cause, IMMEDIATELY after the member receives written notice for any of the following:

1. Abusive or disruptive behavior that:

a) threatens the life or well-being of plan personnel, or providers of services;

b) substantially impairs the ability of Blue Shield to arrange for services to the Member; or

c) substantially impairs the ability of providers of services to furnish services to the Member or to
other patients.

2. Providing false or misleading material information on the enrollment application or otherwise to Blue
Shield;

3. Permitting use of a Member identification card by someone other than the Subscriber or
Dependents to obtain Covered Services; or

4. Obtaining or attempting to obtain Covered Services under the Group Health Service Contract by
means of false, materially misleading, or fraudulent information, acts or omissions.

Blue Shield must review any request for an involuntary transfer request. The Blue Shield review, for most
situations, looks for evidence that the individual continued to behave inappropriately after being
counseled/warned about his or her behavior and that an opportunity was given to correct the behavior. The
provider must have made several attempts to provide counseling to the member. A minimum of three (3)
documented written warnings must be provided for consideration of an involuntary transfer request.
Counseling done by plan providers is considered informal counseling and an initial warning letter related to the
member’s behavior must also be sent by Blue Shield. Blue Shield requires documentation/medical records
from the physician group prior to sending the member an official warning letter from the plan. If the
inappropriate behavior was due to a medical condition (such as any mental health issue or a physical
disability), the provider must demonstrate that the underlying medical condition was controlled and was not
the cause of the inappropriate behavior.
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3.1 Enrollment and Eligibility

Provider Requests to Transfer or Disenroll Members (contd.)

Procedures for Transfer or Disenrollment

IPA/Medical Group Responsibilities

Before requesting to involuntarily transfer a member for cause, the primary care physician must counsel the
member verbally and in writing about the problem. Provider warning letters to the member must be sent by the
provider via certified mail or courier service to track that the warning letter was received. (A copy of the letter
must also be sent to Blue Shield Member Services Department.) If the behavior or problem continues, the
provider may request Blue Shield to take steps to counsel the member and initiate the protocols required for
the plan to involuntarily transfer the member to another provider or physician group.

Providers are required to submit all documentation related to disruptive members to Blue Shield for review.
This documentation includes:

e Documentation of the disruptive behavior, including a thorough explanation of the individual’s
behavior and how it has impacted the provider’s ability to arrange for or provide services to the
individual or other members;

e Written warning letters or counseling letters from the provider and/or the physician group showing
serious efforts have been made to resolve the problem with the individual;

o Relevant police reports or documentation of intervention by the Police Department (if applicable);

e Documentation establishing that the member’s behavior is not related to the use, or lack of use, of
medical services;

e Proof that the member was provided with appropriate written notice of the consequences of continued
disruptive behavior;

e Member information, including diagnosis, mental status, functional status, a description of his or her
social support systems, and any other relevant information; and

o Proof of effort to provide reasonable accommodations for individuals with disabilities, if applicable, in
accordance with the Americans with Disabilities Act.

The physician’s or physician group’s request for involuntary transfer or disruptive behavior must be complete.
All documentation should be submitted to Blue Shield Member Services.

Please provide Blue Shield with sufficient documentation so that Blue Shield will be able to make a decision
based on the evidence. Please send the information to the following address:

Blue Shield of California
Attention: Member Disenrollment
P.O. Box 272550

Chico, CA 95927-2550
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3.1 Enrollment and Eligibility

Provider Requests to Transfer or Disenroll Members (contd.)

Procedures for Transfer or Disenrollment (cont’d.)
Upon receipt of the transfer request and all required documentation, Blue Shield reviews the case and may:

o Decide the evidence is not sufficient to involuntarily transfer the member. The provider or physician
group (where applicable) will be notified of the plan’s determination.

o Send additional counseling letters to the member describing the behavior that has been identified as
disruptive and how it has impacted the plan’s ability to manage the individual’s care. (Note: If the
disruptive behavior ceases after the member receives notice and then later resumes, the disenroliment
process must begin again.)

e Request Medical Care Solutions intervention to assist the member in managing their healthcare.

o Transfer the member to another network provider (when the member has been provided appropriate
(30-day) written notice and there has been an irreconcilable breakdown in the patient /physician
relationship).

Note: If the transfer request is received verbally by Blue Shield from a primary care physician,
the call is transferred to the appropriate Member Services Team Leader who will request the
written documentation and forward any pertinent information to Provider Relations and
Medicare Compliance, as necessary. A verbal request will still require that the provider send
Blue Shield all written documentation related to the member’s behavior.

Blue Shield sends the provider a written notice of its decision. Please note that Blue Shield considers
counseling done by the primary care physician or physician group for Blue Shield members as informal notice
and only recognizes counseling letters sent from the health plan as formal notification to the member.

Note: Providers must work with Blue Shield to provide sufficient documentation so that Blue
Shield can send a formal warning notice to members.

o If the provider does not provide adequate documentation to substantiate an involuntary transfer
request, Member Services and/or Provider Relations contacts the provider and advises them that they
must provide additional written documentation of the issues or events that led to the transfer request.

o If Blue Shield determines that a member transfer is warranted, the member is notified in writing
(certified, return receipt) under the signature of the appropriate Blue Shield Member Services
department. The transfer notification letter informs the member of the request made by the primary
care physician and that the member can select another primary care physician in the same IPA/medical
group or (if warranted) in another IPA/medical group. The letter clearly outlines the reasons why the
request is being made and informs the member that if they do not select a new primary care physician
within 30 days of the date the letter was mailed, a new primary care physician will be selected for
them.

The member will be transferred once the written notice is given and is effective the first of the
following month. If applicable, the letter informs the member that Blue Shield may pursue involuntary
disenrollment if the events leading to the transfer reoccur. An explanation of the member’s rights to a
hearing under the Blue Shield grievance procedure is also included in the letter.
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3.1 Enrollment and Eligibility

Provider Requests to Transfer or Disenroll Members (contd.)

Procedures for Transfer or Disenrollment (cont’d.)

e When a member transfers to a new IPA/medical group, the previous provider must supply patient
records, reports, and other documentation at no charge to Blue Shield, the new IPA/medical group,
provider, or member.

e The existing primary care physician must continue to coordinate care through the date of transfer.

Blue Shield follows regulatory guidelines and retains sole and final authority to review and act upon the
requests from providers to transfer a member. Members are not transferred against their will until Blue Shield
carefully reviews the matter, determines that transfer is appropriate, and confirms that Blue Shield’s internal
procedures have been followed. All transfer requests are carefully reviewed, and care is taken to preserve
member rights against discrimination due to age, race, gender, or health status.
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Section 4: Contract Administration
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Section 4: Contract Administration
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4.1 Network Administration

Contracting Requirements for Administrative Services
Agreements (applies to MSOs or other entities)

Specific contract language requirements apply should an IPA/medical group wish to subcontract with another
entity for any administration or management function such as: utilization management, claims processing, or
credentialing. The following provisions need to be addressed in the administrative services contracts:

e The person or entity must agree to comply with all applicable state and federal laws, regulations,
regulatory guidelines, and accreditation standards.

e The person or entity must agree to comply with all Blue Shield policies and state and federal
confidentiality and member record requirements.

e The person or entity must agree to grant Health and Human Services (HHS), the Comptroller General,
the General Accounting Office (GAO), or their designees the right to audit, evaluate, inspect any
pertinent information related to the contract during the contract term, for up to ten years from the final
date of the contract period.

e The contract must clearly state the responsibilities of the administrative services provider and its
reporting arrangements.

e The contract must provide that the IPA/medical group have the right to revoke the contract if the
entity does not perform the services satisfactorily or if requisite reporting and disclosure requirements
are not otherwise fully met in a timely manner.

e The contract must acknowledge that the responsibilities performed by an administrative services entity
and/or any delegated administrative service entities are subject to monitoring by the IPA/medical
group or Blue Shield on an ongoing basis.

o If the written arrangement provides for credentialing activities the entity must meet all applicable
state, federal, and National Committee on Quality Assurance (NCQA) credentialing requirements,
including that the credentialing process will be reviewed, pre-approved, and audited by the
IPA/medical group and/or Blue Shield on an ongoing basis.

o If the written arrangement provides for the selection of providers, written arrangements must state that
Blue Shield retains the right to approve, suspend, or terminate any such arrangement.

e Contracts between the IPA/medical group and the administrative services entity that apply to services
for which Blue Shield has granted delegated status to the IPA/medical group must contain provisions
specifying delegation requirements consistent with Blue Shield delegation standards.

Contracts between the IPA/medical group and the administrative services entity agrees to hold harmless and
protect members from incurring financial liabilities that are the legal obligation of the IPA/medical group or
Blue Shield. Provider shall not take any recourse against the member, or a person acting on behalf of the
member, for services provided. This does not prohibit collection of applicable coinsurance, deductibles, or
copayments, as specified in the Evidence of Coverage. This provision also does not prohibit collection of fees
for non-covered services, provided the member was informed in advance of the cost and elected to have non-
covered services rendered.
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4.1 Network Administration

Practitioner Credentialing

See Section 5.2 for delegated credentialing guidelines.

For inclusion in the HMO network, IPA/medical group or direct-contracted practitioners must meet Blue
Shield's HMO credentialing criteria. HMO credentialing requires that practitioners:

1.

Be board-certified by the American Board of Medical Specialties (ABMS) or have satisfactorily
completed a residency in their practice specialty (except for general practitioners, who must complete
one year of postgraduate training).

Have a current, unrestricted California license to practice.

Have staff privileges at a Blue Shield-contracted hospital affiliated with the practitioner’s
IPA/medical group. (Exceptions may be made for certain physicians who do not require hospital
admitting privileges or in instances in which the IPA/medical group uses hospitalists to admit
patients). If the physician utilizes the hospitalist program, a letter of the coverage arrangement is
required to be on file.

Physicians/practitioners must maintain current professional liability insurance in the minimum
amount of $1,000,000 per occurrence and $3,000,000 annual aggregate for the practicing specialty.
Behavioral Health specialists (Ph.D., M.F.T.s, etc.) must maintain current professional liability
insurance in the minimum amount of $1,000,000 per occurrence and $1,000,000 annual aggregate.

Complete a Professional Liability Questionnaire on the application.

Be free of any Medical Board of California (MBC) restrictions and Medicare/Medicaid sanctions or
any restrictions from their issuing licensing board.

Have a current, unrestricted Drug Enforcement Agency (DEA) certificate.
Participation as a Blue Shield Medicare Advantage plan Physician requires that physicians maintain

CLIA certification/waiver certificates for any office lab work performed, participate in the Medicare
Program and be free of Medicare sanctions.

Practitioners are formally recredentialed every three years.

Practitioners are required to notify their IPA/medical group when there are changes in licensing or certification
status (i.e., state probation, liability carrier, accusation, etc.) that could affect their credentialing status.

Practitioners are required to notify their IPA/medical group and Blue Shield when the practice is closed, and
member care must be transferred.
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4.1 Network Administration

Provider Status Changes

For inclusion in the HMO network providers, which include any person licensed or certified to provide
member care, must meet Blue Shield's HMO network criteria.

Upon notification of status changes, Blue Shield will update its provider database and directories accordingly.
The IPA/medical group is required to notify Blue Shield of changes to its provider network, as follows:

e Addition of New Providers

The IPA/medical group must notify Blue Shield 30 days prior to the date a new provider is added to the
IPA/medical group. The IPA/medical group is required to send a complete practitioner profile for all
new providers participating with a relationship to the IPA/medical group.

IPA/medical groups may send new provider profiles directly to the Provider Information & Enroliment
team to be added to the network relationship.

Blue Shield will not add a provider who does not meet Blue Shield Network Criteria including
eligibility to participate in any Blue Shield networks the IPA/medical group is contracted with.

Blue Shield will not add any primary care provider geographic location outside the IPA/medical group’s
service area as set forth in the Zip Code Table in the HMO IPA/Medical Group Agreement.

e Demographic/Administrative Changes

The IPA/medical group must notify Blue Shield of demographic or administrative changes as soon as
possible for timely directory updates. Examples of these types of demographic or administrative changes
include office location, closure of a practice, retirement from all practice, panel status or patient
acceptance changes. office hours, office email, telephone numbers, fax numbers, billing address, tax
identification number, board status, key contact person, etc.

The minimum required data for all new providers and provider demographic adds, updates, or
termination submissions is as follows:

e Complete name

e Primary office locations

e Telephone number and fax number, if applicable

e Office hours

e Specialty

e California license number or certification identifier as applicable
o Hospital staff privileges (list hospitals and types of privilege)
e Languages spoken by practitioner

e Languages spoken by others in the practice

e Wheelchair access

e RS reporting number

o NPI identifiers (practitioner and entity as applicable)

e Designation as PCP or specialist

e Panel data including gender, age or patient restriction

e  Where required by law, individuals requiring supervision must also provide the name, NPI or
license number of the supervising physician
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4.1 Network Administration

Provider Status Changes (contd.)

Termination of Providers

Primary care provider with more than one Blue Shield IPA/medical group

If a primary care provider (PCP) terminates from a Blue Shield IPA/medical group and belongs to
another Blue Shield IPA/medical group, the PCP will retain current members with the existing
IPA/medical group unless prohibited by geographic location, contract, or other policy.

If the PCP’s former IPA/medical group authorized medically necessary services for a member that
followed the PCP to the alternate IPA/medical group, the PCP’s existing IPA/medical group will be
financially responsible for those services, unless it can be demonstrated that the service authorized by
the previous IPA/medical group was not medically necessary. In that case, the new IPA/medical group
will not be financially responsible.

In instances where a primary care physician joins a new IPA/medical group without terminating from
the present IPA/medical group, member transfers can only be initiated by the member. Blue Shield does
not have the authority to transfer members at the PCP’s request when the PCP belongs to more than one
IPA/medical group. As stated above, Blue Shield will transfer the PCP’s current membership to a new
IPA/medical group in cases where the PCP terminates from one IPA/medical group and is affiliated with
or joins another Blue Shield IPA/medical group within the same geographic location. A member may
choose to stay with their current IPA/medical group for any number of reasons, including choice of
specialists, location, preference for the IPA/medical group, preference for the affiliated hospital, etc.

Primary care provider affiliated with a single Blue Shield IPA/medical group

If a primary care provider (PCP) terminates from a Blue Shield IPA/medical group and is not affiliated
with another Blue Shield IPA/medical group, Blue Shield will notify the PCP’s members and reassign
them to other PCPs within the IPA/medical group. Blue Shield reserves the right to assign members to
primary care physicians, hospitals and IPA/medical groups with the members' best interests in mind.

If the IPA/medical group wants members reassigned to specific primary care physicians, the
IPA/medical group must provide that information to the assigned Provider Relations Representative at
the time of the notification of PCP termination.

Blue Shield will strive to accommodate such requests subject to the member’s right to make a final PCP
selection.
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Provider Status Changes (contd.)

Primary Care Provider Termination Notification Requirements

Blue Shield has established procedures to ensure that our HMO members (Commercial and Medicare) are
provided timely written notification in the event that a Blue Shield HMO primary care provider terminates.
This policy and procedure is specific to individual PCP terminations only. The following are requirements for
Primary Care Provider Termination Notification:

1.

Contracting IPA/medical groups must provide at least 90 days’ advance written notice of a
termination in accordance with Blue Shield’s contractual requirements and the 1997 Balanced Budget
Act (for Medicare Advantage members).

Notification to Blue Shield must include the following:

e Termination reason (Deceased, Retirement from all practice, closed practice site, left IPA, etc)
e Terminating Provider identifiers such as Name and NPI or California license number

o When applicable, the name and NPI of the receiving PCP may be included for consideration in
member reassignment.

Blue Shield provides affected members at least 60 calendar days’ advance written notice of their
primary care provider’s termination which aligns with standard accreditation and regulatory
requirements. The letter to the member includes notification of the PCP’s termination, the termination
date, their new PCP and/or IPA/medical group and the procedures for selecting another PCP by
calling the Member Services toll free number.

In very limited circumstances, the IPA/medical group may be unable to provide the required advance
notice of a primary care provider termination. In these circumstances, the IPA/medical group must
work with the assigned Provider Relations Representative contact to facilitate the expedited transfer
of impacted members to a new PCP.

In such cases where the IPA/medical group is not the source of a PCP termination, Blue Shield will
notify and reassign members as outlined in section Termination of Providers.

The limited circumstances or exceptions referenced above include:

e Death

e Status change of medical license, or Medicare sanction and debarment, or any other sanction
status which results in administrative termination due to the practitioner being ineligible to
render care.

e A determination by Blue Shield’s Credentialing or Legal Departments after an investigation of
“Grossly unprofessional conduct”, which includes any criminal or fraudulent acts (e.g.,
allegations of molestation or abuse).

e Relocation of practice out of the area without adequate notice.
e Practice closure without adequate notice.

e The physician is an employee of a medical group and resigns or is terminated effective
immediately.
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4.1 Network Administration

Provider Status Changes (contd.)

Primary Care Provider Termination Notification Requirements (cont’d.)

4.

If an IPA/medical group is unable to provide Blue Shield with the required 90-day notice of a primary
care provider termination due to one of the limited circumstances listed in number above, Blue Shield
will automatically assign a PCP, IPA/medical group, and effective date for all affected members. Blue
Shield's Commercial Membership Department will immediately notify each affected member, in
writing, of their PCP’s termination as well as their new PCP assignment and will send the member a
new ID card. In instances where a member must access a PCP prior to receiving written notification
from Blue Shield of his or her newly assigned PCP, the member is entitled to seek care by self-
referring to a PCP within Blue Shield's HMO network (see number 3. of the policy). This does not
apply to Blue Shield Medicare Advantage plan members.

In instances when a Medicare primary care provider terminates immediately, Medicare Member
Services or Medicare Membership will attempt to contact each affected member via telephone (if
possible) and/or via a member letter using a Centers for Medicare & Medicaid (CMS) approved letter
template to explain the situation and facilitate the member’s assignment to a new primary care
physician. During these calls, if any issues are identified that involve continuity of care (e.g., pending
referrals, hospitalization, necessary immediate primary care physician visits, etc.), Medical Care
Solutions will be notified. Blue Shield will send the member a new ID card and contact the
IPA/medical group to facilitate transfer of all medical records.
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Provider Status Changes (contd.)

Specialist/Specialty Group Termination Notification Requirements

Blue Shield recognizes the importance of timely member notification of termination of a regularly seen
specialist or specialty group.

In accordance with accreditation and state regulatory standards, Blue Shield members are required to
receive at least 60 days’ prior notice of an upcoming physician termination, including specialist or
specialty group termination.

Federal law, however, requires that members be notified at the time of the provider’s contract
termination or the employer group’s termination of its Blue Shield contract.

Therefore, to comply with all notification requirements, members must receive notices both 60 days prior to
the specialist termination and again at the time of termination on a timely basis. Because Blue Shield does not
assign members to specialist physicians/specialty groups, but rather relies on the IPA/medical group to
coordinate the member’s specialty care arrangements, the responsibility to notify the member of specialist
terminations rests with the IPA/medical group.

The specifics of the requirements are as follows:

1.

All Blue Shield contracting IPA/medical groups must notify members seen regularly by a specialist or
specialty group whose contract is terminated at least 60 days prior to the effective termination date.
The letter to the member must include notification of the specialist or specialty group’s termination,
the effective date of termination, and the procedures for selecting or assigning another specialist or
specialty group. (Please refer to the Continuity of Care Guidelines in this section for members
qualifying for continuity of care).

Contracting IPA/medical groups must have policies that define members seen regularly by a specialist
or specialty group and which outline the IPA/medical group’s implementation plan for notifying
members of the specialist/specialty group termination, as well as the procedures they may follow to
select another specialist. Ways to identify affected members may include but are not limited to:

e Number of visits within a specified time period such as two or more cardiac follow-up visits
within one-year.

o Repeated referrals for the same type of care over a specified time period such as four referrals for
the treatment of diabetes over a two- year period.

e Receipt of periodic preventive care by the same specialist or specialty group such as a woman
receiving an annual well woman exam by the same OB-GYN.

If the IPA/medical group does not provide Blue Shield affected members with 60 days advance
written notice, the IPA/medical group is responsible for ensuring the specialist and/or specialty group
continues to provide medical services to affected members until a 60-day advance notice of the
termination is given.
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Provider Status Changes (contd.)
Blue Shield Oversight

Blue Shield provides appropriate oversight of each of its contracting IPA/medical groups, including, but not
limited to:

e  Specialist/Specialty Group Termination Policy and procedures as outlined above;
o Review of member notification letter regarding specialist/specialty group terminations.

As such, Blue Shield’s Delegation Oversight Consultant will review each IPA/medical group’s policy and
procedure and member notification letters during its annual delegation audit process.

The specialist termination notification policy and procedure will outline how your organization will:

1. Identify “affected members” regularly seen by a specialist or specialty group;
2. Inform affected members of the specialist/specialty group termination; and
3. Assign or direct affected members to select another specialist or specialty group.

In addition, the IPA/medical group is required to maintain copies of all notification correspondence between
the IPA/medical group and affected members.

Continuity of Care by a Terminated Provider

Members who are being treated for acute conditions, serious chronic conditions, pregnancies (including
immediate postpartum care), or terminal illness; including those who are undergoing a course of institutional
or inpatient care; or who are children from birth to 36 months of age; or who have received authorization from
a terminated provider for surgery or another procedure as part of a documented course of treatment can request
completion of care in certain situations with a provider who is leaving the Blue Shield provider network. The
IPA/medical group is required to notify each enrollee who qualifies for continuity of care that they may elect
for transitional care from a terminating provider, other than a PCP, from the IPA/medical group.

Continuity of Care for Members by Non-Contracted Providers

Newly covered members who do not have out-of-network benefits, and who are being treated for acute
conditions, serious chronic conditions, pregnancies (including immediate postpartum care), or terminal illness;
or who are children from birth to 36 months of age; or who have received authorization from a provider for
surgery or another procedure as part of a documented course of treatment can request completion of care in
certain situations with a non-contracted provider who was providing services to the member at the time the
member’s coverage became effective under their Blue Shield plan. Provider must agree to Blue Shield pricing
by region.

Existing Blue Shield members who are being treated for acute conditions, serious chronic conditions,
pregnancies (including immediate postpartum care), or terminal illness; including those who are undergoing a
course of institutional or inpatient care; or who are children from birth to 36 months of age; or who have
received authorization from a provider for surgery or another procedure as part of a documented course of
treatment can request completion of care in certain situations with a non-contracted provider who was
providing services to the member at the time the provider’s contract with Blue Shield terminated for up to
ninety (90) days or completion of care, whichever is sooner.
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Provider Status Changes (contd.)

Continuity of Care for Members by Non-Contracted Providers (cont’d.)

A member can request continuity of care services by completing Blue Shield’s Request for Continuity of Care
Services form, available by calling Blue Shield Member Services or downloading from blueshieldca.com, then
either mailing or faxing the completed form for review to the address or fax number listed on the form at least
thirty (30) days before the health plan takes effect or as soon as the member becomes aware of the need for
continuity of care services. Members can also request that Blue Shield file the continuity of care request for
them by calling the Customer Services number listed on their ID card.

Compliance with Quality Improvement Programs

IPA/medical groups are contractually required to comply with Blue Shield’s Quality Improvement (Ql)
Programs and related activities. Activities include, but are not limited to, the following examples:

1. Adhere to Blue Shield’s Medical Policy, Utilization Management (UM) standards, Credentialing/Re-
Credentialing standards, and Quality Improvement (QI) responsibilities. These guidelines are
discussed in Section 5 of this manual.

2. Review patterns and trends and participate in outcome measurement activities and joint initiatives that
improve care and service for Blue Shield of California members.

3. Respond to identified adverse outcomes as quality improvement indicators. Initiate, when requested,
corrective action to address adverse outcomes.

4. Proactively notify Blue Shield about members whose cases meet catastrophic and targeted case
management identification and coordination guidelines and cooperate with Blue Shield’s case
management program for catastrophic and targeted cases. For catastrophic and targeted case
management identification and coordination guidelines, see Section 2 of this manual.

5. Cooperate with Blue Shield by participating in activities regarding preventive service utilization,
quality improvement initiatives including activities to improve HEDIS® effectiveness of care
measures, including supplemental data submissions, guideline development and monitoring, patient
safety activities, clinical pilot studies, and chronic condition management. All Blue Shield providers
are required to participate in quality management activities by identifying a qualified designee
responsible for quality and by providing, to the extent allowed by applicable state and federal law,
member information and medical records for review of quality of care and service.

6. In order to comply with NCQA accreditation requirements, Blue Shield collects and reports HEDIS
data as it relates to Blue Shield members. Blue Shield HMO-contracted physicians are required to
provide medical records requested for HEDIS data collection in a timely manner. The Health
Insurance Portability and Accountability Act (HIPAA) includes data collection for HEDIS reporting
in the category of health care operations, thus no special patient consent or authorization is required to
release this information.

7. Provide health education programs on a routine basis at no charge to members.
8. Participate in provider education/orientation sessions and other activities offered by Blue Shield.

9. Cooperate and participate in all requests for information related to member complaints, grievances and
appeals, and quality of care reviews.

Failure to comply may result in administrative action up to and including termination of contract.
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Economic Profiling
The California Health & Safety Code requires that every health plan in the state, including Blue Shield, file a
description of any policies and procedures related to economic profiling used by the plan and by its IPAs and
medical groups with the Department of Managed Health Care (DMHC).
Economic profiling is described as “any evaluation of a particular physician, provider, medical group, or
individual practice association based in whole or in part on the economic costs or utilization of services
associated with medical care provided or authorized by the physician, provider, medical group or independent
practice association.”
If an IPA/medical group engages in economic profiling of any kind, it must have a written policy that complies
with Section 1367.02 of the Health and Safety Code. Blue Shield will evaluate these policies for compliance
and files them with the DMHC. If an IPA/medical group changes its economic profiling policy, the revised
policy should be provided to Blue Shield for review and subsequent filing.
Statements filed with DMHC must describe how these policies and procedures are used in:

e Utilization review

e Peerreview

e Incentive and penalty programs

e Provider retention and termination decisions
The filed statement must also indicate in what manner, if any, the economic profiling system takes into
consideration any enrollee characteristics that may account for higher or lower than expected costs or
utilization of services, including risk adjustments that reflect:

e Case mix

e Type and severity of patient illness

e Age of patients
Health plans must demonstrate that medical decisions are rendered by qualified medical providers who are

unencumbered by fiscal and administrative management. Plans and IPAs/medical groups must also provide
economic profiling information upon request, as delineated in the Health & Safety Code.
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Other IPA/Medical Group Responsibilities
The IPA/medical group is responsible for:

o Identifying a Medical Director who will coordinate all matters related to patient care, quality
assessment and utilization.

e Providing immediate information to Blue Shield on personnel changes pertaining to contact sheet
updates.

Practice Patient Acceptance Restriction

Providers who close their practices to new patients may only remain closed for a maximum of one year. Blue
Shield will contact providers semi-annually to confirm changes in status.

IPA/Medical Group Orientations

Blue Shield conducts initial orientations for the administrative staff of newly contracted IPA/medical groups.
Subjects covered during these orientations include:

e Blue Shield overview

e Guidelines and Resources

e Communications

e Provider Demographic Updates
e Ancillary Network

e Blue Shield’s mental health service administrator (MHSA)
e Pharmacy

e Utilization Management

e BlueCard® Program

e Electronic Data Interchange

e Provider Connection

Contact your group’s assigned Provider Relations Representative for further details.
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Other IPA/Medical Group Responsibilities (contd.)

Provider Directory

In preparation for inclusion in Blue Shield’s Directory publications, the IPA/medical group is required to attest
to the accuracy of their data every 90 days in compliance with the 2020 Consolidated Appropriations Act
(CAA). All providers with a contracted relationship with Blue Shield will display in the Blue Shield Find a
Doctor online directory.

