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Healthfirst®

Established in 1993, Healthfirst® is a not-for-profit managed care organization that provides high-quality
healthcare coverage to low-income individuals and families living in New York. Our mission is to improve the
health and well-being of underserved populations by providing effective managed care services through
comprehensive provider partnerships and reinvesting in our hospitals.

By working in partnership with our participating hospitals throughout the five boroughs of New York City, and
in Long Island and Westchester, Healthfirst has developed a solid and effective approach to meeting the
diverse needs of New York residents.

Member Hospitals/Health Systems

BronxCare Health System Northwell Health

The Brooklyn Hospital Center NYC Health + Hospitals

Interfaith Medical Center NYU Langone Health

Jamaica Hospital Medical Center SBH Health System

Maimonides Medical Center St. Johnés Episcop:
Montefiore Health System Stony Brook University Medical Center
Mount Sinai Health System SUNY Downstate Medical Center

Nassau University Medical Center

Healthfirst, Inc. is part of the Healthfirst family of companies, which includes Healthfirst Health Plan of New
Jersey, Inc. and HF Management Services, LLC, a hospital-owned company that provides comprehensive
management services to healthcare organizations in New York, New Jersey, Pennsylvania, and Florida.

Healthfirst in New York (Healthfirst HFHP and Healthfirst PHSP, Inc.) and Healthfirst NJ (Healthfirst Health

Plan of New Jersey, Inc.) each maintain separate provider networks. Members must see providers in their

heal t h pl afar&esvices &tbewonsidtered in-network. Services rendered without prior authorization

by providers or facilities outside of the networok desi
network and shall be t he imexcbdesredesgerftéarelanci al responsi bi
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1. Introduction

1.1 Introduction to the Provider Manual

Healthfirst is committed to ensuring that its members receive easily accessible, high-quality, comprehensive
healthcare services. The Healthfirst provider network is a key partner in achieving this goal. The Provider
Manual has been developed to assist our participating providers in understanding the administrative policies
and procedures that govern the management of Healthfirst. It is designed to provide you with easy access
to information that will enable you and your office staff to care for Healthfirst members within administrative
guidelines. All the information in this manual applies to all Healthfirst members, unless specifically indicated.

Updates to the Manual

Healthfirst will update the Provider Manual and Appendices periodically and will make available electronic
versions which can be downloaded from our website at hfproviders.org. Information related to these updates
may appear on the Healthfirst website and in other mailings. These media provide the most current
information on the Healthfirst programs and your responsibilities under these programs.

Keep Us Informed

Please take the time to read through the Provider Manual and let us know if there are any sections that are
unclear or if there are other topics about which you would like more information. Our goal is to provide you
with material that is timely, accurate, and easy to understand. We welcome your comments.

1.2 About Healthfirst, Inc.

Healthfirst, Inc.

Healthfirstwasf ounded i n the ear | yof hb®if8 dnder theyauspicesodthesGoentéri u m
New York Hospital Association. An independent not-for-profit corporation since 1993, it has from its inception
operated pursuant to a unique model that relies on population health management efforts on the part of its
hospital sponsors and provider network supported by the infrastructure of an established and regulated health
plan. Funds saved through higher quality and better care management are returned to the provider delivery
system. Healthfirst has steadily expanded its product offerings from its start in Medicaid managed care to
Medicare Advantage Prescription Drug (MAPD) plans, long term care, and commercial products offered on
the New York State of Health (commonly known as the Exchange) branded at Healthfirst Leaf and Leaf
Premier Plans. With more than a million members and top quality and member satisfaction rankings,

Heal t hfirstds b usempavering amopdrmdringwighithie previder system and the
community to achieve the superior outcomes and culturally competent healthcare for its customers.

Healthfirst PHSP, Inc.

Since 1994, Healthfirst has operated a Prepaid Health Services Plan (PHSP) serving Medicaid members in
New York City under a certificate of authority granted by the State of New York. In 1995, the Healthfirst
operating area was expanded to include Long Island. Healthfirst PHSP was developed to meet the objectives

of New York Stateb s Managed Care Act, which changed the way hea
recipients. In 1999, Healthfirst implemented its Child Health Plus (CHPIlus) program to expand its ability to
provide healthcare services to eligible children through participat i on i n t he stateds CHPI us

offers reasonably priced healthcare coverage for the children of working parents who do not qualify for
Medicaid and cannot afford unsubsidized health insurance.

Healthfirst Health Plan, Inc.

Healthfirst Health Plan, Inc. (HFHP) is the licensed HMO doing business as Healthfirst Medicare Plan and
Healthfirst New York (commercial). Formerly known as Managed Health, Inc., HFHP was first managed by
Healthfirst in July 1997 and then became a subsidiary of Healthfirst in August 1998. The service areas for the
Healthfirst Medicare Plan include the Bronx, Brooklyn, Manhattan, Queens, Staten Island, Nassau and
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Westchester counties (not all plans are available in all counties). The service areas for Healthfirst New York
include the Bronx, Kings, Manhattan, Queens, Richmond, Nassau and Suffolk counties.

Provider Participation

Healthfirst hospitals and their affiliated providers may be contracted to participate in one Healthfirst program
or in a combination of programs (see Section 2). Because contracting differs among the programs, it is
important to note that a provider who is contracted to provide services for one program is considered to be
out-of-network for all of the other programs. Additionally, participation is office-site specific. While a contract
may cover multiple locations, if an application has not been submitted or approved for a particular office,
services rendered there are considered out-of-network. To confirm the programs that you participate in,
contact Provider Services.

Each of the Healthfirst companies, Healthfirst, Inc., Healthfirst PHSP, Inc. and Healthfirst Health Plan, Inc. do
business under the fiHealthfirsto namefHeélalrtohufgihrosutt o trhe fse
three companies collectively. When referring to a specific company or a specific line of business, the specific
company name is used, i.e., AHeal thfirst Health Pl an,
name i f a specific product is wused, i.e., fAMedicareo o

1.3 Network Management and Provider Services

Network Management

All participating hospitals, their affiliated providers and individual participating providers have a designated
Healthfirst representative who serves as the liaison between the facility, its affiliated providers, participating
providers, and Healthfirst. These representatives provide information, problem-solve, and respond as needed
to provider concerns.

Provider Services

Healthfirst also has a dedicated phone unit available to assist providers with questions regarding Healthfirst
policies and procedures, member care, reimbursement, claim information or general information about
Healthfirst and its products. If you have any questions or need more information about Healthfirst and its
products, please contact Provider Services at 1-888-801-1660, Mondayi Friday, 9ami 5:00pm.

Healthfirst Secure Provider Portal

Hospitals, providers, and their office staff can access information 24 hours a day, 7 days a week on the
Healthfirst secure Provider Portal at hfproviders.org. Quick and easy online registration to the Provider
Portal provides access to tools that enable you to:

1 Verify member eligibility

Submit appeals and view claim status

View the status of authorizations

Submit questions to Healthfirst

Request access to online reports and member enrollment rosters
Submit files/documents to Healthfirst

Request demographic information update
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Access Healthfirst policies and procedures
1 Review the latest clinical guidelines, newsletters, reference materials, and more

For more information about our web site, send an e-mail to webmaster@healthfirst.org, and to register for
access, visit hfproviders.org and click i Ne w USiegn Up Here. 0
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Other Healthfirst Departments

In addition to Provider Services, there are other departments at Healthfirst that you may contact or work with
on a regular basis. The following table highlights these areas and outlines their key functions. Healthfirst staff
members from these departments are available to assist you in providing care to Healthfirst members.

Department Key Functions and Responsibilities

Provider Services
P.O. Box 5168
New York, NY 10274-5168 9 Provider Services Inquiries
1-888-801-1660
Monday-Friday, 8:30 a.m. i 5:30 p.m.

Provider Claim Appeals
P.O. Box 958438
Lake Mary, FL 32795-8438
1-888-801-1660
Monday - Friday from 8:30 a.m. i 5:30 p.m.

Member Appeals and Grievances
Claims Appeals and Grievances

E_JE ]

Claims
P.O. Box 958438
Lake Mary, FL 32795-8438
1-888-801-1660
Monday - Friday from 8:30 a.m. i 5:30 p.m.
eclaims@healthfirst.org

Claims Payment and Status Inquiries
Claim Review and Reconsideration

= =

Medical Management & Behavioral Health Unit
P.O. Box 5166
New York, NY 10274-5166
Phone: 1-888-394-4327
Fax: 1-646-313-4603
Monday - Friday from 8:30 a.m. - 5:30 p.m.

Transitional Care
Care Management and Disease Management
Assistance in Finding Appropriate Specialists
Utilization Review
Authorizations for Initial and Continuing Care

E ]

Member Services
P.O. Box 5165
New York, NY 10274
Medicaid / CHP / FHP
1-866-463-6743
Monday-Friday, 8:00 a.m. i 6:00 p.m.
(English, Spanish, Mandarin, Cantonese, Russian)
Medicare/Commercial: 1-888-260-1010
(TTY 1-888-542-3821 for the hearing/speech impaired)
Monday - Friday from 8:00 a.m. i 8:00 p.m.
Healthfirst Leaf Plans:
1-888-250-2220 (Option 1)
English TTY: 1-888-542-3821
Spanish TTY: 1-888-867-4132
Monday - Friday from 8:00 a.m. i 8:00 p.m.
Small Group and Healthy NY:
1-888-260-1010 (Option 4)
Monday - Friday from 8:00 a.m. i 8:00 p.m.
(English, Spanish, Mandarin, Cantonese)

Eligibility Verification

Member Benefits

Distribution of Member Handbooks

Distribution of Provider Directories to Members
New Member Orientations

PCP Selection

E I E K]

Clinical Performance Management Department

Quality of Care Investigations
P.O. Box 5163

HEDIS and QARR

= =
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New York, NY 10274-5163 Quality Incentive Programs

Quality Improvement Committees
Quality Improvement Studies
Member Satisfaction Surveys
Public Health Reporting

Preventive Health and Clinical Practice
Guidelines

Medical Record Documentation Audits
Risk Adjustment and Payment System
Credentialing

E ] = —a_a_a_-4a_-2

Confidential Compliance Contact
To report compliance concerns in addition to suspected fraud, waste and abuse, anonymously call
1-877-879-9137
orgoto
www.hfcompliance.ethicpoint.com

2. Healthfirst Programs and Benefits

2.1 Healthfirst PHSP Programs

Healthfirst Medicaid Managed Care Plan

Since 1994, Healthfirst has delivered managed healthcare services to the Medicaid-eligible population of New
York City and Long Island. Healthfirst Medicaid offers the full range of New York State Medicaid benefits to
individuals and families eligible to receive services under the following government programs: Temporary
Assistance to Needy Families (TANF), Safety Net Assistance (SNA), Medicaid Only (MA-HR and MA-ADC)
and Supplemental Security Income (SSI).

Healthfirst Child Health Plus (CHPIus)

In March of 1999, Healthfirst implemented the CHPlus Program to provide quality healthcare coverage for the

children of uninsured and underinsured families. This program was developed in response to New York

Stateds CHPlus initiative. The CHPlus Program offers h
Medicaid income levels or who are ineligible for Medicaid because of their immigration status.

CHPIus provides children with a comprehensive benefit package. The family must be income eligible for

membership and may be responsible for contributing to a premium based on its income category. If the

member is eligible for Medicaid upon recertification,
district for an eligibility determination and he/she may be temporarily enrolled in the CHPIus plan while

pending a Medicaid determination from the district.

Healthfirst Personal Wellness Plan (HARP)

Starting October 1, 2015 for NYC, Healthfirst implemented the Healthfirst Personal Wellness Plan - which is
our version of the Health and Recovery Plan.

The Healthfirst Personal Wellness Plan is for Medicaid Managed Care members who may benefit from

extra behavioral health or substance abuse services. It offers all the same Medicaid Managed Care coverage
and benefits, plus extra services like community support programs, mental health treatment, substance abuse
programs, and other behavioral health services to help the member live life to the fullest.

10
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2.2 Healthfirst Medicare Plans

Healthfirst offers several Medicare Advantage Plans (MA Plans) under contract with the Centers for Medicare
& Medicaid Services (CMS). Some of these MA Plans also include Medicaid benefits offered through a
contract with the New York State Department of Health. The Healthfirst MA Plans are issued by Healthfirst
Health Plan, Inc., part of the family of Healthfirst companies.

To meet the eligibility requirements for Healthfirst MA Plans, beneficiaries must have both Part A and Part B

Medi care, live in the particul ar -stsgkreRal diseabedESRE).rAMi ce ar e
individual who receives a kidney transplant and who no longer requires a regular course of dialysis to

maintain life is not considered to have ESRD for purposes of MA eligibility. If a beneficiary no longer requires

regular dialysis or has had a successful transplant, the beneficiary should obtain a note or records from the

benefi ci ar y 0wingghhtyhe ESRD status lsas ahanged and the beneficiary is in fact eligible to

enroll in the MA Plan. Generally, the benefits for MA Plans change on a yearly basis, and providers are

informed of these changes through direct mailing to provider offices and our Healthfirst provider website at
hfproviders.org. Most MA Plans include Standard Medicare Prescription Drug Coverage (Part D) unless

otherwise noted.

Healthfirst MA Plans currently include the following Medicare Advantage HMO plans and Special Needs
Plans (SNP):

Healthfirst 65 Plus Plan

Our65PlusPlanisdesi gned to be the preferred plan for Medicar
Hel p, 0 either in the form of Low Income Subsidy (LI S)
medical benefits. As such, this plan offers a comprehensive benefit package, including additional benefits not

covered by Original Medicare, but at a $0 monthly premium, making it a high-value yet affordable choice.

Healthfirst Increased Benefits Plan

The Healthfirst Increased Benefits Plan (IBP) is designed for Medicare beneficiaries who qualify for some

level of Low Income Subsidy (LIS) for Part D and possibly some level of assistance in the form of Medicare

Savings Programs (MSP) for medical benefits but are not fully dual eligible. While our IBP does charge the full

Part D premium, membersoft hi s pl an shoul d qualify ©bfthemoitkkt ra Hel po
premium, while also receiving a richer benefit package.

Healthfirst Coordinated Benefits Plan

The Healthfirst Coordinated Benefits Plan is a Medicare Advantage only plan, designed to be the preferred
plan for Medicare beneficiaries who already receive creditable Prescription Drug Coverage from sources
other than Medicare Par tratioD,ufiors).g. , Veterands Admini s

Healthfirst Life Improvement Plan

The Healthfirst Life Improvement Plan is a Dual-Eligible Special Needs Plan (SNP), designed specifically for
those Medicare beneficiaries who are eligible for both Medicare and full Medicaid through New York State.
Through our Model of Care, this Special Needs Plan provides the basic Medicare benefit package for
members but coordinates the additional Medicaid benefits the member may be eligible to receive through
New York State.

Healthfirst Complete Care

Healthfirst Complete Care is a Medicaid Advantage Plus (MAP) Special Needs Plan (SNP) that combines
Medicare and Medicaid benefits with added long-term care services like medical social services and adult day
health care. Complete Care is designed specifically for beneficiaries who require nursing home level of care
but can safely stay at home.

Healthfirst Absolute Care FIDA Plan

Healthfirst Absolute Care FIDA Plan (Medicare-Medicaid Plan) is a Fully Integrated Dual Advantage (FIDA)
plan for beneficiaries age 21 or over who receive Medicare and full Medicaid and who require community-
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based long-term care services or reside in a nursing home. Absolute Care provides benefits of both
Medicaid and Medicare to participants in the FIDA Demonstration.

Plan Name Counties of Service

65 Plus Plan Bronx, Kings, New York, Queens, Richmond, Nassau

Increased Benefits Plan Bronx, Kings, New York, Queens, Richmond, Nassau

Coordinated Benefits Plan Bronx, Kings, New York, Queens, Richmond, Nassau

Life Improvement Plan Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester
Complete Care Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester
Absolute Care FIDA Plan Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester

2.3 Healthfirst Commercial Programs

Healthfirst offers a range of commercial products. Qualified Health Plans (QHP) are offered via the NY State

of Health (New York Stateb6és health benefit exchange) a
plans are available for eligible individuals and families. Healthfirst also offers individual and family health

plans off the NY State of Health. The benefits and cost-sharing of these off-Exchange plans mirror those of

the on-Exchange Leaf Plans, but are marketed as Healthfirst HMO A, B, C, and D plans ("HMO Plans").

Healthfirst Leaf and HMO Plans are comprehensive health insurance plans that meet all state and federal
QHP requirements. These plans are offered at a range of premium and coverage levels to meet the needs of
a wide variety of consumers:

1 Healthfirst Platinum Leaf Plan/Healthfirst Premier Platinum Leaf Plan/HMO A:
Highest premiums, with $0 annual deductible, low copays, and an annual out-of-pocket limit of
$2,000. Adult dental and vision coverage is available with Platinum Leaf Premier plans.

1 Healthfirst Gold Leaf Plan/ Healthfirst Premier Gold Leaf Plan/HMO B: $600 annual deductible,
modest copays, and an annual out-of-pocket limit of $4,000. Adult dental and vision coverage is
available with Gold Leaf Premier plans.

1 Healthfirst Silver Leaf Plans/Healthfirst Premier Silver Leaf Plans/HMO C: Modest premiums,
with $2,000 annual deductible, modest copays, and an annual out-of-pocket limit of $5,500. Subsidies
are available that can help reduce the Silver Leaf copays and deductibles. Adult dental and vision
coverage is available with Healthfirst Leaf Premier plans.

1 Healthfirst Bronze Leaf Plan/Healthfirst Premier Bronze Leaf Plan/HMO D: Lowest premiums,
with $3,500 annual deductible, 50% coinsurance, and an annual out-of-pocket limit of $6,850. Adult
dental and vision coverage is available with Healthfirst Leaf Premier plans.

1 Healthfirst Green Leaf Plan/HMO E: Catastrophic coverage for individuals under 30 years of age
These plans offer the following essential health benefits:

1 Ambulatory patient services

1 Emergency services

1 Hospitalization
12
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Maternity and newborn care

Mental health and substance use disorder services, including behavioral health treatment
Prescription drugs

Rehabilitative and habilitative services and devices

Laboratory services

=A =4 =4 =4 -4 -4

Preventive and wellness and chronic-disease management
1 Pediatric services, including oral and vision care

Healthfirst's Healthy NY program plan is offered by Healthfirst Health Plan, InG subsidiary company of
Healthfirst, Inc. The Healthy NY program is coverage available to eligible small employer groups. This
program was discontinued for individuals and sole proprietors on December 31, 2013.

2.4 Benefits/Covered Services

Members who participate under a government-sponsored program (Medicaid, Child Health Plus, and
Medicare) are entitled to receive all services covered by that program. Benefits among the programs vary. For
example, Medicaid members are entitled to receive all the services covered under the Medicaid program, but
some services are covered directly by Medicaid Fee-for-Service. Medicare members are entitled to receive all
the services under the Medicare program. Further, for Medicare members, the Healthfirst Medicare Plan
offers a variety of products that not only cover the services available under Original Medicare, but also offer
additional benefits such as dental and vision. Commercial health plan members are entitled to receive all
services covered by their plan.

To view a detailed summary of the benefits offered by the Medicaid and CHPIlus programs, please refer to the
Healthfirst Provider Portal or to our member handbooks located on our website, healthfirst.org. For the
Medicare programs, please refer to the applicable Summary of Benefits. Any changes to a particular benefit
package will be noted through our mailings. Copies of these materials are located on our website at
hfproviders.org.

To view a detailed summary of the benefits offered by the Healthfirst Leaf or HMO Ai D plans, please refer to
the Summary of Benefits available on our website at https://healthfirst.org/leaf-plans/.

Consent to Receive Noncovered Services
If you are unsure whether a requested service is covered by Healthfirst, you must do the following:

1 Determine if the member has coverage through one of the Healthfirst Medicare programs. If they do,
refer to Section 15 for instructions.

1 For non-Medicare programs, inform the member that their Healthfirst program may not cover the service.
You should contact Member Services directly to confirm whether the service is covered. You should
explain to the member that they may also contact Member Services.

1 If Member Services confirms that the service is not covered, advise the member that, they may file a
grievance iif they disagree with Healthfirstds interpl
may be obtained by calling Member Services.

1 If Member Services confirms that the service is not covered and the member asks that you provide
the noncovered service anyway, you must tell the member the cost of the noncovered service. You
must also explain that the member will be billed directly for, and must pay for, the noncovered service,
and that Healthfirst will not be financially responsible for the cost of any noncovered service.

T You must obtain the member 0s tharthdy vdrecadvised ofithe est bfthe a ¢ k n o w|
noncovered service and agreeing to be financially responsible for it. A general consent signed by the
member accepting financial responsibility for any services not paid for by Healthfirst is insufficient. The
written consent must indicate the specific services and costs for the noncovered service that will be
provided.
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3. Healthfirst Provider Networks
|

3.1 Description of the Networks

Healthfirst serves the healthcare needs of its members through comprehensive provider networks for each of
its various programs (Healthfirst Medicaid, Child Health Plus, Medicare, Healthfirst Leaf Plans, and Healthy
New York). While each network is separate and unique, most Healthfirst providers participate in one or more
of these networks. Each network includes the clinical practitioners necessary to offer the full spectrum of
covered healthcare services.

The networks are organized around each Healthfirst hospital or designated group of hospitals. This includes

all inpatient and outpatient facilities, primary care and specialty care providers, and other healthcare

personnel affiliated with the hospital 6s delivery syst
treatment according to their normal practices and referral patterns. Medical services are generally rendered

by hospital and community-based providers within each hospital system. Additional services such as

behavioral health, home care, dental, and other ancillary services are provided and managed by either

Healthfirst, selected hospitals, or other organizations specializing in these areas.

While our network is organized around the Healthfirst hospitals so that existing referral and practice patterns
among providers are maintained, members may see any participating provider within the network for a given
Healthfirst program.

Hospital Responsibilities

Healthfirst was started by its member hospitals seeking to provide high quality, comprehensive, managed
healthcare services to members covered under government- sponsored and other health benefit programs.
Healthfirst has contracted with these and other hospitals to provide inpatient care, outpatient services, and
diagnostic testing to its member population. The hospitals and their associated delivery system of providers,
allied and ancillary health personnel, therapists and other affiliated providers, comprise the core of the
Healthfirst provider network. A listing of participating Healthfirst hospitals can be found in the Provider
Directories.

The following is an overview of responsibilities for hospitals participating with Healthfirst:
1 Provide all contracted services within the scope oftheh os pi t al Ocertifegieer at i ng
1 Verify member eligibility for all services

9 Obtain prior authorization for all elective admissions from the Healthfirst Medical Management
Department

1 Report all obstetrical admissions for delivery to Healthfirst at the time of the delivery or on the next
business day

1 Provide Healthfirst with Client Identification Numbers (CIN) for all newborns delivered to Healthfirst
members

1 Refer members back to their primary care providers (PCPs) for coordination of specialty care
following an emergency room visit

1 Refer all Healthfirst Leaf Plan Members to In-Network specialists prior to the specialist service being
rendered using the appropriate referral request form

1 Ensure continuityofc ar e by coordinating discharge arrangement
care provider (as appropriate), and other post-discharge providers, such as certified home health
agencies and the Healthfirst Medical Management department

 Ascertain whether the member has executed an Advance Directive, include an executed Advance
Di recti ve i nmetidaleecardeandbhenotte me mber 6 s wi shes as documer
Advance Directive
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1 Notify Healthfirst Medicare members receiving inpatient hospital care (or their representative) when
services will be discontinued and/or their original Medicare or Medicare Advantage Plan will no longer
pay for their benefits. (See Section 15 for more information)

1 Adhere to provider Appointment Availability and 24-Hour Access Standards as specified by the New
York State Department of Health

1 Implement operating procedures required to comply with the Healthfirst policies and procedures

Primary Care

Healthfirst primary and specialty care providers practice in a variety of settings including hospital outpatient
departments, hospital-sponsored independent community- based practices, and private provider offices
located either on member hospital campuses or within the community.

Primary Care Providers (PCPs) are providers or Nurse Practitioners who specialize in Family Practice,
Internal Medicine, Geriatrics or Pediatrics. All members enrolling in Healthfirst select a participating PCP.
Generally, members choose geographically convenient providers and hospitals. Members may change their
PCP at any time and select a new provider from the Healthfirst network.

PCPs are responsible for coordinating all of the care a member receives and are expected to refer members
to specialists in the Healthfirst network for care that is outside of the scope of primary care. Written referrals
are not required for most Healthfirst members to receive care from in-network specialists. However, PCPs are
responsible for monitoring all member care and promoting the return of the member for services and
management. PCPs are also responsible for requesting authorizations from Medical Management. Referrals
or authorizations, when required, are essential for prompt claims payment. Please refer to Section 12 for
more details on referral and authorization processes.

Because the PCP i tcontadtwith Realthfirst, thé RCP s respsnsible for identifying

members with complex or serious medical conditions, assessing those conditions using appropriate diagnostic

procedures and recommending them to Care Management for intensive review and follow-up. If the case

meets Care Management selection criteria, the PCP, along with Care Management, formulates and

implements atime-s peci fic treatment plan, taking into calsosi der a
make referrals for an adequate number of visits to specialists to accommodate the treatment plan, and update

treatment plans periodically. Please refer to Section 13 of this manual for more information.

Primary Care for Leaf Plan and Leaf Premier Plan Members

Primary Care Providers for Leaf Plan members will be required to generate referrals for Leaf Plan members
for most specialist services. Referrals should be generated by the PCP prior to the specialist service being
rendered and can be submitted online through the Healthfirst Provider Portal.

Primary Care for HIV Positive Members

All HIV Specialist PCPs must meet additional credentialing requirements to serve this population. (See
Appendix 1I-A) These multi-disciplinary providers coordinate care throughout the service delivery system.

Treatment Adherence

At every visit, the HIV Specialist PCP should discuss and documentinthe medi cal record the m
adherence to their treatment plan. For members who do not adhere to their treatment plan, the provider

should either provide directly or ensure access to additional treatment adherence support services. To

arrange for community-based treatment adherence support services, contact the Healthfirst Care

Management Department at 1-888-394-4327.

Co-Management with an HIV Specialist

If a member has a life-threatening or degenerative and disabling condition or disease (other than HIV), either
of which requires specialized medical care, the member may request a standing referral to a specialist to act
as the PCP. A co-management model will be used in this circumstance. In these situations, an HIV specialist
assists the PCP in an ongoing consultative relationship as part of routine care and continues with primary
responsibility for decisions related to HIV-specific clinical management in coordinating with the other
specialist. Providers are expected to cooperate in the process.

15


http://www.healthfirstny.org/sites/default/files/files/pdfs/provider%20updates/AppointmentAvailability-Final.pdf

NY Provider Manual

Harm Reduction Services

Providers must ensure harm reduction services are provided to HIV positive members. These services
include:

1 Education and counseling regarding reduction of perinatal transmission

1 Individual and group HIV prevention and risk reduction education and counseling
1 Harm reduction education

1 Counseling and supportive services for partner/spousal notification

If you are not sure where to refer a member, the Healthfirst Care Management Department can assist you in
securing these services. Call 1-888-394-4327 for more information.

Specialist Providers (excluding Behavioral Health Providers)

Healthfirst has contracted with specialist providers and other specialty healthcare professionals to provide

care and services to its members whose treatment falls
Healthfirst products such as Medicaid, CHP, and FHP, members are able to access these specialty services

without a referral from their PCP or authorization by Healthfirst. Healthfirst Leaf Plan and Leaf Premier Plan

members require a referral for most specialty services as outlined in Section 12 of the Provider manual.

Specialist providers also have the responsibility of identifying individuals with complex or serious medical

conditions. Once identified, the condition should be assessed and monitored using appropriate diagnostic

procedures. These cases should be referred to Care Management for intensive review and follow-up. The

specialist, along with Care Management, should establish and implement a time-specific treatment plan taking

into consideration the memberds input and coordinating

Specialty care services are provided by clinicians practicing within the Healthfirst Network. Healthfirst may
make special arrangements to accommodate referrals to specialists affiliated with non-network institutions
when appropriate.

Tertiary Care
Healthfirst negotiates system-wide arrangements for the provision of selected tertiary care services.

Behavioral Healthcare

Healthfirst has contracted with providers, community agencies and other licensed professionals to provide

Behavioral Healthcare services, including mental health and chemical dependency (addiction) treatment,

outside the scope of the PCPO6s training. Special deleg
health services apply to members affiliated with certain hospitals. See Section 9 for more information.

Ancillary Services

Healthfirst has established both network-wide and hospital-specific arrangements to provide ancillary services
such as vision care, home healthcare, and dental services, as well as other services to its members.
Healthfirst provides specialized healthcare services, diagnostic testing, therapies and medical items, supplies,
devices, DME, and chiropractic services through contracted ancillary providers. Members can access
ancillary services via a written prescription or a direct call from the PCP or Specialist provider. Please refer to
Section 10 for a detailed description of all Ancillary Services policies and procedures.

Levels of Participation

The relationship between Healthfirst and its participating providers is characterized by three levels (e.g.,
employed, community-based, etc.). In some cases, the participation level of the provider determines which
ancillary service vendors may be used. The levels are as follows:

1 Level | providers are employees of participating hospitals. They are credentialed by the hospital with
delegated oversight by Healthfirst and are bound by the terms of the agreement executed by the
participating hospital which employs that provider. Payment for services rendered by these providers
is made to the hospital, not to the individual provider.

1 Level Il providers are contracted with Healthfirst directly on an individual basis or as members of a
16
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91 professional corporation or diagnostic and treatment center. These providers are credentialed by the
Healthfirst hospital(s) with which they are affiliated, with delegated oversight by Healthfirst. Payment
for services is made directly to the provider or designated contracting entity.

1 Level lll providers are PCPs based in the community who do not have admitting privileges at a
Healthfirst participating hospital. These providers hold individual contracts with Healthfirst and are
credentialed by Healthfirst. Providers are compensated directly for services rendered.

Partnering with Healthfirst - Mutual Expectations

Healthfirst is committed to working with its participating providers to ensure that high-quality services are
provided in an atmosphere of collaboration and respect. Mutual expectations are as follows:

From Healthfirst

Open, respectful, and receptive communication

Knowledgeable and helpful staff

Timely response to questions and concerns

Timely communication of policy changes

Timely, comprehensive orientation, training and educational programs
Timely processing of provider applications

Timely payment for covered services rendered

Responsive appeals and grievance processes

Assistance with complex member issues

= =4 =4 4 -4 -4 -4 -8 -8 -

Feedback on performance and utilization

From Participating Providers

Professional, respectful, and responsible healthcare for members

Timely response to inquiries

Assistance with problem-solving and other issues

Maintenance of all contractual credentialing standards and licensing obligations
Adherence to access and scheduling standards

Compliance with medical management protocols

Timely and accurate claims submission

= =4 =4 4 a4 4 -8 -

Compliance with quality improvement protocols and requests

1 Cooperative office and administrative staff

Quality Improvement and Commitment to Providers

Healthfirst has implemented a uniform Integrated Quality Plan and Quality Improvement Program throughout
the network with oversight maintained by the Healthfirst Chief Medical Officer and Healthfirst Clinical
Performance Management staff. This program supports processes designed to improve the quality and safety
of clinical care and the quality of service provided to members to ensure members receive the highest quality
of care. This includes clinical and service quality indicators, public health reporting, quality investigations,
focused clinical studies, quality programs, and member satisfaction surveys. All Healthfirst providers are
required to participate in quality improvement efforts.

In addition, any Quality Improvement plans developed by participating providers must adhere to the
Healthfirst program standards. Healthfirst offers provider education and training programs regarding quality
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improvement initiatives conducted by the Clinical Performance Management and Network Management
departments. Healthfirst works closely with participating facilities to build consensus and support for critical
network policies and procedures and to find solutions to operational issues.

3.2 Provider Rights and Responsibilities
Provider Rights

Healthfirst will not discriminate against any healthcare professional acting within the scope of his/her license

or certification under state law regarding participation in the network, reimbursement, or indemnification,
solely on the basis of the pract i thfirsbdiserimibate ajainst ense or
healthcare professionals who serve high-risk members or who specialize in the treatment of costly conditions.
Consistent with this policy, Healthfirst may differentiate among providers based on the following:

THealthfirst may refuse to grant participation status to healthcare professionals whom Healthfirst, at its sole
discretion, deems not necessary or appropriate for its provider network

THealthfirst may use different reimbursement methodologies for different clinical specialties or for different
hospital affiliations

fHealthfirst may implement measures designed to maintain quality and control costs consistent with its
responsibilities

THealthfirst providers will be given written notice of material changes in participation rules and requirements in
this Provider Manual at least 30 days before the changes are implemented. These communications will
generally be circulated in newsletters or special mailings.

THealthfirst will not prohibit or otherwise restrict a healthcare professional acting within the lawful scope of
practice from advising or advocating on behalf of a Healthfirst member regarding the following:

1T h e me mb ath shatus, mexlical care, or treatment options, as well as any alternative treatmentsthat
may be self-administered (This includes providing sufficient information to the individual so that there is an
opportunity to decide among all relevant treatment options.)

1The risks, benefits, and consequences of treatment or non-treatment

1The opportunity for the individual to refuse treatment and to express preferences about future treatment
decisions

Provider Responsibilities

Healthfirst maintains provider agreements that incorporate provider and health plan responsibilities consistent
with industry standards in compliance with New York State Managed Care Legislation and requirements for
individuals and organizations receiving federal funds. The following requirements are applicable to Healthfirst
participating providers.

Non-Discrimination

Providers must provide care to all Healthfirst members and must not discriminate on the basis of the
following:

A Age

National Origin

Race

Disability

Sex

Economic, Social, or Religious Background
Sexual Orientation

Health Status

Claims Experience

Source of Payment

o To o o P P o o I» I»

Legally Defined Handicap
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A Veteran Status
A Marital Status

In addition, providers are required to be in compliance with Title VI of the Civil Rights Act of 1975, the Age
Discrimination Act of 1975, the Americans with Disabilities Act (ADA), and other laws applicable to recipients
of federal funds. The New York State Department of Health (NYSDOH) has adopted specific guidelines for
ADA compliance by managed care organizations, including their affiliated provider networks. Healthfirst has
developed a plan for achieving full compliance with these regulations and may request information from your
practice as part of this program. The scope of the guidelines includes ensuring appropriate access to services
through physical access to the site of care (wheelchair accessibility), access within the site (exam rooms,
tables, and medical equipment), and access to appropriate assessment and communication tools that enable
disabled individuals to receive needed services and to understand and participate in their care. For more
information on compliance and guidelines of the Americans with Disabilities Act, click here and read through
some answers to Commonly Asked Questions on the ADA.

Cultural Competence

Providers must ensure that services and information about treatment are provided in a manner consistent with

the memberdés ability to understand weatracial, ethnic,eandng ¢ o mmu
religious backgrounds, as well as individuals with disabilities, should receive information in a comprehensive

manner that is responsive to their specific needs. If language barriers exist, a family member, friend, or

healthcare professional who speaks the same language as the membermay beused( at t he member 6s
discretion) as a translator. In addition, the Healthfirst Member Services and Medical Management

departments can provide assistance for members who do not speak English, either through their multilingual

staff or by facilitating a connection with a telephone-based language interpretation service. It is essential that

all efforts be made to ensure that the member understands diagnostic information and treatment options, and

that language, cultural differences, or disabilities do not pose a barrier to communication.

Program Participation and Compliance

Healthfirst has developed Quality Improvement, Medical Management, and other programs to identify
opportunities for improving the delivery of health services and their related outcomes. In addition, Healthfirst
has operating agreements with Federal, State, and County governments that govern the terms of its
participation in the Medicaid managed care, CHP, Healthfirst Leaf Plan, Leaf Premier Plan, and Medicare
programs. Regulatory authorities periodically review Healthfirst operations and data reporting (i.e.,
complaints, enrollment, and financial information). Pursuant to their provider agreements with Healthfirst,
participating providers are required to cooperate with Healthfirst to meet its regulatory responsibilities as well
as comply with its internal programs to ensure compliance with contractual obligations. This applies to the
policies set forth in this Provider Manual as well as to any new programs Healthfirst develops.