IPA/medical groups have an opportunity to leverage Provider Connection online tools to support the process of
attestation and submitting provider directory information updates. Non-responsive providers will be
suppressed from the directory until they have attested to their information.

There are two ways to update data:

1. Make changes directly on Provider Connection in the Provider & Practitioner Profiles section.
2. Download your data via Provider Data Validation Spreadsheet and upload revisions to the site.

To discuss the information shared about your organization in the Blue Shield Find a Doctor online directory,
please contact the Provider Information & Enrollment team at (800) 258-3091, from 6 a.m. to 6:30 p.m.,
Monday through Friday.

If a provider who is not accepting new patients is contacted by an enrollee or potential enrollee seeking to
become a new patient, the provider shall direct the enrollee or potential enrollee to both the plan for additional
assistance in finding a provider and to the Department of Managed Health Care or Department of Insurance to
report any inaccuracy with the plan’s directory or directories.

In order to reduce administrative burden on providers, Blue Shield may delegate some provider directory
maintenance tasks to a vendor. As directed by Blue Shield, the IPA/medical group may work with the vendor
in lieu of Blue Shield to complete directory maintenance tasks.

Medical Advice Lines

IPA/medical groups or hospitals providing telephone medical advice services to patients may be required to
register with the Telephone Medical Advice Services Bureau. All staff must be appropriately licensed,
registered or certified and operating within the laws governing their respective scopes of practice in the state in
which they provide telephone medical advice services.

Note: IPA/medical groups must advise Blue Shield if they intend to operate or contract with a telephone
medical advice service.
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Member Referral to Preferred and/or Capitated Ancillary Providers

As appropriate, IPA/medical groups are required to refer Blue Shield members to ancillary providers
(Ambulatory Surgery Centers (ASCs), Skilled Nursing Facilities (SNFs), dialysis centers, home infusion
providers, etc.) published in the online Blue Shield Provider Directory.

Apria Healthcare LLC is Blue Shield’s capitated provider of home and durable medical equipment for
Medicare Advantage HMO members. IPA/medical groups are required to utilize Apria Healthcare LLC for
standard home and durable medical equipment items that are not the financial responsibility of the
IPA/medical group. If the DME services are not referred to Apria, deductions may occur in the IPA/medical
group’s capitation payment. IPA/medical groups can access additional information and a comprehensive Apria
branch listing at Apria.com or by calling Apria directly at (800) APRIA-88 ((800) 277-4288). Any standard
DME item ordered from a DME Provider other than Apria will require Prior Authorization from Blue Shield
of California or an authorized agent of Blue Shield.

Except for those services provided in the home, please keep in mind that to ensure appropriate access and
availability for our members, referred providers should be located within 15 miles, or 30 minutes, of the
member’s home or work and have the capacity to render such service(s). If none of the listed providers meet
these geographic and capacity requirements, IPA/medical groups may refer providers not listed on the ancillary
provider rosters. In this case, authorization must be coordinated with Blue Shield.

Out-of-Network Assessment Program

Blue Shield has implemented an Out-of-Network Assessment Program that charges IPA/medical groups (if
allowed for in their contract) when the IPA/medical group authorizes services to non-participating Blue Shield
providers without Blue Shield’s approval.

The Out-of-Network Assessment Program will specifically target non-urgent/non-emergent services rendered
at non-participating ambulatory surgery centers, ambulance companies, dialysis centers, durable medical
equipment companies, home health companies, home infusion centers, and skilled nursing facilities.

Blue Shield will supply the IPA/medical group with a quarterly Out-of-Network Assessment Program Report
(report). The report will identify which services, provided by an out-of-network provider and referred by the
IPA/medical group, are the financial responsibility of Blue Shield. It will exclude services rendered by non-
contracted providers on an urgent/emergent basis and/or as approved by Blue Shield.

Blue Shield of California Section 4.1 Page 13
HMO IPA/Medical Group Manual
January 2023


http://www.apria.com/

4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Out-of-Network Assessment Program (cont’d.)
The report will include the following:

e Subscriber’s name

e  Subscriber’s number

e Non-contracted provider’s name and address
e Date of service

o Billed amount

e Allowed amount

e Paid amount

e Estimated amount Blue Shield would have allowed for a similar service rendered by a contracted
provider within the IPA/medical group’s service area

e The difference between the paid amount and the estimated amount Blue Shield would have allowed
for a similar service rendered by a contracted provider within the IPA/medical group’s service area
during the previous calendar year

A determination of the estimated amount Blue Shield would have paid a contracted provider will be based
upon the following:

e Twelve (12) months of claims utilization, by provider type (ambulatory surgery center, ambulance
company, dialysis center, durable medical equipment company, home health company, home infusion
centers, and skilled nursing centers), for HMO members who received services within the
IPA/medical group’s service area.

e The percentage of charge equivalent to the average allowed amount for a service rendered by a similar
provider contracted with Blue Shield and within the IPA/medical group’s service area.

Blue Shield will generate the report and send it to the IPA/medical group along with their capitation and
eligibility reports. The IPA/medical group will have thirty (30) working days to review the report for feedback
and dispute purposes.

If the IPA/medical group does not dispute any of the claims identified in the report the deduction will be
applied to the next scheduled capitation payment to the IPA/medical group following sixty (60) calendar days
from the date the report was sent. Each deduction will be itemized on the capitation reconciliation report and
include a message indicating that the adjustment is due to the Out-Of-Network Assessment Program.

If the IPA/medical group contests or questions any of the claims on the report, Blue Shield will review and
respond to objections within thirty (30) days of receiving written notification of such objection. In the event
that Blue Shield determines that, despite the IPA/medical group’s objections, the IPA/medical group
authorized services in violation of their agreement, Blue Shield will inform the IPA/medical group of such
determination in writing. Blue Shield’s written communication will include information on the IPA/medical
group’s right to appeal Blue Shield’s determination through Blue Shield’s Provider Appeals Process.
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Other IPA/Medical Group Responsibilities (contd.)

Out-of-Area Urgent Care Center Utilization

IPA/medical groups are required to provide treatment for out-of-area HMO members presenting for care for
urgent care services at their urgent care centers (UCCs). Treatment for out-of-area urgent care does not require
a referral or prior authorization. The member is out-of-area when the treating IPA/medical group is located
greater than 30 miles from the member’s primary care physician location shown on the member’s ID card.
Eligibility should be first checked using the provider portal or calling the member services phone number
shown on the member’s Blue Shield HMO ID card.

Financial Responsibility
Blue Shield is financially responsible for the urgent care treatment rendered by an UCC to an out-of-area HMO
member. IPA/medical groups can submit claims directly to Blue Shield. The member should not be billed or

required to pay at the time of service. Members are only responsible for their office visit copayment as shown
on their ID card.

Language Assistance for Persons with Limited English Proficiency (LEP)

Blue Shield does not delegate overall responsibility for culturally and linguistically appropriate services to
contracted providers unless otherwise noted in their contract with Blue Shield. This section summarizes Blue
Shield’s Language Assistance Program (LAP) and specifies the roles and responsibilities of Blue Shield and its
contracted providers in supporting the program.

Blue Shield’s Threshold Languages

Blue Shield’s threshold languages are:

e Spanish
e Chinese — Traditional
e Korean

e Vietnamese

A threshold language is a language other than English that Blue Shield will use to translate vital documents.
Threshold languages are determined based on the language preferences of the largest number of plan enrollees,
excluding Medicare and Administrative Services Only enrollees.

Blue Shield’s Language Assistance Program

Blue Shield is committed to providing quality health care services to all enrollees regardless of their ability to
speak English. Access to timely language services is provided through competent, trained interpreters and
translators.

Blue Shield and its contracted providers must offer timely language assistance services to its LEP enrollees at
all points of contact where the need for such services can be reasonably anticipated, and at no charge to the
enrollee, even when the enrollee is accompanied by a family member or friend who can interpret.
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Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Identifying LEP Enrollees at Points of Contact

When an enrollee communicates their language preference to Blue Shield, it is added to the enrollee’s profile
and printed on their member identification card if it is a language other than English. Blue Shield also reports
the language preference to the enrollee’s IPA/ medical group on monthly eligibility reports.

Providers must inform Blue Shield LEP enrollees who have a language preference other than English that they
have access to interpretation services at no cost to them.

Providing Interpretation Services
Blue Shield provides the following interpretation services when contacted by an enrollee:

o Offers representatives who have access to telephonic interpretation services to provide timely
interpretive services in other languages. Blue Shield may employ Member Services/Customer Care
Representatives who are multi-lingual and demonstrate proficiency in the non-English language to
assist non-English-speaking LEP members.

e Identifies providers who are bilingual or who employ bilingual staff. Providers who can offer personal
bilingual capabilities or staff with bilingual capabilities within their practices are indicated as such in
our provider directory, which can be accessed by calling Member Services or by logging on to
blueshieldca.com.

Blue Shield provides the following interpretation resources to our contracted providers for assisting our
enrollees:

e Access to telephonic interpretation services through Provider Customer Services at (800) 541-6652.
The provider will be guided by Voice Response Unit (VRU) menu prompts to request access to
spoken interpretation services for a member over the phone (in almost any language) or hear
information on how to obtain vital document translation (available in Blue Shield’s threshold
languages only) on behalf of a member.

The VRU will also aid in the verification of the enrollee’s membership status.
e In-person interpretation services for a member at a provider site. To arrange for in-person
interpretation services, the provider must call the Provider Customer Service number at (800) 541-

6652 and speak to a Provider Services Agent.

Please refer to the section below on “Timeliness Standards” for information on Blue Shield’s response time
and expectations from providers who are requesting services on behalf of a member.
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Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Providing Interpretation Services (cont’d.)

Contracted providers complete a Provider Enrollment Application (PEA) at the onset of their relationship with
Blue Shield. The PEA allows the provider to indicate additional language capability within their practice.
Language capability information is included in the provider directory to allow LEP members to select a
provider who can speak to them in their preferred language, contingent on the availability of a provider that
speaks that language. Providers can update their language capability by calling the Provider Information &
Enrollment at (800) 258-3091. Blue Shield will update its provider directories accordingly, and expect updates
from providers regarding changes.

If a provider chooses to provide interpretation services to their patients (and Blue Shield members) using their
bilingual doctors or staff members, the Language Assistance regulations and Blue Shield’s interpreter
standards require the bilingual providers and/or bilingual staff to meet the following requirements:

e A documented and demonstrated proficiency in both English and the other language(s);

e A fundamental knowledge in both languages of health care terminology and concepts relevant to
health care delivery systems or health plan context);

e Education and training in interpreting ethics, conduct and confidentiality.

The Healthcare Industry Collaborative Effort (ICE) has developed a self-assessment tool that can assist
providers in identifying language skills and resources existing in their health care setting. This simple tool will
provide a basic and subjective idea of the bilingual capabilities of the staff. Once bilingual staff members have
been identified, they should be referred to professional assessment agencies to evaluate the level of
proficiency. There are many sources that will help assess the bilingual capacity of the staff.

If the provider does not meet these requirements, they should inform the patient that Blue Shield will make an
interpreter available to them at no charge and inform the patient that he/she can choose to use the bilingual
office staff if they choose. However, if the patient chooses to use the bilingual staff, the provider should note
that in the patient’s record.

Blue Shield ensures through quality assurance audits that contracted providers confirm and document the
accuracy of provider language capability disclosure forms and attestations of their language capability.

Timeliness Standards for Interpretation Services at Points of Contact

For purposes of this subsection, "timely" means in a manner appropriate for the situation in which language
assistance is needed. Interpretation services are not timely if they delay results in the effective denial of the
service, benefit, or right at issue. Quality assurance standards for timely delivery of language assistance
services for emergency, urgent and routine health care services, including standards for coordinating
interpretation services with appointment scheduling, are:
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Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Timeliness Standards for Interpretation Services at Points of Contact (cont’d.)

e Over-the-Phone Interpretation (OPI): Immediate — no more than 10 minutes, from time of connection
with the interpretation vendor to the time that the interpreter (who speaks the enrollee’s language) is
present on the telephone line.

Used for administrative points of contact with Blue Shield, and routine, urgent and emergent services with
contracted providers.

e In-Person Interpretation (IPI), or Face-to-Face Routine Visit: Five (5) business days with advanced
notice from the enrollee is preferred to accommodate the request for face-to face interpreters. At the time
of the appointment, if a face-to-face interpreter has been scheduled and the interpreter does not show after
a 15-minute wait time, the provider shall offer the enrollee the choice of using a telephone interpreter or
the opportunity to reschedule the appointment.

e For appointments made within 48 hours/Emergency (same or next day access for routine or urgent
care): Provide services telephonically (see Over-the-Phone Interpretation above).

These standards also apply when the enrollee or provider contact Blue Shield to arrange for an interpreter.

Documenting Enrollee Refusal of Language Assistance

If the enrollee refuses language assistance services offered when contacting Blue Shield, it will be documented
in the enrollee’s record. If the enrollee declines language assistance services offered by a Blue Shield
contracted provider, the provider is required to document the refusal in the enrollee’s medical record.

Documenting that a patient has refused interpretive services in the medical record is a way to protect providers.
It will ensure consistency when medical records are monitored through site reviews or audits. If the patient
insists on using a family member or friend to interpret, providers must also note that in the medical record. It is
especially important to document if the interpreter used is a minor. Consider offering a telephonic professional
interpreter through the telephonic interpretation services, in addition to a patient’s chosen family member or
friend, to ensure accuracy of the interpretation.

In an emergency situation, a minor may be used as an interpreter if the following conditions are met:

(A) The minor demonstrates the ability to interpret complex medical information in an emergency/critical
situation; and,

(B) The member is fully informed in his or her primary/preferred spoken language that a qualified interpreter
is available at no charge to the member. If the member refuses the offer of the qualified interpreter, the
offer of a qualified interpreter and the member’s decision to use the minor as the interpreter shall be
documented in the medical record file.

It is important to also document in the patient’s medical record the name and contact information of any
professionally-trained interpreter whose services were used for a medical visit.
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Documenting Enrollee Refusal of Language Assistance (cont’d.)

It is recommended that providers document all LEP patients’ preferred language on paper and/or in electronic
medical records. One way to do this is to post color stickers that signal the patient’s preferred language and if
an interpreter is needed.

Informing Enrollees of Their Right to Appeal

Blue Shield provides enrollees with written notices in their language (provided that it is one of Blue Shield’s
threshold languages) informing them about their right to file an appeal with the plan, seek independent medical
review (IMR), and obtain oral interpretation in any language. These notices are available for providers on
Provider Connection at blueshieldca.com/provider under Guidelines & resources, Patient care resources, and
then Language Assistance Program. Members can find appeal and IMR information in their Evidence of
Coverage and at blueshieldca.com, as well as on the DMHC website at dmhc.ca.gov. Hard copies of the
DMHC naotice can also be requested in writing to Department of Managed Care, Attention: HMO Help
Notices, 980 9™ Street, Suite 500, Sacramento, CA 95814.

Providing Translation Services
Vital Documents

Vital documents are materials deemed critical to accessing the health plan and its benefits. Vital documents
may be produced by the plan, a contracted health care service provider, or contracted administrative services
provider. The following documents are the “vital documents” produced by Blue Shield. This category includes
documents produced or distributed to enrollees by a delegated IPA or medical group:

e Applications

e Consent forms, including any form by which a member authorizes or consents to any action by Blue
Shield

e Letters containing important information regarding eligibility and participation criteria

¢ Notices pertaining to the denial, reduction, modification, or termination of services and benefits, and
the right to file a grievance or appeal

o Notices advising LEP enrollees of the availability of language assistance at no cost and other outreach
materials that are provided to enrollees

e Blue Shield’s and delegated IPA/medical group explanation of benefits or similar claim processing
information that is sent to an enrollee if the document requires a response from the enrollee

o Enrollee disclosures (Benefit Matrix or Patient Charge Schedules)
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Vital documents are divided into two categories:

e Standard Vital Documents
Standard vital documents are translated into Blue Shield’s threshold languages in writing and are
available upon request by the enrollee.

¢ Non-Standard Vital Documents

Non-standard vital documents contain enrollee-specific information. These documents are not
translated into threshold languages. Blue Shield will include with any non-standard vital documents
distributed to enrollees the appropriate DMHC-approved written notice of the availability of
interpretation and translation services. If translation or interpretation of any non-standard vital
document is requested by the enrollee, Blue Shield will provide the requested translation within
twenty-one (21) calendar days of that request, with the exception of expedited grievances, as noted
below.

Blue Shield’s Standard Vital Documents

Blue Shield has identified its standard vital documents (i.e., documents that do not contain enrollee-specific
information) and has translated these documents into its threshold languages. Examples of standard vital
documents include:

e Applications, consent forms

o Notices of the right to file a grievance or appeal

o Notice of language assistance at no cost

Blue Shield’s Non-standard Vital Documents (those containing enrollee-specific
information) include:

e Letters containing important information regarding eligibility and participation criteria

¢ Notices pertaining to the denial, reduction, modification, or termination of services and benefits
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Notice of the Availability of Language Assistance Services

Blue Shield issues non-standard vital documents to all enrollees and includes brief, alternate instructions in
English and our threshold languages, as follows:

English: For assistance in English at no cost, call 1-866-346-7198.

Spanish (Espafiol): Para obtener asistencia en Espafiol sin cargo, llame al
1-866-346-7198.

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-866-346-7198.

Chinese (% 3): i Zvh SO e S 7 B, i RATIX 509 1-866-346-7198.

Navajo (Dine): Diné k'ehji doo baah ilinigo shika' at'oowol ninizingo, kwiji' hodiilnih
1-866-346-7198.

Vietnamese (Tiéng Viét): Dédugc hé trg mién phi tiéng Viét, vui long gei dén sé
1-866-346-7198.

Korean (8t=0{): et20{ = 20| ZQ8}A|H, 1-866-346-7198 F 2T 3} 2HG}ISHUA| L.

Armenian (Zuykpkb): Zuytipkiyqnjui]dwpoqin pintiunnu i nihwdwpubnpmud
Eupquiiquhwipty 1-866-346-7198.

Russian (Pycckmit): ecAM Hy>KHA BeCNAATHAS MOMOLLL HO PYCCKOM S3blKE,
TO NO3BOHUTE 1-866-346-7198.

Japanese (H&:E): BRABZENDHERIZE 1-866-346-7198 IZEBEEMNFTTL &L,
E|HTRHLEST.

Persian (ed): . i 1-866-346-7198 0l o jlads U ik a3 ) I8 SaS il 50 (51 9
PuNjabi (ab):-5 S JS e 5 1-866-346-7198 S S Ay 2 2ha g 5 (hay

Khmer {Fﬂhﬂfgn}; Qjaﬁgmmﬁmﬂﬁmﬁhnmmﬁﬁﬁ“ﬁig UUSIRSHU™NINS
1-866-346-7198.

Arabic (Ruall): . 1-866-346-7198 180 1 e Jladls Juaili ¢ Ulas 4y jal) 4alll 8 soelual) e J gucaal
Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu rau 1-866-344-7198.
Hindi (B=2Y): Re<EEaaT T FagraarehiaT, 1-866-346-7198 Wl |.

Thai (ne): dwiuarnudiomiadunwnglaslufislidelsaing 1-866-346-7198.

Laotian (w1s99990): éﬂ:'fumvéoacﬁacEmw'ma':moccuuﬂjcaash, NEQUNW1-866-346-7198.
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Notice of the Availability of Language Assistance Services (cont’d.)

Blue Shield’s Notice of Availability of Language Assistance (that includes both DMHC- and CDI-approved
language) is available on Provider Connection at blueshieldca.com/provider under Guidelines & resources,
Patient care resources, and then Language Assistance Program.

The notice states the following in English and in Blue Shield’s threshold languages and non-threshold
languages:

“No Cost Language Services. You can get an interpreter. You can get documents read to you and
some sent to you in your language. For help, call us at the number listed on your 1D card or 1-866-
346-7198. For more help call the CA Dept. of Insurance at 1-800-927-4357.”

Enrollees requiring help to read a non-standard vital document are instructed to call the Member Services toll-
free telephone number on the back of their member ID card for at no cost interpretation or translation into the
plan’s threshold languages. When translation of the non-standard vital document is requested, Blue Shield
provides the translation within twenty-one (21) calendar days of the request.

IPA/Medical Groups

Although not delegated to provide language assistance services, IPA and medical groups are delegated by Blue
Shield to issue certain Utilization Management and Claims documents that fall within scope of the regulations.
Blue Shield will provide an approved notice offering interpretation and translation services in our threshold
languages; this notice must accompany any of the following non-standard vital documents produced and
distributed by the IPA/medical group to Blue Shield enrollees:

e UM denial notifications, including denial, modification or delay in service

o UM delay notifications for additional information or expert review

o Claims denial notification that requires a response from the member
To ensure the required information is provided to Blue Shield enrollees, providers responsible for the member
notifications will:

e Ensure the enrollee’s health plan is correctly identified

e Ensure Blue Shield’s approved notice is attached to:

« Denial letters, including those which modify services or create a delay in delivery

« Letters about delay or suspension of claims processing due to missing information that requires a
response from the enrollee

« Claims denial notifications that require a response from the enrollee

e Maintain a copy of the notice with the corresponding referral or claims file for review by Blue Shield
auditors
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Request for Translation
Providers are not delegated to provide translations of non-standard vital documents and must forward such
requests received from enrollees to Blue Shield. IPA/medical groups must also provide copies of non-standard

vital documents, as described above, to Blue Shield, upon request.

A provider who receives a request for a vital document translation should forward it to Blue Shield within one
day if it is urgent or within two days if it is not urgent.

To forward the vital document to Blue Shield:
= Complete Blue Shield’s “Language Assistance Form” available at Provider Connection at
blueshieldca.com/provider under Guidelines & resources, Patient care resources, and then Language

Assistance Program;

= Attach a copy of the document to be translated,;
= Fax the request to (248) 733-6331.
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Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Timeliness Standards for Standard and Non-Standard Vital Documents

The following timeliness standards apply for standard and non-standard vital documents:

Element

Type of Request

Timeliness Standards

Provider receives a
request for translation of
a provider’s non-
standardized vital
document from a Blue
Shield enrollee

Urgent:
Response within one
business day

Non-Urgent:
Response within two
business days

Urgent:

1.

Forward the following to Blue Shield within one

business day:

a) Request for translation

b) Copy of the document

Log the following:

a) Date request was received from enrollee

b) Date request and document were forwarded to
Blue Shield

Non-Urgent:

1.

Forward the following to Blue Shield within two

business days:

a) Request for translation

b) Copy of the document

Log the following:

a) Date request was received from enrollee

b) Date request and document were forwarded to
Blue Shield

Blue Shield requests a
provider’s non-
standardized vital
document

Urgent:
Within one business day

Non-Urgent:
Within two business days

Urgent:

1.

Forward the following to Blue Shield within one
business day:

a) Copy of the requested document

Log the following:

a) Date request was received from Blue Shield
b) Date document was forwarded to Blue Shield

Non-Urgent:

1.

Forward the following to Blue Shield within two
business days:

a) Copy of the requested document

Log the following:

a) Date request was received from Blue Shield
b) Date document was forwarded to Blue Shield

Blue Shield member
requests a Blue Shield
standard vital document
from provider.

All:
Within one business day

1.

All:
Provider informs member to call the Blue Shield
Member Customer Service number on the back of
his/her member ID card, or (866) 346-7198.
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Language Assistance for Persons with Limited English Proficiency (LEP)
(cont’d.)

Language Assistance at Contracted Facilities

Hospitals are required to provide interpretation services. Therefore, when Blue Shield enrollees request
assistance directly from hospital staff, the hospital is responsible for making such arrangements. Regulations
require that Blue Shield monitor contracted facilities for deficiencies in the delivery of interpretation services.

Training and Education

Providers are expected to ensure that all contracted or employed providers and their staffs who are in contact
with LEP members receive education and training regarding Blue Shield’s LAP through formal or informal
processes.

Several websites provide guidance, tools, and information that may help provider offices treat diverse
populations and assist you in compliance with LAP requirements. The topics covered by these websites
include bias, cultural competency, diversity, effective communication, equity, inclusion, and providing
language services.

e American Academy of Family Physicians Health Equity Continuing Medical Education
https://www.aafp.org/cme/topic/health-equity.html

e American Medical Association: Delivering Care, Health Equity
https://www.ama-assn.org/delivering-care/health-equity

e Health Industry Collaboration Effort (HICE) Cultural and Linguistics Provider Toolkit
https://www.iceforhealth.org/library.asp?sf=&scid=1284+#scid1284

e The Georgetown University Center for Child and Human Development — National Center for Cultural
Competence Curricula Enhancement Module Series
https://nccc.georgetown.edu/curricula/overview/index.html

e U.S. Department of Health and Human Services, Office of Minority Health.
https://www.minorityhealth.hhs.gov

For additional information on Blue Shield’s Language Assistance Program, go Provider Connection at
blueshieldca.com/provider and click on Guidelines & Resources, Patient Care Resources, and then Language
Assistance Program Resources.

Monitoring Compliance

Blue Shield’s LAP annual compliance audit includes:

1. Monitoring Blue Shield internal organizations, vendors, and contracted health care providers for
compliance with regulatory standards for the LAP, including the availability, quality and utilization of
language assistance services.

2. Tracking grievances and complaints related to its LAP.
3. Documenting actions taken to correct problems.
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4.1 Network Administration

Other IPA/Medical Group Responsibilities (contd.)

Confidentiality of Substance Use Disorder Patient Records

In 1975, Congress enacted 42 U.S.C. 290dd-2 and its supporting regulations at 42 C.F.R. Part 2. The law is
formally referred to as the Confidentiality of Substance Use Disorder Patient Records Act, and informally
referred to as “Part 2.” The purpose of Part 2 is to protect the privacy of substance use disorder (SUD) patient
records by prohibiting unauthorized use and disclosure of SUD patient records except with patient consent and
in limited circumstances.

The Substance Abuse and Mental Health Services Administration (SAMHSA) is the agency within the U.S.
Department of Health and Human Services (HHS) that regulates and enforces Part 2.

If, as a provider, you are a Part 2 Program, you must comply with all of the applicable legal requirements of
the Part 2 laws and regulations.

To assist you in meeting your legal obligations, you may inform Blue Shield that you have the patient’s
consent to disclose their SUD patient records to Blue Shield when submitting an electronic claim (837 P or I)
for Part 2 services by placing an “1” in the CLMO09 field.

When submitting an electronic claim (837 P or I) for Part 2 services, under the NTEO2 segment, you may
include in the free-form narrative one of the following mandatory Part 2 disclaimer language options. The
shorter version is preferable.

e 42 CFR part 2 prohibits unauthorized disclosure of these records; or

e This information has been disclosed to you from records protected by federal confidentiality rules (42 CFR
part 2). The federal rules prohibit you from making any further disclosure of information in this record that
identifies a patient as having or having had a substance use disorder either directly, by reference to
publicly available information, or through verification of such identification by another person unless
further disclosure is expressly permitted by the written consent of the individual whose information is
being disclosed or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of
medical or other information is not sufficient for this purpose (see § 2.31). The federal rules restrict any
use of the information to investigate or prosecute with regard to a crime any patient with a substance use
disorder, except as provided at 88 2.12(c)(5) and 2.65.

To help you determine if you are a Part 2 Program, please refer to:
https://www.samhsa.gov/sites/default/files/does-part2-apply.pdf.

To learn more about the Part 2 laws and regulations, please refer to:
https://www.federalregister.gov/documents/2018/01/03/2017-28400/confidentiality-of-substance-use-disorder-

patient-records

To learn more about how Part 2 limits the disclosure of SUD patient records, please refer to:
https://www.samhsa.gov/sites/default/files/how-do-i-exchange-part2.pdf

It is recommended that you consult legal counsel if you are uncertain whether or how these provisions apply to
you.
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4.2 Member Rights and Responsibilities

Introduction

Blue Shield has established and approved written policies and procedures that state it does not delegate or sub-
delegate any Member Rights and Responsibilities to the IPA/medical groups. The information below is taken
from the Blue Shield HMO Evidence of Coverage (EOC).