Healthfirst invites its providers to participate on committees that address medical management and quality
improvement issues. Providers may sit on the Health Care Quality Council and its subcommittees, or they
may provide expertise as provider consultants for peer review and specialty utilization management review.
You may contact the Clinical Performance Management department to inquire about participation and refer to
Section 14 of this Provider Manual for more information.

In addition, Healthfirst providers are responsible for supporting the member care components of the Member

Rights and Responsibilities document found in Section 4 of this Provider Manual. It outlines member rights

related to access to care, complete treatment information, privacy and confidentiality, non-discrimination,

refusal of medical treatment, and other fundamental el
is expected that providers will inform members under their care about specific healthcare needs requiring

follow-up, and will teach members appropriate self-care and other measures to promote their own health.

Further, providers must discuss potential treatment options, side effects, and management of symptoms

(without regard to plan coverage).

Please note: The member has the final say in the course of action they will take about their health.

Release of Member Information

Medical information about Healthfirst members must be released to Healthfirst upon request and in
compliance with the Confidentiality Policy detailed in Section 5.3 of this Provider Manual. Healthfirst will only
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release medical information to persons authorized by Healthfirst to receive such information for medical
management, claims processing, or quality and regulatory reviews. Providers must also adhere to the appeals
and expedited appeals procedures for Medicare members, including gathering and forwarding information on
appeals to Healthfirst as necessary.

Billing

Providers must submit claims for reimbursement of services provided. These claims also serve as encounter
data for services rendered under a capitation arrangement. Claims must be accurate and submitted according
to the guidelines described in Section 16. Failure to comply with Healthfirst policies in this regard may result in
nonpayment for services or termination from the Healthfirst provider network. See Section 2 for information on

non-covered services. Providers should never bill Healthfirst members for covered services, except for any
applicable deductible, coinsurance or copayment amount.

Provider Information

Providers are responsible for contacting Healthfirst to report any changes in their practice. It is essential that
Healthfirst maintain an accurate provider database in order to ensure proper payment of claims and
capitation, to comply with provider information reporting requirements mandated by governmental and
regulatory authorities, and to provide the most up-to-date information on provider choices to our members.
Any changes and updates to your provider record or participation with Healthfirst, including hospital affiliation,
should be submitted at least 30 days before the effective date. Use our electronic Demographic Change
Form, found on the Healthfirst Secure Provider Portal, to report to Healthfirst any changes to the list of items
below. Changes can also be faxed to Healthfirst at 1-646-313-4634 / Attn: Demographic Update Request.
These should be submitted with a fax cover sheet that includes full contact information, and a comprehensive
request on the provider or group |l etterhead that inclu
practice record for update. Any supporting documentation (such as a W9 form or a Board Certificate) should
be faxed with these requests.

A Update in the provider or group name and Tax ID Number (W9 required)

A Update in provider/group practice address, zip code, telephone or fax number (full practice information
required)

A Update in provider/group billing address (W9 required)
A Update in the member age limits for service at the practice (ifapplicable)

A Update in NY license, such as a new number, revocation, or suspension (new certificate or information on
action required if applicable)

Closure of a provider panel (reason for panel closure)
Update in hospital affiliation (copy of current and active hospital privileges)

Update or addition of specialty (copy of board certificate or appropriate education information)

Update in practicing oldastiéha@rshours (PCP&6s need at
Update in providerdés boamwstdtusel i gi bility/ board certifi
Update in participation status

Update in NY Medicaid number (if applicable)

Update in National Provider Identification Number (if applicable)

Update in wheelchair accessibility

Update in covering provider

To To o Do Po Do To o Io Do

Update in | anguages oficeken in the provider©oés
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3.3 Fraud, Waste & Abuse

It is the policy of Healthfirst to comply with all federal and state laws regarding fraud, waste and abuse, to
implement and enforce procedures to detect and prevent fraud, waste and abuse regarding claims submitted
to federal and state healthcare programs, and to provide protection for those who report in good faith actual or
suspected wrongdoing.

Healthfirst is also required to refer potential fraud or misconduct related to the Medicare program to the Health
and Human Services Office of the Inspector General (HHS-OIG) and the Medicare Drug Integrity Contractor
(MEDIC) for fraud or misconduct related to the Medicare Prescription Drug Program. Potential fraud, waste
and abuse related to the NY state funded programs are reported to the State Department of Health (SDOH)
and/or the Office of the Medicaid Inspector General (OMIG).

The Compliance Policy

Healthfirst maintains a strict policy of zero tolerance toward fraud and abuse and other inappropriate
activities. Individuals who engage in any inappropriate activity alone or in collaboration with another
employee, member, or provider are subject to immediate disciplinary action up to and including termination.

As part of our commitment to this zero-tolerance policy, Healthfirst provides this information to vendors to
achieve the following goals:

1 Demonstrate its commitment to responsible corporate conduct
I Maintain an environment that encourages reporting of potential problems
1 Ensure appropriate investigation of possible misconduct by the company

In general, Healthfirst has adopted various fraud prevention and detection programs for the purpose of
protecting the member, the government, and/or Healthfirst from paying more for a service than it is obligated
to pay. Therefore, Healthfirst established a Special Investigations Unit (SIU), which ensures that Healthfirst is
in compliance with all applicable state and federal regulations.

The SIU is chiefly responsible for accepting referrals from both outside the company and within the company
for investigation to determine if fraud or abuse has occurred. Therefore, Healthfirst employees and contracted
entities have a responsibility to report any inappropriate activities to the SIU and the Regulatory Affairs
Department or their immediate supervisor, if applicable.

For further information on our compliance program, please visit our provider web page at www.healthfirst.org
andselecti A Gui de to the Compliance Program.oo

Definitions

Abuse - Provider practices that are inconsistent with sound fiscal, business, or medical practices, and that
result in an unnecessary cost or in reimbursement for services that are not medically necessary or that fail to
meet professionally recognized standards of care. It also includes enrollee practices that result in
unnecessary cost.

Fraud - An intentional deception or misrepresentation made by a provider, person or entity with the
knowledge that the deception could result in some unauthorized benefit to him/herself or other person or
entity. It includes any act that constitutes fraud under applicable federal or state law.

Waste - The extravagant, careless or needless expenditure of funds resulting from deficient practices,
systems, controls or decisions.

Relevant Statutes and Regulations
Stark Law

The Stark law, with several separate provisions, governs physician self-referral for Medicare and Medicaid
patients. Physician self-referral is the practice of a physician referring a patient to a medical facility in which
he has a financial interest, be it ownership, investment, or a structured compensation agreement.

The Omnibus Budget Reconciliation Act of 1989 also bars self-referrals for clinical laboratory services under
the Medicare program. The law included a series of exceptions to the ban in order to accommodate
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legitimate business arrangements. The Omnibus Budget Reconciliation Act of 1993 expanded the restriction
to a range of additional health services and applied it to both Medicare and Medicaid. The Social

Security Act prohibits physicians from referring Medicare patients for certain designated health services to an
entity with which the physician or a member of the physician's immediate family has a financial relationship -
unless an exception applies. It also prohibits an entity from presenting or causing to be presented a bill or
claim to anyone for a health service furnished as a result of a prohibited referral.

Violations of Stark and Physician Self-Referral are to be reported to the Centers for Medicare and Medicaid
Services through an established self-disclosure process.

Anti-Kickback Statute

The Medicare and Medicaid Patient Protection Act of 1987 provides the basis for this statute. It provides for
criminal penalties for certain acts which impact Medicare and Medicaid or any other Federal or State funded
program. If you solicit or receive any remuneration in return for referring an individual to a person

(doctor, hospital and provider) for a service for which payment may be made, it can be seen as a

potential kickback. Remuneration includes payment, monies, or any other goods or services from any
healthcare facilities, programs, and providers.

False Claims Act
31 U.S.C. §§ 37291 3733

The federal government amended the False Claims Act (FCA) to make it a more effective tool. Using the
False Claims Act, private citizens (i.e., whistle-blowers) can help reduce fraud against the government. The
act allows everyday people to bring suits against groups or other individuals that are defrauding the
government through programs, agencies, or contracts (the act does not cover tax fraud).

For the purposes of this policy, fiknowing and/ or knowi
information; acts in a deliberate ignorance of the truth or falsity of the information; or acts in reckless
disregard of the truth or falsity of the information. No proof of specific intent to defraud is required.

Both federal and state False Claims Acts (FCA) apply when a company or person:

1 Knowingly presents (or causes to be presented) to the federal government a false or fraudulent claim
for payment

1 Knowingly uses (or causes to be used) a false record or statement to get a claim paid by the federal
government

1 Conspires with others to get a false or fraudulent claim paid by the federal government

1 Knowingly uses (or causes to be used) a false record or statement to conceal, avoid, or decrease an
obligation to pay or transmit money or property to the federal government

Examples of the type of conduct that may violate the FCA include the following:

1 Knowingly submitting premium claims to the Medicaid program for members not actually served by
Healthfirst

1 Knowingly failing to provide members with access to services for which Healthfirst has received
premium payments

1 Knowingly submitting inaccurate, misleading or incomplete Medicaid cost reports

False Claims Act Penalties

Those that defraud the government can end up paying triple the damages done to the government, a fine (between
$10,957 and $21,916) for every false claim, and the claimant's costs and attorneys' fees, as adjusted annually by the
Federal Civil Penalties Inflation Adjustment Act of 1990 (28 U.S.C. 2461 note; Public Law 1041 410 1)If the government
takes on the case, the individual who brings the claim is usually entitled to receive 15% to 25% of the recovered funds. If

the government decides not to intervene, the individual is entitled to 25% to 30% of the funds.
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Protections for Whistle Blowers

Whistle-blower protection is provided by federal acts and related State and federal laws, which shield
employees from retaliation for reporting illegal acts of employers. An employer cannot rightfully retaliate in
any way, such as discharging, demoting, suspending or harassing the whistle blower. If an employer
retaliates in anyway, whistle-blower protection might entitle the employee to file a charge with a government
agency, sue the employer or both.

To report information about fraud, waste or abuse involving Medicare or any other healthcare program
involving only federal funds, call the toll-free hotline established by the federal Office of Inspector General in
the U.S. Department of Health and Human Services. The hotline number is 1-800-HHS-TIPS (1-800-447-
8477). For more information about this hotline and about other ways to contact the Office of Inspector
General, you can go to https://oig.hhs.gov/fraud/report-fraud/index.asp.

The following are the applicable false claim act regulations, for reference:

Federal False Claims Act Civil Remedies Act
31 U.S.C. 3801-3812

For a copy of this citation, please visit https://federalregister.gov/a/E9-12170.

This act provides federal administrative remedies for false claims and statements, including those made to
federally funded health care programs. As of August 1, 2016, False Claims Act civil penalties increase to
between $10,781 and $21,563 per claim, plus three times the amount of damages that the federal
government sustains because of the false claim. It is important to note that when False Claims Act penalties
increase, so do the financial rewards for whistleblowers, increasing their incentive to allege false or fraudulent

claims. The amount of the false claims penalty is adjusted annually by the Federal Civil Penalties
Inflation Adjustment Act of 1990 (28 U.S.C. 2461 note; Public Lag4104)

For a copy of the New York citations listed below, visit the Law of New York website at
http://public.leginfo.state.ny.us/menugetf. CGI?COMMONQUERY=laws.

NY False Claims Act (State Finance Law, §8187-194)

The NY False Claims Act closely tracts the federal False Claims Act. It imposes penalties and fines on
individuals and entities that file false or fraudulent claims for payment from any state or local government,
including healthcare programs such as Medicaid. The penalty for filing a false claim is $10,781 to $21,563 per
claim and the recoverable damages are between two and three times the value of the amount falsely

received. In addition, the false claim filer may havetopayt he gover nrfeesnt 6s | egal

The FCA allows private individuals to file lawsuits in state court, just as if they were state or local government
parties. If the suit eventually concludes with payments back to the government, the person who started the
case can recover 25% to 30% of the proceeds if the government does not participate in the suit and 15% to
25% if the government participates in the suit.

Social Services Law 8145-b False Statements

It is a violation to knowingly obtain or attempt to obtain payment for items or services furnished under any
Social Services program, including Medicaid, by use of a false statement, deliberate concealment or other
fraudulent scheme or device. The State or the local Social Services district may recover three times the
amount incorrectly paid. In addition, the Department of Health may impose a civil penalty of up to $2,000 per
violation. If repeat violations occur within 5 years, a penalty up to $7,500 per violation may be imposed if they
involve more serious violations of Medicaid rules, billing for services not rendered or providing excessive
services.

Social Services Law §145-c Sanctions

If any person applies for or receives public assistance, including Medicaid, by intentionally making a false or

mi sl eading statement, or intendi ng ttalenthioaceoantforthe per so
months if a first offense, 12 months if a second (or once if benefits received are over $3,900) and five (5)

years for 4 or more offenses.
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Social Services Law 8145 Penalties

Any person who submits false statements or deliberately conceals material information in order to receive
public assistance, including Medicaid, is guilty of a misdemeanor.

Social Services Law § 366-b, Penalties for Fraudulent Practices

Any person who obtains or attempts to obtain, for himself or others, medical assistance by means of a false
statement, concealment of material facts, impersonation or other fraudulent means is guilty of a Class A
misdemeanor

Any person who, with intent to defraud, presents for payment and false or fraudulent claim for furnishing
services, knowingly submits false information to obtain greater Medicaid compensation or knowingly submits
false information in order to obtain authorization to provide items or services is guilty of a Class A
misdemeanor

Responsible Parties i Health Care Fraud:

Special Investigations Unit

The purpose of the Special Investigations Unit is to coordinate and direct the activities of Healthfirst in regards
to fraud, waste and abuse awareness, detection, investigation and reporting. The Special Investigations Unit
will also ensure that Healthfirst is in compliance with state and federal regulations pertaining to fraud
detection, investigation, prevention and reporting.

Healthfirst Contracted Vendor

Healthfirst contracts with a vendor to assist in the identification of potential fraud, waste and abusive billing
practices as mandated by federal and state regulations. Through the use of state-of-the-art detection
software, this vendor identifies billing patterns that are not within industry norms. Providers selected for review
will be asked to submit medical records for examination. Please note that it is important to provide the
Healthfirst contracted vendor with all requested supporting documentation upon request. This will minimize
any future disputes regarding any identified issues. Failure by a provider to provide the requested records
within thirty (30) calendar days of a request or to send the requested records to the address indicated in the
record request letter will result in the denial of payment and/or recoupment of previously paid claims.

If, after a complete review of all documentation provided, it is believed that the services billed are
unsupported, they will be considered overpayments and Healthfirst will utilize an extrapolation methodology to
determine the total overpayment and ask the selected provider to refund the monies paid. If appropriate
education will be provided to ensure further billings are submitted according to established guidelines. The
results of these reviews are presented to the Healthfirst Fraud, Waste and Abuse Committee.

Failure to cooperate may result in the non-renewal or termination of your contract with Healthfirst and/or
additional reporting to state and/or federal authorities.

Fraud, Waste and Abuse Committee

The Fraud, Waste and Abuse Review Committee (FWAC) is responsible for reviewing all allegations of
improper billing and potential fraudulent and/or abusive activity committed by providers. The Committee has
the authority to make determinations and/or recommendations to the Healthfirst Credentialing Subcommittee
regarding allegations including, but not limited to, placement of a provider on pre-payment review, termination
of the provider agreement according to the guidelines described in Section 3.8, referral of the Provider to the
applicable regulatory or law enforcement agencies, and recovery of overpayments.

Upon referral by the FWAC, the Credentialing Subcommittee will conduct a separate review of the allegations
involving improper billing or potential fraudulent and/or abusive activity committed by a provider. The
Credentialing Subcommittee will render the final decision as to whether a provider should be terminated.
Except in instances of immediate termination, when termination is recommended, a Notice of Proposed
Adverse Action will be issued to the provider and the provider shall have the opportunity to appeal the
decision as outlined in Section 3.8.

The Fraud, Waste and Abuse Committee meets approximately fifteen (15) during the year and is comprised
of the following Healthfirst staff members:
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1 Vice President Deputy General Counsel

1 Chief Medical Officer (or his/her representative)

Vice President Claims
Vice President Regulatory Affairs
Vice President Compliance and Audit

Vice President Network Management

= =4 -4 -a -

Director Special Investigations Unit

Pre-Payment Review

As part of its fraud, waste and abuse prevention and detection program, Healthfirst maintains a pre-payment
review program (PPR) in which providers must submit records to support the claims billed prior to payment
being issued. After a provider is placed on PPR via the below detailed procedures, no claim will be paid
unless medical records are (1) submitted timely; (2) submitted to Healthfirst at address indicated in the record
request letter;and (3) support the services billed including, but not limited to, the medical necessity and the
level of services billed.

Where the FWAC determines that a provider should be placed on PPR due to identification or reasonable

suspicion of fraud, waste or abuse,He al t hf i rst 6s vendor admi nimvderofthét he A\
FWACG6s decision and that t bfatyeastwsixmbnthd dhe FWACRVH Rvidwdhe a per
provider after at least each six month period that a provider is on PPR to determine if the provider has

changed their behavior, is maintaining the required documentation, and, where applicable, has resolved any
overpayment

requests. The Vendor will also send a request(s) for medical records to the provider for all subsequently

submitted claims to ensure that claims submitted for payment are supported by appropriate documentation

meeting all applicable laws, rules and regulations, coding, and contractual requirements. Providers will

have a period of 30 days to submit requested records. In the event records are not submitted within 30

days of the request, the claims at issue will be denied. Records received after the 30 day deadline will not

be considered.

All records must be sent to the address listed in the PPR medical record request letter from the
Vendor. Records sent to any other address will not be considered.

The submitted medical records will be reviewed to determine if the claim lines billed by the provider are
supported by appropriate documentation. If the records support the claim (e.g. that the services billed were
rendered, were medically necessary, and were appropriately performed and documented, etc.), the claim
will be approved for payment. The provider should submit all necessary information and records including,
but not limited to, records to indicate that the services were rendered, all test results, records to indicate an
ongoing course of treatment, evidence of a referral, etc. If the documents are not supportive of the services
billed, the claim will be denied. Claim lines with no records, either because the provider failed to maintain
such records or failed to provide such requested records, will be denied for payment. Providers will be
informed of the PPR decisions through the provider portal or an explanation of payment.

If providers disagree with the PPR claim determination, they may submit a review and reconsideration (e.g.

first level appeal) within ninety (90) calendar days of the claim decision. Providers must submit additional

supporting documentation directly to the Vendor at the address listed in the PPR medical record request

letter for reconsideration and review in a timely manner. Thereafter, if a provider disagrees with the decision

on review and reconsideration, a further appeal i s ava
detailed in section 17.6 of the Provider Manual. All Appeals must be submitted to Healthfirst at the address

indicated in section 17.6 of the Provider Manual and include a cover letter noting that this is an appeal from

a PPR determination. The review and reconsideration and the appeal processes shall otherwise be

conducted in accordance with section 17.6 of the Provider Manual.
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Retrospective or Post-Payment Review

Periodically, the Vendor and the SIU conducts audits of claims that have previously been paid by Healthfirst.
In such audits, Vendor or the SIU will request documentation from providers which is required to be
maintained in accordance with applicable laws, rules and regulations, coding requirements and contractual
requirements. Vendor then presents the audit outcome to the provider in an Audit Findings Report (AFR). If
the provider disagrees with the findings in the AFR, the provider must follow the review and reconsideration
and appeal processesn ot ed i n t hRayneit B e ei $e@&ionelf a timely request for review and
reconsideration or appeal is not initiated by the provider, the determination of the AFR will be deemed final
and sent for overpayment recovery in accordance with section 17.7 of this Provider Manual and any other
available means of recovery (e.g. collections agency, litigation, etc.). Most retrospective reviews are based on
a statistically valid sample, however, in some instances, audits may be conducted based on specific ICD 9/10
code issues.

The purpose of the Special Investigations Unit is to coordinate and direct the activities of Healthfirst in regard
to fraud, waste and abuse awareness, detection, investigation and reporting. The Special Investigations Unit
will also ensure that Healthfirst is in compliance with state and federal regulations pertaining to fraud
detection, investigation, prevention and reporting.

Prescription FWA - Premier Audit Meetings

In addition to the Fraud, Waste and Abuse Committee discussed above, Healthfirst also conducts quarterly

Premier Prescription FWA Audit meetings. This committee is concerned with fraud, waste and abuse and

potentially hazardous prescription use within the Prescription Drug Program. The committee meets to review
reports prepared by CVS Caremark, the plands contracte
responsible for directing all further investigative activities and reporting of suspect questionable activities to

t he pHraad)Waste and Abuse Committee for further direction.

The committee is composed of the following Healthfirst staff members:
9 Vice President Pharmacy

1 Pharmacy Director or pharmacist alternate
91 Director Special Investigations Unit

1 Supervisor Special Investigations Unit

1 CVS Caremark Representatives

Restricted Recipient Program

Restricted Recipient Program (RRP) is a program whereby selected enrollees with a demonstrated pattern of
abusing or misusing Benefit Package services may be restricted to one or more RRP Providers for receipt of
medically necessary services.

Restricted Enrollee means an enrollee who has engaged in abusive practices or demonstrated a pattern of
misuse of a category of Medicaid or FHP benefits and has been restricted by either the contractor or OMIG to
receive certain services only from an assigned RRP Provider. The amount, duration and scope of the
Medicaid or FHP benefit are not otherwise reduced.

Member Review and Restriction Committee (MRRC)

The Member Review and Restriction Committee oversees the Restricted Recipient Program (RRP) which is
intended to reduce the cost of inappropriate utilization of covered services by identifying and managing
enrollees exhibiting abusive or fraudulent behavior. Through increased coordination of medical services, the
number of providers that the enrollee may select for care and the referrals to services, medications, and
equipment is controlled; enrollees targeted for the Restricted Recipient Program are ensured access to
medically necessary quality health care and unnecessary costs to the Medicaid program are prevented.

The MRRC is a professional team comprised of, at a minimum, a physician, a registered professional nurse
and a pharmacist. The MRRC shall review and determine whether the enrollee has demonstrated a pattern of
over-utilization, under-utilization or mis-utilization of services included in the Benefit Package and whether
such behavior should be managed by the Restricted Recipient Program. The MRRC is also responsible to
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ensure that the directives of the team regarding placing restriction of recipients are carried out. The MMRC
consists of the following staff members
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Vice President Associate General Counsel
Chief Medical Officer (or his/her representative)
Vice President Claims

Vice President Regulatory Affairs

Vice President Compliance and Audit

Vice President Network Management
Pharmacy Director or pharmacist alternate

Director Special Investigations Unit

Common Methods of Fraud and Abuse

In order to assist you with understanding and/or identifying what may constituent fraud, waste and/or abuse,
we have provided some typical examples for your reference.

Fabrication of Claims: In the outright fabrication of claims or portions of claims, a fraud perpetrator uses
legitimate member names and insurance information either to concoct entirely fictitious claims or to add to
otherwise legitimate claims fictitious charges for treatments or services that were never provided or
performed. Examples are as follows:

Submitting claims for services not rendered

A provider who, using existing information on his or her members, creates claims for office visits or
services that never took place

A provider who, in the course of billing for actual member treatments, adds charges for x-rays or
laboratory tests that were never performed

A durable medical equipment provider submitting claims for equipment and supplies never delivered,
or continuing to submit claims for rented equipment after it has been picked up

Falsification of Claims: In the falsification of claims, the perpetrator makes a material and intentional
misrepresentation of one or more elements of information in the claim, for the purpose of obtaining a payment
to which he or she is not entitled. Examples are as follows:

il
Al

A provider performs medically unnecessary services solely in order to bill and be paid for doing so

A provider falsifies symptoms or other diagnostic information in order to obtain payment for an
uncovered service. This is somewhat more common in certain specialties, such as cosmetic surgery

A provider falsifies the dates on which services were provided, so that they fall within a given eligibility
period of the member

A provider falsifies the identity of the provider of services so as to obtain payment for services
rendered by a noncovered and/or non-licensed provider

o For example, submitting claims for clinical social worker services as psychiatric treatment
provided by a licensed psychiatrist, or billing fithess center massages as a licensed physical
therapy

A provider up codes the services rendered to obtain greater reimbursement

Upcoding of Evaluation and Management services to indicate a greater complexity of medical
decision making than was actually rendered; encounters that required straightforward decision-
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making are reported as having required highly complex decision-making
1 Reporting more intensive surgical procedures than were actually performed

1 Anesthesiologist bill for more intensive surgical procedures than reported by the surgeon2

Unbundling: Provider submits a claim reporting comprehensive procedure code (Resection of small
intestine) along with multiple incidental procedure codes (Exploration of abdominal and Exploration of the
abdomen) that are an inherent part of performing the comprehensive procedure.

Some providers may submit the unbundled procedures on multiple claims in an attempt to bypass bundling
edits in the claims processing system.

Fragmentation: Provider submits a claim with all the incidental codes or itemizes the components of the
procedures/services (Antepartum care, Vaginal delivery and Obstetric care) which includes the three
components. Some providers may submit the unbundled procedures on multiple claims in an attempt to
bypass fragmentation edits in the claims processing system.

Duplicate claim submissions: Submitting claims under two Tax Identification Numbers to bypass duplicate
claim edits in the claims processing system.

Fictitious Providers: Perpetrators obtain current membership information from operatives working in the
billing offices of legitimate providers (usually hospitals) and submit claims, usually on the CMS 1500 claim
form.

Examples of FWA within the Prescription Drug Program
Plan Sponsor

1 Failure to provide medically necessary services
Marketing schemes offering beneficiaries inducement to enroll
Unsolicited marketing
Misrepresenting prescription drug products

)l
il
1
1 Payment for excluded drugs
1 Multiple billing

1

Inaccurate data submission
Pharmacy Benefit Manager (PBM)
1 Prescription drug switching
1 Steering a beneficiary to a certain plan or drug
1 Inappropriate formulary decisions
9 Failure to offer negotiated prices
Pharmacy
1 Inappropriate billing practices
Prescription drug shorting
Bait and switch pricing

Prescription drug forging or altering

=A =_ =4 =4

Payment for excluded drugs
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1 Dispensing expired or adulterated drugs
9 Prescription refill errors

9 Failure to offer negotiated prices

Prescriber
91 Prescription drug switching
T AScrnilpt o
9 Provision of false information
1

Theft of DEA number or prescription pad

Wholesaler
1 Counterfeit or adulterated drugs through black markets
91 Drug diversions

1 Inappropriate/false documentation of pricing information
Manufacturer

Lack of data integrity to establish payment or determine reimbursement
Kickbacks, inducement, or other illegal remuneration

Inappropriate relations with formulary committee members
Inappropriate relations with providers

I 1'l eglad b e@ilod fpr omoti on

Beneficiary

)l

l

il

1

1

1 lllegal use of free samples
n

1 Misrepresentation of enrollment status
1 Identity theft

1 Prescription forging or altering

9 Drug diversion or inappropriate use

9 Prescription stockpiling

M iDoctor shdiuggpi ngo for

FDR & Affiliate Compliance Requirements

Healthfirst's commitment to compliance includes ensuring that our First Tier, Downstream and Related
Entities (FDRs) and Affiliates are in compliance with applicable state and federal regulations. Healthfirst
contracts with these entities to provide administrative and healthcare services to our enrollees; we are
ultimately responsible for fulfilling the terms and conditions of our contract with the Center for Medicare and
Medicaid Services (CMS) and meeting the Medicare and Medicaid program requirements. Therefore,
Healthfirst requires each FDR and Affiliate to comply with the compliance and fraud, waste and abuse
expectations.

Failure to meet the requirements may lead to a Corrective Action Plan, retraining, or the termination of a
contract and relationship with Healthfirst.

First Tier entities are responsible for ensuring that their downstream and related entities are in compliance
with Healthfirst policy and applicable Federal and State statutes and regulations. A copy of the Healthfirst
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compliance attestation and the FDR & Affiliate Compliance Guide can be found at www.healthfirstfdr.org.

Reporting of Fraudulent, Wasteful and Abusive activities

Healthfirst wants to make sure that our providers understand that we expect members, vendors,

providers, interns (volunteers), consultants, Board members, and First Tier, Downstream and Related Entities
(FDRs) as well as others associated with the business of Healthfirst to bring any alleged inappropriate activity
which involves Healthfirst to our attention. Providers may confidentially report a potential violation of our
compliance policies or any applicable regulation by contacting the following individuals/departments:

Healthfirst Compliance Officer at: Special Investigations Unit (SIU) at:
100 Church Street, New York, NY 10007 100 Church Street, New York, NY 10007
By phone i 212-453-4495 By phone - 212-801-3292

E-Mail i compliance @healthfirst.org E-Mail - SIU@healthfirst.org

Providers may also report fraud, waste and abuse anonymously to EthicsPoint, Inc., a contracted vendor, by
using the Healthfirst Hotline at 1-877-879-9137 or online at www.hfcompliance.ethicspoint.com. This service
is available 24/7.

3.4 Appointment Availability and 24-Hour Access Standards

Healthfirst maintains provider access, visit scheduling, and waiting time standards that comply with New York
State requirements. Healthfirst and the NYSDOH actively monitor adherence to these standards (Appendix I).
Healthfirst conducts audits of provider appointment availability, office waiting times, and 24-hour access and
coverage. All participating providers are expected to provide care for their Healthfirst members within these
access guidelines.

Office Hours

Each PCP that participates with Medicaid, Child Health Plus, HARP, and Essential Plans must practice at
least two (2) days per week and maintain a minimum of 16 office hours per week at each primary care site.
Providers credentialed as both an HIV PCP and specialist working at academic institutions may have some
flexibility with this requirement. PCPs who participate with Medicare and commercial lines of business must
maintain a minimum of ten (10) office hours per week at each primary care site. PCPs who have a
participating location that services the homeless population are not required to maintain a minimum of 16
office hours per week at each primary care site.

24-Hour Coverage

Participating providers must be accessible 24 hours a day, 7 days a week throughout the year, either directly
or through back-up coverage arrangements with other Healthfirst participating providers. Each provider must
have an on-call coverage plan, acceptable to Healthfirst, that outlines the following information:

1 Regular office hours, including days, times, and locations

After-hours telephone number and type of service covering the telephone line (e.g., answering service)
Providers who will be taking after-hours calls

Facilities as well as individual practitioners must conform to the following requirements:

Members will be provided with a telephone number to use for contacting providers after regular
business hours. Telephone operators receiving after-hours calls will be familiar with Healthfirst and
its emergency care policies and procedures, and will have key Healthfirst telephone numbers
available at all times

1 The Healthfirst provider will be contacted and patched directly through to the member, or the provider


http://www.healthfirstfdr.org/
mailto:compliance@healthfirst.org
mailto:SIU@healthfirst.org
http://www.hfcompliance.ethicspoint.com/
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will be paged and will return the call to the member as soon as possible, but in no case to exceed 30
minutes

1 Itis expected that Healthfirst providers will be familiar with Healthfirst and will be able to actin
accordance with Healthfirst emergency policies and procedures such as notifying Medical
Management of emergency care or admissions. These policies are further discussed in Section 11.
Please be aware that hospital-based providers may have their own particular on-call group
relationships

1 If the covering provider is not located at the usual site of care for the member, the covering provider

must
T provide clinical i nf or mat i o nofbtusiness thatdaynea ihdner 6 s PCP
weekend, by the next business day, sot hat it can be enteredrecorcht o t he

1 Healthfirst members must be able to locate a Healthfirst participating provider or his/her designated
covering provider. It is not acceptable to have an outgoing answering machine message that directs
members to the emergency room in lieu of appropriate contact with the provider or covering provider.
If an answering machine message refers a member to a second phone number, that phone line must
be answered by a live voice.

Waiting Time Standards

In addition to access and scheduling standards, Healthfirst providers are expected to adhere to site-of-care
waiting time standards. They are as follows:

Emergency Visits: Members are to be seen immediately upon presentation at the service delivery site.

Urgent Care and Urgent Walk-in Visits: Members should be seen within one (1) hour of arrival. Please note
that prescription refill requests for medications to treat chronic conditions are considered urgent care. It is
essential that these medications be dispensed to members promptly to avoid any lapse in treatment with
prescribed pharmaceuticals.

Scheduled Appointments: Members should not be kept waiting for longer than one (1) hour.
Non-urgent Walk-in Visits: Members with non-urgent care needs should be seen within two (2) hours of arrival
of an unscheduled appointment or scheduled for an appointment in a timeframe consistent with the Healthfirst

scheduling guidelines. Providers must have policies and procedures which adequately address enrollees who
present for unscheduled, non-urgent care, with the aim of promoting enrollee access to appropriate care.

Missed Appointments

Healthfirst expects providers to follow up with members who miss scheduled appointments. When there is a
missed appointment, providers should follow these guidelines to ensure that members receive assistance and
that compliance with scheduled visits and treatments is maintained.

At the time an appointment is scheduled, confirm a contact telephone number with the member. If the

member does not keep the scheduled appoint mendrecordocume

and attempt to contact the member by telephone.

To encourage member compliance and minimize the occurr

card to each member for the next scheduled appointment.

3.5 Provider Application Process

Participating hospitals, hospital-sponsored practices, treatment centers, community-based groups, and
individual providers should call 1-888-801-1660 to notify Healthfirst about new providers joining an existing
practice or to inquire about how to become a participating provider. If the provider is determined to be a desirable
candidate, he or she will then be required to complete an application package and submit the appropriate
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credentialing information and required documentation based on their level of participation (e.g., Level IlI).

3.6 Credentialing, Recredentialing Requirements & Provisional
Credentialing

Healthfirst is committed to providing healthcare services to its members through a high-quality provider network
that meets the guidelines set by the NYSDOH. Providers are initially credentialed and biannually recredentialed
through approved delegation agreements with participating hospitals, or every three (3) years through a rigorous
credentialing review conducted by Healthfirst. Providers have the right to review their Healthfirst credentialing
file (with the exception of peer review references or recommendations) and may contact Healthfirst if they wish
to make arrangements to do so.

Provisional Credentialing

A) Physicians newly employed in Article 28 facilities”

Providers are eligible to apply for provisional credentialing if Healthfirst has received a completed application
and Healthfirst has been natified in writing that the physician has been granted hospital privileges and meets
the following requirements:
1. Be anewly licensed physician in the state of New York,
2. Be a physician relocating to New York from another state, or
3. Be a physician who receives a new tax ID nhumber based on a corporate change who is employed by
a hospital or facility whose other physicians participate in the Healthfirst network.

Providers who, at the request of the Credentialing Committee, are required to submit additional documents
or explanations of actions, sanctions, or malpractice history are not eligible for provisional credentialing until
such time that the documents have been submitted and the Credentialing Committee takes action.

Providers who are provisionally credentialed are considered participating providers in the Healthfirst network
with provisional participation status so that claims can be processed. These providers, however, cannot be
assigned a panel. The provisional participation status for providers will continue until Healthfirst fully
credentials the provider within 60 days or disapproves the provider for network participation.

*Article 28 facilities include hospitals, skilled nursing homes, diagnostic and treatment centers, freestanding ambulatory
surgery centers, and acute care clinics.

B) Other newly licensed providers and relocating providers

Newly licensed providers and providers relocating from other states can apply for provisional
credentialing if Healthfirst is unable to credential providers within 60 days after the receipt of a completed
application.

Providers are eligible to apply for provisional credentialing only after 60 days have passed since
Healthfirst has received a completed application and the following two requirements are met:

1 A provider must be newly licensed in the state of New York or be relocating from another state
1 A provider group has notified Healthfirst that the group and the provider will comply with the
statutory requirements concerning refunds and holding members harmless

Providers who are provisionally credentialed are allowed to participate in the Healthfirst network and
given provisional participation status so that claims can be processed; however, they cannot be assigned
a panel. The provisional participation status for providers will continue until Healthfirst fully credentials the
provider or disapproves the provider for network participation.
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Healthfirst will notify providers as soon as possible within 60 days of receipt of a completed application as
to whether the provider has been credentialed, whether the application has been denied, or whether
additional information is needed to complete the credentialing process.