Blue Shield Medicare 65 Plus (HMO) Member Rights and Responsibilities can be found in Section 6.6.

All grievances are the responsibility of Blue Shield.

Statement of Member Rights and Responsibilities

Member Rights

All Blue Shield plan members have the right to:

Receive considerate and courteous care, with respect for your right to personal privacy and dignity.

Receive information about all health services available to you, including a clear explanation of how to
obtain them.

Receive information about your rights and responsibilities.

Receive information about your Blue Shield plan, the services we offer you, and the Physicians and
other Health Care Providers available to care for you.

Select a PCP and expect their team provide or arrange for all the care you need.
Have reasonable access to appropriate medical and mental health services.

Participate actively with your PCP in decisions regarding your medical and mental health care. To the
extent the law permits, you also have the right to refuse treatment.

A candid discussion of appropriate or Medically Necessary treatment options for your condition,
regardless of cost or Benefit coverage.

An explanation of your medical or mental health condition, and any proposed, appropriate, or
Medically Necessary treatment alternatives from your PCP, so you can make an informed decision
before you receive treatment. This includes available success/outcomes information, regardless of cost
of Benefit Coverage.

Receive Preventive Health Services.

Know and understand your medical or mental health condition, treatment plan, expected outcome and
the effects these have on your daily living.

Have confidential health records, except when the law requires or permits disclosure. With adequate
notice, you have the right to review your medical record with your PCP. .

Communicate with, and receive information, from Customer Service in a language you can
understand.

Know about any transfer to another Hospital, including information as to why the transfer is necessary
and any alternatives available.
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4.2 Member Rights and Responsibilities

Statement of Member Rights and Responsibilities (contd.)

Member Rights (cont’d.)

Be fully informed about the complaint and grievance process and understand how to use it without the
fear of interruption in your health care.

Voice complaints or grievances about your Blue Shield plan or the care provided to you.

Make recommendations on Blue Shield’s member rights and responsibilities policies.

Member Responsibilities

Blue Shield health plan members have the responsibility to:

Carefully read all Blue Shield plan materials immediately after you are enrolled so you understand
how to:

e Use your benefits;
e Minimize your out-of-pocket costs; and

e Follow the provisions of your plan as explained in the Evidence of Coverage or Health Service
Agreement.

Maintain your good health and prevent illness by making positive health choices and seeking
appropriate care when you need it. .

Provide, to the extent possible, information needed for you to receive appropriate care

Understand your health problems and take an active role in developing treatment goals with your PCP,
whenever possible.

Follow the treatment plans and instructions you and your PCP agree to and consider the potential
consequences if you refuse to comply with treatment plans or recommendations.

Ask questions about your medical or mental health condition and make certain that you understand the
explanations and instructions you are given.

Make and keep medical and mental health appointments and inform your Health Care Provider ahead
of time when you must cancel.

Communicate openly with your PCP so you can develop a strong partnership based on trust and
cooperation.

Offer suggestions to improve the Blue Shield plan.

Help Blue Shield maintain accurate and current records by providing timely information regarding
changes in your address, family status and other plan coverage.

Notify Blue Shield as soon as possible if you are billed inappropriately or if you have any complaints
or grievances.

Treat all Blue Shield personnel respectfully and courteously.

Pay your Premiums, Copayments, Coinsurance, and charges for non-Covered Services in full and on
time.
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4.2 Member Rights and Responsibilities

Member Grievance Process

The Blue Shield HMO administers the investigation of member grievances and follows a standard
set of procedures for the resolution for both Medicare Advantage and commercial members.

For more information on the member grievance process and complaint resolution procedures for
Blue Shield Medicare Advantage plan members, see Section 6.6 of this manual.

Blue Shield has a comprehensive review process to address matters when members wish to exercise their right
to file a grievance. The program also encourages communication and collaboration on grievance issues among
Blue Shield departments and functional areas. Although it is inadvisable to require patients to sign arbitration
agreements as a condition of providing medical care, providers may choose to enter into arbitration agreements
with Blue Shield plan members, providing the agreement to arbitrate fully complies with the California Code
of Civil Procedure (CCP) Section 1295 including the important provision that the patient is permitted to
rescind the arbitration agreement in writing within 30 days of signature, even when medical services have
already been provided.

Grievances are disputes regarding potential quality issues, access to care, or delay/modification/denial of
treatment issues. All grievances are researched and investigated by Blue Shield’s Appeals and Grievance
Department (A&G). Blue Shield requests that IPA/medical groups help identify, process, and resolve all
member grievances in a timely manner.

Blue Shield encourages members to informally resolve their grievances with their Blue Shield HMO providers.
If this is not possible, members, member representatives, or an attorney or provider on the member’s behalf,
may call Blue Shield HMO Member Services to initiate a grievance.

Members, member representatives, or an attorney or provider on the member’s behalf may file a grievance by
contacting Blue Shield’s Customer/Member Service Department in writing, by telephone, or by submitting a
completed Grievance Form online at blueshieldca.com. Blue Shield provides all IPA/medical groups with an
optional member grievance form that is available in the offices for all Blue Shield members. (This form is
distributed to all IPA/medical groups through the Provider Relations Department.)

To comply with the Department of Managed Health Care (DMHC), legislative requirements, and National
Committee for Quality Assurance (NCQA), Blue Shield resolves all member grievances within 30 calendar
days of receipt. Generally, the member must participate in Blue Shield’s grievance process for 30 calendar
days before submitting a grievance to the DMHC. However, the DMHC can waive this requirement in
“extraordinary and compelling cases.” In these events, Blue Shield has five days to respond to the grievance.

When it is necessary to coordinate a grievance with the member’s provider, Blue Shield will send a copy of the
member’s grievance to the IPA/medical group and request that the IPA/medical group review it and respond to
Blue Shield in writing within ten calendar days from receipt for normal grievances or 24 hours from receipt for
urgent or escalated grievances.
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4.2 Member Rights and Responsibilities

Member Grievance Process (contd.)
The Member Grievance Process ensures that:
e Members are informed of their right to report grievances
e Member grievances are responded to and resolved timely
o No sanctions/penalties or interruption of health care results from using the Grievance Program
e Tracking, analyzing, and reporting of individual and aggregate grievance data
o Identification of systemic quality of care, access to care, and quality of service issues

o Compliance with DMHC, regulatory requirements, and NCQA standards

Resolution Options

The Member Grievance Process is designed to allow the member, member representative or provider on their
behalf, a complete and timely review within 30 calendar days of Blue Shield’s receipt.

The following options are used to resolve a member grievance:
e Standard Review Process
e Expedited Review

¢ Independent Medical Review (IMR) (offered through the DMHC)
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4.2 Member Rights and Responsibilities

Blue Shield Grievance Process — Standard, Expedited, and
External Review

Standard Review Process

If Member Services cannot resolve the issue, the case is forwarded to the Appeals and Grievance Department
(A&G) for review and determination. Clinical grievances may include collaboration with a Blue Shield
Medical Director.

Resolution occurs within 30 calendar days of the member’s initial request. The written response to the member
provides a clear and concise statement of the determination with references to applicable provisions in the
Evidence of Coverage (EOC). The Blue Shield Grievance Process allows members to file grievances within
180 days following any incident or action that is the subject of the member’s dissatisfaction.

The Department of Managed Health Care (DMHC) is responsible for regulating health care service plans. If
the member has a grievance against Blue Shield, the member should first telephone Blue Shield at the number
provided in their EOC and use our grievance process before contacting DMHC. Utilizing Blue Shield’s
grievance process does not prohibit any potential legal rights or remedies that may be available to the member.
If the member needs help with a grievance involving an emergency, a grievance that has not been satisfactorily
resolved by Blue Shield, or a grievance that has remained unresolved for more than 30 days, the member may
call DMHC for assistance. Members can contact the DMHC at (888) 466-2219, TDD (877) 688-9891 for the
hearing and speech impaired, or through their website at www.dmhc.ca.gov for complaint forms, IMR
application forms, and instructions online.

The member may also be eligible for an Independent Medical Review (IMR). If they are eligible for an IMR,
the IMR process will provide an impartial review of medical decisions made by Blue Shield related to the
medical necessity of a proposed service or treatment, coverage decisions for treatments that are experimental
or investigational in nature and payment disputes for emergency or urgent medical services.

If the grievance involves a medical necessity or experimental/investigational issue, the member is notified of
his/her right to request an external Independent Medical Review (IMR). A copy of the IMR form and
instructions are included in the response.

Expedited Review

Members have the right to an expedited decision when the routine decision-making process might pose an
imminent or serious threat to their health, including, but not limited to severe pain, potential loss of life, limb,
or major bodily function. Blue Shield will evaluate the request and medical condition to determine if it
qualifies for an expedited decision, which will be processed as soon as possible to accommodate the member’s
condition not to exceed 72 hours from the initial receipt.

Members, member representatives, or an attorney or provider acting on their behalf, may file a verbal or
written request, or can submit a Grievance Form online at blueshieldca.com to obtain an expedited decision by
specifically stating that the subscriber’s health might be seriously jeopardized by waiting for the standard
process. The Blue Shield Grievance Process allows members to file grievances within 180 days following any
incident or action that is the subject of the member’s dissatisfaction.

Note: If a Commercial Members employer’s health plan is governed by the Employment
Retirement Income Security Act (ERISA), they may have the right to bring a civil action under
Section 502 (a) of ERISA if all required reviews of their claim have been completed and their
claim has not been approved.
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4.2 Member Rights and Responsibilities

Blue Shield Grievance Process — Standard, Expedited, and
External Review (contd.)

External Independent Medical Review (IMR)

The Knox-Keene Act requires Blue Shield to provide external Independent Medical Review (IMR) when
appropriate.

If a member’s grievance involves a claim or services for which coverage was denied in whole or in part by
Blue Shield, on the grounds that the service is not medically necessary or is experimental/investigational
(including the external review available under the Friedman-Knowles Experimental Treatment Act of 1996),
the member may choose to have the matter submitted to an independent agency for external review in
accordance with California law. The member normally must first submit a grievance to Blue Shield and wait
for at least 30 calendar days before requesting external review; however, if the matter would qualify for an
expedited decision, as described above, or involves a determination that the requested service is
experimental/investigational, the member may immediately request an external review. The member may
initiate this review by completing an application for external review, a copy of which can be obtained by
contacting Blue Shield Member Services. The Department of Managed Health Care (DMHC) will review the
application and, if the request qualifies for external review, will select an external review agency for an
independent opinion. There is no cost to the member for this external review. The member and their physician
will receive copies of the opinions of the external review agency. This external review agency is binding on
Blue Shield. This process is completely voluntary on the member’s part; the member is not obligated to request
external review.

Members may apply for an IMR if:

1. The member’s provider has recommended a health care service as medically necessary.

2. The member has received urgent care or emergency services that a provider determined was medically
necessary.

3. Inthe absence of a provider recommendation or the receipt of urgent care or emergency services, the
member has been seen by an in-plan provider for the diagnosis or treatment of the medical condition
for which the member seeks independent review.
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4.2 Member Rights and Responsibilities

Blue Shield Grievance Process — Standard, Expedited and
External Review (contd.)

External Independent Medical Review (IMR) (cont’d.)

Upon receipt of DMHC’s notification of approval of the member’s request for IMR, Blue Shield forwards
requested information directly to the review entity selected by the DMHC within three business days, unless
there is an imminent and serious threat to the enrollee’s health, in which case, Blue Shield must provide the
information within 24 hours.

Information provided must include:

o All medical records that are relevant to the member’s condition

o All information provided to the member and contracting providers concerning the condition and care
o All information that was submitted by the member

o  All written communications by Blue Shield regarding the grievance

o Copies of any other relevant documents or information regarding the grievance, including any section
of the Evidence of Coverage relied on by Blue Shield in its denial

IMR will be completed within 30 days or within three days for urgent conditions.

Upon completion of the review, the review entity provides written notice of its decision to the member, the
member’s provider, Blue Shield and the DMHC. Blue Shield will promptly comply with the decision.

External Exception Review

If Blue Shield denies an exception request for coverage of a Non-Formulary Drug, Step Therapy, or a
Prescription Drug Prior Authorization, the member, authorized representative, or the provider may submit a
grievance requesting an external exception request review. Blue Shield will ensure a decision within 72 hours
in routine circumstances or 24 hours in exigent circumstances.

Peer Review

Peer review is the review of cases through the grievance and appeals process where actual or potential quality-
of-care issues are identified. Cases requiring investigation may involve components of care delivered by an
individual practitioner or a health delivery organization such as a hospital, skilled nursing facility, medical
group or independent practice association, or other types of organizations designed to deliver care to Blue
Shield members.
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4.3 Capitation

Capitation

For each Blue Shield commercial product in which the IPA/medical group is participating, Blue Shield pays a
negotiated age/sex/copay adjusted per member per month (PMPM) capitation amount for each member who
selects a primary care physician in that IPA/medical group. (Please refer to the Blue Shield IPA/Medical
Group Provider Agreement for actual age, sex, copay-adjusted rates, and percentages.)

Capitation is paid for each member assigned to a primary care physician in the IPA/medical group as of the
first of the month. If payments are accepted by the group electronically, such capitation shall be paid for
members not enrolled in the Blue Shield Medicare Advantage plan Benefit Program no later than the fifteenth
(15" day of the month.

Each month’s capitation payment may include retroactive adjustments.

Financial Reports

Blue Shield supplies the following financial reports electronically via email, or SFTP to the IPA/medical group
for the HMO and Point-of-Service (POS) products.

Combined Eligibility/Capitation File

The monthly Combined Eligibility/Capitation File shows capitation details for all IPA/medical groups and
their primary care physicians for a specific reporting period. It includes the calculated payment amounts for all
currently eligible capitated members. (The file layout for this report appears in Appendix 3.)

This file is the supporting documentation for the Monthly Capitation Reconciliation Report.

Quarterly Financial Performance File

The Quarterly Financial Performance Report is based on a 90-day fund pool performance (for physician
organizations participating in a shared savings program). This report itemizes information on member months,
capitation paid, institutional fund allocations, depletions, and balances by month and year-to-date. This report
is supported by claim detail for all applicable fund pools.

Note: If an IPA/medical group has questions regarding the Shared Savings claims, the
IPA/medical group can submit the detailed claim records in question to Managed Care Finance,
Blue Shield of California. The submitted file should have the same layout format as the claim files
that were previously sent to them. A column needs to be added to the end of the file for all
comments explaining why the claims are being questioned. In addition, the submitted file should
only include the claims that are in question. Please note that this process does not replace or
change the DMHC Provider Dispute Process.

Please refer to Section 6 for Blue Shield Medicare Advantage plan financial reports.
Actuarial Cost Model
The Actuarial Cost Model discloses the projected utilization rate, unit cost and per-member per-month

information for each type of service for commercial lines of business. Please refer to Appendix 4-C for the
Actuarial Cost Model tables.
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4.3 Capitation

Capitation (contd.)
Retroactive Changes

Retroactive Cancellation/Ineligible Member

If a member is cancelled retroactively, Blue Shield will deduct capitation retroactively from the IPA/medical
group not to exceed 90 days for commercial members and 365 days for FEHBP or Medicare Advantage
members. Depending on the contract, retroactive cancellation of members may be limited to a predetermined
period. (Please refer to the Blue Shield IPA/Medical Group Provider Agreement for the limitation.)

Blue Shield will be financially responsible for all covered services provided by IPA/medical group providers
to an ineligible person or a retroactively cancelled member for the period of time for which capitation was
retroactively adjusted and who had been previously verified as eligible by Blue Shield, as long as the
IPA/medical group has:

e Provided documentation to Blue Shield of the eligibility error or notice of a retroactively terminated
member, along with the claim for services. Documentation should include:

e Member name

e Member ID number

e Place, date, and provider of service

e A claim showing the services provided and the billed/paid amount

If the member is determined to be ineligible or retroactively cancelled, Blue Shield will reimburse the
IPA/medical group using the payment methodology described in the Blue Shield contract.

However, if the member was covered by another health plan during the time period involved and the service is
covered by that health plan, insurer, or third party payor, the IPA/medical group must first bill the other payor
for those services. If no payment is received from or the claim is denied by the other carrier, please submit a
copy of the other carrier’s claim determination (e.g., letter or EOB) along with the information described above
for payment under eligibility guarantee. If the patient is covered by another health care service plan during the
time period involved and the other plan has paid capitation to the IPA/medical group for the patient, no
eligibility guarantee payment will be due from Blue Shield.

Retroactive Additions

If a member is added retroactively, Blue Shield will pay capitation retroactively to the IPA/medical group not
to exceed 90 days for commercial members and 365 days for FEHBP or Medicare Advantage members.
Depending on the contract, retroactive addition of members may be limited to a predetermined period. (Please
refer to the Blue Shield IPA/Medical Group Provider Agreement for the limitation.) Any payments collected
for covered services by the IPA/medical group and/or its providers from the member must be refunded, minus
any applicable copayments. For the period of time beyond which capitation was paid for retroactively added
eligible members, Blue Shield shall compensate Group for provided covered services pursuant to the
provider’s contracted rates.
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4.4 Claims Administration

Claims Processing
This provider manual addresses claims processing, related reporting, and coordination in three separate places:

Section 4.4 Claims Administration

This section covers commercial claims processes including submissions to and coordination with Blue Shield’s
internal, commercial claims processing operations.

Section 6.4 Blue Shield Medicare Advantage Plan Network Administration

The section on claims administration covers submissions to and coordination with Blue Shield’s internal,
Medicare claims processing operations.

Appendix 4-A Claims, Compliance Program, IT System Security, and Oversight
Monitoring

This appendix covers statutory, regulatory, and Blue Shield requirements to be met for delegated, Medicare
Advantage, Group Medicare Advantage, and commercial claims, including: (1) self-monitoring required by the
IPA/medical group, (2) monitoring that will be conducted by Blue Shield, and (3) the consequences if
deficiencies occur, including formal, written corrective action plans.

Claims for Emergency Room Services

IPA/medical groups must comply with the claims payment and notification requirements of Sections 1371.4
and 1371.5 of the Health & Safety Code and with regulations under 28 CCR 1300.71 for the provision of
emergency services and emergency claims payment requirements. California law is consistent with Section
2719A of the federal Patient Protection and Affordable Care Act for coverage of emergency services.

Claims Inquiries

For claims with dates of service less than 30 days old, please visit Provider Connection at
blueshieldca.com/provider where this information is readily accessible.

Claim Review

Blue Shield providers are expected to follow professionally accepted ethical billing practices. Blue Shield is
committed to high quality, cost-effective care and monitors the coding and billing patterns of health care
providers. Our monitoring program is designed to detect billing irregularities, including "unbundling™ of
services and procedure coding inconsistent with current CPT and HCPCS guidelines.

Blue Shield strives to make its clinical payment policies transparent to providers. Blue Shield has implemented
claims editing software systems, based on industry standards, in order to pay professional providers fairly,
accurately, consistently, and in a standardized manner. Our claims editing software systems provide additional
levels of automated claims adjudication.
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4.4 Claims Administration

Claims Processing (contd.)

Claims for Medical Benefit Drugs

Childhood immunizations recommended for use on or after January 1, 2001 by the Advisory Committee on
Immunizations Practices (ACIP) of the Centers for Disease Control (CDC), including their frequency and
patient age recommendations, are the financial responsibility of Blue Shield. For office administered
medications, drug claims must include the HCPCS code, National Drug Code, and service units. In some
IPA/medical group contracts, certain medications that meet criteria to qualify as shared risk are also
reimbursable to the IPA/medical group by Blue Shield (refer to your provider contract to determine if your
group qualifies). Qualifying childhood immunizations and office administered medications will be reimbursed
and charged to Blue Shield. Shared-risk medications will be reimbursed by Blue Shield and charged against
the IPA/medical groups’ shared-risk fund. Claims for immunizations and office administered medication
services that are payable exceptions to the capitated lines of service(s) submitted electronically will be split off
from the encounter and processed accordingly. Instructions for completing the CMS 1500 specific to
qualifying childhood immunizations and the shared-risk medication reimbursement are found in Appendix 4-
B. If necessary, reports generated that include all of the required data fields can be utilized to substantiate the
reimbursement.

Claims for Outpatient Prescription Drugs

Medications that may be safely administered at home by the member or a family member, including those
administered subcutaneously or intramuscularly are covered in the member’s Outpatient Prescription Drug
Benefit. Some may require prior authorization for coverage by Blue Shield.

Note: Some Blue Shield members may have prescription drug coverage through another pharmacy benefit
manager.

Commercial Plans: Providers can submit a prior authorization request electronically by utilizing one of our
contracted electronic prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers also have
the option to complete and fax the California Prescription Drug Prior Authorization or Step Therapy Exception
Request Form 61-211 (Revised 12/2016) to (888) 697-8122. This form is available on
blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior authorization
forms. Providers may also submit prior authorization requests online by going to blueshieldca.com/provider
under Authorizations then Request pharmacy authorization or Request pharmacy prior authorization
electronically to submit a prior authorization request through an ePA vendor.

Medicare Plans: The Centers for Medicare & Medicaid Services (CMS) compiles a “Preclusion List” of
prescribers, individuals, and entities that fall within either of the following categories: (a) are currently revoked
from Medicare, are under an active reenrollment bar, and CMS determines that the underlying conduct that led
to the revocation is detrimental to the best interests of the Medicare program; or (b) have engaged in behavior
for which CMS could have revoked the prescriber, individual, or entity to the extent applicable if they had
been enrolled in Medicare, and CMS determines that the underlying conduct that would have led to the
revocation is detrimental to the best interests of the Medicare program. CMS makes the Preclusion List
available to Part D prescription drug plans and Medicare Advantage plans. Plans are required to deny payment
for claims submitted by or associated with prescriptions written by prescribers and providers on the list. Full
enforcement of the Part C and D prescriber exclusion list requirement began on January 1, 2019.
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4.4 Claims Administration

Claims Processing (contd.)

Claims for Outpatient Prescription Drugs (cont’d.)

Providers can submit a prior authorization request electronically by utilizing one of our contracted electronic
prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers also have the option to request a
prior authorization or exception request by faxing a Medicare Coverage Determination Request Form
(available at blueshieldca.com/provider) to (888) 697-8122 or via phone to (800) 535-9481 Monday through
Friday, 8:00 a.m. until 6:00 p.m. PST, excluding holidays.

Providers have the alternate option to use AuthAccel to complete, submit, attach documentation, track status,
and receive determinations for pharmacy prior authorizations. Registered users may access the tool, in the
Authorizations section, after logging into Provider Connection at blueshieldca.com/provider. When providers
submit requests via AuthAccel, it is not necessary for them to complete a separate Medicare Coverage
Determination Request Form, as the required information is built into the tool.

HMO and POS members with Blue Shield’s Outpatient Prescription Drug Benefit access prescription
medications through a participating Blue Shield network retail, mail, or specialty pharmacy that submit
electronic prescription claims to Blue Shield. Prescriptions at retail and specialty pharmacies are covered for
up to 30-day supplies per prescription, and for up to 90-day supplies at the mail service pharmacy.

Once all required supporting information is received, a coverage decision, based upon medical necessity, is
provided within the following timelines:

o Commercial plans within 24 hours for urgent requests and 72 hours for standard requests.
e Medicare Part D plans within 24 hours for an expedited review and 72 hours for standard requests.

For the Blue Shield Medicare Advantage plan, Part D drug coverage and exclusion rules apply.

Incorrect Claims Submissions

Incorrect claims submissions, also known as misdirected claims, are claims for capitated services that
providers erroneously submit to Blue Shield for processing/payment instead of submitting appropriate claims
and/or encounter reports to the assigned IPA/medical group.

In accordance with Section 1300.71 California Code of Regulations (CCR) Title 28, Blue Shield must forward
non-contracted provider claims and/or emergency service claims that are the responsibility of the IPA/medical
group to the correct IPA/medical group within ten (10) working days of the original receipt date. For all other
claims that are the responsibility of the IPA/medical group, Blue Shield may either send the claimant a notice
of denial, with instructions to bill the capitated provider or forward the claim to the appropriate IPA/medical
group. Blue Shield has developed a process to allow us to forward applicable claim information, for paper- and
electronically submitted claims, to the appropriate IPA/medical group in the form of a facsimile. Facsimiles
forwarded to the IPA/medical group must be treated as a viable claim. If additional information is required to
make the determination to pay or deny, the IPA/medical group may either develop or contest the claims for the
missing information. The claim may only be contested if information is missing that is necessary to process the
claim. Claims cannot be contested solely because the claim is submitted on a UB 04 or CMS 1500 facsimile
claim form.

Should a claim that is payable by Blue Shield be submitted to the IPA/medical group in error, the IPA/medical
group must forward the claim to Blue Shield within ten (10) working days.

As a best practice, Blue Shield recommends that all received commercial provider disputes, that are the
responsibility of another payor, be forwarded to the responsible party within ten (10) working days of the
original receipt of the misdirected dispute.
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4.4 Claims Administration

Claims Processing (contd.)

Paper Submission

For faster processing and turnaround, please submit all claims electronically. When paper claim forms must be
used, Blue Shield requires accurately completed CMS 1500 (Professional) and CMS-1450 (Institutional) forms
to process claims quickly and efficiently. Paper claims will be acknowledged within 15 days. Spreadsheet
claim submissions are not admissible unless special arrangements have been made. Blue Shield utilizes Optical
Character Recognition (OCR) which allows paper claims to be scanned and data interpreted with minimal data
entry. Claims submitted on photocopied claim forms prevent the OCR process from working properly,
necessitating manual data entry of the claim, which can slow processing and payment. To facilitate the
efficient and accurate claims processing of paper forms, original red claim forms are required. Also, please
ensure:

e Data entered onto the claim form is done in Arial font, point size 10-12.

e Only black ink is used.

e Datais entered in CAPITAL letters.

e Dot matrix printers are not used. Laser printers are recommended.

e No italics, red ink, stickers or rubber stamps are used.

¢ No handwritten descriptions are placed on the claim.

o No narrative descriptions of procedure, modifier or diagnosis are on the claim. The CPT, Modifier,
ICD-9-CM, or ICD-10-PCS codes are sufficient. For drug codes, the CPT, HCPCS and NDC are
required.

e No white correction fluid is used.

o Data is not touching box edges.

o No special characters are used (e.g., dollar signs, punctuation marks, parentheses).

Submit paper claims to:
Blue Shield of California

P.O. Box 272550
Chico, California 95927-2550
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4.4 Claims Administration

Claims Processing (contd.)

Electronic Submission

For faster processing and turnaround, please submit all claims electronically. Electronically submitted claims
receipt will be electronically acknowledged within 2 days. Claims/encounters must be submitted in HIPAA
compliant ASC X12N 837P and -8371 formats. Check with your programming staff or vendor to determine
whether they have connectivity to Blue Shield.

Providers have several data transfer options to submit their electronic billing. Providers can submit claims to
one of the Blue Shield/BlueShield Promise approved clearinghouses, via a secure file transfer protocol (SFTP)
or through a web-based connection with our approved vendor, Office Ally. Blue Shield pays all transaction
fees for selected Electronic Data Interchange (EDI) vendors. Be sure claims are submitted with your Blue
Shield/BlueShield Promise-assigned IPA/medical group number.

Call the EDI Help Desk at (800) 480-1221 to obtain a connection or go to blueshieldca.com/provider and click
on Claims for more information about the options listed above. Providers can also send an email to the EDI
Department directly at EDI_BSC@blueshieldca.com.