The Credentialing Subcommittee

The Credentialing Subcommittee is a multidisciplinary committee of clinical practitioners from Healthfirst
participating hospitals, as well as the Healthfirst Chief Medical Officer, Vice President of Quality Improvement,
and Director of Credentialing (without vote). The subcommittee is charged with the credentialing and
recredentialing function and, through the review of credentialing and recredentialing materials, has the authority
to make recommendations and decisions regarding credentialing, recredentialing, and termination of providers.
The subcommittee meets quarterly and is responsible, through a peer review process, for the following
functions:

1  Review and approve credentialing policies and procedures

1  Review practitioner credentials and make recommendations with respect to provider applications for
membership in the Healthfirst network

1  Review practitioner recredentialing documents and make recommendations with respect to practitioner
continuation in the Healthfirst network

1  Review facility and vendor credentials and recredentials, and make recommendations with respect to
participation and/or continuation in the Healthfirst network

1  Review and approve the standards for delegated credentialing

1  Review practitioner credentials and make recommendations with respect to provider applications for
membership in the Healthfirst network

1  Review practitioner recredentialing documents and make recommendations with respect to practitioner
continuation in the Healthfirst network

1  Review facility and vendor credentials and recredentials, and make recommendations with respect to

participation and/or continuation in the Healthfirst network

Review and approve the standards for delegated credentialing

Review practitioner sanctions and make recommendat.i

remain in the Healthfirst network

T Review and approve the Delegated Credentialing Fil
and Level |l practitioners credential files

=a =4

1  Review and approve Level | and Level Il practitioners in the network on a quarterly basis

1 ReviewProviderQual ity of Care issues that meet Healthfirs
Subcommittee review

1  Review and approve minutes of Credentialing Subcommittee meetings

1 Review recommendations made by the Fraud, Waste and Abuse Review Committee concerning alleged

improper billing practices and suspected fraud and/or abuse committed by a provider. If the
Credentialing Subcommittee determines that formal termination of a provider is warranted, the
subcommittee will submit its recommendations to the Health Care Quality Council in this regard for final
determination

1  Provide a summary report of findings and submit to Healthfirst Quality Improvement Committee (QIC)
on a quarterly basis or more frequently as required

Please refer to Appendix Il for a complete list of credentialing requirements.

3.8 Termination of Provider Agreements

Healthfirst or its participating providers may decide to terminate or elect not to renew a provider agreement.
Termination procedures are subject to the provisions of the provider agreement. If there are conflicts between
the provisions in this Provider Manual and any provider agreement, the terms of the provider agreement will

apply.
Withdrawing from the Network

Providers who wish to withdraw from the Healthfirst network may request to do so by contacting their
Healthfirst Network Management representative. Healthfirst will consider these requests on a case by case
basis. Unless otherwise stated in the provider's contract with Healthfirst, Healthfirst must agree to allow the
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provider to withdraw from the Healthfirst network. If Healthfirst agrees, we will confirm our agreement in
writing which will include the effect date that the provider will no longer participate in the Healthfirst network.
Both Healthfirst and the provider must comply with the applicable transitional care requirements for
members following the effective withdrawal date. If Healthfirst does not agree to the withdrawal, providers
may non-renew their provider agreement as explained below.

34

Non-Renewals

Healthfirst or its participating providers may elect not to renew a provider agreement. Exercising the option of
non-renewal is not considered a termination of a provider agreement under Public Health Law Section 4406-
d. A non-renewal decision made by either Healthfirst or a participating provider requires at least 60 days
written notice to the other party prior to the expiration date of the provider agreement or written notice as set

fort

h in the providerds agreement with Healthfirst.

Immediate Termination
Consistent with Public Health Law Section 4406-d, Healthfirst reserves the right to terminate a provider

contract

immediately, based on the following:

TFinal disciplinary action is taken by a state licensing board or governmental regulatory agency that impairs

the p
There i

rovi derp@adiceabi | ity to

s a determination of fraud on the part of the provider made either by the Healthfirst Credentialing

Subcommittee or another appropriate body

fContinuationoft he provi der 6s parti ciharmtomamersmay cause i mmi nent

Healthfirst may, at the sole discretion of the Healthfirst Medical Director, thereafter, afford the provider
an opportunity for a hearing in accordance with the procedures outlined below in the Section entitled

inTer

All provi
dat e
to the M

mi nation for Cause. 0

der requests for a discretionary appeal must be in writing, submitted no less than 30 days after the

of the termination notice, and sent to tredguestLegal

edical Director. Best efforts will be used to by the Medical Director to make a determination and

communicate this determination to the provider via letter within 30 days of receipt of the request.

In cases of immediatet er mi nat i on, Heal thfirst wild.l i mmedi ately
Healthfirst members will be immediately reassigned from the Provider's panel. Termination notice, if

applicable, will be sent by certified mail to the practitioner informing him/her of their proposed expedited
termination and immediate suspension from the Healthfirst network. In addition, Healthfirst is not required to,

and may not arrange for, post-termination continuation of care from any provider who is subject to immediate
termination pending the outcome of a hearing, if one is so afforded to the provider.

Termi
He al

cl

nation for Cause
thfirst reserves the right to terminate a provider
the provider, or upon noticeas set forth in the providerdés agreement

A
A

>

> > > >

Repeated failure to comply with quality assurance, peer review and utilization management procedures
Unprofessional conduct as determined by the appropriate state professional licensing agency

Conviction for a criminal offense related to the practice of medicine or any felony unrelated to such
practice, or any activity that would cause imminent harm or danger to a Healthfirst member

Failure to comply with Healthfirst credentialing standards and procedures

Revocation, reduction or suspension of privileges at any participating hospital or any hospital
where the provider conducts his or her primary practice

Discrimination against Healthfirst members as outlined in the Provider Agreement

Engaging in abusive or improper billing practices

w



NY Provider Manual

The Healthfirst Credentialing Subcommittee shall review all proposed provider terminations for cause. If the
Credentialing Subcommitteeds r ec oAgmanerd, thepravidershal t o t er m
receive a written Notice of Proposed Adverse Action which shall include the following information:

>

The reason for the proposed termination

A I nformation about the providero6s ri ght Heathfrstequest e

>

A statement that the provider has 30 days to request a hearing from the date that Healthfirst
mailed the Notice of Proposed Adverse Action

A A statement that Healthfirst will schedule a hearing within 30 days from the receiptofa pr ovi der 6 s
request for a hearing

A Asummaryoft he provi deght€ s hearing

All terminations for cause shall be done in accordance with Public Health Law Section 4406-d(2). Under no
circumstances will Healthfirst initiate termination or non-renewal actions against a provider solely because
he/she has:

A Advocated on behalf of a member

A Filed a complaint against Healthfirst with state or federal regulatory bodies
A Appealed a decision made by Healthfirst

A Provided information, filed a report or requested a hearing or review

Please note: At any point the contractor may receive notice from the New York State Department of
Health to terminate a provider contract. The provider will be subjected to the provisions outlined
above.

Provider Hearings

Providers who receive a Notice of Proposed Adverse Action from Healthfirst recommending contract
termination have the right to appeal the decision and request a hearing. All requests for a hearing must be
made in writing within thirty (30) days from the date the provider received the Notice of Proposed
Adverse Action at the following address:

Healthfirst Medical Director
100 Church Street
New York, New York 10007

A providerds failure to submit a r eqdeemsetdavwawvaerofanyheari ng
appeal rights. The proposed termination will become final and the provider will not be afforded additional
appeal rights.

Providers are encouraged to submit any additional documentation about his/her case together with the

request for a hearing. If a hearing request is received, Healthfirst will schedule a hearing within thirty (30)

days of the providerodés written request for a hearing.
date, time and place of the hearing, and a list of witnesses, if applicable, that are expected to testify at the

hearing on behalf of Healthfirst. Healthfirst will consider any reasonable requests to reschedule a hearing

other than the date originally scheduled; however, repeated requests to reschedule a hearing will lead to a

waiver of appeal rights. In addition, Healthfirst reserves the right to be represented by outside counsel at

the hearing.

The hearing panel shall consist of three (3) individuals appointed by Healthfirst. Specifically, the hearing panel

shall include the Healthfirst Medical Director, a provider in the same or similar medical specialty as the

provider under ereegwi)ew a(nidc lai nihdald p ndi vi dual selected b
hearing panel that is larger than three (3) individuals, at leastone-t hi rd of t he panel 6s memb
clinical peers. In addition, if the provider participatesinHealth f i r st 6 s Medi care Advantage
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majority of the hearing panel members shall be clinical peers.

At least ten (10) days prior to the scheduled hearing, a provider should submit to Healthfirst a written
summary of his/her position and a copy of any exhibits or additional evidence that will be presented at the
hearing.

At the hearing, a provider will be afforded the following rights:

A To be present at the hearing and represented by legal counsel

A To present any additional evidence that is relevanttothepr ovi der 6s case without r
admissibility in a court of law

A To call, examine, or cross-examine any witnesses, all of whom will testify under oath
A To submit a written statement at the close of the hearing
A To have a copy ofthe record oftheproc eedi ngs ( atexpernse® provider ds

The hearing panel shall render a final decision either on the day of the hearing or within ten (10) business

days. The hearing panel may uphold or reverse the underlying determination made by the Healthfirst

Credentialing Subcommittee or may conditionally reinstate the provider subject to certain conditions
determined by the hearing panel. The provider shall be
fifteen (15) business days from the date of the decision.

I f termination is recommended, a provideros terminatio
the providerdéds receipt of the hearing panel és deci sion
sixty (60) daysfromt he provi derds receipt of the initial notice

Continuity of Care If a Provider Leaves the Healthfirst Network

Terminated or non-renewed providers are required under New York State law to continue a course of

treatment untilarrangeme nt s are made to transition the memberos ca
providers are required to continue providing services to Healthfirst members for a period of ninety (90) days

from the date of the contract termination or nonrenewal in accordance with Public Health Law Section

4403(6)(e). In the case of providers caring for members in the second trimester of pregnancy, the continuity of
care/transition period extends through post-partum care directly related to the delivery. Providers must

continue to accept the Healthfirst reimbursement rates set forth in the provider agreement and to

comply with Healthfirst policies and procedures during the continuity of care period. Additional

information on continuity of care is found in Section 12.

Notification to Members in Cases of Provider Termination
Healthfirst sends written notice to members of provider termination in accordance with applicable law. The

notice wild.l inform the member of the ef femembersef dat e of
procedures for selecting a new PCP within Healthfirsto
reassigns the providerds members to another PCP. Membe

assignment by calling the Member Services Department and selecting a provider of their choice.

Heal t hfirstds Duty to Report
Healthfirst is legally obligated to report to the appropriate state professional disciplinary agencies as well as
the National Practitioner Data Bank under the following circumstances:

1 Theterminationofa provi der 6s contract for reasons related
impairment, misconduct or impairmentofa me mber 6s saf ety or wel fare

1 The voluntary or involuntary terminationofa pr ovi der 6 s c o nttoraamidthe or empl oy n
imposition of disciplinary action or investigation by Healthfirst

1 Theterminationofa pr ovi der ds contract idfifraadloreofimninere of a det
harmt o a meheditre r 6 s

9 Any disciplinary action based upon reasons related to professional competence or conduct
that would adversely affect the clinical privileges of a provider for longer than thirty (30) days.
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Reporting Suspected Fraudulent Conduct

Healthfirst is required by the New York State Department of Financial Services to report any suspected
healthcare insurance fraud to the New York State Department of Financial Services Frauds Bureau whether
or not Healthfirst elects to terminate a Provider Agreement.

To report suspected fraud or abuse an anonymous phone line is in place at 1 (877) 879-9137.

4. Eligibility and Membership

|
4.1 Introduction

Healthfirst Medicaid Managed Care Plan

Members who are eligible for New York State Medicaid programs including TANF, SNA, Medicaid and SSlI,
and immigrants who are qualified aliens or fall under one of the permanent residence under color of law
(PRUCOL) classifications, are also eligible for Healthfirst Medicaid. Coverage is available in Bronx, Kings,
New York, Richmond, Queens, Nassau, and Suffolk counties.

To be eligible for the Medicaid program, a potential member must meet criteria which include household
income, residency, citizenship, and alien status requirements.

Enrollment in a Medicaid Managed Care Plan is now mandatory for the Medicaid-eligible population living in
New York City and in Nassau and Suffolk counties. Those individuals who do not voluntarily select a plan will
be assigned to a participating managed care plan by the New York State enrollment broker, New York
Medicaid CHOICE, which is responsible for managing the mandatory enroliment process. However, there are
certain categories of Medicaid recipients who are either excluded from the Medicaid managed care program
or are exempt from mandatory enrollment. If you are treating members who qualify for an exemption, you may
be required to complete an exemption form. This form must be submitted to New York Medicaid CHOICE for
State Department of Health approval of the exemption. Exempt individuals have the option of choosing to join
a managed care plan. Please contact Healthfirst if you have questions regarding managed care exemptions.
See Appendix Il for a complete list of the Medicaid Managed Care excluded and exempt population groups.
To obtain exemption forms, please call the New York Medicaid CHOICE helpline at 1-800-505-5678.

Il ndi viduals who have access to healthcare coverage thr
the federal, state, or county government, a municipality or a school district are not eligible to enroll in the

Medicaid managed care program. Coverage for individuals meeting such criteria will end upon their next

annual renewal date occurring after the effective date of implementation.

Medicaid Recertification

Medicaid members must recertify their eligibility for the program on an annual basis. Members will receive
notice to recertify from their local district of Social Services. Notification will be received via mail reminding a
member to renew their coverage. A member will be able to send their renewal form through the mail or renew
online (for NYC members only.

Child Health Plus (CHP)

CHP provides reasonably priced or no-cost healthcare coverage for children under the age of 19 for families
who do not qualify for Medicaid and for whom the price of commercial health insurance is prohibitive. Those
who qualify for Medicaid must pursue an application to participate in that program initially or upon
recertification. The children are eligible for CHP regardless of immigration status, even if undocumented.

Their families must be income-eligible to qualify for coverage under the New York State-sponsored CHP

initiative that provides varying |l evels of subsidizati
income level. Coverage is available in Bronx, Kings, New York, Richmond, Queens, Nassau, and Suffolk
counties.

The application for CHP requires supporting documentation for income, identity/date of birth, and residency
(must reside in New York State). CHP members who are pregnant should be referred to Medicaid. They will

37



NY Provider Manual

remain in CHP wuntil their Medicaid eligibility deter mi
determined by the contractor upon receipt of the application and required supporting documentation. If all

requirements are not met, there is potential for a prospect to become a member with the plan and receive 60

days of temporary coveraged this is referred to as presumptive eligibility.

CHP Recertification

CHP members must recertify their eligibility for the program annually. An abbreviated application form, called

the CHP Renewal Form, must be completed with new supporting documentation. The form is sent to a CHP

member 90 days prior to the memberés anniversary date.
days before the anniversary date to ensure continuation of benefits. If it is determined that a member is

Medi caid eligible, the memberos eligibility wil!/ be el
Renewal Form will be submitted to the local district Social Services. If additional documentation is needed to

properly process the recertification, a member may receive 60 days of presumptive coverage.

Providers are asked to note on the monthly enrollment roster which children are scheduled for annual renewal
of eligibility and to communicate the importance of recertification to their families. This will avoid any lapse in
coverage.

It may take up to 60 days to obtain documentation and verify eligibility for CHP. Therefore, applications are
processed and members are considered presumptively eligible for 60 days while all documents are reviewed.
Members will select PCPs and may access services during this period; providers will be compensated for
services rendered. If, at the end of the 60 days, it is determined that the member is not eligible, he/she will be
disenrolled.

Medicare

Our Medicare programs are offered by Managed Health, Inc./Healthfirst Medicare Plan. There are a variety of
HMO products available to individual members who are eligible for Medicare Part A and B and who will
continue to pay their Medicare Part B premium. Some plans have additional eligibility criteria. Coverage is
available in Bronx, Kings, Nassau, New York, Queens, Richmond, and Westchester counties. Our 65+, IBP,
and CBP plans are available in Bronx, Kings, New York, Queens, Richmond, and Nassau counties, and the
LIP, CCP, and MAX plans are also available in Westchester county. Our JBP plan is available in New York,
Kings, and Queens counties. Our CC plan is available in New York, Bronx, Kings, Queens, and Richmond
counties.

Commercial/QHP

Our commercial programs are called Healthfirst Healthy NY, Healthfirst Leaf Plans, Healthfirst HMO A-D
plans, and Healthfirst small group plans. Members are covered through individual contracts. New York State's
Healthy NY program no longer offers coverage for individuals and sole proprietors, as of December 31,

2013. Healthfirst Leaf Plans, Healthfirst Leaf Premier Plans, and Healthfirst HMO A-D plans for individuals
and families are available in Bronx, Kings, New York, Richmond, Queens, Suffolk, and Nassau

Counties. Healthfirst Healthy NY for small group coverage is available in Bronx, Kings, New York,

Richmond, Queens, Nassau, and Suffolk counties.
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4.2 Marketing, Advertising, Outreach and Enrollment

Healthfirst has implemented advertising, enrollment, and outreach/education guidelines and policies to

govern healthcare providersd out r esponboted pragrarastsucloas of He a
Medicare, Medicaid, CHP, Essential Plans (EP), and Qualified Health Plans (QHP). These guidelines and

policies are based on requirements set by the Centers for Medicare & Medicaid Services (CMS) and the New

York State Department of Health (including the NY State of Health Marketplace). These guidelines are meant

to ensure that advertising, enrollment, and outreach/education activities by all parties involved in Healthfirst

programs are conducted in a responsible manner so that potential members receive the most accurate and

complete information possible. Providers may advise their members of managed care plans with which they

participate, but they must list all such plans and cannot promote one plan over another.