The Health Insurance Portability and Accountability Act (HIPAA) 5010 went into effect January 1, 2012. This
federal regulation requires the use of standard X12 transactions to report and inquire about healthcare services.
For questions about 5010, go to Provider Connection at blueshieldca.com/provider and click on Claims, then
Manage electronic transactions, contact the EDI Help Desk at (800) 480-1221, or email
EDI_BSC@blueshieldca.com.

Billing for Copayments

With the exception of authorized copayments, billing a member for covered benefits is absolutely prohibited
under the Knox-Keene Act for contracted providers of all services and non-contracted providers of emergency
services. The provider of services is responsible for collecting the applicable copayments from members.
Whenever the provider fails to collect the copayment at the time of service and then later bills the member, the
bill should clearly indicate that the amount due is for the copayment only. Copayments may not be waived.
Providers or the IPA/medical group must issue a receipt to the member whenever a copayment is collected.

Copayment amounts are detailed in the member’s Evidence of Coverage (EOC) and Summary of Benefits and
Coverage documents.

Completing Forms for Members

When a completed form is required for licensure, employment, school, camp, sports or other reasons, and it
coincides with a member’s scheduled routine physical examination, the provider may not charge the member
an additional fee in excess of the member’s copayment for completing the form. The Blue Shield IPA/Medical
Group Provider Agreement prohibits surcharges to members.

When a member requests a form to be filled out at any time other than their physical exam, it is appropriate to
charge an office visit copayment.
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4.4 Claims Administration

Encounter Data Submission

Blue Shield Organization and Procedures

Capitated IPAs and medical groups are required to submit all encounter data to Blue Shield, including
encounters for primary care, specialty care, and ancillary services.

For both commercial and Medicare Advantage encounter data, submissions may be made directly to Blue
Shield or via a vendor. Regardless of the route of submission, providers may request the professional and

facility encounter data specifications and procedures from Blue Shield using the contact information below.
Encounter data must be submitted in HIPAA compliant ASC X12N 837P and 8371 formats.

Commercial and Medicare Encounter Data

EDI Help Desk: (800) 480-1221 - EDI questions only.

For encounter processing questions call the Customer Service number on back of the member’s card.
Vendors

A list of approved vendors can be found on Provider Connection at blueshieldca.com/provider. Click on

Claims, Manage Electronic Transactions, then Enroll in Electronic Data Interchange. You may also contact
the EDI Help Desk at (800) 480-1221.
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4.4 Claims Administration

Performance - Regular and Complete Submission of
Encounter Data

Monthly Submission

It is Blue Shield’s requirement that encounter data be submitted at least once each month and each submission
must be in the correct HIPAA Compliant electronic format with usable data. Files with significant data quality
problems may be rejected and may require correction of problems.

Complete Submission

Blue Shield will measure encounter submissions based on a rolling year of utilization data. The Centers for
Medicare & Medicaid Services (CMS) requires EOBs for Medicare Advantage members with Medicare Part
C. IPAs are required to submit encounter submissions with Maximum Out-of- Pocket “MOOP” for Medicare
Advantage members. If cost share information applies to a record, please submit the information. If cost share
information is not available, do not submit the information. Refer to the EDI Companion Guides on Provider
Connection at blueshieldca.com/provider for additional details.

For Medicare Advantage encounter data submissions to the CMS, there is also a compliance measurement
reflecting the data collection period. Benchmarks using Evaluation and Management (E&M) CPT codes are
used. The benchmarks are:

Commercial Membership: 3.0 E&M Visits PMPY
Medicare Advantage Membership: 8.0 E&M Visits PMPY

Certain types of denied services are included in calculating each IPA/medical group’s annual E&M visit rates.

MEDICARE DENIALS

All denied Medicare Advantage encounters should be submitted to Blue Shield, except for duplicate
encounters and eligibility denials.

COMMERCIAL DENIALS

Denied commercial encounters which should be included with encounter data submissions are encounters for
services which are:

1. Denied for payment because they are included in a global fee paid to a provider.

2. Covered benefits which are denied because they lack required prior authorization.
The following types of denied commercial encounters should not be submitted to Blue Shield:

1. Encounters denied because of lack of member eligibility.

2. Duplicate encounters.

3. Encounters for shared-risk services.

4. Encounters for services which are Blue Shield or capitated facility payment liability.
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4.4 Claims Administration

Performance - Regular and Complete Submission of
Encounter Data (contd.)

A provider network contract may include an incentive program or capitation withhold provision that would
apply for performance, relative to the above benchmarks. The current performance target is at least 90% of the
benchmark.

In addition, Blue Shield will analyze the completeness of encounter data submissions for specialty and
ancillary services.

For the Integrated Healthcare Association (IHA) Pay for Performance (P4P) incentive program, please contact
Provider Relations for the most current requirement for encounter data thresholds.

Blue Shield requires that, on a periodic basis, an officer of the IPA/medical group attest to the completeness
and truthfulness of encounter data submission.

Member Billing
Blue Shield Member Services will intervene to prevent members from receiving bills for services other than
for deductibles, copayments, coinsurance, or non-covered services. If a member is billed erroneously, Blue
Shield Member Services will:

e Research to determine who is financially responsible for the claim.

o Investigate if the delivery rules were followed.

o Verify the payment/process status of the claim.

e Contact and educate the provider and try to obtain the provider’s commitment not to bill the member.

If unsuccessful, the IPA/medical group is required to ensure that the provider ceases billing the

member.

o Work with the IPA/medical group, when the group is financially responsible, to resolve member
billing issues, including providing a payment/processing date and check number, if applicable

If a payable claim is not processed within the time period established by the Knox- Keene Act, Blue Shield
Member Services may process and pay the claim. These payments, including any required interest, may be
deducted from future capitation payments to the IPA/medical group.

In the event a provider continues to bill a member for covered services, Blue Shield and the IPA/medical group
shall each take any and all action necessary to protect the member, including but not limited to, paying the
provider’s claim and taking legal action to enjoin the collection attempts.

A report showing payment for each claim paid and deducted from capitation is sent to the IPA/medical group.
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4.4 Claims Administration

Reciprocity
Reciprocity applies in the following situations:

1. When a Blue Shield IPA/medical group refers a member to a provider assigned to another Blue Shield
IPA/medical group;

or

2. When a Blue Shield IPA/medical group provides Urgent Care Services or Emergency Services to a
member assigned to another Blue Shield IPA/medical group.

In such situations, the non-treating IPA/medical group is financially responsible for reimbursing the treating
IPA/medical group. Payment shall be made in accordance with the Allowable Rates set forth in the contract
between the treating provider and the treating provider’s IPA/medical group. If the contract between Blue
Shield and the treating IPA/medical group contains rates that the non-treating IPA/medical group can utilize
for reciprocity, these rates may be used by the non-treating IPA/medical group to pay the treating IPA/medical
group or provider. The payment shall be equal to the Allowable Rate, minus the member’s applicable
copayment.

If the contract between the treating IPA/medical group and the treating provider is silent with regard to
payment for providing services to members not assigned to the treating IPA/medical group, the non-treating
IPA/medical group shall work with the treating IPA/medical group or provider of service to determine a
reasonable reimbursement rate to be paid by the non-treating IPA/medical group.

Reciprocity applies to Blue Shield associated organizations which include members in the Blue Cross/Blue
Shield National network and any equivalent Blue Cross/Blue Shield national network applicable to Blue Shield
Medicare Advantage plan members.
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4.4 Claims Administration
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4.5 Provider Appeals and Dispute Resolution

Provider Inquiries

A provider inquiry is a telephonic or written request to explain the rationale for a decision to reduce, delay, or

deny services or benefits. An inquiry may also include questions or clarifications regarding proposed services

or treatments, administrative procedures or claims payment. Issues or questions may be resolved at the inquiry
level. An inquiry may or may not alter the original decision.

Providers may initiate inquiries regarding a decision by Blue Shield, including but not limited to a claims
processing determination.

Inquires may focus upon areas such as:

e Payment Methodology

e  Multiple Surgeries

e Corrected Billings

e Medical Policy

e Coordination of Benefits (COB)

e Third Party Liability (TPL)

e Utilization Denials
Inquiries can be generated by either a telephone call or written correspondence to the member’s appropriate
Customer Service Department. For claims with dates of service less than 30 days old, visit Provider
Connection at blueshieldca.com/provider where this information is readily accessible. Information about the

Provider Appeals and Dispute Resolution Process and where to direct an inquiry can be found in this manual
or by contacting the member’s Customer Service Department.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution

Blue Shield has established fair, fast, and cost-effective procedures to process and resolve provider appeals.
Blue Shield’s Provider Appeals and Dispute Resolution Process is accessible to both contracting and non-
contracting providers.

Definitions
Appeal

A written notice to Blue Shield, submitted to the designated provider appeal address, challenging, appealing,
or requesting reconsideration of a claim that has been denied, adjusted (paid at less than billed charges) or
contested, or requesting resolution of billing determinations, such as bundling/unbundling of
claims/procedures codes or allowances, or disputing a request for reimbursement of an overpayment of a
claim; and a written notice to Blue Shield, submitted to the designated provider appeal address, disputing
administrative policies and procedures, administrative terminations, retro-active contracting, or any other
contract issue.

Bundled Appeal

A written notice to Blue Shield, submitted to the designated provider appeal address, identifying a group of
substantially similar multiple claims challenging, appealing or requesting reconsideration of the claims that
have been previously denied, adjusted (paid at less than billed charges), or contested, or requesting resolution
of billing determinations, such as bundling/unbundling of claims/procedures codes (ClaimCheck) or
allowances, or disputing a request for reimbursement of an overpayment of a claim; that are individually
numbered using the Blue Shield assigned claim number to identify each claim contained in the bundled appeal;
or a written notice, submitted to the designated provider appeal address, identifying a group of substantially
similar contractual appeals that are individually numbered using the section of the contract and sequential
numbers that are cross-referenced to a document or spreadsheet. (For example, Section | A #1, Section | A #2,
etc.)

Provider Inquiry

A telephone or written request for information, or question, regarding claim status, submission of corrected
claims, member eligibility, payment methodology rules (bundling/unbundling logic, multiple surgery rules),
Medical Policy, coordination of benefits, or third party liability/workers compensation issues submitted by a
provider to Blue Shield, or a telephone discussion or written statement questioning with the way Blue Shield
processed a claim (i.e. wrong units of service, wrong date of service, clarification of payment calculation).
Receipt Date

The working day when the provider appeal is first delivered to the designated Provider Appeal Office or post
office box by physical or electronic means.

Appeal Determination Date

The working day when the written provider dispute determination or amended provider dispute determination
is delivered by physical or electronic means.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Definitions (cont’d.)
Date of Contest, Denial, Notice, or Payment

The date Blue Shield's claim decision, or payment, is electronically transmitted (835) or deposited in the U.S.
mail (Explanation of Benefits).

Unjust or Unfair Payment Pattern

Any practice, policy, or procedure that results in repeated delays in the processing and/or correct
reimbursement of claims as defined by applicable regulations.

Unfair Billing Pattern

Engaging in a demonstrable and unjust pattern of bundling/unbundling or up-coding of claims, and/or other
demonstrable and unjustified billing patterns.

Good Cause for Untimely Submission of Claims

Circumstances reasonably beyond the control of the provider that prevented the timely submission of a claim
would be considered “good cause.”

Examples of circumstances beyond the control of the provider, include, but are not limited to:

e Patient gave incorrect health coverage/insurance information (copy of an incorrect 1D card);

e Patient was unable to provide health coverage/insurance information (patient was comatose, the
patient expired before the information could be obtained, etc.);

o Natural disaster/acts of nature (fire, flood, earthquake, etc.);
e Acts of war/terrorism;

e  System wide loss of computer data (system crash).
Examples of Circumstances That do Not Constitute “Good Cause”:

e Claim was sent to the wrong carrier (Blue Cross instead of Blue Shield), but the provider had the
correct health coverage/insurance information;

e The claim was submitted timely, but Blue Shield was unable to process because the claim was not a
complete claim (did not contain the minimum data elements to enter the claim into the system, i.e.,
missing a subscriber number).

Providers have an obligation to be responsible for appropriate timely billing practices. Provider requests to
review a claim timely filing denial because the provider believes they had good cause for the delay, will be
handled as a provider appeal.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns
Reporting Unfair Billing Patterns
Blue Shield may report providers Blue Shield believes are engaging in unjust billing patterns to the DMHC.

Toll-free provider line (877) 525-1295
Email: plans-providers@dmhc.ca.gov

Providers may report instances in which the provider believes a plan is engaging in an unfair payment pattern
to the DMHC's Office of Plan and Provider Relations.

Toll-free provider line: (877) 525-1295
Email: plans-providers@dmhc.ca.gov

Unfair Payment Patterns
Examples of unjust payment patterns are:

e Imposing a claims filing deadline, on three or more claims over the course of any three-month period,
or less than 90 days for contracting providers; 180 days for non-contracting provider; 90 days from the
primary payors determination, when paying as a secondary/tertiary payor.

o Failing to forward at least 95% of misdirected, capitated claims to the appropriate capitated entity
within 10 working days of receipt, over the course of any three-month period.

e Failing to accept at least 95% of late claim submissions, over the course of any three-month period,
when the provider submits proof of Good Cause.

e Failing to notify providers at least 95% of the time, in writing and within 365 days of the payment
date, of intent to recover an overpayment, over the course of any three-month period.

e Failing to notify providers, at least 95% of the time over the course of any three-month period, of the
claim, name of the patient, date of service and a clear explanation of the basis upon which an
overpayment was made.

e Failing to allow providers 30 working days, at least 95% of the time over the course of any three-
month period, of their right to appeal a request to recover an overpayment.

e Failing to acknowledge at least 95% of claims within 2 working days for electronic submissions, or 15
working days for paper submissions.

e Failing to provide an accurate and clear written explanation of the specific reasons for denying,
adjusting, or contesting a claim at least 95% of the time over any three-month period.

¢ Including provider contract provision inconsistent with any of the applicable regulations of the Health
and Safety Code or CCR, Title 28 on three or more occasions over the course of any three-month
period.

e Requesting medical records on more than 3% of claims, excluding professional emergency services
and care claims, over the course of any 12-month period.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)

Unfair Payment Patterns (cont’d.)

Requesting medical records on professional emergency services and care claims on more than 20% of
the claims, over the course of any 12-month period.

Failing to process PPO and POS II, 111 claims within 30 working days or HMO and POS | claims
within 45 working days at least 95% of the time over the course of any three-month period.

Failing to automatically pay interest penalties when processing exceeds the specified time frames at
least 95% of the time over the course of any three-month period.

Failing to notify providers of the appeal process when a claim is denied adjusted or contested at least
95% of the time over the course of any three-month period.

Failing to acknowledge initial provider appeals within 15 working days of receipt at least 95% of the
time over the course of any three-month time period.

Failing to resolve and provide written determination of initial provider appeals within 45 working
days of receipt.

Rescinding or modifying an authorization for health care services after the provider has rendered the
service on three or more occasions over the course of any three-month period.

Provider Contracts

Blue Shield informs contracting providers and capitated entities, initially upon contracting, or upon change of
the Provider Appeal Resolution Process, of the procedures for submitting a provider appeal, including:

Identity of the office responsible for receiving and resolving provider appeals.
Mailing address.

Telephone number.

Directions for filing an appeal.

Directions for filing bundled appeal.

The timeframe in which Blue Shield will acknowledge receipt of the appeal. The disclosures are made
in contracts, in the various provider manuals and on Provider Connection at
blueshieldca.com/provider.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)
Explanation of Benefits

Explanations of Benefits (EOB) inform providers of the availability of Blue Shield's Provider Appeal
Resolution Process and provide instructions for filing a provider appeal. An EOB is sent each time Blue Shield
processes a provider submitted claim unless a provider is enrolled with Electronic Remittance Advice (ERA).
Providers can retrieve a copy of the EOB from our website, Provider Connection. The provider appeal
resolution information is printed on page two of the provider's EOB. EOBs are issued to both contracted and
non-contracted providers.

Internet: www.blueshieldca.com/provider
The Provider Appeal Resolution Process is available on Provider Connection at blueshieldca.com/provider.
Provider Manuals

The Provider Appeal Resolution Process is documented in the Hospital and Facility Guidelines, Independent
Physician and Provider Manual, and the HMO IPA/Medical Group Procedures Manual.

Blue Shield’s Appeal Process

The following information outlines the process Blue Shield has established to allow providers and capitated
entities to submit appeals.

Blue Shield's Provider Dispute and Resolution Department is responsible for the Provider Appeal Resolution
Process.

Blue Shield's Senior Management is responsible for:
e The maintenance of the Provider Appeal Resolution Process;
e Review of the Provider Appeal Resolution operations;

¢ Noting any emerging patterns to improve administrative capacity, Blue Shield Provider Relations,
claim payment procedures and patient care; and

e Preparing the required reports and disclosures.
Provider Appeals — Reports

Blue Shield will track each provider appeal and will report the following information in the Annual Plan
Claims Payment and Dispute Resolution Mechanism Report:
o Information on the number and type of provider appeals received.

e A summary of the disposition of all provider appeals, including a description of the types, terms, and
resolution.

Internally, Blue Shield will review the provider appeal data to identify emerging patterns and trends, and
initiate the appropriate action.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)
Levels
Blue Shield's Provider Appeal Resolution Process consists of two levels: Initial and Final.

CCR, title 28, Section 1300.71.38 requires health plans to offer an appeal process. State law does not require
health plans to offer two levels.

Address for Submission of an Initial Appeal
Initial appeals must be submitted in writing to the following address:

Blue Shield Initial Appeal Resolution Office
P.O. Box 272620
Chico, CA 95927-2620

Initial appeals regarding commercial facility contract exception(s) must be submitted in writing to the
following address:

Blue Shield Initial Appeal Resolution Office
Attention: Hospital Exception and Transplant Team
P.O. Box 629010
El Dorado Hills, CA 95762-9010

Please submit on paper only. Digital media such as compact discs, USB data keys, flash drives, and other
digital formats are not permissible. Submission of digital media will not be effective to initiate an appeal, and
any digital media received by Blue Shield will be destroyed without review or further notice to the submitting

party.

For additional information regarding the appeal process, and to review digital submission options, please visit
Provider Connection at blueshieldca.com/provider.

Required Information/Appeal
An appeal must be submitted in writing and contain the following information:
e The provider's name
e The provider's identification number and/or the provider's tax identification number
e Contact information - mailing address and phone number
e  Blue Shield's claim number, when applicable
e The patient's name, when applicable
e The patient's Blue Shield subscriber number, when applicable
e The date of service, when applicable

o Aclear explanation of issue the provider believes to be incorrect, including supporting medical
records when applicable
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)

Required Information/Appeal (cont’d.)

e Proof of participation in the IPA’s provider appeal process and when the original determination was
made by the IPA (such as a copy of the IPA Appeal denial letter and or denial letter EOB), when
applicable

As applicable, bundled appeals must identify individually each item by using either the claim number or the
section of the contract and sequential numbers that are cross-referenced to a document or spreadsheet.

Appeals Submitted with Incomplete Information
Appeals that are lacking the required information will be returned to the provider or capitated entity.

Blue Shield will return the appeal and notify the provider or capitated entity of the missing information
necessary to categorize the submission as a provider appeal.

The original appeal, along with the additional information identified by Blue Shield, should be resubmitted to
Blue Shield within 30 working days of the provider's receipt of the notice requesting the missing information.

Blue Shield will not require the provider to resubmit claim information or supporting documentation that has
been previously received as part of the claims adjudication process.

Timeframe for Submitting Appeal

Initial appeals must be submitted within 365 days, or the time specified in the provider's contract, whichever is
greater, of Blue Shield's date of contest, denial, notice or payment.

In the event the appeal is regarding the lack of a decision, the appeal must be submitted within 365 days, or the
time specified in the provider's contract, whichever is greater, after the time for contesting or denying a claim
has expired.

Appeals alleging a demonstrable and unfair payment pattern by Blue Shield must be submitted within the
timeframes indicated above, based on the date of the most recent action or inaction by Blue Shield.

Timely Filing of Appeals
If a contracted provider or capitated entity fails to submit an initial appeal or final appeal within the required
timeframes, the provider or capitated entity:

e Waives the right for any remedies to pursue the matter further.

e May not initiate a demand for arbitration or other legal action against Blue Shield.

e May not pursue additional payment from the member.
In instances where the provider's contract specifies timeframes that are greater than the timeframes stipulated
in Blue Shield's Provider Appeal Resolution process, the provider's contract takes precedence.

Blue Shield will review the untimely submission of a provider appeal when the provider's contract includes a
good cause clause for the untimely submissions of provider appeals.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)
Timeframe for Providers to Contest Blue Shield's Request to Refund an Overpayment

Providers must submit their notice contesting Blue Shield's refund request within 30 working days of the
receipt of the notice of overpayment.

The provider's notice contesting Blue Shield's refund request must include the required information for
submitting an appeal as well as a clear statement indicating why the provider believes that the claim was not
over paid. A provider's notice that is are contesting Blue Shield's refund request will be identified as an appeal
and handled in accordance with Blue Shield's Provider Appeal Resolution Process.

Timeframe for Acknowledgement of Appeals

Blue Shield will acknowledge the receipt of each paper appeal within 15 working days of the receipt of the
written appeal.

Timeframe for Resolving Appeals
Blue Shield will resolve appeals within 45 working days of the receipt of the appeal.

In the event the original appeal was returned to the provider due to missing information, the amended appeal
will be resolved within 45 working days of the receipt of the amended appeal.

If the resolution of the Appeal results in additional monies due to the provider, Blue Shield will issue payment,
including interest when applicable, within 5 working days of the date of the written response notifying the
provider of the appeal resolution.

Resolution

Blue Shield will provide a written determination to each appeal, stating the pertinent facts and explaining the
reason(s) for the determination.

The written determination of an initial appeal will notify providers and capitated entities of their right to file a
final appeal.

Submitting Appeals on a Member's Behalf

Appeals submitted on a member's behalf will be treated as a member grievance and handled within the
member grievance process.

Blue Shield will verify with the member that the provider has been authorized to submit an appeal (member
grievance) on the member's behalf.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals and Dispute Resolution (contd.)

Unfair Billing and Payment Patterns (cont’d.)
Final Appeals

Provider or capitated entities that disagree with Blue Shield's written determination may pursue the matter
further by initiating a final appeal.

To initiate a final appeal, providers and capitated entities must, within 65 working days of Blue Shield's initial
determination, or the time specified in the provider's contract, whichever is greater, submit a written request to
the following address:

Blue Shield of California
Final Provider Appeal and Resolution Process
P.O. Box 629011
El Dorado Hills, CA 95762-9011

Commercial appeals regarding commercial facility contract exception(s) must be submitted to:

Blue Shield Initial Appeal Resolution Office
Attention: Hospital Exception and Transplant Team
P.O. Box 629010
El Dorado Hills, CA 95762-9010

Please submit on paper only. Digital media such as compact discs, USB data keys, flash drives, and other
digital formats are not permissible. Submission of digital media will not be effective to initiate an appeal, and
any digital media received by Blue Shield will be destroyed without review or further notice to the submitting

party.
The final appeal must be submitted in accordance with the required information for an appeal.

Blue Shield will, within 45 working days of receipt, review the final appeal and respond in writing, stating the
pertinent facts and explaining the reason(s) for the determination.

Arbitration
If after participating in the initial and final levels of the Appeal Resolution Process, the provider or capitated

entity continues to disagree with Blue Shield's payment or determination, the provider or capitated entity may
submit the matter to binding arbitration as applicable and outlined in the provider's contract.

Section 4.5 Page 10 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023



4.5 Provider Appeals and Dispute Resolution

Capitated Entity (IPA/MG/Capitated Hospital) Appeal
Resolution Requirements

IPA/Medical Group Responsibilities

In accordance with state law, IPA/medical groups are required to establish a fair, fast, cost-effective provider
dispute resolution process. In the event an IPA/medical group fails to resolve provider disputes in a timely
manner, and consistent with state law, Blue Shield may assume responsibility for the administration of the
IPA/medical group's dispute resolution mechanism.

Note: As a best practice, Blue Shield recommends that all received commercial provider
disputes that are the responsibility of another payor be forwarded to the responsible party
within ten (10) working days of the original receipt of the misdirected dispute.

Blue Shield Contracts

Blue Shield contracts require the IPA/medical group to establish and maintain a fair, fast and cost-effective
dispute resolution to process and resolve provider appeals.

The IPA/medical group's dispute resolution process must be in accordance with sections 1371, 1371.1, 1371.2,
1371.22, 1371.35, 1371.36 1371.37 1371.38, 1371.4, and 1371.5 of the Health and Safety Code, and sections
1300.71, 1300.71.38, 1300.71.4 and 1300.77.4 of the CCR, title 28.

Quarterly Reports

IPAs, medical groups and capitated hospitals are required to create and retain for audit a tabulated report of
each provider dispute received and/or reported. The report must be categorized by receipt date, and include the
identification of the provider, type of appeal, disposition and outcome of the appeal and number of work days
to resolve the appeal. A summary statistical report will be submitted quarterly in accordance with ICE-
standardized formats.

Each individual appeal in a bundled appeal is reported separately.

Provider Appeal Documentation

Upon request, the IPA/medical group will make available to Blue Shield, or the DMHC, all records, notes and
documents regarding their provider dispute resolution mechanism and the resolution of provider appeals.

Providing all supporting documentation at the time the initial dispute is submitted will help ensure timely
processing.

Medical Necessity Denials
Blue Shield's Provider Appeal Resolution Process includes a process to allow any provider submitting a claim
dispute to the IPA/medical group's dispute resolution mechanism involving an issue of medical necessity or

utilization review and unconditional right of appeal for that claim dispute.

Providers must submit their requests to Blue Shield within 60 working days from the date they received the
IPA/medical group determination.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals of Medicare Advantage Claims

Contracted

Contracted providers have the right to file an appeal related to any initial claim decision by filing a request for
redetermination. Medicare Advantage Appeals (for Individual or Group Medicare Advantage members) must
be submitted to:

Blue Shield of California
Medicare Provider Appeals Department
P.O. Box 272640
Chico, CA 95927

Required Information/Appeal
An appeal must be submitted in writing and contain the following information:

e The provider’s name

e The provider’s identification number — the Blue Shield provider identification number (PIN) and/or
the provider's tax or social security number

e Contact information — valid mailing address and phone number
e  Blue Shield’s Internal Control Number (ICN)/Claim number

e The patient’s name

e The patient’s Blue Shield subscriber number

e The date of service

e Acclear explanation of issue the provider believes to be incorrect, including supporting medical
records, when applicable

e Proof of participation in the IPA’s provider appeal process and when the original determination was
made by the IPA (such as a copy of the IPA Appeal denial letter and/or denial letter EOB)
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals of Medicare Advantage Claims (contd.)

Contracted (cont’d.)
Timeframe for Submitting Appeal

Initial appeals must be submitted within 365 calendar days or the time specified in the provider's contract,
whichever is greater, of Blue Shield's date of contest, denial, notice or payment.

If a contracted provider or capitated entity fails to submit an initial appeal within the required timeframes, the
provider or capitated entity:

e Waives the right for any remedies to pursue the matter further
e May not initiate a demand for arbitration or other legal action against Blue Shield
e May not pursue additional payment from the member

In instances where the provider’s contract specifies timeframes that are greater than the timeframes specified in
Blue Shield's Provider Appeal Resolution process, the provider’s contract takes precedence.

Blue Shield will review the untimely submission of a provider appeal when the provider’s contract includes a
good cause clause for the untimely submissions of provider appeals.

Resolution

Blue Shield will, within 60 calendar days of receipt of the provider request for redetermination, review the
appeal and respond to the physician or provider using the Provider Appeals Resolution letter or the Remittance
advice with either additional payment or an explanation for upholding the original claim determination.