Under its contracts with CMS and the New York State Department of Health, Healthfirst is responsible for
advertising, enrollment, and outreach/education activities undertaken by any individual or entity involved in
advertising, enrollment, and outreach for, or on behalf of, Healthfirst. This applies regardless of whether
Healthfirst directly employs the involved party or whether that party is affiliated with Healthfirst by subcontract
or through a participating provider agreement. Hospitals, clinics, physicians, and other providers that
participate in the provider network are considered subcontractors and are subject to the marketing
guidelines. Violation of the marketing guidelines may lead to a suspension of marketing activities at
Healthfirst facilities or regulatory sanctions affecting the provider or Healthfirst. All Healthfirst marketing
activities are conducted in strict compliance with CMS and/or NYSDOH guidelines (see Appendix IV). These
policies are followed throughout the Healthfirst service area.

Healthfirst does not discriminate against prospective members based on age, gender, race, national origin,
sexual orientation, or medical/mental condition. Written advertising, enroliment, and outreach/education
materials developed by Healthfirst, as well as those produced independently by Healthfirst providers, must
be preapproved by Healthfirst, and by regulatory agencies, as applicable. Healthfirst providers who wish to
contact their members to apprise them of managed care plan affiliations have the option of using a model
letter approved by Healthfirst. This letter is available from Healthfirst upon request. Any modifications to this
letter, and newly developed materials prepared by Healthfirst providers that advertise Healthfirst, must be
submitted to Healthfirst for approval.

Please note: Marketing correspondence should not be sent to members who are in an exclusion category
for Medicaid and cannot join a managed care plan (see Appendix IlI).

If you have members in your practice who express interest in one of the Healthfirst programs, you may refer
them to Healthfirst Member Services. Healthfirst representatives will assist these individuals with the
applicable enrollment or application process and will function as the liaison with the appropriate regulatory
agency.

For providers interested in on-site marketing, Healthfirst will schedule time for a representative to be
available in a common area at your office or facility for the convenience of your members. Please call
1-888-801-1660 for more information.

Al providers participating i nCommeadal dr Madicasetmamagedioard i c ai d
plans are bound by the requirements of Healthfirst contracts with CMS and/or the New York State

Department of Health, which include the MCO Advertising and Outreach Guidelines prepared by the New

York State Department of Health (see Appendix 1V), as applicable.

4.4 Eligibility Verification

You may verify a member's eligibility as described below. Note that member eligibility may change from time

to time, including retroactively in certain circumstances. Verification of eligibility therefore does not ensure

subsequent claims payment. To ensure coverage is renewed, please remind your Healthfirst members to call

us 60 days prior to their coverage expiration date so we can assist them with their renewal. Providers must

use one of the following steps to verify a memberds el

Note that verification of eligibility at the time of service does not guarantee payment by Healthfirst. Claims
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must still be submitted in a timely manner with all required information. In addition, members may lose

40

eligibility after services are providedand c | ai

retroactive to the date of service.

View the Member ID Card

Each Healthfirst

ms ar e

me mber is i

s ub mi

ssued

tted. What 6s

an identifi

and mental health and substance abuse benefits manager, as well as other identification and informational
items. If a Healthfirst member is eligible for dental coverage, the dental phone number will be printed on the
member ID card. Medicaid members should keep their Healthfirst Medicaid, Managed Care, and Medicaid
identification cards together, since some benefits can be accessed only through the Medicaid card. Go to
www.healthfirst.org to view a sample of member ID cards for all Healthfirst products.
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Medicaid (Restricted Recipient)

FHPlus RR (Restricted Recipient)

Healthfirst Leaf Plan and Leaf Premier Plan member ID cards will indicate the member's plan deductible limit
and their cost sharing/copayment responsibilities. Leaf and Leaf Premier Plan member ID cards will also
have the member portal site listed, www.myHFNY.org. Leaf and Leaf Premier Plan members can be referred
to the portal to pay their plan premium, find a doctor, access more information on their plan benefits, and

more.
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Verify Online (hfproviders.org)

Providers can access eligibility information
Providers can verify eligibility for up to ten members at one time or view individual information and
demographics.

Call Provider Services (1-888-801-1660)

Check the Member Enrollment Roster

Members are enrolled monthly into the Healthfirst programs. Members select a PCP at the time of enroliment.

Healthfirst provides PCPs a monthly enrollme nt r oster that i1identifies new memt
well as those members who have left the practice. The enrollment roster contains demographic information
for each member by Healthfirst program. Providers may use these rosters to verify eligibility. However, if a
member is not |isted on the roster and says that
verify eligibility through the Member Eligibility section of our website or by calling Member Services. Member
Enrollment Rosters are available on our the Healthfirst secure provider portal.

Check eMedNY

Codes:

on our

hel/ sh

1 Code SF to verify enroliment in the Healthfirst Medicaid plan

1 Code Y8 to verify enroliment in the Healthfirst Medicare/Medicaid integrated Maximum Care Plan
(MAX) Plan

1 Code MH to verify enrollment in the Healthfirst Medicare/Medicaid with Long Term Care benefitsfor
CompleteCare (CC) Plan

member may be added
the roster, t he
about a member 6s

I n some cases, a
Ifthereisadiscrepancy bet ween
there are questions
information.
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Commercial Plans

Members in Healthfirst Leaf and Leaf Premier Plans or HMO A-D plans may have monthly premium
responsibilities. Members with premium obligations will have to pay their premiums on time in order to
maintain their insurance coverage. Members who receive no federal subsidies will have a 30-day grace
period in which to pay their premiums. Members who receive federal subsidies will have a 90-day grace
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period to pay their premium. If members fail to pay their premium at the end of their grace period, they will be
disenrolled. Claims incurred by members in the first 30 days of a 90-day grace period will be paid; those
incurred in days 311 90 will not be paid, unless the member pays their premium before the end of their grace
period. To verify a me mb edligibsity in the commercial plan, providers can:

9 Call Provider Services at 1-888-801-1660
1 Log on to the provider portal hfproviders.org

4.5 Member Rights and Responsibilities

A memberds relationship wit h Bagcaightshntludingentitiggnanato ligh-t ee s a
quality, accessible, responsive and responsible healthcare; respectful and confidential treatment; and

avenues to express dissatisfaction or receive assistance. In return, members are responsible for taking

charge of their healthcare needs, using services appropriately, complying with member policies and

procedures, and requesting assistance from Healthfirst to ensure that they are utilizing and receiving services
appropriately.

Healthfirst member rights and responsibilities are outlined below. This information is provided to all new
members as part of their orientation package. Providers participating with Healthfirst are expected to make
every effort to support member rights.

Members Have the RIGHT to:
THigh-quality healthcare services provided in a professional and responsible way
fChoose a PCP

fComplete and current information about available treatments, including diagnosis and prognosisas
applicable, in terms the member can be expected to understand

fHave i nf ormati on provided to an appr op wheraittissnot pppropsiaten act i
to give such information directly to the enrollee

fAccess to assistance for medical care throughwekhe PCPG
TPrivacy and confidentiality of their healthcare records, except as otherwise provided for by law

TRefuse treatment, as far as the law allows, and to understand the consequences of refusing treatment

TReceive information as necessary to give informed consent before the start of any procedure

TExpress their concerns or complaints to Healthfirst and receive a timely response

TReceive considerate and respectful medical care and treatment from Healthfirst staff and providers without
discrimination due to race, color, sex, age, national origin, sexual orientation, and/or physical or mental
condition

TAccept or refuse medical treatment, including life-support treatment

fIinformation regarding advance directives

Members Have the RESPONSIBILITY to:

A Enter into this agreement with the intent to follow the rules and procedures outlined in the
Member Handbook, Summary of Benefits, or Subscriber Contract

A Meet with their PCP and get a baseline physical exam

A Receive all covered healthcare services through the PCP, except in true emergencies; self-referral
services, including OB/GYN, diagnosis, and treatment of TB by public health agency facilities, or as
otherwise described in their Healthfirst Member Handbook, Subscriber Contract, or Evidence of
Coverage (EOC); and to follow recommended treatments
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Use the emergency room only in the event of a true emergency
Treat Healthfirst staff and providers with common courtesy and consideration

Keep scheduled appointments or, if this is not possible, call in advance to cancel

> > > >

Call Member Services if they need information or have any questions about the benefits,
rules, or procedures described in their Healthfirst Member Handbook, Subscriber
Contract, or EOC

Commercial Members

In addition to the above rights and responsibilities, many members in Healthfirst Leaf Plans or HMO Ai D
plans will have monthly premium responsibilities. Members will have to pay their premiums on time in order to
maintain their insurance coverage. Members who receive no federal subsidies will have a 30-day grace
period in which to pay their premium. Members who receive federal subsidies will have a 90-day grace period
to pay their premium. If members fail to pay their premium at the end of their grace period, they will be
disenrolled.

4.6 Member Services and Education

The Member Services department provides members with an extensive array of customer service, outreach,
orientation, and educational programs, including translation services to assist members who do not
understand English.

New Member Outreach and Orientation

All new Healthfirst members are contacted and invited to attend monthly orientations, which are also open to
existing members. These sessions are conducted at selected participating hospitals, at community-based
organizations, and in Healthfirstoés offices. They
Healthfirst marketing presentations. Orientations focus on explaining the enrollment process, benefits, and
rights and responsibilities to new members. Member orientations include presentations on covered benefits
and services, the role of the PCP, free access se

All members receive a new member enrollment kit and Provider Directory that lists primary care, OB/GYN,
specialists, and ancillary service providers. The new member enrollment kit contains a member handbook and
subscriber contract or EOC, depending on which product the member enrolls in. Members also receive copies
of our member newsletter and health education materials.

As part of the mandatory Medicaid managed care program, Maximus, the enrollment broker, issues health
risk assessment questionnaires to newly enrolled individuals and families as part of the enrollment process.
Healthfirst also sends health risk assessment forms to new members and once annually to all existing

Medi care Speci al Needs Pl an (SNP) members (e.g.,
Life Improvement Plans). Healthfirst uses these self-reported health assessment tools to better

understand the member's health and lifestyle, their wellness, or specific service needs. Healthfirst encourages
these members to visit their PCP as soon as possible to obtain services. In addition, Healthfirst Case
Managers call members with complex medical needs to ensure that they receive appropriate attention and

care.

Special Outreach and Care Management

Healthfirst sponsors special outreach programs to encourage appropriate preventive care and to provide care
management services for selected conditions. Outreach programs include Quality Improvement initiatives that
remind members to seek preventive care services such as well-child care, immunizations, and screening tests
such as mammograms and regular Pap smears.

Heal t hfirstds Car e khoa Heplthydom/Healthy Babyfdr asmalland high-risk
pregnancies), Congestive Heart Failure, HIV, Behavioral Healthcare, Diabetes, Domestic Violence, Health
Buddy (CHF and Diabetes), and the Coordinated Care Program.

rvi ce
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Commercial Plans

Members new to Healthfirst Leaf, Healthfirst Leaf Premier, or HMO A-D plans will receive the following new
member material:

1 A letter with their assigned Primary Care Physician (or PCP) and their Healthfirst Member ID number
1 A New Member Welcome Kit including the Healthfirst Member Handbook
1 A member ID Card

These members will all receive a welcome call which will explain plan benefits, inform members of their PCP
selection; offer members the opportunity to change their PCP; explain their financial responsibilities, such as
deductibles, maximum-out-of-pocket, copay, and coinsurance; and cover the definition of emergency
services. Additionally, these members will be asked to complete a health questionnaire to assess their
baseline health status. The health questionnaire will be available on the member portal at

www.myhfny.org. Healthfirst will also follow up with members who do not fill out the health questionnaire to
ask them to complete the questionnaire by phone.

5. Regulatory and Reporting Requirements
I

5.1 Reporting Requirements

Healthfirst is required to report to federal, New York City, and New York State regulatory authorities on a
variety of data elements, including financial, clinical, and quality-related indicators. In order to maintain
compliance with these requirements, Healthfirst relies upon its provider network to supply it with
comprehensive, accurate, and timely information. Healthfirst expects its participating providers to follow all
public health and regulatory guidelines related to the reporting of communicable diseases, the delivery of
preventive care services, lead screening, procedure consents (e.g., sterilization/hysterectomy), child abuse
and domestic violence, and any other required data sets. Please refer to Section 14 for more information.

Fraud, Waste & Abuse Hotline

If you suspect fraud, waste, or abuse by a Healthfirst member, by another provider, or by Healthfirst itself,
please call our Compliance Hotline at 1-877-879-9137, which allows anonymous reporting and is staffed
2477, or visit www.hfcompliance.ethicspoint.com. Fraud is broadly defined as intentional deception, or
misrepresentation an individual knows to be false or does not believe to be true and makes regardless,
knowing that the deception could result in some unauthorized benefit to himself/herself or some other person.

Examples of fraud, waste, and abuse include:
1 Submitting inaccurate claims
Billing for services that were not provided
Accepting inducements to utilize or refrain from utilizing a service

Using another personé6éLaHeal thfirst I dentification

= =4 -4 -a

Failing to comply with Healthfirst policies
5.2 Medical Record Reviews and Documentation Standards

Well-documented medical records facilitate the retrieval of clinical information necessary for the delivery of
quality care. In private-office or clinic settings, the medical record is an essential tool for communication
between providers. Providers shall maintain a separate, individual medical record for each enrollee.
Obstetricians and Ob/Gyns shall maintain a record for pregnant women that serves as a central repository for
the provision of prenatal care and all other services. This will enable Healthfirst to provide, or to arrange the
provision of, comprehensive prenatal care services in accordance with the standards and guidelines
established by the Commissioner of Health pursuant to Section 365-k of the Social Services Law.
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Providers should be in compliance with professional standards and should take steps to safeguard
confidentiality when sharing medical-record information with other network providers.

Periodically, Healthfirst requests medical records and conducts reviews to evaluate practice patterns, to

identify opportunities for improvement, and to ensure compliance with quality standards. In many instances

such reviews are required under the Medicaid, CHPIus, or Medicare Advantage programs. Clinical

professionals conduct all Healthfirst medical-record reviews, and all information in the records is kept strictly

confidential. Providers must make medical records available upon request by Healthfirst or by CMS, NYSDOH,

or any other regulatory agency with jurisdiction over Medicaid, CHPIlus, or Medicare Advantage programs.

The provision of enrollee personal health information and records for the purposes listed below constitute
healthcare operations pursuant to 45 CFR 501, and thereforethe me mber 6s expl i ci t
the release of such records and information to Healthfirst. In addition, at enroliment Healthfirst obtains the
member 6s authorization to review records.

Healthfirst reviews medical records as part of the following activities:
A Credentialing and recredentialing
A Clinical quality of care investigations

A Monitoring utilization to validate prospective and concurrent review processes, identify trends, assess
level-of-care determinations, and review billing issues

A Monitoring for accuracy and completeness of coding
A Monitoring for compliance with approved Practice Guidelines and Standards of Care

A Reporting for Quality Improvement and Peer Review Organization studies and HEDIS®/QARR
measure compliance

A Monitoring of provider compliance with public-health regulations on reporting requirements

A Monitoring for compliance with Healthfirst Medical Record Documentation Standards

consen

In addition, NYSDOH and Peer Review Organizations audit medical records as part of their respective quality

review processes. If deficiencies are found after an internal medical-record review or a review conducted by

regulatory agencies, providers will be required to participate in a corrective action plan, as necessary.

Medical records must be maintained by practitioners who are providing primary care and referral services.

They must be maintained for a period of 10 (ten) years after the last visit date, or, in the case of minor children,

for 10 (ten) years from the age of majority.

There is no official regulation about timeliness in signing electronic records, but to comply with HIPAA and

security standards many organizations have created policies designed to have electronic charts signed and
locked within 487 72 hours but no longer than 30 days from the DOS. This prevents alteration to the original
note, whether intentional or accidental, without an amendment being noted by the software. We present our

message as both signing and locking because you cannot lock a record without signing but you can sign

without locking. The signing itself creates a date/time stamp that is useful in verifying the authenticity of the

note.

Transfer of Medical Records

When transferring medical records from one participating PCP to another, a release of information form is not

required. However, a release form must be signed when the member requests records to be sent to other

entities outside of Healthfirst, such as other insurance companies. When a member transfers PCPs, providers

must facilitate the transfer of medical records in a timely manner.

5.3 Confidentiality

A memberds protected health information (PHI) i

Healthfirst and the member and between Healthfirst and the provider. PHI is found in Healthfirst enroliment

prote
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data, medical records, treatment documentation and information, and/or claims data, Explanation of Benefits

(EOBSs) and Explanation of Payment (EOPSs) for the provision of health services. Such PHI must be

safeguarded and held in strict confidence in order to comply with applicable privacy provisions of state and

federal laws, including the Health Insurance Portability and Accountability Act (HIPAA), specifically, 45

C.F.R. parts 160 and 164, Subpart E (the APrivacy Rul e
Health Information Technology for Economic and Clinical Health Act, as incorporated in the American

Recovery and Reinvestmen(tc dlclteotfi 2®I100 K& MHe ITELHIOgr r ef el

Upon enroliment, Healthfirst members authorize Healthfirst to review, release, and use their respective PHI.

A member s written oadknamelieand@ameretd in the provideros re
audit by Healthfirstd is required upon receipt of the Privacy Notice. Providers should take all reasonable
measures to protectth e pri vacy and confidentiality of membersé no

and PHI at all times and to prevent unauthorized use or disclosure to any unaffiliated third party.

The release of a member 6s pr ot dar quality asbueanck/ttilizationredvienr mat i on
and encounter data is for healthcare operations pursuant to the definitions in 45 C.F.R 8164.501, and
therefore the enrolleebds consent is not required for t

All providers should remain aware that PHI related to behavioral health and/or substance use disorder and

PHI that identifies the presence of behavioral health, substance use disorders, and/or HIV-related illness are

governed by a special set of confidentiality rules. Without specific authorization, these records and data

should not be released to anyone but the member, except under certain circumstances. If you have any
guestions regarding the disclosure of PeviddreSarvicehhX-i r st me
888-801-1660.