The delegated IPA/medical group must have a process in place to handle all contracted provider requests for
redetermination, resolving them in a timely manner, and in accordance with contractual agreements following
CMS regulations.
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4.5 Provider Appeals and Dispute Resolution

Provider Appeals of Medicare Advantage Claims (contd.)

Non-Contracted

CMS requires Medicare Advantage Organizations (MAO) to apply the provider dispute resolution process for
payment disputes between non-contracted and deemed providers. Non-contracted and deemed providers are
defined as follows:

e A non-contracted provider is one that was not aware the patient was a private fee-for-service member
at the time of service, e.g., an emergency situation.

e A deemed provider is one who was aware that the patient was a private fee-for-service member at the
time of service, and therefore had the ability to view the plan’s terms and conditions of payment.

Note: The provider dispute resolution process for payment disputes between non-contracted
and deemed providers does not include Part D claim (Prescription Drug Plans).

Provider disputes include any decisions where a non-contracted/deemed provider contends that the amount
paid by the organization (MAO and/or delegated entity) for a covered service is less than the amount that
would have been paid under original Medicare. The disputes may also include instances where there is a
disagreement between a non-contracted/deemed provider and the organization about the plan and/or delegated
entity’s decision to pay for a different service than that billed. An example would include down-coding.

A provider or supplier has the right to dispute a reimbursement decision made by a MAO Plan and/or
delegated entity. All Medicare and CMC non contracted zero payment provider appeals must be submitted
with a Waiver of Liability (WOL). If there is no WOL submitted, the plan will make three attempts to request
the WOL. If the WOL is submitted after 3 attempts and before the 60th calendar day, the Plan may dismiss the
provider appeal.

If the required information to process the dispute has not been submitted, Blue Shield will send a letter to the
provider requesting the necessary documentation. If the additional documentation is not received within 60
calendar days from the date of request, Blue Shield will conduct a review based on what is available.

Blue Shield will resolve the dispute within 60 calendar days of the receipt of the dispute. In the event that the
additional payment is warranted in favor of the provider and was due to an error by Blue Shield, interest will
be included along with the additional payment.

After the MAO Plan and/or delegated entity makes its Payment Review Determination (PRD) decision, if a
deemed or non-contracted provider or supplier still disagrees with the pricing decision of a MAO Plan and/or
delegated entity, non-contracted Medicare/CMC $0 true denials are sent to Maximus. For any case that is
dismissed, the provider has a right to go to Maximus within 60 calendar days of the dismissal. For non-
contracted Medicare/CMC underpayments, providers can contact 1-800-Medicare. All Medicare non-
contracted zero payment denials are auto forwarded to the IRE.

To appeal the provider organization and/or delegated entity’s decision upholding initial payment, the provider
must submit a written request to:

Blue Shield of California
Medicare Provider Appeals Department
P.O. Box 272640
Chico, CA 95927
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4.6 Shared Savings Program

Shared Savings Program and Reports

For certain services not covered under capitation, Blue Shield and the IPA/medical group share financial risk,
as defined by the IPA/medical group’s contract with Blue Shield.

In most arrangements, the IPA/medical group is allocated a certain percentage of the CMS revenue and a
certain percentage of the Employer Group revenue as shared savings budget. Blue Shield administers shared
savings claims and the expenses for the IPA/medical group’s assigned members are debited from the shared
savings budget. Any annual surplus or deficit for the shared savings budget is shared between the IPA/medical
group and Blue Shield according to the terms in the IPA/medical group’s Blue Shield contract.

Any Blue Shield Medicare Advantage plan services rendered during a particular agreement year, but not
reported to Blue Shield Medicare Advantage plan within the predetermined amount of days as stated in the
contract after the end of the same agreement year, shall be included in the shared-risk computation for the
subsequent agreement year.

If an IPA/medical group has questions regarding a Shared Savings claim, the IPA/medical group can submit
the detailed claim records in question to Managed Care Finance, Blue Shield of California. The submitted file
should have the same layout format as the claim files that were previously sent to them. A column needs to be
added to the end of the file for all comments explaining why the claims are being questioned. In addition, the
submitted file should only include the claims that are in question. Please note that this process does not replace
or change the DMHC Provider Dispute Process.

Quarterly Financial Performance File

The Quarterly Financial Performance File is based on a 90-day fund pool performance (for physician
organizations participating in a shared savings program). This report itemizes information on member months,
capitation paid, institutional fund allocations, depletions and balances by year-to-date. This report is supported
by claim detail for both current and prior year for all applicable fund pools.
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4.6 Shared Savings Program

Shared-Risk Claims

Blue Shield will process all claims for which the IPA/medical group and Blue Shield share financial
responsibility. Whenever Blue Shield receives shared-risk claims that contain capitated components, Blue
Shield will process its portion of the claim and will forward the capitated service portion to the appropriate
IPA/medical group for processing.

Example: Blue Shield receives an in-area emergency room (ER) services claim. Blue Shield will
process the claim and identify the ER Professional Services as a capitated service on the EOB.
The capitated services will be forwarded to the appropriate IPA/medical group for processing.

Blue Shield will also process all claims for services for which Blue Shield has sole responsibility.

Institutional Services Budget

In an arrangement where hospitals are not capitated for institutional services, Blue Shield maintains an
Institutional Services Budget (for physician organizations participating in a shared savings program). The
Institutional Services Budget is a shared savings fund in which Blue Shield and IPA/medical groups share any
surplus based on a negotiated settlement formula.

In general, Blue Shield provides a quarterly and annual accounting of the shared savings fund and the services
paid by Blue Shield from these funds. Each IPA/medical group receives from Blue Shield a quarterly and
annual Shared Savings report that contains the Shared Savings statement and the claims detail files.
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Section 5: Medical Care Solutions
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5.1 Utilization Management

Introduction

In most contracts, Blue Shield retains financial responsibility for institutional services. For business reasons,
Blue Shield may choose to carve out some services to external vendors. Examples include Disease
Management, High-Risk Case Management, Behavioral Health Services, and Organ Transplant. In these cases,
the management and coordination of care is not delegated to the IPA/medical groups and providers should
contact Blue Shield Medical Care Solutions at (800) 541-6652 or the Blue Shield Mental Health Service
Administrator (MHSA) for Behavioral Health Services to request authorization. The MHSA only provides
authorization for commercial and limited Group MAPD members, not for Individual MAPD members.

Delegation

Delegation is the process by which Blue Shield allows the IPA/medical group to perform certain functions,
which are considered the responsibility of Blue Shield, on Blue Shield’s behalf for the purposes of providing
appropriate and timely care for our members.

Delegated functions are described in Appendix 5 of this manual and can be found under the section for the
delegation agreement. If there are any modifications to the standard delegated responsibilities between Blue
Shield and the delegated entity, this will be noted within the IPA’s specific agreement. For express details
regarding delegation status or specific criteria for a delegated function, the IPA/medical group should direct
questions to the assigned Delegation Oversight Nurse.

Based on the Health and Safety Code section 1367(i), a health care service plan contract shall provide to
subscribers and enrollees all of the basic health care services included in subdivision (b) of Section 1345.
Basic health care services include ambulatory care services, diagnostic and treatment services, physical
therapy, speech therapy and occupational therapy services among others.

Health care service plans are authorized to conduct utilization review to determine whether services requested
by provider are medically necessary (Health and Safety Code 1367.01(a)). A health care service plan may
delegate this authority to its contracted medical groups or independent associations.

As a delegate for Blue Shield, the IPA/medical group is responsible for the delivery of care rooted in evidence-
based medicine as defined by health plan medical policy, national guidelines, peer-reviewed literature, and
community standards of care. In making utilization management decisions, the IPA/medical group will adhere
to all regulatory guidelines and apply criteria as defined in Blue Shield’s Utilization Management Program
Description.

In addition, IPA/medical groups are responsible for promoting “best practices in care management” through
the achievement of performance outcomes in utilization management as determined by Blue Shield and
through developing policies, procedures, programs, and processes that demonstrate compliance with NCQA,
CMS, DMHC, and applicable regulatory and legislative standards.

Blue Shield expects that IPA/medical groups will incorporate continuous quality improvement methodology
such as PDSA! process improvement and to have such processes in place at the time of initial delegation.
Furthermore, it is expected that [IPA/medical groups will maintain their policies, procedures, programs and
keep their processes up to date with the most current standards and Blue Shield requirements.

' PDSA is the Plan Do Study Act. It is sometimes referred to as the Plan Do Check Act (PDCA).
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5.1 Utilization Management

Introduction (contd.)

Delegation (cont’d)
To ensure initial and ongoing compliance, Blue Shield will:

Conduct a pre-delegation assessment

Conduct annual reviews

Conduct annual UM Referral System assessment

Periodically ask for additional oversight documentation

e Periodically conduct operational reviews to ensure implementation of policy, procedure, and process
e  Monitor performance against expected outcomes

Failure to fulfill compliance with delegation standards or to meet expected business outcomes may result in
full or partial de-delegation by Blue Shield. Corrective action will be required and may involve additional
oversight or co-management of certain functions.

Delegation Oversight

The decision to delegate any function is based upon the IPA/medical group’s demonstrated ability to
successfully perform specific functions (i.e., Utilization Management, Credentialing, and Recredentialing).
Initially, a pre-contractual or pre-delegation audit is conducted to determine if the [PA/medical group has the
ability to perform the delegated function to the standards and requirements of Blue Shield and of the various
applicable regulatory and/or accreditation agencies. After initial delegation, Blue Shield conducts an annual
evaluation and oversight of the IPA/medical group based on the 12-month (no greater than 14™ month)
requirement set forth by NCQA. Blue Shield’s oversight process is conducted through annual evaluation audits
for each of the various delegated functions as well as semi-annual reports. The outcome of the evaluation
determines if the delegation status will be continued as contracted or if a change in delegation status is
indicated, up to, and including, revocation of delegation. Blue Shield may require more frequent or targeted
audits or require a Corrective Action Plan in an effort to address any identified issues or deficiencies to avoid
revocation of delegation.

Blue Shield retains the right to further assess any aspects of utilization management or legislative compliance
for the purpose of determining that they are being conducted in a manner consistent with Blue Shield policies
and business goals.

Note: A copy of the UM Tool used by Blue Shield during audits can be obtained by
contacting your assigned Blue Shield Delegation Oversight Nurse or by emailing the
Delegation Oversight Department at: Del_UM_Oversight@BlueShieldca.com.
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5.1 Utilization Management

Delegation of Utilization Management (UM)

The delegation of UM will be granted only to those IPA/medical groups that meet the standards outlined in the
[PA/medical group UM Delegation Standards (see Appendix 5 of this manual).

Blue Shield reviews policies and procedures to evaluate each IPA/medical group when conducting semi-annual
performance and outcomes monitoring and the annual audit. Activities, which may be monitored and reviewed
for the delegated entity throughout the year, will include:

UM meeting minutes

UM Program

Policies and procedures for UM that demonstrate adherence to Blue Shield Medical & Medication

Policies

Adverse determinations with Medical Records

With evidence of Board-Certified Reviewer internal and external if applicable

Approved authorizations with Medical Records

Pharmacy authorizations with Medical Records

Cancelled authorizations with Medical Records

Standing authorizations with Medical Records

UM reports

UM statistics including, but not limited to:

o All yearly goals, planned activities, key findings, analysis, and interventions

o Inpatient metrics: Acute bed days/1000, Acute admits/1000, Acute Readmits/1000, Average
Length of Stay

o Skilled Nursing Facility, Long Term Acute Care & Rehab metrics

o Referral metrics to include % of medical necessity denials and approvals

o Emergency room metrics

o Authorization timeframe compliance for medical necessity, pharmacy, and behavioral health
services

o Over- and under-utilization, including analysis of trends and documented actions to improve
performance

o Documented process to provide access to practitioners and members interested in information
about UM decisions and the UM program.

o Job descriptions for UM staff and physicians require education, training, and professional
expertise in clinical medical practice. All clinical staff must have evidence of clinical
licensure and an unrestricted California license

o Interrater Reliability, evaluated annually

o UM System Controls review
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5.1 Utilization Management

UM Criteria and Guidelines

Blue Shield requires that all delegated IPA/medical groups adhere to Blue Shield Medical & Medication
Policies which may include step therapy requiring the use of preferred agents including generic or biosimilar
drugs and site of administration criteria. [IPA/medical groups may use their designated evidence-based criteria
for UM decisions where Blue Shield Medical & Medication Policies do not apply, and these criteria have been
reviewed and approved by the IPA/medical group’s UM Committee. For Blue Shield Medicare HMO and PPO
Members, Blue Shield follows Medicare national and local coverage guidelines. For Blue Shield Medicare
PPO Plans, Blue Shield Medication Policies and Step Therapy requirements may also apply for select
medications.UM decision-making is based only on the appropriateness of care and service and existence of
coverage. All delegated groups must follow the Blue Shield policy which does not reward practitioners or
other individuals for issuing denials of coverage or care. There must be no use of financial incentives to
encourage decisions that result in underutilization. All decisions to deny, delay, or modify health care services
must identify the criteria or guideline in the denial notification and explain why the service is denied in relation
to these criteria. IPA/medical groups must make specific guidelines available to the member or provider upon
request.

Medical necessity reviews (for both authorizations and non-authorizations) made by Blue Shield use a
hierarchy of criteria. (The specific hierarchy can be found in the Utilization Management Program
Description.) These criteria consist of internal medical policies established by the Blue Shield Medical Policy
Committee, nationally recognized evidence-based crit Imaging Associates (NIA) Radiology Clinical
Guidelines, Advisory Committee on Immunization Practices (ACIP), and Medication Policies (for non-self-
administered drugs such as Injectable and Implantable drugs) established by the Blue Shield Pharmacy &
Therapeutics Committee (these criteria and guidelines are adopted with input from network physicians and are
regularly reviewed for clinical appropriateness). Where applicable, criteria established by the Center for
Medicare & Medicaid Services (CMS) and DME coverage criteria are utilized. IPA/medical groups must use
the most current version of the policies and manage updates to their UM review processes. These policies may
be found on Provider Connection at blueshieldca.com/provider and may be updated quarterly as needed.

For fully-insured products, Mental Health and Substance Use Disorder medical necessity reviews utilize the
American Society of Addiction Medicine (ASAM) criteria, Level of Care Utilization System (LOCUS)
guidelines, Child and Adolescent Level of Care Utilization System (CALOCUS) guidelines and Early
Childhood Service Intensity Instrument (ECSII) guidelines. and World Professional Association for
Transgender Health (WPATH) guidelines. Additional MH/SUD guidelines may be added as they become
available from non-profit professional associations in accordance with California law. MH/SUD reviews are
the responsibility of the IPA/medical group.

For D-SNP members, for services that require a prior authorization, new CMS, DHCS, and DMHC guidelines
will require shared and full-risk IPAs to ensure their internal processes support the new regulation. This means
that some IPAs will need to work with Blue Shield and Blue Shield Promise somewhat differently.
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5.1 Utilization Management

Medical Necessity

Medical Necessity (Medically Necessary)*

Coverage for Mental Health and Substance Use Disorder (MH/SUD) services is provided under the same terms
and conditions as those applied to medical/surgical services conditions.

Medically necessary treatment of a mental health or substance use disorder* means a service or product
addressing the specific needs of that patient, for the purpose of preventing, diagnosing, or treating an illness,
injury, condition, or its symptoms, including minimizing the progression of an illness, injury, condition, or its
symptoms, in a manner that is all of the following:

e In accordance with the generally accepted standards of mental health and substance use disorder care.
¢ Clinically appropriate in terms of type, frequency, extent, site, and duration.

e Not primarily for the economic benefit of the health care service plan and subscribers or for the
convenience of the patient, treating physician, or other health care provider

*This definition applies to MH/SUD benefits in fully-insured products.

Medical Necessity (Medically Necessary)**
Benefits are provided only for services which are medically necessary.

Services that are medically necessary include only those which have been established as safe and effective, are
furnished under generally accepted professional standards to treat illness, injury, or medical condition, and
which, as determined by Blue Shield, are:

e Consistent with Blue Shield Medical Policy;
¢ Consistent with the symptoms or diagnosis;

o Not furnished primarily for the convenience of the patient, the attending physician, or other provider;
and

e Furnished at the most appropriate level which can be provided safely and effectively to the patient;
and

e Not more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of the Member’s illness,
injury, or disease.

Hospital Inpatient Services which are medically necessary include only those services which satisfy the above
requirements, require the acute bed-patient (overnight) setting, and which could not have been provided in a
physician’s office, an Outpatient department of a hospital, or in another lesser facility without adversely
affecting the patient’s condition or the quality of medical care rendered. Inpatient services which are not
medically necessary include hospitalization:

e Diagnostic studies that can be provided on an Outpatient basis;

e  Medical observation or evaluation;

e  Personal comfort;

e Pain management that can be provided on an Outpatient basis; and

e Inpatient rehabilitation that can be provided on an Outpatient basis.
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5.1 Utilization Management

Medical Necessity (contd.)

Medical Necessity (Medically Necessary)** (cont’d.)

Blue Shield reserves the right to review all services to determine whether they are medically necessary, and
may use the services of Physician consultants, peer review committees of professional societies or Hospitals,
and other consultants.

**This definition applies to medical/surgical benefits in fully-insured and self-funded products and to
MH/SUD benefits in self-funded commercial products.

Physician Reviews

Physician Review Process - Participants

Blue Shield’s Physician Review process includes a panel of Board-certified physicians affiliated with Blue
Shield and the IPA/medical groups. In addition, Blue Shield Medical Directors and IPA/medical group
Medical Directors participate in the utilization review process and act as liaisons for administrative matters
related to quality and utilization management processes.

Physician Review

Blue Shield Medical Care Solutions and its delegates conduct prospective, concurrent, and retrospective
reviews for medical necessity and appropriateness of care and service. A physician review occurs when
questions arise about the medical necessity and appropriateness of care provided, or planned to be provided, to
a member during the utilization management review process. Physician review is prompted in situations
including, but not limited to questions regarding the medical necessity of a service or when services requested
or provided do not meet medical necessity criteria/guidelines. The review process consistently applies Blue
Shield’s medical policy and current community standards of practice to UM review.

Blue Shield Medical & Medication Policies

Medical and medication policies are general statements of coverage for Blue Shield as a company. Unless a
specific regulatory requirement (state or federal) or a plan-specific benefit or limitation applies, medical and
medication policies are applied to individuals covered by Blue Shield.

The emergence of new technologies and pharmaceuticals (or new uses for existing technologies and
pharmaceuticals) is monitored on an ongoing basis to ensure timely availability of appropriate policies.

Medical Policy

The Blue Shield Medical Policy Committee reviews technologies (devices and/or procedures) for medical and
behavioral health indications that are new or emerging, and new applications for existing technologies. The
Committee meets at least four times per year. Experts are consulted and invited on an as-needed basis to the
Committee.

The primary sources of the technology evaluations are derived from the Blue Cross Blue Shield Association
(BCBSA) Evidence Street, the Blue Cross Blue Shield Association Medical Policy Reference Panel (BCBSA
MPP), and the California Technology Assessment Forum (CTAF).
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5.1 Utilization Management

Blue Shield Medical & Medication Policies (contd.)
Medical Policy (cont’d.)

For a recommended technology to be considered eligible for coverage, that technology must meet all of the
Technology Assessment (TA) Criteria:

1. The medical technology must have final approval from the appropriate government regulatory bodies.
The scientific evidence must permit conclusions concerning the effectiveness of the technology on
health outcomes.

The technology must improve the net health outcome.

The technology must be as beneficial as established alternatives.

5. The improvement must be attainable outside investigational settings.

W

Medication Policy

The Blue Shield Pharmacy and Therapeutics (P&T) Committee reviews pharmaceuticals.

Pharmaceutical reviews are conducted using the available scientific evidence, including randomized controlled
trials, cohort studies, systematic reviews, and the clinical trial data submitted to the FDA to support a new
drug, abbreviated new drug, or biologic license application (NDA, ANDA, BLA).

For a pharmaceutical to be considered eligible for coverage, the drug product must meet the following criteria:

1. The pharmaceutical product is approved by the U.S. Food and Drug Administration for marketing in
the U.S.

2. The formulary placement and medication coverage policy recommendations are based on the
principles of evidence-based medicine, which is a review of scientific evidence from peer-reviewed
published medical literature.

a. Multi-center, randomized, prospective clinical trial results published in the peer-reviewed
literature demonstrating the treatment to be at least as safe and effective as other established
modalities of therapy are considered as best evidence.

b. In absence of randomized controlled trials, lesser level of evidence, such as observational
studies, medical society guidelines, and accepted community standard of practice will be
considered.

Only when sufficient credible evidence (such as clinical studies and trials, peer review scientific data, journal
literature) has demonstrated safety and efficacy, will a technology or pharmaceutical be considered eligible for
coverage, based on medical necessity.

Note: Benefit and eligibility criteria supersede medical necessity determinations.

Medical and Medication policy information is accessible through Provider Connection at
blueshieldca.com/provider. The IPA/medical groups must adhere to Blue Shield’s Medical & Medication
Policy and guidelines, including step therapy, biosimilar first requirements, and site of administration
requirements where applicable, when prior authorizing medications for coverage. Where Blue Shield Medical
& Medication Policy does not address an issue, other evidence-based medicine resources should be consulted
such as Hayes Tech Assessment and National Institutes of Health (NIH) consensus statements.

For Blue Shield Medicare HMO and PPO Members, Blue Shield follows Medicare national and local coverage
guidelines. For Blue Shield Medicare PPO Plans, Blue Shield Medication Policies and Step Therapy
requirements may also apply for select medications.
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5.1 Utilization Management

Blue Shield Medical & Medication Policies (contd.)

Medication Policy (cont’d.)

If Blue Shield determines that a previously rendered service is not medically necessary, does not adhere to
Blue Shields policies or does not qualify for coverage, the provider will not be paid for the service and will not
be able to collect payment from the member without a signed notice of non-coverage. If questions arise about
Blue Shield Medical Policy or IPA/medical groups require specific guidelines, please contact Provider
Information & Enrollment at (800) 258-3091.

For information concerning Member Grievance Process (Appeals and Independent Medical Reviews (IMR)),
refer to Section 4.2 Member Rights and Responsibilities.

Ambulance Services

An ambulance is defined as a specifically designed/equipped air or ground vehicle for transporting the sick or
injured. Blue Shield considers coverage for related equipment necessary to transport the patient, including
stretchers, clean linens, first aid supplies, oxygen, and other safety and lifesaving equipment as included in the
ambulance service charge.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Emergency Ambulance

Blue Shield and its delegates determine medical necessity for ambulance transportation independent of medical
necessity criteria for emergency room services retrospectively. Payment or denial of emergency ambulance
services, including paramedic services rendered at the scene, will be subject to review according to medical
necessity and the “reasonable person” standard. Blue Shield defines the “reasonable person” standard to mean
that urgent or emergency services are covered when a non-medically trained individual using reasonable
judgment would believe that an urgent or emergent situation exists.

Members who reasonably believe that they have an emergency medical condition which requires an
emergency response are encouraged to appropriately use the 911 emergency response system where available.

Emergency ambulance services are covered from the site of the medical emergency to the nearest appropriate

facility or between facilities when a higher level of care is required to stabilize and treat an emergency medical
condition.

For Commercial Members

Refer to the HMO Benefit Guidelines located on Provider Connection at blueshieldca.com/provider under
Guidelines & Resources, then Provider Manuals for more information regarding Ambulance benefits.
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5.1 Utilization Management

Ambulance Services (contd.)

For Blue Shield Medicare Advantage Plan Members

The Medicare coverage guidelines will be used for Blue Shield Medicare Advantage plan members.
Contracted providers who order ambulance transportation where another means of transportation can be safely
and effectively used must advise the patient in advance of financial liability for such services. Failure to advise
the patient in advance could result in assumption of liability for such transportation.

Non-Emergency Ambulance

Non-emergency ambulance services may be authorized to transfer a member from a non-contracting facility to
a contracting facility or between contracting facilities, in connection with an authorized confinement and/or
admission.

This may be from one hospital facility to another hospital facility, rehabilitation facility, or skilled nursing
facility when the patient’s condition is such that transportation by ambulance is medically necessary and prior
authorization has been obtained.

Depending on the Division of Financial Responsibility in the HMO IPA/Medical Group Agreement and
delegation status, the IPA/medical group may be required to obtain prior authorization for non-
urgent/emergent ambulance services from the Blue Shield Medical Care Solutions Department.

Providers needing to schedule ambulance services should go to Provider Connection at
blueshieldca.com/provider and click on Guidelines & resources, Patient care resources, then Ancillary
provider rosters to view a list of contracted ambulance providers or call Provider Information & Enrollment at
(800) 258-3091 for information on contracted options.

Ambulatory Surgeries/Procedures

Ambulatory procedures are generally performed in an ambulatory surgery center or an acute care facility on an
outpatient basis. Occasionally, the general condition of the member dictates acute inpatient management of a
procedure traditionally considered to be ambulatory.

Office-based procedures should be performed in a physician-office setting, unless it is medically necessary that
they be performed in a facility setting on either an outpatient or inpatient basis.

Blue Shield provides coverage for all medically necessary surgeries/procedures which can be performed in an
ambulatory facility.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Ambulatory Surgeries/Procedures (contd.)

Facility-Based Ambulatory Surgeries/Procedures

Depending on the Division of Financial Responsibility (DOFR) in the HMO IPA/Medical Group Agreement
and the delegation status, most facility-based procedures and institutional services, referenced under Section
5.1 of this manual require prior service authorization from the IPA/medical group.

Financial responsibility is further described in the DOFR in the HMO IPA/Medical Group Agreement.

Office-Based Ambulatory Surgeries/Procedures

The IPA/medical group is responsible for authorizing office-based surgeries/procedures. Office-based surgical
procedures should be performed in a physician’s office and are covered under capitation. When it is medically
necessary for an office-based procedure to be performed in a facility setting, the [IPA/medical group must
follow the Facility-Based Ambulatory Surgeries/Procedures, referenced above. Financial responsibility is
further described in the Division of Financial Responsibility in the HMO IPA/Medical Group Agreement.

The list of office-based procedures is provided in the HMO Benefit Guidelines located on Provider Connection
at blueshieldca.com/provider under Guidelines & resources, then Provider manuals.

For Commercial Members

Please refer to the HMO Benefit Guidelines for examples of procedures that may be performed in a physician’s
office or in an outpatient facility. For questions regarding the appropriate setting for a surgery/procedure, call
the Blue Shield Medical Care Solutions Department.

For Blue Shield Medicare Advantage Plan Members

All ambulatory procedures for Blue Shield Medicare Advantage plan members are subject to Medicare
national and local coverage guidelines. Please contact the Blue Shield Medicare Medical Care Solutions
Department if you have questions regarding coverage for a specific surgery/procedure.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

UM Authorization Reporting Process (“Authorization Logs”)
Approval/Denial Data File Requirements

Approval/denial data files (“Authorization Logs”) must be delivered via secure email or Secure File Transfer
Protocol (SFTP) file to Blue Shield using either the IPA9 or IPA10 file layout. To initiate the delivery of
authorization logs by means of a SFTP or to obtain the IPA9 or IPA10 Blue Shield standard file layout and
data dictionary, please email Medicare Care Solutions at IPA Auths@blueshieldca.com.

Only shared-risk services for which the [IPA/medical group is delegated to perform UM and Blue Shield is
responsible for claim adjudication are required on the data file.

Authorization logs must be sent to Blue Shield, at minimum, on a weekly basis in order to ensure timely data
processing. IPA approvals, denials and partial denials should be delivered together on one file. If sent via
email, the data MUST be delivered in a file format that is suitable for data processing such as an Excel
spreadsheet or delimited fixed width file. Please note: Any data file which does not comply to the format,
content requirements and/or delivery frequency will be considered out of compliance, rejected by Blue Shield,
and returned to the IPA/medical group for correction and resubmission.