All Medicaid providers are required to develop policies and procedures to assure the confidentiality of
behavioral health, substance use, and HIV-related information, including the following information:

Alnitial and annual in-service education of staff, contractors

Aldentification of staff allowed access, and limits of access

AProcedure to limit access to trained staff (including contractors)

AProtocol for secure storage (including electronic storage)

AProcedures for handling requests for behavioral health, substance abuse, and HIV-related information

AProtocols to protect from discrimination of members with, or suspected of having, behavioral health,
substance use disorders, and/or HIV infection

In the event a contracted provider is a Part 2 program, as that term is defined in 42 CFR Part 2, et seq., the

provider must ensure that:

(1) it obtains and maintains membersé written consent
information covered by 42 CFR Part 2, etseq.,( i Par t f@ralB®ach dat Jlisclosed to Healthfirst in a

form that complies with the requirements of 42 CFR Part 2; and

(2) all consent forms that are the basis of disclosures of Part 2 Data to Healthfirst permit Healthfirst to use

such Part 2 Data for purposes of payment and healthcare operations.

All contracted providers are bound by 42 CFR Part 2 with respect to any Part 2 Data they receive from
Healthfirst, and must ensure that such Part 2 Data is used only for purposes of payment or healthcare
operations, as such terms are defined in 42 CFR 2.33, on behalf of Healthfirst, absent notice from Healthfirst
that the applicable members have consented to allow their Part 2 Data to be used for other purposes.

Providers are bound to comply with any future changes to applicable law and regulations relating to the
confidentiality of member information.
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5.4 Advance Directives/Health Care Proxy

All members, including Healthfirst members, have the right to make decisions about the amount and type of
care that they will receive, including care if they are terminally ill. A terminal illness is defined as any illness
that is likely to result in the death of a person within six months. Through the use of written Advance
Directives, a Healthfirst member can ensure their wishes are known and followed in the event that they
cannot make decisions for themselves.

Healthfirst members have the right to appoint a healthcare agent through a Health Care Proxy (Appendix
VI). A Health Care Proxy is a formal document enabling a member to designate a trusted individual to make
healthcare decisions on his/her behalf if the member is unable to make decisions themselves. All competent
adults can appoint a healthcare agent by signing a Health Care Proxy form. A lawyer is not required, but two
withesses must be present and must also sign the form. Members who have questions or would like
additional information on these issues should be directed to the Member Services department.

A Living Will allows the member to define his/her wishes about the type and amount of care that will be
provided or withheld at the end of life. Examples of the types of care that may be addressed in a Living
Will include the use of ventilators, intubations, and other life-saving procedures, as well as the areas of
nutrition and hydration therapy.

Inpatient facilities must determine if a member has executed an Advance Directive or that the member is

aware of the possibility of doing so. If the member has completed a Health Care Proxy, a copy should be kept

in the memberés inpatient chart or medi cal record, or
agent should be documented in the memberoés inpatient m
inpatient medical record that the member has executed an Advance Directive.

Copies of both forms can be found in the Member Handbook. Providers must document in all Healthfirst Medicare
member medical records that there was a discussion about Advance Directives and a Health Care Proxy, and the
documentation must be updated annually. If the member is hospitalized at the time, the documentation can include that
the member was given the information about Advance Directives in the hospital.

If the facility feels thatitisunablet o adhere to the memberodés wishes, the h
this fact and recommend that he/she contact the Member Services department. Otherwise, Healthfirst expects
the facility to adhere to the membealthéaageit.shes as deter

5.5 Disclosure Restrictions for Services Paid Out-of-Pocket

If a Healthfirst member (or their representative) pays the full cost of services out of pocket at the time that
those services are rendered and requests a restriction of the disclosure of their PHI to Healthfirst, the
participating provider must comply with this request, unless the disclosure is required by law or if the restricted
PHI is needed to provide emergency treatment (45 CFR § 164.522). The participating provider should employ
a method to flag or notate the participating provider record with respect to the PHI that has been

restricted. This will ensure that the PHI is not inadvertently sent to or made accessible to Healthfirst for
payment or healthcare operations purposes, such as audits conducted by Healthfirst.

5.6 Critical Incident Reporting
Effective Date: November 1, 2012

Pursuant to Special Terms & Conditions, #28, c) ii), the State, through its contracts with MCOs, shall ensure
that a system is in place to identify, address, and seek to prevent instances of abuse, neglect, and
exploitation of its enrollees on a continuous basis. This includes critical incident monitoring and reporting to
the State and investigations of incidents.

General Definitiond A ACr i iemald lisciany actual or alleged event ol
risk of substantial or serious harm to the physical or mental health, safety or, well-being of a Nursing Home,
LTSS, Home Health, Adult Home, and Home- and Community-Based Service participant.
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Reportable Critical Incidents Defined

Abuse

Neglect

Mistreatment

Injuries of unknown origin

Sexual abuse

Verbal abuse

Misappropriation of resident property has occurred
Medication error/drug diversion

Burns

Attempted suicide or death related to suicide, restraints, equipment
CPR concerns

Accidents related to choking or equipment hazard; resident found in nonresident area

=A =4 4 4 4 -4 -4 -4 A -4 A _—a -2

Elopement from building

1 Physical environment

Critical Incident Management and Reporting: Provider Responsibilities

As a participating Healthfirst provider, you will be required to report all allegations of abuse, neglect, and
exploitation of a member, as defined in the Critical Incident Manual. Take immediate action to assure the
member is protected from further harm and respond to emergency needs of the member.

Who is supposed to report a critical incident? Facility/staff member who becomes aware of a critical
incident as defined on this form. Qualified Service Providers that are enrolled with the Department of Human
Services, Transition Coordinators, and Case Managers are required to report incidents.

Incident Reporting Procedure

How do you report a critical incident? Complete the Critical Incident Report form on the HCS Internet
Portal https://commerce.health.state.ny.us within 24 hours of knowledge of the incident, any day of the week
or time of day.

Using your username and password, log on to the HCS Internet Portal and proceed to the Nursing Home
Surveillance and Reporting System to enter information on the electronic Incident Form. Instructions for the
Incident Form can be found either by clicking on the Instruction link found on the left-hand side of the form, or
through the Instruction link found within the Dear Administrator Letter section.

The Incident Reporting Line phone number, 1-888-201-4563, may be used in case of an emergency such as
loss of Internet or computer service. If circumstances dictate reporting via the hotline, that contact will be
sufficient and there will be no need to report online. If a provider continues to report via the hotline, they will
be redirected to the website.

PLEASE NOTE:

For purposes of facility reported incidents, long-term care facilities must report abuse, neglect, and
misappropriation within 24 hours after the reasonable cause threshold is concluded. All other reportable
incidents are to be communicated to the NYSDOH by the next business day.

Detailed information and general Q&A on critical incident reporting can be found in the New York State
Department of Health Nursing Home Incident Reporting Manual
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6. Primary Care

I
6.1 Responsibilities of a Primary Care Provider (PCP)

All Healthfirst members select a PCP at the time of enrollment. The PCP is responsible for managing and
coordinating healthcare services provided to members, including primary and specialty care, hospital care,
diagnostic testing, and therapeutic care. Healthfirst defines the following clinical specialty areas and
practitioners as primary care providers.

Nurse Practitioners

9 Adolescent Medicine i GYN
T Adolescent Medicine §  Adolescent Medicine
T Family Practice i GYN 1 Adolescent Medicine i GYN
71 Family Practice i OB/GYN §  Adult Health
1 Family Practice i OB f College Health
1 General Practice 1 Family Health
1 Geriatrics (Medicare and Commercial only) 1 Pediatrics
1 Infectious Disease (HIV Specialist PCP) 1 Wo me nHaath
1 Internal Medicine
9 Pediatrics
Heal thfirst PCPO6s are evaluated on an annual basis i

1 Wellness and Preventive Care

1 Chronic Care Management

1 Enrollee Experience and Satisfaction with Care

I Medication Adherence and High-Risk Medications

The ratings for each measure are combined to generate an overall quality rating for the provider. More
information on this can be found in Section 14.6 of our Provider Manual.

PCPs are the first points of entry into the Healthfirst delivery system. PCPs also play essential clinical and
oversight roles in managing the care of Healthfirst members. Healthfirst has identified the following scope of
activities and responsibilities as key expectations for participating PCPs.

Access

For participation in the Medicaid, Child Health Plus, HARP, and Essential Plan programs, the PCP must
practice at least two (2) days per week and maintain a minimum of 16 office hours per week at each primary
care office site.

For participation in the Medicare, Qualified Health Plan and Commercial programs, the PCP must maintain a
minimum of 10 (ten) office hours per week at each primary care office site.

Maintain access 24 hours a day, 7 days a week either directly or through arrangements with other Healthfirst
providers for back-up coverage. See Section 3 for additional information on access and coverage
requirements.

Clinical Care

Provide first-line primary, preventive, inpatient, and urgent care, or arrange for care, as appropriate, to
manage conditions outside of the scope of primary care.

Identify Healthfirst members with complex or serious medical conditionsd assessing those conditions through
appropriate diagnostic proceduresd and contact the Healthfirst Care Management staff to collaborate on
treatment plans and follow-up.

Provide Healthfirst members with education on the appropriate use of healthcare services, personal health
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behavior, health risks, preventing STDs, preventing HIV/AIDS, and achieving and maintaining optimal
physical and mental health.

Preventive Care

Provide or arrange for all appropriate screenings and preventive care, including immunizations and well-child
visits; tuberculosis screening, diagnosis, and treatment; lead screening for children and appropriate dental
care; HIV testing and counseling; mammography screening, colorectal cancer screening, cervical cancer
screening, and HbAlc testing (Appendix VII).

Maintain compliance with established preventive care standards (Appendix VII-A) and clinical practice
guidelines (Appendix XllI) adopted by Healthfirst.

Adhere to the New York State C/THP Guidelines (Appendix VII-B) and Guidelines for Adolescent Preventive
Services (GAPS) (Appendix VII-C).

Participate in the Healthfirst Clinical Quality programs designed to improve care for members.

Behavioral Health Screening

Healthfirst promotes the use of the Patient Health Questionnaire (PHQ-9) as a screening tool (Appendix VII-

D) to assist its PCPs in identifying Healthfirst members with symptoms of depression who are appropriate

candidates for referral to the Healthfirst Behavioral Health (BH) Care Management Unit or delegated

organization. The PHQ-9 should be used at the baseline appointment, at the annual preventive care visit, and

at any poi nt wh e rdgionindicatesrthata behavioral health issue may be present. A copy of

the questionnaire should be kept in the member6és medic
complete mental health evaluation and assessment.

Before asking a Healthfirst representative or a behavioral health provider to try contacting a member to
arrange for an evaluation of the memberds needs regard
services, a PCP must get the permission of the member in question to do so.

Healthfirst makes every effort to partner with providers to promote the integration of Behavioral Health and
medical-service delivery to adults and children. To this end, primary care and other medical providers will be
routinely engaged in dialogue with Healthfirst clinical management teams and are invited to participate in
ongoing education, trainings and seminars, access to rapid consultation from child and adolescent
psychiatrists, and referral and linkage to appropriate Behavioral Health providers for our most at-risk child,
adolescent, and adult members.

Long-Term Services and Supports (LTSS)

1 PCPs may identify that their members require long-term services and support (LTSS). Some ways to
identify this are:If a member already receives home care, adult day care, or other home care services,
and if they already have both Medicaid and Medicare

1 If amember requests a Home Health Aide, Personal Care Assistant Services, or non-skilled needs
with a deficit in their Activities of Daily Living

1 If amember is in need of Adult Day Health Care (ADHC) services

1 If a SNF member is receiving short-term rehab or nursing care and is qualified to return to the
community with home care

T I'f a member has dementia, conf us i/ooathercdghiten ei mer 6 s,
deficits with a deficit in their Activities of Daily Living, with someone to direct their care in the
community

1 If a member requests a power wheelchair or a hospital bed with a deficit in their Activities of Daily Living

1 If amember has a history of falling and a deficit in their Activities of Daily Living

1 Please note some programs require members to be over age 21

1 Any members that meet these needs and are identified as having a need for LTSS should be referred to

the Healthfirst Care Management team or a participating LTSS provider as classified in the online
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Healthfirst Provider directory.

Coordination of Care and Services

Coordinate primary and specialty care, ancillary services, and other covered healthcare services and
coll aborate with Healthfirst case managers and other p

Arrange for behavioral health services through the Healthfirst Behavioral Health Care Management Unit or the

member 6s desi gnat e dreimanhganventorgaaizatoh.eal t h c a

Arrange for transportation services, as needed, to ensure that members are able to access healthcare
services.

PCPs, as well as all members of the Interdisciplinary Team (IDT) of Healthfirst special needs plans,
coordinate primary and specialty care, ancillary services, long-term services and support (LTSS), and other
covered healthcare services.

PCPs, as well as all members of the care planning team (some Healthfirst plans call this the Interdisciplinary
Team (IDT)), arrange for behavioral health services through the Healthfirst Behavioral Care Management Unit
or the memberdés designated behavioral health care mana

PCPs, as well as all members of the care planning team (some Healthfirst plans call this the Interdisciplinary
Team (IDT)), arrange for transportation services, as needed, to ensure that members are able to access
healthcare services.

Administrative Responsibilities

Verify member eligibility at every visit by logging into the Healthfirst secure Provider Portal at hfproviders.org
or by calling Member Services at 1-866-463-6743 to ensure that members are still active and enrolled in
Healthfirst.

Provide comprehensive, accurate, and reliable encounter data with CMS HCFA 1500 or UB-04 claim forms
sent to Healthfirst on a timely basis.

6.2 Primary Care Panels and Member Enrollment Rosters

Healthfirst members select a Primary Care Physician (PCP) at the time of enrollment. PCPs can receive

enrollment rosters indicating the Healthfirst members assigned to their panel each month by logging into the

secure Healthfirst Provider Portal online at hfproviders.org and requesting access under the Healthfirst
Reportssecti on. The enroll ment roster contains demographi
panel and also reflects the Healthfirst product the member is enrolled in. Each time a Healthfirst member

visits their PCP, the eligibility verification steps outlined in Section 4 should be followed.

7. Obstetrics and Gynecology

|
7.1 Definition of Services

All female members have access to Obstetrician/Gynecologist (OB/GYN) care from any in-network provider
without referral from their assigned PCP. An OB/GYN is responsible for providing and managing medical care
for obstetrical and gynecological conditions.

In addition, Medicaid members may choose to receive Family Planning and Reproductive Health services

from a nonparticipating provider who accepts Medicaid
Policyo). Family Planning and Reproductive Health serv
those health services that enable members, including minors who may be sexually active, to prevent or

reduce the incidence of unwanted pregnancies. This DOES NOT include obstetrical care for pregnancy. All

members, including Medicaid members, MUST use an in-network provider for obstetrical care for pregnancy.
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The following medically necessary services are subject
include related drugs and supplies that are furnished or administered under the supervision of a provider,
licensed midwife, or certified nurse practitioner during the course of a Family Planning and Reproductive

Health visit:

1 Family Planning and Reproductive Health services which include those education and counseling
services necessary to effectively render the services

1 Contraception, including all FDA-approved birth control methods and devices, including diaphragms,
insertion/removal of an intrauterine device (IUD) or insertion/removal of contraceptive implants and
injection procedures involving pharmaceuticals such as Depo-Provera (FHPlus does not cover OTC
products such as condoms and contraceptive foam)

1 Emergency contraception and follow-up

1 Sterilization*

1 requires sterilization consent and hysterectomy consent form as applicable.

1 Screening, related diagnosis, and referral to a participating provider for pregnancy

1 Medically necessary induced abortions, which are proceduresd either medical or surgicald that
result in the termination of pregnancy. The determination of medical necessity shall include positive

~evidence of pregnancy, with an estimate of its duration

A When clinically indicated, the following services may be provided as a part of a Family

Planning and Reproductive Health visit:

1 Screening, related diagnosis, ambulatory treatment, and referral as needed for dysmenorrhea,
cervical cancer, or other pelvic abnormality/pathology

1 Screening, related diagnosis, and referral for anemia, cervical cancer, glycosuria, proteinuria,
hypertension, and breast disease

1 Screening and treatment for sexually transmissible disease

1 HIV testing and pre- and post-test counseling

Specialty Areas under OB/GYN

Healthfirst includes the following seven (7) specialty areas in its definition of obstetrics and gynecology.
Practitioners in the specialties will be referred to as OB/GYN providers in this Provider Manual unless
otherwise indicated:

A Gynecology

A Gynecology (Nurse Practitioner)

A Midwifery

A Obstetrics

A Obstetrics and Gynecology

A Obstetrics and Gynecology (Nurse Practitioner)
A Womends He alractitionerNur s e
A Maternal and Fetal Medicine

A Obstetrics and Gynecology i High-Risk
PCP and OB/GYN Care

In certain circumstances, a member may choose the same provider to serve as both her PCP and OB/GYN.

52



NY Provider Manual

This might occur if a member selects a family practitioner as her PCP or HIV Specialist PCP who also
provides routine OB/GYN services.

Healthfirst members may access OB/GYN services directly, without a referral from a PCP, for routine care.
The PCP, however, may refer a member to an OB/GYN for consultation. Reports of all diagnostic tests must
be forwarded to the PCP for inclusion in the member s

7.3 Consent Requirements for Hysterectomy 1 Medicaid,
CHPIlus, FHPIlus, and Leaf Plans

Hysterectomy and other sterilization procedures are subject to special informed consent guidelines for
members receiving Medicaid benefits as well as for members covered under the CHPIus, FHPIus, and Leaf
Plan programs. Medical necessity and informed consent for hysterectomy are discussed in this section;
information on family planning and sterilization procedures follows.

Before a hysterectomy is performed on a Healthfirst member, an adequately documented informed consent
procedure must be completed. In addition, the hysterectomy will only be authorized if it is not being performed
solely for the purpose of rendering the member incapable of reproduction and there are clinical indications for
performing the hysterectomyd these cannot include rendering the individual permanently incapable of
reproducing.

Informed consent policies and procedures for hysterectomy are strictly regulated. Providers must ensure that
they are in full compliance with appropriate documentation standards to be reimbursed for performing these
procedures. Providers must comply with the Informed Consent Procedures for Hysterectomy and Sterilization
specified in 42CFR, Part 441, sub-part F, and 18NYCRR 505.13, and with applicable EPSDT requirements
specified in 42CFR, part 441, sub-part B, 18NYCRR, 508, the NYSDOH C/THP Manual and all applicable
public health laws.