Please submit Authorization Log to Blue Shield either immediately prior to, or at the time of a
Hospital ~ hospital admission, discharge, or transfer for all Blue Shield Dual Special Needs Plan (D-SNP)
members.

Please submit Authorization Log to
Blue Shield, if possible, within 48

SNF hours of a SNF admission for all
Blue Shield Dual Special Needs
Plan (D-SNP) members.

Please submit Authorization Log to Blue Shield, if possible,
in advance or at time of a member's SNF discharge or
transfer for all Blue Shield Dual Special Needs Plan (D-
SNP) members.

The following information is required on the Authorization Log. Please do not modify (add or
subtract) any of these data elements from the Authorization Log.
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5.1 Utilization Management

UM Authorization Reporting Process (“Authorization Logs”)
(cont’d.)

Approval/Denial Data File Requirements (cont’d.)

Subscriber ID #

Patient Last Name

Patient First Name

Patient Date of Birth (mm/dd/yyyy)

Health Plan/Line of Business (CMC, Medi-Cal, Medicare Advantage or Commercial)

Request Type (Inpatient, Service or Medication)

Place of Service (Using CMS Industry Standard Place of Service Code Set and/or Name/Description:
POS 11/Office, POS 21/Inpatient Hospital, POS 31/Skilled Nursing Facility)

Admission Bed Type or Level of Care (Using industry standard descriptions: Acute Rehabilitation,
Acute Behavioral Health, ICU, LTAC, Med Surg, NICU, NICU Level 1, Observation, SNF Level 1,
Sub-Acute, etc.)

First date of service or Admit date (mm/dd/yyyy)

Last date of service or Discharge date (mm/dd/yyyy)

Diagnosis Code(s) (ICD-10-CM Codes) — Primary code and up to 3 additional codes, if applicable
Procedure Code(s) (CPT-4/HCPC Codes and for inpatient facility claims only ICD-10-PCS Codes) —
Primary code and up to 13 additional codes, if applicable

Units: Number of procedures, treatments, , days, sessions, or visits

Servicing Provider Name

Servicing Provider NPI #

Facility Name (if applicable)

Facility NPI # (if applicable)

Requesting Provider Name

Requesting Provider NPI #

Authorization or Decision Reference #

Blue Shield IPA/Medical Group Provider Identification # (i.e., IPxxxxxxxxxx) — It is highly
recommended to include your Blue Shield PIN # to expedite processing. If unknown, the PIN # can be
obtained from your Blue Shield Provider Relations representative.

Receipt Request Date (Date provider requested authorization from IPA/medical group)

Decision (Approved, denied, partially denied or void)

Full/Partial Denial Reason (i.e., Not medically necessary, not a benefit, etc.)

Decision Date (mm/dd/yyyy)

Discharge Diagnosis (if applicable)

Discharge Status (i.e., To Home, SNF...., if applicable)
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5.1 Utilization Management

Clinical Trials for Cancer or Life-Threatening Conditions

For Commercial Members

Clinical Trials are covered under the Affordable Care Act (ACA) when it meets the definition of “life
threatening.” The ACA defines life threatening as a “disease or condition from which the likelihood of death is
probable unless the course of the disease or condition is interrupted.” (See 42 U.S.C.A. § 300gg-8(e)).

An approved clinical trial is limited to a trial that:
1) Is federally funded and approved by one of the following:
e  One of the National Institutes of Health;

e  The Centers for Disease Control and Prevention;
e The Agency for Health Care Research and Quality;
e  The Centers for Medicare & Medicaid Services;

e A cooperative group or center of any of the entities above; or the federal Departments of Defense
or Veterans Administration;

e A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants;

= The federal Veterans Administration, Department of Defense, or Department of Energy where
the study or investigation is reviewed and approved through a system of peer review that the
Secretary of Health & Human Services has determined to be comparable to the system of peer
review of studies and investigations used by the National Institutes of Health, and assures
unbiased review of the highest scientific standards by qualified individuals who have no
interest in the outcome of the review; or

= The study or investigation is conducted under an investigational new drug application
reviewed by the Food and Drug Administration or is exempt under federal regulations from a
new drug application.

Benefit Coverage

Benefits are provided for routine patient care for members who have been accepted into an approved clinical
trial for treatment of cancer or a life-threatening condition where the clinical trial has a therapeutic intent and
when prior authorized by Blue Shield, and:

1. The member’s physician or another participating provider determines that the member’s participation
in the clinical trial would be appropriate based on either the trial protocol or medical and scientific
information provided by the Member; or

2. The member provides medical and scientific information establishing that the member’s participation
in the clinical trial would be appropriate.

The hospital or provider conducting the clinical trial must be in the Blue Shield network unless the protocol is
not available through a network provider.
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5.1 Utilization Management

Clinical Trials for Cancer or Life-Threatening Conditions
(cont’d.)

Examples of Non-Covered Services

Routine patient care consists of those services that would otherwise be covered by the plan if the services were
not provided in connection with an approved clinical trial, but does not include:

The investigational item, device, or service, itself;
Drugs or devices that have not been approved by the federal Food and Drug Administration (FDA);

Services other than health care services, such as travel, housing, companion expenses, and other non-
clinical expenses;

Any item or service that is provided solely to satisfy data collection and analysis needs and that is not used
in the direct clinical management of the patient;

Services that, except for the fact that they are being provided in a clinical trial, are specifically excluded
under the plan;

Services customarily provided by the research sponsor free of charge for any enrollee in the trial; or

Any service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

Financial Responsibility

Approved clinical trial services are paid by Blue Shield. Refer to the Division of Financial Responsibilities in
the HMO IPA/Medical Group Agreement for additional information.
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5.1 Utilization Management

Experimental/Investigational Treatments

Blue Shield is responsible for decision-making of experimental/investigational treatments. IPA/medical
groups are not delegated to make determinations for experimental/investigational requests.

When the IPA/medical group concludes that a requested treatment, therapy, procedure, drug, or usage thereof,
may be experimental or investigational, the IPA/medical group must promptly submit the request and
[PA/medical group determination to the Blue Shield Prior Authorization Department for a final determination
or decision. To facilitate prompt review, the IPA/medical group must send complete information to the Blue
Shield Medical Care Solutions Prior Authorization Department. These requests will be referred to the Blue
Shield Medical Director for evaluation and determination of authorization. The [PA/medical group is not
permitted to issue a denial for any such request. As a rule, Blue Shield does not provide coverage for
experimental and/or investigational procedures/treatments.

For commercial members, the Blue Shield Medical Policy Committee determines whether or not certain
treatments are experimental or investigational.

For Blue Shield Medicare Advantage plan guidelines on experimental/investigational treatments, see Section
6.

Experimental or investigational services are defined as:

e Any treatment, therapy, procedure, drug or drug usage, facility or facility usage, equipment or equipment
usage, device or device usage, or supplies that are not recognized, in accordance with generally-accepted
professional medical standards, as being safe and effective for use in the treatment of an illness, injury, or
condition at issue.

e Services which require approval by the federal government or any agency thereof, or by any State
government agency, prior to use and where such approval has not been granted at the time the services or
supplies were rendered.

e Services or supplies which themselves are not approved or recognized, in accordance with accepted
professional medical standards, but nevertheless are authorized by law or by a government agency for use
in testing, trials, or other studies on human patients.

Blue Shield will make a final determination and provide appropriate written notice to the member, including
all required notices of the explanation of the scientific or clinical judgment for the determination (applying the
terms of the Plan to the member’s medical circumstances), alternate care, and appeal rights.

For Commercial Members

Section 1368.1 of the Health & Safety Code establishes special requirements which health plans must follow
for terminally ill members who are denied coverage for experimental/investigational procedures. Those
requirements include notification of non-experimental services that the plan will cover and notification of
special appeal rights, including the right to an expedited in-person appeal hearing.

Section 1370.4 of the Health & Safety Code and Sections 1300.70.4 and 1300.74.30 of Title 28, CCR establish
an optional independent external review process for members with life threatening or seriously debilitating
conditions and terminally ill members who meet the criteria established in the law and who have been denied
coverage for a recommended or requested drug, device, procedure, or other therapy, on the grounds that the
requested service is experimental or investigational.
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5.1 Utilization Management

Experimental/Investigational Treatments (conta.)

For Commercial Members (cont’d.)
Life-threatening means either or both of the following:

e Diseases or conditions where the likelihood of death is high unless the course of the disease is interrupted.

e Diseases or conditions with potentially fatal outcomes, where the endpoint of clinical intervention is
survival.

Seriously debilitating means diseases or conditions that cause irreversible morbidity.

The voluntary external independent medical review process under California law was revised in 2001 to make
the external independent medical review available immediately for requests made directly to the DMHC. The
DMHC will then submit the review request to an independent agency for external review.

To be eligible for this review process, the member’s physician, when contracted with the Blue Shield HMO,
must complete the DMHC’s Physician Certification Form, certifying that:

o The patient has a life-threatening or seriously debilitating condition, as defined above.

e The patient has been denied coverage for a drug, device, procedure, or other therapy which has been
determined to be experimental or investigational.

e Standard therapies have been administered but had no effect in improving the patient’s condition or would
have been medically inappropriate for the member. The physician must list those therapies tried. If
standard therapies have not been administered, the physician must certify that standard therapies would not
be more appropriate and indicate the reasons why such therapies have not been tried.

e There is no more beneficial standard therapy covered under the plan other than the therapy proposed.

If the patient’s physician is not contracted with the Blue Shield HMO but requires a review process, the
physician must complete the DMHC’s Physician Certification Form as described above. In addition, that
physician must submit two documents from the medical and scientific literature, demonstrating that the
proposed experimental/investigational therapy is likely to be more beneficial than any standard therapy
covered by the Blue Shield HMO.

In addition to submitting the completed Physician Certification Form, the member must include with that form:
e Copies of Blue Shield denials for experimental and investigational services.
e Any related medical or scientific literature.

e A signed DMHC Independent Medical Review Application Form, which authorizes release of medical
information to the DMHC and the external independent review agency that will be reviewing the patient’s
request.

The completed Physician Certification Form should be addressed to the Director of the DMHC.

In addition to the above listed information on the DMHC Physician Certification Form, the following
statement must precede the physician’s signature:

“I certify that the requested therapy is likely to be more beneficial than any standard therapy.
The information herein is true and correct.”

Section 5.1 Page 16 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023



5.1 Utilization Management

Experimental/Investigational Procedures (contd.)

For Commercial Members (cont’d.)

The DMHC will review the request and, if it qualifies for external independent medical review, the DMHC
will select an external independent review agency and submit the member’s records for independent
determination of the case's medically necessity. There is no cost to the member for the external independent
medical review. This review is in addition to any other procedure or remedy available to the member and is
completely voluntary. However, the member's failure to participate in the review process may result in the
member forfeiting his or her statutory right to pursue legal action against Blue Shield regarding the disputed
service.

For questions regarding Experimental/Investigational determinations, please call the Blue Shield Medical Care
Solutions Department.

For Blue Shield Medicare Advantage Plan Members

Blue Shield Medicare Advantage plan administers requests for experimental and investigational services in
accordance with Medicare national coverage guidelines. Requests for experimental and investigational services
are not delegated and must be referred to the appropriate Blue Shield Medical Care Solutions department for
processing.

Follow-Up Care in a Non-Contracting Hospital

Blue Shield and its delegates may provide authorization for follow-up or continuing care in a non-contracting
hospital for only as long as the member’s medical condition prevents transfer to a contracting hospital. For out-
of-area cases, when the treating physician determines a member’s condition is stable and the member is ready
for transfer, the Blue Shield UM staff will notify and assist the IPA/medical group, as needed. However, it is a
delegated responsibility of the IPA/medical group to identify a receiving physician and a suitable Blue Shield
in-network facility and to coordinate the member’s transfer back to the appropriate service area/network and
contracted facility as soon as the member is identified as stable for transfer. If a bed is not available at the
[PA/medical group’s affiliated hospital or it does not have the necessary resources, the IPA/medical group
must coordinate the transfer to an appropriate Blue Shield in-network facility and provide utilization
management. The IPA/medical group is required to convey updates to the Blue Shield Medical Care Solutions
staff in a timely manner.

Home Health Care

Home health care must be provided within the Blue Shield network of alternate care providers whenever
possible.

Blue Shield provides coverage for home health care services that are medically necessary and authorized by
the primary care physician/IPA/medical group and Blue Shield. Blue Shield will authorize a preferred home
health agency if the services being requested are out-of-area for the IPA/medical group.

Home visits, or “house calls” by a physician, are covered under capitation and are not applied to the home
health care benefits.
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5.1 Utilization Management

Home Health Care (contd.)

For Commercial Members

The standard group benefit has a combined total limit of 100 visits per calendar year for all home health
agency providers. Nursing visits by home infusion agencies do not accumulate against the 100-visit maximum
under home health care for group members. Individual plan home health benefits have a combined total limit
of 100 visits per calendar year for all home health agency providers and home infusion agency nursing visits.

A maximum of three visits per day, two hours per visit for skilled services may be authorized.

Note: Some commercial plan benefits may have specific limitations or an expanded benefit.
Refer to the HMO Benefits Guidelines for specific limitations or expanded benefits. For
example, the CalPERS HBG for Home Health specify CalPERS members do not have a visit
maximum for medically necessary home health services.

For Blue Shield Medicare Advantage Plan Members

Home health care benefits that are medically necessary and meet Medicare coverage and eligibility
requirements are unlimited (for these home health care benefit limitations and eligibility, see Section 6).

For these members, visits are subject to the Medicare national coverage guidelines. Please contact Blue
Shield's Medicare Medical Care Solutions Department with questions regarding coverage of home health care
visits.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Home health care services include:

e Services by a Registered Nurse (RN), Licensed Vocational Nurse (LVN), Physical Therapist (PT),
Occupational Therapist (OT), Speech Therapist (ST), Respiratory Therapist (RT), Certified Home Health
Aide (CHHA) in conjunction with RN, LVN, PT, OT, ST, or RT or Medical Social Worker (MSW) for
consultation and evaluation of the home health care treatment plan.

e Medical supplies (including disposable medical supplies) and medications administered by the home
health agency necessary for the home health care treatment plan.

e Home infusion therapy, including enteral tube feedings and parenteral nutritional services and associated
supplies and supplements.

e Related pharmaceutical and laboratory services to the extent the services would have been provided had
the member remained in the hospital.

Note: Medicare does not cover venipuncture alone as a home healthcare service unless the
Blue Shield Medicare Advantage plan member has another covered skilled need (for more on
Medicare coverage and limitations on venipuncture, see Section 6).
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5.1 Utilization Management

Home Health Care (contd.)

Enteral and Parenteral Nutritional Therapies, Supplies, and Supplements

Enteral and parenteral nutrition therapies, supplies, and supplements are covered for home use when medically
necessary and appropriately authorized.

Enteral nutritional therapy is patient feeding via tubes that empty directly into the esophagus, stomach, or
intestines. This method is used when the patient's lower gastrointestinal tract is functioning, allowing for
adequate digestion and absorption. Enteral nutritional therapy that is not administered through a feeding tube
will be denied for coverage.

Parenteral nutritional therapy, also known as Total Parenteral Nutrition (TPN), is intravenous (IV) feeding
with a solution rich in nutrients. Patients receiving TPN may have a gastrointestinal dysfunction.

Enteral nutrition and parenteral nutritional therapies, including associated supplies and nutritional solutions,
are covered under the home infusion benefit.

For Blue Shield Medicare Advantage plan members, these therapies are covered according to Medicare
national and local coverage guidelines. For questions regarding coverage, please contact Medicare Medical
Care Solutions.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Hospice Care

Hospice services are specialized interdisciplinary health care services designed to provide palliative care, to
alleviate the physical, emotional, social, and spiritual discomforts of an enrollee who is experiencing the last
phases of life due the existence of a terminal disease, to provide supportive care to the primary care giver and
the family of the hospice member, and which meet all of the following criteria:

o  Considers the member and the member’s family as the unit of care.

e Utilizes an interdisciplinary team to assess the physical, medical, psychological, social, and spiritual needs
of the member and the member’s family.

e Requires the interdisciplinary team to develop an overall plan of care and to provide coordinated care,
which emphasizes supportive services, including, but not limited to, home care, pain control, and short-
term inpatient services. Short-term inpatient services are intended to promote both continuity of care and
appropriateness of services for those members who cannot be managed at home because of acute
complications or the temporary absence of a capable primary caregiver.
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5.1 Utilization Management

Hospice Care (contd.)

For Commercial Members

Hospice services are covered through a Participating Hospice Agency for individual and group members with a
terminal illness (expected prognosis of one year or less to live), as certified by their physician.

The member’s admission into a Hospice Program by a Participating Hospice Agency requires prior
authorization by the IPA/medical group. The Participating Hospice Agency will be requesting the prior
authorization from the IPA/medical group directly. A primary care physician authorization is not required for
hospice services. IPA/medical groups must notify Blue Shield of authorizations for hospice care and any
changes in the levels of hospice care.

Covered services are available on a 24-hour basis to the extent necessary to meet the needs of the member for
care that is reasonable and necessary for the palliation and management of the terminal illness and related
conditions. Members can receive care for two 90-day periods followed by an unlimited number of 60-day
periods. The care continues if the physician re-certifies the member as terminally ill. A member is allowed to
change their participating hospice agency only once during each period of care.

Note: Members with a terminal illness who have not elected to enroll in a Hospice Program
can receive a pre-hospice consultative visit from a Participating Hospice Agency.

All of the following services must be received from a Participating Hospice Agency:

e Pre-hospice consultative visit regarding pain and symptom management, hospice and other care options
including care planning. (Members do not have to be enrolled in the Hospice Program to receive this
benefit.)

e Interdisciplinary team care with development and maintenance of an appropriate plan of care and
management of terminal illness and related conditions.

e Skilled nursing services, certified health aide services and homemaker services under the supervision of a
qualified registered nurse.

e Bereavement services.

e Social services/counseling services with medical social services provided by a qualified social worker.
Dietary counseling, by a qualified provider, when needed.

e Medical direction from the medical director for meeting the general medical needs of the members with a
terminal illness when these needs are not met by the primary care physician.

e Volunteer services.

e Short-term inpatient care arrangements.

e Pharmaceuticals, medical equipment, and supplies that are reasonable and necessary for the palliation and
management of terminal illness and related conditions.

e Physical therapy, occupational therapy, and speech-language pathology services for purposes of symptom
control, or to enable the enrollee to maintain activities of daily living and basic functional skills.

e Nursing care services may be provided to maintain a member at home and achieve palliation or
management of acute medical symptoms. Hospitalization is covered when the interdisciplinary team
makes the determination that skilled nursing care is required at a level that can’t be provided in the home.
Either homemaker services or home health aide services or both may be covered on a 24-hour continuous
basis during periods of crisis, but the care provided during these periods must be predominantly nursing
care.

e Occasional respite care services (no more than five consecutive days at a time). Respite Care Services are
short-term inpatient care provided to the member only when necessary to relieve the family members or
other persons caring for the member.

Section 5.1 Page 20 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023



5.1 Utilization Management

Hospice Care (contd.)

Financial Responsibility

When the IPA/medical group is delegated, and Blue Shield has risk for these services, the in-network hospice
will be reimbursed on a per diem basis after [IPA/medical group authorization. Under Capitated Hospital
arrangements, the Capitated Hospital will be responsible for reimbursing Medicare Certified Hospice Agencies
directly for authorized services.

For Blue Shield Medicare Advantage Plan Members

Hospice services for Blue Shield Medicare Advantage plan members must be provided by a Medicare-certified
provider. Hospice cases involving Blue Shield Medicare Advantage plan members must be reported to Blue
Shield for Centers for Medicare & Medicaid Services (CMS) reporting requirements.

For Blue Shield Medicare Advantage plan members who elect hospice services, only prescriptions that are not
related to the terminal illness and covered under the Part D benefit, may be covered. The IPA/medical group
should work to coordinate with the Hospice provider to determine what drugs are covered under the Part A
Hospice benefit, patient pay, and Part D.

When Blue Shield Medicare Advantage plan members require hospice benefits, the portion of the premium
associated with the hospice-qualifying diagnosis and subsequent hospice care reverts to Medicare fee for
service and is not the IPA/medical group’s financial responsibility. All other medical care is still coordinated
and provided through the IPA/medical group and is paid based on the IPA/medical group's agreement with
Blue Shield. Refer to Section 6.4 for more information regarding Hospice Billing for Blue Shield Medicare
Advantage plan members.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Medical Benefit Drugs

Drugs approved by the Food and Drug Administration (FDA) and covered under a Blue Shield member’s
medical benefit are generally those that are incident to a medical service, administered by a healthcare
professional in a provider office, outpatient facility, infusion center, or by home health/home infusion (not self-
administered by the patient). Some medical benefit drugs may require prior authorization for coverage based
on medical necessity and place of administration.

The Blue Shield Pharmacy and Therapeutics Committee (P&T) is the governing committee responsible for
oversight and approval of medication coverage policies and requirements for drugs requiring prior
authorization. Medication coverage policies for medical benefit drugs can be found on Provider Connection at
blueshieldca.com/provider. Once you have logged on select Authorizations, Clinical policies and guidelines,
then Medical policies & procedures.

When delegated for utilization management, Blue Shield requires the [PA/medical group to adhere to the Blue
Shield’s medication coverage policies for Blue Shield Commercial members when administering prior
authorizations and follow step therapy with preferred agents including generics and biosimilar drugs and site of
administration requirements. Refer to Section 2.8 - Pharmaceutical Benefits in this manual for more details.
For Blue Shield Medicare Advantage plan members, Blue Shield follows Medicare guidelines for risk
allocation, Medicare national and local coverage guidelines and Blue Shield Medication Policies where
applicable. IPA/ medical groups may be subject to audit of medication coverage determinations according to
Blue Shield medication policies by their Delegation Oversight Nurse in consultation with a Blue Shield
pharmacist.

Medical benefit drugs are typically covered under capitation, unless contracted differently. Certain exceptions
to capitation may be included according to financial risk allocation classifications, updated quarterly: (a)
office-administered, (b) high-cost, (¢) chemotherapy, and (d) chemotherapy and supportive/adjunctive
injectable drugs. Please refer to your Division of Financial Responsibility (DOFR) for the classification(s) of
drugs that are contractually carved out to Blue Shield. For Blue Shield Medicare Advantage plan members,
Blue Shield follows Medicare guidelines for risk allocation and Medicare national and local coverage
guidelines. If excluded from capitation, the medication will be subject to Blue Shield review for coverage
according to Blue Shield Medication policy. IPA/medical group will be notified of coverage decisions.

High-cost medications including CAR-T and Gene Therapy or drugs costing over $100,000 per single dose are
subject to Blue Shield review for coverage according to Blue Shield Medication Policy regardless of if UM is
delegated to the IPA/medical group. Refer to the Section 5.1 Prior Authorization.

Outpatient Prescription Drugs

Medications that may be safely administered at home by the member or a family member, including those
administered subcutaneously or intramuscularly are covered in the member’s Outpatient Prescription Drug
Benefit. Some may require prior authorization for coverage by Blue Shield.

Note: Some Blue Shield members may have prescription drug coverage through another pharmacy benefit
manager.

HMO and POS members with Blue Shield’s Outpatient Prescription Drug Benefit access prescription
medications through a participating Blue Shield network retail, mail or specialty pharmacy that submit
electronic prescription claims to Blue Shield. Prescriptions at retail and specialty pharmacies are covered for
up to 30-day supplies per prescription, and for up to 90-day supplies at the mail service pharmacy. Commercial
group plans also have access to 90-day supplies at retail pharmacies.
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5.1 Utilization Management

Outpatient Prescription Drugs (contd.)

Commercial Plans

Pharmacy Benefit Medications. Providers can submit a prior authorization request electronically by utilizing
one of our contracted electronic prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers
also have the option to complete and fax the Prescription Drug Prior Authorization or Step Therapy Exception
Request Form 61-211 (Revised 12/2016) to (888) 697-8122. This form is available on
blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior authorization
forms. Providers may also submit prior authorization requests online by going to blueshieldca.com/provider
under Authorizations then Request pharmacy authorization or Request pharmacy prior authorization
electronically to submit a request through an ePA vendor.

Providers have the alternate option to use AuthAccel to complete, submit, attach documentation, track status,
and receive determinations for pharmacy prior authorizations. Registered users may access the tool, in the
Authorizations section, after logging into Provider Connection at blueshieldca.com/provider. When providers
submit requests via AuthAccel, it is not necessary for them to complete a separate California Prescription Drug
Prior Authorization or Step Therapy Exception Request Form (61-211), as the required information is built
into the tool.

Medicare Plans

The Centers for Medicare & Medicaid Services (CMS) compiles a “Preclusion List” of prescribers,
individuals, and entities that fall within either of the following categories: (a) are currently revoked from
Medicare, are under an active reenrollment bar, and CMS determines that the underlying conduct that led to
the revocation is detrimental to the best interests of the Medicare program; or (b) have engaged in behavior for
which CMS could have revoked the prescriber, individual, or entity to the extent applicable if they had been
enrolled in Medicare, and CMS determines that the underlying conduct that would have led to the revocation is
detrimental to the best interests of the Medicare program. CMS makes the Preclusion List available to Part D
prescription drug plans and Medicare Advantage plans. Plans are required to deny payment for claims
submitted by, or associated with, prescriptions written by prescribers and providers on the list. Full
enforcement of the Part C and D prescriber exclusion list requirement began on January 1, 2019.

Providers can submit a prior authorization request electronically by utilizing one of our contracted electronic
prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers also have the option to request a
prior authorization or exception request by faxing a Medicare Coverage Determination Request Form
(available at blueshieldca.com/provider) to (888) 697-8122 or via phone to (800) 535-9481 Monday through
Friday, 8:00 a.m. until 6:00 p.m. PST, excluding holidays.

Providers can submit a prior authorization request electronically by utilizing one of our contracted electronic
prior authorization (ePA) vendors, Surescripts or Cover My Meds. Providers also have the option to request a
prior authorization or exception request by faxing a Medicare Coverage Determination Request Form
(available at blueshieldca.com/provider) to (888) 697-8122 or via phone to (800) 535-9481 Monday through
Friday, 8:00 a.m. until 6:00 p.m. PST, excluding holidays.

Providers have the alternate option to use AuthAccel to complete, submit, attach documentation, track status,
and receive determinations for pharmacy prior authorizations. Registered users may access the tool, in the
Authorizations section, after logging into Provider Connection at blueshieldca.com/provider. When providers
submit requests via AuthAccel, it is not necessary for them to complete a separate Medicare Coverage
Determination Request Form, as the required information is built into the tool.
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Outpatient Prescription Drugs (contd.)

Medicare Plans (cont'd.)

Once all required supporting information is received, a coverage decision, based upon medical necessity, is
provided within the following timelines:

e Commercial plans within 24 hours for an urgent request and 72 hours for standard requests.

e Medicare Part D plans within 24 hours for an expedited review and 72 hours for standard requests.

Specialty Drugs are covered at a copayment or coinsurance and most require prior authorization for coverage.
Specialty Drugs are available through a Blue Shield Network Specialty Pharmacy.

The most current version of Blue Shield formularies and other information about Blue Shield prescription drug
benefits and pharmacies can be accessed on blueshieldca.com in the Provider Connection or Pharmacy
sections or by calling (800) 535-9481.

Note: Different drug formularies apply depending on the member’s plan.
For the Blue Shield Medicare Advantage plan, Part D drug coverage and exclusion rules apply.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Institutional Services

Generally, a primary care physician or specialist obtains an authorization for elective institutional services
from his or her [IPA/medical group, except for the authorization of services not delegated, such as transplant.
The IPA/medical group reviews the request and coordinates the authorization with the Blue Shield Medical
Care Solutions Department.

Depending on the HMO IPA/Medical Group's Blue Shield Agreement and delegation status, the IPA/medical
group is required to request approval from Blue Shield for institutional services. When the IPA/medical group
is delegated, and Blue Shield has risk for these services, these services may be reimbursed by Blue Shield
under the Institutional Fund. Under capitated hospital arrangements, the capitated hospital will be responsible
for reimbursing the providers directly for authorized services. Financial responsibility is further described in
the Division of Financial Responsibility in the HMO IPA/Medical Group Agreement.

To facilitate timely authorizations of institutional services, [PA/medical groups should provide Blue Shield
with the information outlined in the Authorization Approval and Denial Notifications Process section found
above. Institutional services must meet medical necessity requirements as outlined below.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List,at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Preoperative Days/Testing

Whenever possible, preoperative testing should be done on an outpatient basis and patients should be admitted
on the day of surgery.
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5.1 Utilization Management

Mental Health and Substance Use Disorder Services

The terms “mental health and substance use disorder services” and “behavioral health” are used
interchangeably throughout this manual.

The responsibility for authorizing mental health and substance use disorder services for Blue Shield Medicare
Advantage plan members remains with the delegated IPA/medical group. If Medicare behavioral health
utilization management is not delegated to the [IPA/medical group, Blue Shield retains the responsibility for
authorizing mental health and substance use disorder services. Mental Health services are covered in
accordance with Medicare coverage guidelines.

Blue Shield provides coverage for the diagnosis and medically necessary treatment of mental health and
substance use disorders. This includes conditions that fall under any of the diagnostic categories listed in the
mental and behavioral disorders chapter of the World Health Organization’s International Statistical
Classification of Diseases and Related Health Problems or that are listed in the most current edition of the
Diagnostic and Statistical Manual of Mental Disorders (DSM). Blue Shield’s mental health service
administrator (MHSA) for commercial HMO members is Human Affairs International of California (HAI-
CA). For more detailed information about the services administered by the Blue Shield MHSA and the
protocols developed to promote the integration of medical and behavioral health treatment, refer to the Medical
Interface Manual on Provider Connection at www.blueshieldca.com/provider under Guidelines & resources
and Provider manuals.

Members must utilize the Blue Shield MHSA provider network to access mental health and substance use
disorder covered services. The MHSA participating provider must obtain prior authorization from the MHSA
for services listed under the section Blue Shield Mental Health Service Administrator (MHSA) Covered
Services and Financial Responsibility below. The MHSA only provides authorization for commercial and
limited Group MAPD members, not for Individual MAPD members.

HMO IPA/medical groups are responsible for decisions related to delegated medical services. As such,
medical services for the treatment of gender dysphoria, eating disorder, or substance use disorder are the
responsibility of the IPA/medical group.

Mental health and substance use disorder office visits do not require prior authorization.
Member Self-Referral Number

Blue Shield members can self-refer for behavioral health services by calling the Customer Service or Mental
Health Customer Service number on the back of their Blue Shield ID card.

Primary Care Physician Consultation Line

For Commercial and Group Medicare members, the Blue Shield MHSA offers a Primary Care Physician (PCP)
Consultation Line at (877) 263-9870 to facilitate PCP discussion with a Board-Certified psychiatrist regarding
mental health and substance use disorder issues, prescribing of psychotropic medication and coordination of
care issues.

PCP Behavioral Health Toolkit

Primary care physicians and their staff members can access Blue Shield’s online PCP Behavioral Health
Toolkit at any time by visiting blueshieldca.com/provider, selecting Guidelines & resources, Patient care
resources, Behavioral health resources, then PCP Behavioral Toolkit. The website includes clinical
consultation contacts, referral information, screening tools, patient education resources and more to help
primary care physicians manage or refer patients to meet behavioral health care needs.
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5.1 Utilization Management

Mental Health and Substance Use Disorder Services (contd.)

Telebehavioral Health Online Appointments

The Blue Shield MHSA offers real-time, two-way communication via online virtual appointments with a
mental health or substance use disorder provider. Appointments are available for counseling services,
psychotherapy, and medication management with participating therapists and psychiatrists contracted with
Blue Shield’s mental health service administrator (MHSA). To access Telebehavioral health providers,
members can visit Find a Doctor on blueshieldca.com. Once on Find a Doctor, click on Mental Health to be
directed to Blue Shield’s MHSA website. Enter the required search criteria, hit search and on the next screen
click on Provider Search Telebehavioral on the left of the screen.

Blue Shield Mental Health Service Administrator (MHSA) Covered Services
and Financial Responsibility

For fully-insured products, the Blue Shield MHSA will utilize ASAM criteria, LOCUS assessment,
CALOCUS assessment, and ECSII for mental health and substance use disorder reviews. Additional MH/SUD
guidelines may be added as they become available from non-profit professional associations in accordance
with California law.

Blue Shield’s MHSA is responsible for prior authorization and paying claims for the following services: (Note:
The MHSA only provides authorization for commercial and limited Group MAPD members, not for Individual
MAPD members).

e  Non-emergency mental health or substance use disorder Hospital inpatient admissions, including
acute and residential care.

e  Other Outpatient Mental Health and Substance Use Disorder Services when provided by a
MHSA contracted provider, as listed below:

e Behavioral Health Treatment (BHT) including, Applied Behavior Analysis (ABA)

Electro-convulsive Therapy (ECT) and associated anesthesia
e Intensive Outpatient Program
e Partial Hospitalization Program

e Neuropsychological Testing should be considered for coverage through the member's mental
health benefit when:

= After completion of a comprehensive Behavioral Health evaluation and neurological
evaluation, if the Behavioral Health provider or neurologist determines the
neuropsychological testing is required, the provider will request authorization and
coordinate the request. Blue Shield MHSA will cover Neuropsychological testing when
the purpose of testing is to clarify whether there is a psychiatric diagnosis (even when
medical conditions are present).

e Transcranial Magnetic Stimulation

e Non-emergency inter-facility transports

Blue Shield of California Section 5.1 Page 27
HMO IPA/Medical Group Manual
January 2023


http://www.blueshieldca.com/

5.1 Utilization Management

Mental Health and Substance Use Disorder Services (contd.)

IPA/Medical Group Covered Services and Financial Responsibility

The IPA/medical group remains responsible for the services listed below even when member’s mental health
and substance use disorder benefits are being managed by Blue Shield’s MHSA:

e  Outpatient radiology, laboratory, speech therapy, occupational therapy, and physical therapy
services associated with a mental health and substance use disorder diagnosis.

e  Medical consultations requested by the MHSA.
e  Structured Pain Management Program.
e  Nutritional counseling.

e  Decisions related to delegated medical services. As such, medical services for the treatment of
gender dysphoria, eating disorder, or substance use disorder are the responsibility of the
IPA/medical group. In making utilization management decisions, the IPA/medical group will
utilize ASAM criteria, LOCUS assessment, CALOCUS assessment, WPATH Standards of Care,
and ECSII for mental health and substance use disorder reviews. Additional MH/SUD guidelines
may be added as they become available from non-profit professional associations in accordance
with California law.

Blue Shield Responsibility

Blue Shield remains responsible for the services below even when the member’s mental health and substance
use disorder benefits are being managed by Blue Shield’s MHSA.

e  Out-of-service area requests.

e  Outpatient prescription medications.

Organ and Bone Marrow Transplants

Members referred for major organ and bone marrow transplants (excludes cornea, kidney-only, and skin) are
evaluated within the Blue Shield Major Organ/Bone Marrow Transplant Network. Certain transplants are
eligible for coverage within Blue Shield’s transplant network, but only if specific criteria are met and prior
written authorization is obtained from Blue Shield’s Medical Care Solutions Transplant Team. Only the human
organ and bone marrow transplants listed below are covered. For commercial HMO and PPO members, donor
costs for a member are only covered when the recipient is also a Blue Shield member. Donor costs are paid in
accordance with Medicare coverage guidelines for Blue Shield Medicare Advantage plan members.

All Major Organ/Bone Marrow transplant referrals must be to a California network transplant facility for
benefits to be paid. Please contact the Blue Shield Transplant Team at (800) 637-2066, extension 8411130 for
the listing of institutions selected to participate in this network and for coordination of referrals for evaluation.
Members who are in a transplant treatment continuum must be cleared by the Blue Shield Medical Care
Solutions Transplant Team for change of IPA. All requests should be sent via fax to the Transplant Medical
Care Solutions Department in Rancho Cordova at (916) 350-8865. For members living in California, referrals
to an out of state transplant facility must be at the referral of a Blue Shield’s Major Organ/Bone Marrow
Transplant Network facility approved for the specified type of transplant based upon medical necessity. For
coverage, all referrals for medical necessity to an out-of-state provider must be pre-authorized by a Blue Shield
Medical Director.
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Organ and Bone Marrow Transplants (contd.)

Blue Shield Medicare Advantage Plan - Prior authorization for all Blue Shield Medicare Advantage plan
evaluations and transplants is required and coverage subject to applicable Medicare coverage guidelines. These
services must be performed at a Medicare-approved transplant facility for the specific transplant in question.
The evaluation for Blue Shield Medicare Advantage plan members requires authorization by the IPA/medical
group only.

Note: Charges incurred as a result of cadaver organ donor evaluation, donor maintenance
and organ recovery are directly reimbursable by the Organ Procurement Organization
(OPO) according to Federal law and therefore are not paid by Blue Shield. These charges
may include but are not limited to extended hospital stay beyond the second death note, lab
studies, ultrasound, maintaining oxygenation and circulation to vital organs, and the
recovery surgery. Blue Shield will pay the appropriate organ acquisition fee at the time the
organ is transplanted. For Blue Shield Medicare Advantage plan transplants, Blue Shield will
pay in accordance with contractual or Medicare fee schedules in accordance with Medicare
coverage guidelines.

Commercial HMO - Both the transplant evaluation and the actual transplant procedure require prior
authorization. The evaluation for HMO members requires authorization by the IPA/medical group or as
otherwise specified. No self-referrals for transplant evaluations will be approved under the POS. All Blue
Shield members are entitled to transplant evaluations at any Blue Shield transplant network facility approved
for the specified organ, whether that facility has a contractual relationship with the IPA/medical group.

Transplant Authorizations

When the evaluation is completed, the transplant coordinator at the transplant facility will send the transplant
request to Blue Shield’s Medical Care Solutions Transplant Team for medical necessity review and
authorization.

Authorizations for transplants are required from the Blue Shield Transplant Team for the following major
organ and bone marrow transplant types:

e  Bone marrow

e  Stem cell

e  CAR-T therapy

e  Cord Blood

e  Kidney and pancreas or kidney with another solid organ (for kidney only, see below)

e  Heart

e  Heart/lung

e Lung

e Liver

e  Pancreas

e  Small bowel with or without liver

e  Multi-organ transplants (including kidney plus other organs)
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Organ and Bone Marrow Transplants (contd.)

Transplant Authorizations (cont’d.)

The following transplants are also eligible for coverage but are handled as routine inpatient services by the
designated Medical Care Solutions Prior Authorization Department for all members:

° Corneal
e  Kidney only
. Skin

Requests for transplants must include the following:

e Subscriber ID, requesting MD and applicable procedure and diagnosis codes
e  Letter of request, including protocol reference

e  Patient Selection/Bone Marrow Transplant (BMT) Committee Minutes/Tumor Board
Recommendation

e  Transplant Consult (from diagnosis to current/chemosensitivity/lab/staging)

e  Synopsis of psycho-social and caregiver evaluation

e  Comprehensive psychiatric evaluation (history of serious/prolonged mental illness)

e  Documented completion of substance use disorder program (current history of substance use)
e  Complete Transplant evaluation and workup

Fax transplant authorization requests to (916) 350-8865 Attn: Transplant Team.

Other Alternate Care Providers
These services should be provided within the Blue Shield network of alternate care providers:

e  Durable Medical Equipment (DME) rental or purchase
e  Oxygen

e  Prosthetics or orthotics over $50

e  Colostomy and ostomy supplies

New technologies must be coordinated with Blue Shield Medical Care Solutions prior to IPA/medical
group authorizations for shared risk/savings agreements. IPA/medical groups may contact Blue Shield
Medical Care Solutions for questions or issues.

For the Blue Shield Medicare Advantage plan, depending on the IPA/medical group’s contract and delegation
status with Blue Shield, the IPA/medical group must coordinate authorization with the appropriate Blue Shield
Medical Care Solutions Department when these services are required.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Other Alternate Care Providers (contd.)

Durable Medical Equipment (DME)

Delegated medical groups must refer to and abide by Blue Shield Utilization Management (UM) criteria for
authorizations of durable medical equipment (DME). In the absence of any Blue Shield Medical Policy, it
utilizes the Centers for Medicare & Medicaid Services (CMS) Coverage [ssues Manual for Durable Medical
Equipment (section 60). The manual can be found at cms.gov

Durable medical equipment is defined by the following standards:

e  Designed for repeated use and is medically necessary to treat an illness or injury, to improve the
functioning of a malformed body part, or to prevent further deterioration of the member’s
medical condition.

e  Appropriate for use in the home.
Delivery charges are covered. Durable medical equipment rental is covered only up to the Blue Shield

allowance for purchase of the item.

If an emergency room visit is covered, no additional authorization is needed for related DME given to the
member in the emergency room. The DME must match services on the ER claim.

When requesting a tracking number for durable medical equipment rental or purchase, the IPA/medical group
should specify the:

e  Applicable Diagnosis Code
e  IPA authorization number
e  Specific Procedure Code

. Duration of need

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Oxygen

When authorizing a request for oxygen equipment, the IPA/medical group must specify the flow rate at rest,
concentration, and oxygen saturation.

Oxygen therapy includes professional respiratory therapy services to monitor use of oxygen in the home and
supplies needed to administer oxygen.

Professional services associated with administration of oxygen in the home are covered under the
Home Health Care benefit.
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5.1 Utilization Management

Other Alternate Care Providers (contd.)

Oxygen (cont’d.)

Apria Healthcare LLC is Blue Shield’s Primary Preferred DME provider (including oxygen services)
for HMO and PPO members. Apria should be considered the first option when DME services are ordered.

Apria Healthcare LLC is also the capitated provider for Medicare Advantage HMO members.
IPA/medical groups are required to utilize Apria Healthcare LLC for standard home and durable medical
equipment items that are not the financial responsibility of the IPA/medical group. If the DME services are not
referred to Apria, deductions may occur in the IPA/medical group’s capitation payment. IPA/medical groups
can access additional information and a comprehensive Apria branch listing by visiting Apria.com or by
calling Apria directly at (800) APRIA-88 ((800) 277-4288). Any standard DME item ordered from a DME
provider other than Apria will require prior authorization from Blue Shield of California or an authorized agent
of Blue Shield.

Orthotics and Prosthetics

Orthotics are materials such as an orthopedic appliance used to support, align, prevent, strengthen, or correct
deformities or to improve the function of part of the human body. Prosthetics are artificial body parts,
appliances, or devices used to replace an absent or missing part of the human body.

For Commercial Members

Financial responsibility is described in the Division of Financial Responsibility in the HMO IPA/Medical
Group Agreement.

Orthotics and prosthetics that cost less than a contracted dollar amount (e.g. $50) are generally covered under
professional capitation. Orthotics and prosthetics that have a Blue Shield allowed amount more than the
contracted dollar amount (for a single item or cumulatively for all items required to make the orthotic or
prosthetic) are generally covered as shared-risk under the Shared Risk/Shared Savings Fund, requiring
IPA/medical group authorization and coordination with the Blue Shield Medical Care Solutions Department
(see the Contact List in Appendix 1 in the back of this manual). Under Capitated Hospital arrangements, the
Capitated Hospital will be responsible for reimbursing the providers directly for authorized services.

For Blue Shield Medicare Advantage Plan Members

Medicare coverage guidelines for orthotics and prosthetics are applicable for Blue Shield Medicare Advantage
plan members. Financial responsibility is specified in the Division of Financial Responsibility in the HMO
IPA/Medical Group Agreement with Blue Shield.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Out-of-Area Services

Services that are covered outside the member’s primary care physician service area include:

e  Non-emergency services referred out-of-area and authorized by the primary care
physician/IPA/medical group and/or Blue Shield

e  Emergency services (Refer to Emergency Services section)
e  Urgent services (refer to the HMO Benefit Guidelines for urgent services benefit information)

Note: A covered exception for renal dialysis is described in the HMO Benefit Guidelines for
out-of-area services.

Before approving out-of-area services, the [IPA/medical group must confirm whether or not the provider is part
of the Blue Shield HMO Provider Network by calling Blue Shield Provider Information & Enrollment at
(800) 258-3091.

The IPA/medical group is responsible for all referred out-of-area professional fees and capitated services and
for reporting all out-of-area professional referrals as encounter data. Blue Shield is generally responsible for
payment of all fees related to out-of-area emergency or urgent care. Financial responsibility is described in the
Division of Financial Responsibility in the HMO IPA/Medical Group Agreement with Blue Shield. The Blue
Shield Medical Care Solutions Department works with the IPA/medical group to issue authorizations for all
out-of-area institutional services. The IPA/medical group must notify the Blue Shield Medical Care Solutions
Department of all institutional out-of-area referred services prior to providing those non-emergency services.

Out-of-Plan Services

Out-of-plan services are those services that are not available through the Blue Shield HMO Provider Network.

When providing an authorization for out-of-plan services, the IPA/medical group must contact the Blue Shield
Medical Care Solutions Department for a letter of agreement.

The [PA/medical group is financially responsible for all referred out-of-plan professional capitated services
and for reporting all out-of-plan professional services as encounter data.

If a letter of agreement for out-of-plan services is not obtained from Blue Shield, then the [IPA/medical group is
financially responsible for all fees associated to institutional services.

PKU-Related Formulas and Special Food Products

For Commercial Members

Benefits are provided for enteral formulas, related medical supplies, and special food products that are
medically necessary for the treatment of phenylketonuria (PKU ICD-9 270.1, ICD-10-CM E70.0-E70.1) to
avert the development of serious physical or mental disabilities or to promote normal development or function
as a consequence of PKU. These benefits must be prior-authorized by the IPA/medical group and must be
prescribed or ordered by the appropriate healthcare professional. Refer to the member’s EOC for benefit
limitations.
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For Blue Shield Medicare Advantage Plan Members

For D-SNP Participants, Blue Shield of California and their delegates will consider both Medicare and Medi-
Cal coverage criteria as an integrated organization determination. Please see Prior Authorization Lists below to
determine if PKU Services require Prior Authorization.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Prior Authorization

Except for emergency services, the following services may require prior authorization:

1. Ambulance

2. Colostomy and ostomy supplies

W

IV infusion or injectable therapy including high-cost medications such as CAR-T and Gene therapy or
drugs costing more than $100,000 per single dose

Facility-based outpatient surgeries/procedures

Home health care

4
5
6. Durable Medical Equipment (DME) — new technologies
7. Hospice care

8. Non-emergency inpatient hospital admissions

9. Inpatient rehabilitation

10. Skilled nursing facility admissions

11. Out-of-area services

12. Out-of-plan services

13. Oxygen

14. Prosthetics/orthotics — new technologies

15. Parenteral and enteral nutritional supplements

16. In-home physical therapy (PT), occupational therapy (OT), speech therapy (ST), and respiratory
therapy (RT)

17. Organ transplants (Refer all transplants except kidney, skin and cornea to the Blue Shield Transplant
Team)

18. Cancer clinical trial participation: not delegated to the IPA/medical group, refer to Blue Shield for
authorization

19. Experimental/investigational procedures that are not delegated to the IPA/medical group

20. IV or injectable Medication administration at an outpatient hospital facility
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5.1 Utilization Management

Prior Authorization (contd.)

Prior authorization for the services listed above is based on medical necessity and clinical criteria, which are
guidelines for decisions about coverage of care. Prior authorization information is accessible through Provider
Connection at

https://www.blueshieldca.com/bsca/bsc/wem/connect/provider/provider content en/authorizations/authorizati
on_list#list. Blue Shield uses nationally recognized industry sources selected by Blue Shield, including CMS,
Blue Shield Medical Policies, and Medication Policies (Injectable, Implantable, w/ DME) established by the
Blue Shield Pharmacy & Therapeutics Committee.

For fully-insured products, the Blue Shield MHSA will utilize ASAM, LOCUS, CALOCUS, ECSII, and
World Professional Association for Transgender Health (WPATH) for mental health and substance use
disorder reviews. Additional MH/SUD guidelines may be added as they become available from non-profit
professional associations in accordance with California law.

For those services NOT delegated to the [IPA/medical group:

e To obtain a service authorization, the IPA/medical group should call the Blue Shield Medical Care
Solutions Department. Requests for service authorization should be made at least five business days in
advance of service provision. Blue Shield will issue a determination. Services without an authorization
that require an authorization will be denied.

e In addition to contacting Blue Shield by telephone or fax for medical authorizations, providers have
the option to use AuthAccel, Blue Shield’s online tool for submitting authorization requests.
AuthAccel may only be used for services where the division of financial responsibility in the
[PA/medical group’s contract identifies Blue Shield as responsible for prior authorization. Providers
may use AuthAccel to complete, submit, attach documentation, track status and receive
determinations for applicable medical and pharmacy prior authorizations. Registered users at Provider
Connection may access the tool, in the Authorizations section, after logging into the website at
www.blueshieldca.com/provider.

To determine service authorizations, the IPA/medical group, in coordination with Blue Shield Medical Care
Solutions Department:

e Verifies the patient’s eligibility and contract benefits

e  Checks the provider’s status

e Applies appropriate medical necessity criteria

e Refers the request to a physician advisor or medical director, as appropriate

e Evaluates non-preferred home health care services and DME rentals/purchases

For those services delegated to the IPA/medical group:

e Delegated IPA/medical groups will issue a determination

e Delegated IPA/medical groups will contact the requesting provider(s) by telephone/fax within 24
hours of the decision to inform the physician(s) of the status of the authorization request

If a provider other than the primary care physician’s IPA/medical group requests authorization, the provider
will be directed to contact the [PA/medical group before the Blue Shield Medical Care Solutions Department
reviews the authorization request.
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5.1 Utilization Management

Prior Authorization (contd.)

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Professional Services

Primary care physicians must follow their IPA/medical group’s procedures when requesting authorizations for
professional services and referrals.

When referring a member for specialty services, primary care physicians must follow their IPA/medical
group’s referral guidelines and should also:

e Note the referral in the patient’s medical record
e Forward copies of medical records or test results to the specialist

e Coordinate with the attending physician when specialist consultations and services are needed during
an inpatient stay

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Rehabilitation Services

Rehabilitation services are covered as an inpatient or outpatient benefit when they are deemed medically
necessary for the treatment of a single illness, injury, or medical condition.

Rehabilitation and habilitation therapies are defined as:

Rehabilitation Therapies — Inpatient or outpatient care furnished primarily to restore an individual’s ability to
function as normally as possible after a disabling illness or injury. Rehabilitation services include physical
therapy, occupational therapy, and/or respiratory therapy. Rehabilitation services will be authorized for an
initial treatment period and for any additional medically necessary subsequent treatment periods.

Habilitation Therapies — Medically Necessary services and health care devices that assist an individual in
partially or fully acquiring or improving skills and functioning and that are necessary to address a health care
condition, to the maximum extent practical. These services address the skills and abilities needed for
functioning in interaction with an individual’s environment. Respite care, day care, recreational care,
residential care, social services, custodial care, or education services of any kind are not considered
Habilitative Services.
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5.1 Utilization Management

Rehabilitation Services (contd.)

Occupational Therapy — Treatment under the direction of a physician and provided by a certified
occupational therapist, utilizing arts, crafts, or specific training in daily living skills, to develop, improve and
maintain a patient’s ability to function.

Physical Therapy — Treatment provided by a physician or when provided by a licensed physical therapist for
services diagnosed by a physician or licensed doctor of podiatric medicine. Treatment utilizes physical agents
and therapeutic procedures such as ultrasound, heat, range of motion testing, and massage, to develop or
improve a patient’s musculoskeletal, neuromuscular and respiratory systems.

Respiratory Therapy — Treatment under the direction of a physician and provided by a certified respiratory
therapist to develop, preserve, or improve a patient’s pulmonary function.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Inpatient Rehabilitation

Inpatient rehabilitation benefits will be provided for medically necessary inpatient days of care in an acute
hospital rehabilitation unit or skilled nursing facility (SNF) rehabilitation unit.

Depending on the IPA/medical group's Blue Shield contract and delegation status, the primary care physician
and/or the IPA/medical group should request authorization for inpatient rehabilitation service from the Blue
Shield Medical Care Solutions Department when referring a member for admission or transfer to an inpatient
rehabilitation unit or SNF. For Acute Rehabilitation, CMS guidelines should be applied in the absence of a
specific Blue Shield medical policy or guideline. The Division of Financial Responsibility is specified in the
HMO IPA/Medical Group Agreement.

For Blue Shield Medicare Advantage plan members, rehabilitation benefits are unlimited and are based on
medical necessity. For more on Blue Shield Medicare Advantage plan inpatient rehabilitation benefits, see
Section 6.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Rehabilitation Services (contd.)

Outpatient Rehabilitation

Outpatient rehabilitation therapy is covered for as long as continued treatment is medically necessary, pursuant
to a written treatment plan and dependent on any EOC benefit limitations. Care must be rendered in the
provider’s office or outpatient department of a hospital.

A determination of medical necessity can include, but is not limited to, an evaluation of whether or not the
member is a reasonable candidate for a rehabilitation program (i.e., the prognosis is such that there is
reasonable expectation that rehabilitation efforts will affect greater functionality with respect to the activities
of daily living).

Depending on the HMO IPA/Medical Group's Blue Shield Agreement and delegation status, the primary care
physician and/or the IPA/medical group should request authorization for outpatient rehabilitation services from
the Blue Shield Medical Care Solutions Department. Medically necessary services will be authorized for an
initial treatment period and any additional subsequent medically necessary treatment periods. Medical
necessity (as defined earlier in this section) is objectively assessed prior to therapy to establish treatment goals
and objectives. The Division of Financial Responsibility is specified in the HMO IPA/Medical Group
Agreement.

If rehabilitation services are rendered in the home, the visits will be applied to the 100-visits-per-calendar-year
limit established for home health care services or according to the member’s benefit limitations as shown in
their EOC.

For Blue Shield Medicare Advantage plan members, rehabilitation services benefits are unlimited and are
based on medical necessity. For more on Blue Shield Medicare Advantage plan outpatient rehabilitation
benefits, see Section 6.

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.
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5.1 Utilization Management

Skilled Nursing Facility (SNF) Admissions/Transfers

Note: For Blue Shield Medicare Advantage plan SNF benefit limits, see Section 6.

Blue Shield commercial HMO members may be admitted or transferred to a SNF from any environment.
Depending on the HMO IPA/Medical Groups' Blue Shield Agreement and delegation status, IPA/medical
groups may be required to obtain prior authorization for SNF admissions/transfers from the Blue Shield
Medical Care Solutions Department.

Admission to a SNF is considered appropriate, and may be authorized for care provided by a licensed
professional (both nurse and therapist), for the purpose of stabilization, assessment, or preventive care.
Medically necessary skilled nursing services, including sub-acute care will be covered when provided in a
skilled nursing facility when authorized. The [PA/medical group is required to perform concurrent review for
medical necessity at least weekly on SNF patients, or more frequently as circumstances dictate.

Below are examples of services for which SNF admissions may be authorized:

—_

Intravenous, intramuscular, or subcutaneous injections and or intravenous feeding.

Levine tube feedings and new gastrostomy tube feedings.

Nasopharyngeal and tracheostomy aspiration.

Insertion, sterile irrigation, and replacement of catheters.

Applications of dressings involving prescription medications and aseptic technique.

Treatment of extensive decubitus ulcers (stage II or greater) or other widespread skin disorders.
Heat treatments that require observation to adequately evaluate progress.

Initial phases of a regimen involving administration of medical gases.

© ® =N 0k WD

Rehabilitation nursing procedures (e.g., the institution and supervision of bowel and bladder training
programs, diabetic care).

Note: For commercial members, the standard SNF benefit is limited to 100 days per
calendar year, but SNF benefits may differ depending on HMO plan benefits.

Specialist Services

When providing healthcare services, specialists must:

e Render services only with appropriate authorization from the primary care physician or the
IPA/medical group.

e  Submit all claims for services rendered to the appropriate IPA/medical group affiliated with the
referring primary care physician.

e Accept the IPA/medical group’s contracted rates as payment in full, minus applicable member co-
payments.

e Provide the primary care physician with the results of any visits, tests, etc.
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Specialist Services (contd.)

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly

Standing Specialist Referrals

Each IPA/medical group must establish and maintain policies and procedures for standing referrals to
specialists for members with a condition or disease, including but not limited to HIV and AIDS?, which
requires specialized medical care over a prolonged period of time and is life-threatening, degenerative, or
disabling. (A standing referral involves more than one appointment with a medical specialist.)

When authorizing a standing referral to a specialist for the purpose of diagnosis or treatment of a condition
requiring care by a physician with specialized knowledge of HIV medicine, the delegated IPA/medical group
must refer the member to a network HIV/AIDS specialist. A list of qualified HIV/AIDS specialists must be
maintained by the IPA/medical group and accessible by the group’s membership.

An IPA/medical group does not need to go outside its own network of providers when referring to HIV/AIDS
specialists unless the [IPA/medical group does not have the appropriate qualified physician, nurse practitioner,
or physician assistant under the supervision of an HIV/AIDS provider, in its network.

There is no limitation to utilizing network providers, as long as an appropriate specialist is available within the
network. If the IPA/medical group does not contract with a qualified HIV/AIDS provider as defined, the
IPA/medical group is required to refer any members needing a standing referral to a physician outside the
IPA/medical group’s network at their own cost.

It is required that the member’s primary care physician, in consultation with the specialist and the Medical
Director of the IPA/medical group or designee, determine if the member needs continuing care from a
specialist. If it is determined that access to a specialist is medically necessary, then the specialist must be
allowed to see the member in his/her area of expertise in the same manner as the member’s primary care
physician. The IPA/medical group can simply approve the current standing referral order to a specialist or it
can require a treatment plan. In the event that a treatment plan is required, all referrals must be made within
four business days of the time that the treatment plan is submitted.

This law requires that patients receive a standing referral to an HIV/AIDS specialist when continued care is
needed for the patient’s HIV/AIDS condition. When authorizing a standing referral to a specialist for the
purpose of the diagnosis or treatment of a condition requiring care by a physician with a specialized knowledge
of HIV medicine, IPA/medical groups must refer the enrollee to an HIV/AIDS specialist.

2 Effective Date: January 16, 2003 (Commercial HMO)
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Specialist Services (contd.)

Standing Specialist Referrals (cont’d.)

The Department of Managed Health Care (DMHC) issued a definition of an HIV/AIDS specialist as follows:

(e) For the purposes of this section, an "HIV/AIDS specialist" means a physician who holds a valid, unrevoked
and unsuspended certificate to practice medicine in the state of California and who meets any one of the
following four criteria:

(1) Is credentialed as an "HIV specialist" by the American Academy of HIV Medicine; or
(2) Is board certified, or has earned a Certificate of Added Qualification, in the field of HIV medicine
granted by a member board of the American Board of Medical Specialties, should a member board of that
organization establish board certification, or a Certificate of Added Qualification, in the field of HIV
medicine; or
(3) Is board certified in the field of infectious diseases by a member board of the American Board of Medical
Specialties and meets the following qualifications:
(A) In the immediately preceding 12 months has clinically managed medical care to a minimum of 25
patients who are infected with HIV; and
(B) In the immediately preceding 12 months has successfully completed a minimum of 15 hours of
category 1 continuing medical education in the prevention of HIV infection, combined with diagnosis,
treatment, or both, of HIV-infected patients, including a minimum of 5 hours related to antiretroviral
therapy per year; or
(4) Meets the following qualifications:
(A) In the immediately preceding 24 months has clinically managed medical care to a minimum of 20
patients who are infected with HIV; and
(B) Has completed any of the following:

1. In the immediately preceding 12 months has obtained board certification or re-certification in the
field of infectious diseases from a member board of the American Board of Medical Specialties;
or

2. In the immediately preceding 12 months has successfully completed a minimum of 30 hours of
category 1 continuing medical education in the prevention of HIV infection, combined with
diagnosis, treatment, or both, of HIV-infected patients; or

3. In the immediately preceding 12 months has successfully completed a minimum of 15 hours of
category 1 continuing medical education in the prevention of HIV infection, combined with
diagnosis, treatment, or both, of HIV-infected patients and has successfully completed the HIV
Medicine Competency Maintenance Examination administered by the American Academy of HIV
medicine.

(f) When authorizing a standing referral to a specialist pursuant to Section 1374.16(a) of the Act for the
purpose of the diagnosis or treatment of a condition requiring care by a physician with a specialized
knowledge of HIV medicine, a health care service plan must refer the enrollee to an HIV/AIDS specialist.
When authorizing a standing referral to a specialist for purposes of having that specialist coordinate the
enrollee's health care pursuant to Section 1374.16(b) of the Act for an enrollee who is infected with HIV, a
health care service plan must refer the enrollee to an HIV/AIDS specialist. The HIV/AIDS specialist may
utilize the services of a nurse practitioner or physician assistant if:

(1) The nurse practitioner or physician assistant is under the supervision of an HIV/AIDS specialist; and

(2) The nurse practitioner or physician assistant meets the qualifications specified in subsection (¢)(4); and

(3) The nurse practitioner or physician assistant and that provider's supervising HIV/AIDS specialist have
the capacity to see an additional patient.
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Specialist Services (contd.)

Speech Therapy Services

Medically necessary Speech Therapy services are basic health care services under the Knox-Keene Health
Care Service Plan Act of 1975. Health plans must arrange and cover speech therapy services for their enrollees
when medically necessary. For the complete Speech Therapy Medical Policy, go to Provider Connection at
blueshieldca.com/provider, click on Authorizations, Clinical policies and guidelines, then Medical policies &
procedures.

Initial outpatient benefits for speech therapy are covered when diagnosed and ordered by a physician and
services are delivered by a licensed speech-language pathologist that is licensed through the Department of
Consumer Affairs, Speech-Language Pathology & Audiology & Hearing Aid Dispensers Board, and performs
within the scope of practice pursuant to a written treatment plan, to:

(1) Correct or improve the speech abnormality, or

(2) Evaluate the effectiveness of treatment, and when rendered in the provider’s office or outpatient
department of a hospital.

Speech therapy is defined as therapy services, including diagnostic evaluation and therapeutic intervention,
that are designed to improve, develop, correct, rehabilitate, or prevent the worsening of speech/language
communication and swallowing disorders that have been lost, impaired, or reduced as a result of acute or
chronic medical conditions, congenital anomalies, or injuries.

Services are provided for the correction of, or clinically significant improvement of, speech abnormalities that
are the likely result of a diagnosed and identifiable medical condition, illness, or injury to the nervous system
or to the vocal, swallowing, or auditory organs.

Continued Outpatient Benefits will be provided for Medically Necessary Services as long as continued
treatment is medically necessary, pursuant to the written treatment plan and likely to result in clinically
significant progress as measured by objective and standardized tests and dependent on any limitations in the
members EOC benefit plan. The provider’s treatment plan and records must be reviewed periodically. When
continued treatment is not Medically Necessary, pursuant to the treatment plan, is not likely to result in
additional clinically significant improvement, or no longer requires skilled services of a licensed speech-
language pathologist, the IPA/medical group must notify the member of this denial determination in writing
and benefits will not be provided for services rendered after the date of written notification.
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Specialist Services (contd.)

Speech Therapy Services (cont’d.)
The IPA/medical group shall send a denial notice to the member containing the following information:

e Member’s name and name(s) of provider(s) who rendered services.
e Date and description of service.
e C(Clinical reason(s) for the denial.

e UM criteria, guideline, protocol or benefit provisions used in making the decision, including contact
information and procedures to follow to obtain a copy.

e Alternative treatment options, as appropriate.

e For employer health plans governed by the Employee Retirement Income Security Act (ERISA),
ERISA-required statement notifying member of the right to bring a civil action if all required reviews
of the service/claim have been completed and the service/claim has not been approved.

e Appeal information, including the member’s right to request an external, independent medical review
through the DMHC (only Commercial members may appeal to DMHC, Blue Shield 65 Plus members
must appeal directly to the health plan); the member’s right to request expedited appeals; the
member’s right to submit written comments, documents, or other information relevant to the appeal;
and the member’s right to appeal to Blue Shield.

The IPA/medical group shall also send a copy of the member's denial notice to the member's primary care
physician for follow-up regarding appropriate care. The denial letter to the treating provider shall also include
the name, title and direct telephone number of the IPA/medical group's Medical Director who oversees the
decision.

Note: The following conditions have been removed from Blue Shield’s exclusions lists for speech
therapy and therefore should not be automatically denied; however, these conditions are still subject to
medical necessity review as described above:

e Psycho-social speech delay including delayed language development
e Mental retardation or dyslexia
e Syndromes associated with diagnosed disorders attributed to perceptual and conceptual dysfunctions

e Developmental articulation and language disorders

For D-SNP members, please refer to Blue Shield’s Medicare Prior Authorization List located on Provider
Connection at blueshieldca.com/provider under Authorizations, Prior authorization forms and list, then Prior
authorization list for Blue Shield, for services that require prior authorization under Medicare. View the Blue
Shield of California Promise Health Plan (Blue Shield Promise) Medi-Cal Prior Authorization List, at
blueshieldca.com/promise/providers under Clinical policies, procedures and guidelines, then View prior
authorization list for services that require prior authorization under Medi-Cal. The lists are updated monthly.

Blue Shield of California Section 5.1 Page 43
HMO IPA/Medical Group Manual
January 2023


https://www.blueshieldca.com/provider
https://www.blueshieldca.com/promise/providers

5.1 Utilization Management

Urgent/Emergent Services

Urgent/emergent services are those services necessary to screen and stabilize members in cases where an
enrollee reasonably believed he/she had an emergency medical or psychiatric condition given the enrollee’s
age, personality, education, background, and other similar factors.

No Prior Authorization Required

State and federal law prohibits requiring prior authorization for emergency services. Blue Shield also does not
require prior authorization for urgent services that meet the reasonable person definition.

Urgent or Emergency Services are covered automatically if an authorized Blue Shield representative or
authorized representative of the member’s assigned IPA/medical group has approved the provision of the
urgent/emergent services. Authorized representatives may include, but are not limited to, Advice Nurses,
Network Physicians, Physician Assistants, Nurse Practitioners, or Customer Service representatives.

When facing an urgent or emergency situation, the primary care physician should:
e Evaluate the medical necessity of a member’s request for urgent or emergency services and determine

the appropriate referral for these services, following reasonable person standards.

e Ifpossible, direct out-of-area urgent or emergency services of a member to the IPA/medical group’s
service area.

o Notify the [IPA/medical group or Blue Shield of urgent or emergency admissions.

e Document telephone conversations in the member’s centralized medical record, whether the urgent or
emergency service is approved or denied by the primary care physician.

For Blue Shield Medicare Advantage plan members, please contact the Blue Shield Medicare Medical Care
Solutions Department for a copy of the Emergency Care Treatment Criteria Matrix, also known as the ER
Matrix.
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Urgent/Emergent Services (contd.)

Urgent or Emergency Services Denial

The [PA/medical group must adhere to the “reasonable person” standard prior to denying an urgent or
emergency services claim.

If an IPA/medical group retrospectively denies an urgent or emergency service, it must document the
following denial information and submit it to Blue Shield upon request.

The IPA/medical group shall provide Blue Shield with:
o A clinical reason for the denial based on the reasonable person standards.
e  Proof of medical review by a physician.

e  Verification that the primary care physician or his/her designee did not refer the member to the
emergency room or urgent care provider.

e A copy of the claim with the member’s denial notice.
The IPA/medical group shall send a denial notice to the member containing the following information:

e Member’s name and name(s) of provider(s) who rendered services.

Date and description of service.
e  Clinical reason(s) for the denial.

e UM criteria, guideline, protocol, or benefit provisions used in making the decision, including contact
information and procedures to follow to obtain a copy.

e Alternative treatment options, as appropriate.

e For employer health plans governed by the Employee Retirement Income Security Act (ERISA),
ERISA-required statement notifying the member of the right to bring a civil action if all required
reviews of the service/claim have been completed and the service/claim has not been approved.

e Appeal information, including the member’s right to request an external, independent medical review
through the DMHC (only Commercial members may appeal to DMHC, Blue Shield Medicare
Advantage plan members must appeal directly to the health plan.); the member’s right to request an
expedited appeal; the member’s right to submit written comments, documents, and other information
relevant to the appeal and the member’s right to appeal to Blue Shield including representation by an
attorney.

The IPA/medical group shall also send a copy of the member's denial notice to the member's primary care
physician for follow-up regarding appropriate care. The denial letter to the treating provider shall also include
the name, title and direct telephone number of the IPA/medical group's Medical Director who oversees the
decision.
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Urgent/Emergent Services (contd.)

Appeal of Denied Urgent or Emergency Services

A Blue Shield Medical Director or physician designee reviews all appeals of denied emergency services.
Blue Shield may reverse the IPA/medical group’s decision to deny urgent or emergency services. When this
occurs, the Blue Shield Medical Care Solutions Department will coordinate the review of the denial with the

[PA/medical group and notify the [IPA/medical group and the member of the appeal determination.

Blue Shield retains the right to review and make determinations on appeals of all emergency services.

Urgent and Emergency Services Review

The Blue Shield Delegation Oversight and Appeals and Grievance Departments periodically evaluate an
IPA/medical group’s performance on urgent and emergency services review by monitoring the:

e Emergency room visits/1000 rate per IPA/medical group.

e Percentage of service denials reversed by Blue Shield based on member appeal.
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Medical Care Solutions Contact List

Blue Shield Contact

Commercial HMO and
Direct Contracted HMO*

Medicare HMO

Call Medical Care Solutions
for questions about:

e Request for
authorization

e  Blue Shield Medical
Policy

e Information on
referrals

e Emergency services
e Denials

e Hospital admissions
and/or discharges

¢ DME/HME & Home
Health

e Chronic and
catastrophic case
management

(800) 541-6652
Urgent/ER Inpatient Admits:
Fax (844) 295-4637

Prior Authorizations:
Fax (844) 807-8997

Prior Authorizations for
Office/Infusion/Home Health
Administered Medications:

Fax (844) 262-5611

Mailing Address:

Blue Shield of California
Medical Care Solutions
P.O. Box 629005
El Dorado Hills, CA 95762-9005

To refer patients to a Blue Shield Case
Management Program
(877) 455-6777

* Direct Contracted HMO - Individual
providers not affiliated with a Blue Shield
HMO IPA/medical group and are
contracted to provide benefits directly to
HMO members.

To refer patients to a Blue Shield Case
Management Program, call (877) 455-
6777

(800) 541-6652
Urgent/ER Inpatient Admits:
Fax (844) 696-0975

Prior Authorizations:
Fax (844) 807-8997

Prior Authorizations for
Office/Infusion/Home Health
Administered Medications:

Fax (844) 262-5611

Mailing Address:

Blue Shield of California
Medicare Medical Care Solutions
P.O. Box 629005
El Dorado Hills, CA 95762-9005
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5.2 Quality Management Programs

Introduction

Blue Shield of California’s mission is to ensure all Californians have access to high-quality healthcare at an
affordable price. Blue Shield's Quality Management and Improvement Program was established in support of
that mission and plays a key role in achieving the organization's goals to:

e Improve the quality and efficiency of health care
o Improve members’ experience with services, care, and their own health outcomes
o Delivering an exceptional quality program across the organization

Superior care and service is the force driving the value equation. Blue Shield is committed to an objective,
comprehensive, systematic, and multidisciplinary approach to managing and continuously improving the
quality of care and service provided to members. Quality Improvement (Ql) is an ongoing process of
assessing, planning, organizing, directing, coordinating, monitoring, and evaluating the care and service
provided to Blue Shield members. Blue Shield is dedicated and committed to the QI process and will strive to
produce optimal outcomes by implementing interventions to address identified improvement opportunities to
ensure that the quality of care delivered meets national best practice standards.

Quality Management and Improvement

Blue Shield’s Clinical Quality Department, in collaboration with Blue Shield’s Quality Committees, selects
and oversees quality measurement and improvement activities to meet corporate strategic goals, accreditation,
and regulatory requirements. Activities are conducted in all areas and dimensions of clinical and non-clinical
member care and service, such as: Member Satisfaction, Access and Availability, Case Management,
Continuity and Coordination of Care, Wellness, Preventive Health, and Healthcare Effectiveness Data and
Information Set (HEDIS®) Measurement.

Blue Shield conducts ongoing systematic reviews of the health care and services provided to members. Care

and services are coordinated and monitored in accordance with a variety of applicable accrediting standards,
regulatory bodies, and statutes, including not but limited to:

e National Committee for Quality Assurance (NCQA)

e California Health and Safety Code

e California Department of Insurance (CDI)

e Department of Managed Health Care (DMHC)

o Department of Labor Employer Retirement Income Security Act (ERISA)
e Centers for Medicare & Medicaid Services (CMS)

e Centers for Disease Control (e.g., ACIP)

e Office of the Patient Advocate

e Covered California
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5.2 Quality Management Programs

Quality Management and Improvement (cont'd.)

Accreditation

Blue Shield of California maintains Health Plan Accreditation (HPA) with National Committee for Quality
Assurance (NCQA). Blue Shield’s Commercial HMO/POS, Commercial PPO, Marketplace HMO/POS
(Covered CA/Exchange), Marketplace PPO (Covered CA/Exchange), Medicaid, and Medicare HMO hold
NCQA Health Plan Accreditation. The NCQA accreditation survey process assesses a health plan’s
organizational policies and procedures, and performance against NCQA standards every three years.

Provider Responsibilities for Quality Management and Improvement

Blue Shield actively solicits its network providers and delegates to participate in Quality Management and
Improvement activities as follows:

o QI Committees

e Credentialing, peer review, and utilization management determinations

e Clinical QI workgroups

e Focus groups

e QI studies

o Investigation of member grievances and quality of care issues
All Blue Shield providers are required to participate in quality management and improvement activities by
providing, to the extent allowed by applicable state and federal law, member information, medical records,
supplemental data, and quality data for review of quality of care and service provided to members.
In order to comply with NCQA accreditation requirements, Blue Shield collects and reports HEDIS data as it
relates to Blue Shield members. Blue Shield HMO and PPO-contracted physicians and provider organizations
are required to provide medical records requested for HEDIS data collection in a timely manner. HIPAA
allows data collection for HEDIS reporting category thus no special patient consent or authorization is required
to release this information.
Quality Management and peer review activities are considered privileged communication under California

Health and Safety Code Section 1370 and California Evidence Code 1157. As such, neither the proceedings
nor record of the review may be disclosed outside of the review process.
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5.2 Quality Management Programs

Quality Management and Improvement Program
Requirements - Delegate Responsibilities

Blue Shield does not delegate Quality Improvement (QI) activities, however; the IPA/medical groups are
required to maintain a QI Program that complies with Section 1370 of the California Health and Safety Code.

Each IPA/medical group shall:

e Have a written QI Program description that must be reviewed annually, updated as appropriate and
approved by the IPA/medical group’s Medical Director or appropriate review body. The program
description shall include:

e Program goals and objectives

¢ Organizational structure including the role and function of the IPA/medical group’s governing
body, quality committees and subcommittees, qualified, trained staff responsible for QI activities,
and the frequency of their meetings

e Scope and content of the QI Program to include the monitoring of quality of care and service

e Frequency and method of QI Program evaluations

e Development, implementation and annual evaluation of the QI work plan or schedule of activities,
including objectives, scope and planned projects and activities for the year, and planned
monitoring of identified issues and requirements according to Section 1370 of the California

Health and Safety Code

e Specify a senior physician to be responsible for program implementation, oversight, and
accountability

e Specify a qualified individual responsible for quality initiatives & activities including partnership to
close HEDIS care gaps

¢ Indicate the IPA/medical group Medical Director’s involvement in QI activities and document the
active participation of practicing providers in the quality committee meetings

e Maintain quality committee minutes so as to preserve their confidentiality and immunity from
discovery according to Section 1370 of the California Health and Safety Code
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5.2 Quality Management Programs

Quality Management and Improvement Program
Requirements - Delegate Responsibilities (contd.)

Quality Improvement

In compliance with these minimum program standards, the IPA/medical group shall:

Provide designated, adequate staff who have the knowledge, skills, and experience to perform quality
improvement activities

Work with Blue Shield to perform quality improvement activities, including closing HEDIS care gaps
and allow Blue Shield access to its members’ medical records

Develop a plan to evaluate and provide practice feedback to its physicians on:

Referral, clinical and utilization performance

Use of guidelines, protocols, and appropriate criteria applications/citations

Member satisfaction

Effective use of preventive screening and education

Develop and share practice guidelines and explicit review criteria with providers affiliated with the
IPA/medical group. These guidelines must be reviewed annually and updated as appropriate.

Ensure that health services are available and accessible to Blue Shield members as needed and per
regulatory/accreditation requirements.

Take action to improve quality and routinely assess the effect of actions taken
Evaluate the overall effectiveness of its quality improvement program on an annual basis

Comply with applicable NCQA standards, guidelines and HEDIS measures
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5.2 Quality Management Programs

Quality of Care Activities

Blue Shield requires IPA/medical groups and their participating providers to work with Blue Shield in the
following Quality of Care Activities, including, but not limited to:

e  Access-to-care monitoring

e Coordination and continuity monitoring

o Investigation of member grievances and quality of care issues (see more below)
e Member satisfaction/disenrollment surveys

e Medical record review

e  Office site review

e Healthcare Effectiveness Data and Information Set (HEDIS) data collection and initiatives to improve
HEDIS measure rates

e Disease management and preventive service programs

¢ Quality improvement activities/initiatives/monitoring site visit for Utilization Management (UM) and
Credentialing Evaluations

IPA/medical groups are responsible for providing copies of their Utilization Management (UM) and
credentialing plans, including policies and procedures as necessary, to meet state, federal, NCQA, and Blue
Shield requirements. IPA/medical groups must provide Blue Shield annually with information including, but
not limited to:

e Process for referring complaints/grievances to Blue Shield
e  Process for maintaining confidentiality of member's protected health information

¢ Nurse practitioner/physician assistant/pharmacist protocols (if applicable)
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5.2 Quality Management Programs

Quality of Care Reviews

Blue Shield has a comprehensive review system to address quality of care issues. A quality of care issue
arising from a member grievance, or an internal department is forwarded to the Blue Shield Clinical Quality
Review Department where a clinical quality review nurse investigates and compiles a care summary from
clinical documentation including, but not limited to, medical records and a provider written response. If a nurse
identifies a potential quality of care issue, the case will be forwarded to a Blue Shield Medical Director to
determine if a quality of care issue() exists and assign a severity level. A case review may also include
referral to the Blue Shield Peer Review Committee if indicated. Review by a like-peer specialist may also
occur at the discretion of the Blue Shield Medical Director or Peer Review Committee.

During the review process, information is obtained from an IPA/medical group or directly from the involved
provider. Upon review completion, dependent upon the severity of any quality findings identified, follow-up
actions may be taken to include a request for corrective action or an educational letter. Patient safety concerns
or patterns of poor care may be considered during Blue Shield recredentialing activities or reviewed in more
detail by the Blue Shield Credentialing Committee and may result in termination from the Blue Shield
network.

Blue Shield providers are obligated to participate in the quality of care review process and must provide
documents, including medical records and corrective action plans upon request. Peer review activities are
considered privileged communication under California Health and Safety Code Section 1370 and California
Evidence Code 1157.

Section 5.2 Page 6 Blue Shield of California
HMO IPA/Medical Group Manual
January 2023



5.2 Quality Management Programs

Medical Record Review

Consistent and complete documentation in the member's medical record is an essential component of quality
patient care.

Primary care physicians are required to maintain a medical record for each member that must include patient
records of care provided within the IPA/medical group, as well as care referred outside the IPA/medical group.

Blue Shield requires medical record reviews to assess both physician office records and institutional medical
records, which are reviewed for quality, content, organization, confidentiality, and completeness of
documentation.

Medical records are reviewed annually against Blue Shield’s medical record standards. Records are sampled
from those submitted for HEDIS review. Blue Shield requires that the physician's office medical records
include the following:

o Identifying information on the member (patient ID on each page)
e Problem list noting significant illnesses and medical conditions
o Allergies and adverse reactions prominently noted

e Preventive Health Services

e Proof that baseline clinical exams were conducted, documented, and pertinent to the patient's
presenting complaints

e Current summary sheets of medical history including past surgeries, accidents, illnesses/ past
diagnoses and medications, and immunization history

e Consultation reports, hospital summaries, emergency room reports, and test reports that are easily
accessible and in a uniform location

e Treatment plan consistent with diagnosis

e Evidence of medically appropriate treatment

e Continuity and coordination of care between primary and specialty physicians

e  Prescribed medications, including dosages and dates of initial prescription or refills

e Evidence that the patient has not been placed at risk by a diagnostic or therapeutic procedure

e For Medicare Advantage members, evidence on presence or absence of Advance Directives, for adults
over age 18 prominently located in the medical record

IPA/medical groups and physicians must also comply with all applicable confidentiality requirements for
medical records as imposed by federal and state law. This includes the development of specific policies and
procedures, when required by Blue Shield, to demonstrate compliance.

To assist Blue Shield in maintaining continuity of care for its members, IPA/medical groups are required to
share medical records of services and supplemental data for care rendered to Blue Shield members. Members
may also be entitled to obtain copies of their medical records, including copies of Emergency Department
records, x-rays, CT scans, and MRIs. Upon the reassignment or transfer of a member, the physician or
IPA/medical group must provide one copy of these materials, at no charge, to the member’s new physician or
IPA/medical group. Upon request, additional copies must be provided to Blue Shield at the IPA/medical
group’s reasonable and customary copying costs, as defined by California Health and Safety Code 123110.
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5.2 Quality Management Programs

Medical Record Review (contd.)

Medical Records Tools

Medical Records Tools (Health Maintenance Work Sheets) Make HEDIS
Documentation Easier

As part of Blue Shield’s commitment to supporting our practitioners, we offer valuable tools to assist you with
your medical records documentation as well as HEDIS® compliance efforts. For the busy clinician,
specialized flow sheets and quick disease screening tools are essential for timely comprehensive care, as well
as meeting HEDIS documentation requirements. For example, the Child and Adolescent Flow Sheet can help
you provide, record, and summarize years of pertinent clinical care. HEDIS audit requirements would be met
for a diabetic patient with a photocopy of the Problem List, the Medication List, and the Diabetes Management
Flow Sheet (to identify most recent test and results: HbA1C, dilated or retinal eyes exam, and urine
microalbumin).

We encourage providers to use these forms. Using these forms and keeping them current can reduce HEDIS
record submission to just a few pages. The HEDIS forms can be downloaded from Provider Connection at
blueshieldca.com/provider. Once you have logged on, select Guidelines & Resources, Guidelines and
Standards, and then Medical Record Standards.

Access to Records

The IPA/medical group and all sub-contracted practitioners and providers must maintain the medical records,
books, charts, and papers relating to the provision of health care services and the cost of such services and
payments received from members or others on their behalf, as well as make this information available to Blue
Shield, the Department of Managed Health Care (DMHC), the Department of Health and Human Services
(HHS), any Quality Improvement 