All women undergoing hysterectomies must be informed, verbally and in writing, prior to surgery, that the

procedure will render them permanently incapable of reproducing. Members or authorized representatives

must sign Part 1 of the DSS-3113 Acknowledgment of Receipt of Hysterectomy Information Form. This

documents that the member received all pertinent information or certifies that there are reasons to waive the

receipt of information. ltalso contains the surgeonf6s statement that th
for the purpose of sterilization.

Copies of the DSS-3113 and associated instructions may be obtained by contacting:

New York State Department of Social Services
40 North Pearl Street

Albany, New York 12243

Re: Hysterectomy Information Forms

The requirement that the member sign Part 1 of the form may be waived under certain circumstances, such
as evidence that the woman was sterile prior to the hysterectomy and the hysterectomy was performed in a
life-threatening emergency situation in which prior receipt of hysterectomy information was not possible.

In either of these situations, the surgeon performing the hysterectomy must certify in writing on a DSS-3113
formthatone (1) ofthe s e two (2) conditions existed. He/ she must
sterility or indicate the nature of the emergency that precluded transmittal of the Receipt of Hysterectomy

Information Form. For example, the member may already be post-menopausal at the time of the

hysterectomy, or she may have been admitted to the hospital via the emergency room requiring immediate

surgery.

In certain situations, a member may not have been a Medicaid recipient at the time of her hysterectomy, but if
she subsequently applied for Medicaid and was determined to qualify for retroactive eligibility, the surgeon
might receive payment from Medicaid for this procedure. He/she must certify in writing that the woman
received information prior to surgery indicating that the hysterectomy would make her permanently incapable
of reproducing, or that one (1) of the extenuating circumstances existed allowing waiver of Part 1 of DSS-
3113. Providers must submit the DSS-3113 form to Medical Management before prior authorization for
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the procedure will be provided.

7.4 Family Planning and Reproductive Health

Scope of Services

Family planning and reproductive health services comprise diagnostic, educational, counseling, and medically
necessary treatments, medication, and supplies furnished or prescribed by, or under the supervision of, a
provider or nurse practitioner for the purposes of:

1 Contraception, including insertion or removal of an IUD, insertion or removal of Norplant, and injection
procedures involving pharmaceuticals such as Depo-Provera

1 Screening and treatment for STDs

1 Screening for anemia, cervical cancer, glycosuria, proteinuria, hypertension, breast disease,
pregnancy, and pelvic abnormality/pathology

1 Termination of pregnancy services (provider must document the duration of the pregnancy)

HIV testing and pre- and post-test counseling (when performed within the context of a family planning
encounter) is considered a free access service. HIV blood testing and counseling may also be obtained from
Healthfirst PCPs, by referral from a PCP to a participating specialist, or by anonymous counseling and testing
programs operated by New York State and New York City. Providers of family planning and reproductive
healthcare services shall comply with all of the requirements set forth in Section 7 of the NYS Public Health
Law, and 20 NYCRR, Section 751.9 and Part 753 relating to informed consent and confidentiality.

Consent Requirements for Sterilization i Medicaid, CHP, FHP, and Leaf Plans

Family planning and reproductive health services include sterilization. Sterilization is defined as any medical
procedure, treatment, or operation performed for the purpose of rendering an individual permanently
incapable of reproducing, or performed for other reasons, but which renders the individual permanently
incapable of reproducing. Medicaid reimbursement is available for sterilization only if informed consent
guidelines are met. The consent requirements for voluntary sterilization are described in this section. General
requirements are summarized below, followed by specific disclosures that must be made to the member prior
to the procedure.

General Requirements
Minimum Age

Members undergoing sterilization must be at least 21 years of age at the time of giving voluntary, informed
consent to sterilization.

Restrictions:

The member undergoing sterilization must not be a mentally incompetent individual. For the purpose of this
restriction, the term fAment al Individuahohasbeen denldred menthllyv i d u a |
incompetent by a Federal, State or Local court of competent jurisdiction for any purpose, unless the individual

has been declared competent for purposes that include the ability to consent to sterilization

The member undergoing a sterilization procedure must not be an institutionalized person. For the purposes of

this restriction, Ainstitutionalized individual 0o refer
under a civil or criminal statute in a correctional or rehabilitative facility, including a mental hospital or other

facility for the care and treatment of a mental iliness; or (b) confined under a voluntary commitment, in a

mental hospital or other facility for the cure and treatment of mental illness

Informed consent to sterilization may not be obtained while the member is in labor or childbirth, seeking to
obtain or obtaining an abortion, or under the influenc
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state of awareness

Translation Services

An interpreter must be provided if the member to be sterilized does not understand the language used on the
consent form or the language used by the person obtaining informed consent.

Disabled Persons

Suitable arrangements must be made to ensure that the sterilization consent information is effectively
communicated to deaf, blind, or otherwise disabled individuals.

Presence of Witnesses

The presence of a witness is optional when informed consent is obtained, except in New York City, where the
presence of a witness is mandated by New York City Local Law No. 37 of 1977.

Waiting Period

Voluntary informed consent to sterilization must be given not less than 30 days or not more than 180 days
prior to the sterilization procedure. When computing the number of days in this waiting period, the day the
recipient signs the form is not included.

Waiver of Waiting Period

Waiver of the thirty (30)-day waiting period may occur only in cases of premature delivery, when the
sterilization was scheduled for the expected delivery date or when there is emergency abdominal surgery.
Since premature deliveries and emergency abdominal surgeries are unexpected, medically necessary
procedures may be performed during the same hospitalization, as long as seventy-two (72) hours have
passed between the original signing of the informed consent document and the sterilization procedure.

Reaffirmation Statement

In New York City, a statement signed by the member upon admission for sterilization, acknowledging again
an understanding of the consequences of sterilization and his or her desire to be sterilized, is mandatory. New
York City Local Law No. 37 of 1977 establishes guidelines to ensure appropriate informed consent for
sterilization procedures performed in New York City. Medicaid will not pay for services that are rendered
illegally; therefore, conformance to the New York City Sterilization Guidelines is a prerequisite for payment of
claims associated with sterilization procedures performed in New York City.

Consent Form

A copy of the New York State Sterilization Consent Form DSS-3134 must be given to the member undergoing
the procedure. Completed copies of the form must be submitted to Medical Management before prior
authorization for the procedure is provided.

To obtain the New York State Sterilization Consent Form (DSS-3134) and the associated instructions in
English and Spanish, contact: New York State Department of Social Services, 40 North Pearl Street, Albany,
New York 12243, Re: Sterilization Consent Forms.

Specific Disclosures

The individual obtaining informed consent for a sterilization procedure must offer to answer any questions
concerning the procedure, must provide a copy of the Medicaid Sterilization Consent Form (DSS-3134) for
signature, and must verbally provide all of the following information or advice to the individual electing to
undergo the procedure. In addition, the provider who performs the sterilization procedure must discuss the
following points with the member at least thirty (30) days before the procedure, usually during the preparation
examination:

Advise that the member is free to withhold or withdraw consent to the procedure at any time before the
sterilization without affecting the right to future care or treatment and without loss or withdrawal of any
federally funded program benefits to which the individual might be otherwise entitled.

A description of available alternative methods of family planning and birth control.
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Advice that the sterilization procedure is considered to be irreversible.
A thorough explanation of the specific sterilization procedure to be performed.

A full description of the discomforts and risks that may accompany or follow the performance of the
procedure, including an explanation of the type and possible effects of any anesthetic to be used.

A full description of the benefits or advantages that may be expected as a result of the sterilization.

Advice that the sterilization will not be performed for at least thirty (30) days except under the circumstances
specified under-DahewWaWai mgr Pefi 86. 0

8. Specialty Care

I
8.1 Definition of Specialty Care

Healthfirst has contracted with specialist providers and other specialty care professionals to provide
healthcare services beyond the scope of primary care. Healthfirst Medicaid, CHP, and Medicare members
can access these services in accordance with Healthfirst's prior authorization policies. Healthfirst commercial
members can access these services in accordance with Healthfirst's commercial referral and prior
authorization policies.

Specialty care practitioners provide medically necessary care within the scope of their practice. They are
responsible for the following four (4) activities:

Identifying individuals with complex or serious medical conditions, assessing and diagnosing those conditions,
and working with the member, as well as the PCP and Medical Management team, to provide effective,
coordinated medical care

Collaborating with PCPs to provide coordinated clinical care and to enhance continuity of care for Healthfirst
members. Specialists are responsible for contacting the PCP to request information where needed

Following up with PCPs in writing to apprise them of consultation results, diagnostic testing results, and
treatment plans

Assisting members in accessing required services such as diagnostic tests, acute rehabilitation, home care,
DME, and transportation

A complete listing of participating specialty providers can be found at www.hfdocfinder.org. A directory can
also be created and printed or emailed, based on the search criteria entered, such as zip code and provider
specialty.

Specialists as PCPs

Under certain circumstances, Healthf i r st may authorize a specialist to se
occur when a member has a life-threatening, degenerative or disabling condition, or a disease that requires

prolonged specialized medical care through a specialty provider or at a specialty care center. In these

situations, Healthfirst arranges for the specialist to take on primary care responsibilities in caring for the

member. The memberés PCP must be part of this decision
department must authorize the transfer of primary care responsibilities to the specialist. The specialist will

then be accountable for coordinating care, referring the member to sub-specialty providers as appropriate,

managing health education and preventive care activities, and complying with all guidelines, reporting

requirements, and medical and Care Management policies.

For HIV members: If the PCP does not meet the qualifications of an HIV specialist, an HIV specialist will be
assigned to assistthe PCP inanongoingcons ul t ati ve rel ationship as part of

The following situations illustrate examples of cases when it would be acceptable and beneficial for a
specialty care provider or specialty care center to take on the primary management of care for a Healthfirst
member:
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1 HIV-positive members may select an HIV specialist to serve as their PCP
1 Members with multiple traumas who require prolonged complex rehabilitative management
1 Members with cancer who require a complex, ongoing course of treatment

The following procedures are applicable under these circumstances. Additional information on this subject
also appears in Sections 3 and 12 of this Provider Manual.

I f the PCP or specialist bel i eves sigrnpdanmarycare responsibiliiest he me
to the specialist, or if the member requests this arrangement, the PCP will discuss this option with the
member.

The PCP or specialist will contact Medical Management
course of treatment, and the name of the treating specialist. If all parties agree, the PCP, the specialist, and
Medical Management will coordinate a plan to transfer care.

If a member has requested the transfer and the PCP or the specialist disagrees with the request, the member
may contact Medical Management directly. In these cases, the Medical Director will make a final
determination.

Specialty Care Centers

In some situations, a member may be best served by receiving care for a complex condition through a team
of providers affiliated with an accredited or designated Specialty Care Center with experience in treating their
life-threatening or degenerative and disabling disease or condition. For example, an HIV-infected mother with
an HIV-infected and/or HIV-exposed child may be appropriately served by a Maternal/Pediatric HIV
Specialized Care Center. The member, his/her PCP, or a specialty provider may initiate a request for this
service. When a member makes the request, the PCP and Medical Management will evaluate the situation,
and the following procedures will be followed:

The member, or the PCP on behalf of a member, should contact Medical Management to request care at a
Specialty Care Center if he or she believes that this is the most appropriate resource.

If there is a Specialty Care Center in the Healthfirst network that provides the same or substantially similar
services to those requested, the member will be directed for in-network care.

If it is determined that an out-of-network Specialty Care Center is the most appropriate provider of care for an
individual member, Ancillary Services will contact the out-of-network Specialty Care Center to negotiate an
arrangement. (Healthfirst is financially responsible for all authorized out-of-network medical expenses.)

9. Behavioral Health Services
|

9.1 Description of the Network

Healthfirst has participation agreements with a broad network of providers and other licensed professionals,
community agencies, and inpatient and outpatient facilities that specialize in the treatment and management
of mental health and substance use disorders (together referred to as "Behavioral Health").

Healthfirst manages the Behavioral Health services for most of its members. However, some Healthfirst
members receive Behavioral Health services based on the hospital system they have selected as their
provider of choice, and Healthfirst has contracted with a third party that maintains their provider network,
processes referrals, performs medical/utilization/case management, quality management, billing and claims
payment. Regardless of who provides these services, Healthfirst retains programmatic and quality oversight
of these delegated arrangements to ensure that members are being served appropriately.

Providers should use the phone numbers below for Behavioral Health services:
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Behavioral i ] i
Health/Chemical : Provider ! Healthfirst Plans Accepted | Phone Number
Dependency Affiliate {
Montefiore Medical A Healthfirst 1-800-401-4822
University Behavioral Center members have
Health Associates (UBA) Primary Care
The Care Management Montefiore New Provider through
Organization (CMO) Rochelle Montefiore
Hospital

The Mount Vernon A Healthfirst PHSP Members
Hospital with

Elmhurst providers
EImhurst Hospital

Elmhurst Hospital A Elmhurst (Medicare and Leaf
Healthfirst Clinical Plan members only) 1-888-394-4327
Services / Healthfirst Participating
Behavioral Health Providers (excluding  :AHealthfirst members have
Department Montefiore affiliation) non- Montefiore Primary
Care
Provider

Providers may call the behavioral healthcare management systems for the hospitals listed above to obtain

services at 1-800-401-4822 or they may contact the Healthfirst Clinical Services Department at 1-888- 394-

4327 to facilitate access to services. Providers may also fax authorization requests to 646 313-4612 for

services that require Prior Authorization. Providers may contact Member Services at the phone numbers

l'isted in Section 1 t o deliatienromo abtain imfornmatomabeut parsicipétiogs pi t al a
behavioral health providers.

Behavioral Health Provider Responsibilities

Healthfirst expects Mental Health, Substance Use, and Home and Community Based Service (HCBS)
providers to assume the following set of responsibilities:

A Contact the Healthfirst Behavioral Health Department to verify member eligibility and to receive
authorization for admissions and selected outpatient services as outlined in Appendix XI. The same
authorization requirements will apply for all products. The authorization requirements are listed on the
Healthfirst Provider Portal and at www.mctac.org.

Maintain contact with the Healthfirst Behavioral Health Department as treatment progresses to
receive continuing authorization for additional services.

>

Comply with the established policies and procedures of the Healthfirst Behavioral Health and
Quality Improvement Programs

A Adnhere to recovery-oriented principles, including provision of person-centered services

A Coordinate with the Behavioral Health Department when necessary to ensure appropriate
integration of services

Level of Care (LOC) covered for Medicaid Mainstream services and Health and
Recovery Health Plan (HARP):

A Inpatienti SUD and MH
Clinic 7 SUD and MH

> >

Personalized Recovery Oriented Services (PROS)Intensive Psychiatric Rehabilitation Treatment
Program (IPRT)

>

Assertive Community Treatment (ACT)

>

Continuing Day Treatment
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A Partial Hospitalization

A Comprehensive Psychiatric Emergency Program (CPEP)
A Opioid Treatment Programs

A Outpatient Chemical Dependence Rehabilitation

A Rehabilitation Services for Residential SUD treatment support
A Rehabilitation Supports for Community Residences

A Buprenorphine prescribers

A Ambulatory Detox

A Inpatient and Outpatient ECT

A Mobile Mental Health

A Mobile Crisis Intervention

A Home and Community Based Services (HCBS)*

*Only HARP members (age 21 and over) and specially identified children (ages 0-20) will be eligible for HCBS
pending an approved eligibility assessment.

Mental Health and Substance Use billing guidelines are available on the Healthfirst secure Provider Portal
and in Appendix XV-D of Healthfirst Provider Manual. Providers should refer to Section 9.4 "Utilization and
Medical Management Guidelines" for additional guidance on Level of Care screening tools such as
InterQual,Milliman Criteria Guidelines (MCG) and evidence based Healthfirst policies for Mental Health
treatment and Locator 3.0 for Substance Use Disorder treatment.

Healthfirst Provider Portal is available at hfproviders.org to all participating providers to verify member
eligibility, view claims and authorization status. Providers may contact Provider Services at 1-888-801- 1660
for further assistance.

9.2 Benefits and Access to Care
Benefits Overview

All Healthfirst Medicaid adult members (age 21 and over) have access to Behavioral Health services, including mental
health and substance use disorder treatment. Services which were previously carved out of the managed care benefit
package for adults became available to all Healthfirst adult Medicaid members residing in New York City on October 1,
2015, and to adult Medicaid members residing on Long Island on July 1, 2016.

Beginning July 1, 2019, children ages 01 21 enrolled in Medicaid Managed Care will also have access to
Behavioral Health services.

Behavioral Health services include:

1 Inpatienti Substance Use and Mental Health
Outpatient Clinic i Substance Use and Mental Health
Personalized Recovery Oriented Services (PROS)
Intensive Psychiatric Rehabilitation Treatment (IPRT) Program
Assertive Community Treatment (ACT)

Continuing Day Treatment (CDT)

= =4 -4 -4 - -

Partial Hospitalization
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Comprehensive Psychiatric Emergency Program (CPEP)
Crisis Intervention
Opioid Treatment Programs

Outpatient Chemical Dependence Rehabilitation

= =4 a4 -a -2

Rehabilitation Services for Residential Substance Use Disorder Treatment Support

As of January 1, 2016, an additional array of Adult Home and Community Based Services (HCBS) became
available to members (age 21 and over) who meet specific eligibility criteria, as defined by New York State.
These services are designed to provide opportunities for Medicaid beneficiaries with serious mental illness
and/or chronic substance use disorders to receive person-centered, recovery-oriented services in their own
community. On or after October 1, 2019, children ages 01 21 who are deemed eligible via an assessment will
al so have access to a childrends array of HCBS.

Adult HCBS include:

1 Rehabilitation Services such as: Psychosocial Rehabilitation and Community Psychiatric
Support and Treatment (CPST)

Habilitation
Crisis Intervention Services such as: Short-term Crisis Respite and Intensive Crisis Intervention

Educational Support Services

= =4 =4 =2

Individual Employment Support Services such as: Prevocational, Transitional Employment
Support, Intensive Supported Employment, and Ongoing Supported Employment

1 Peer Supports

1 Support Services such as: Family Support and Training and Non-medical Transportation

Access to Care and Authorizations

Members in need of services, or providers wishing to arrange services on behalf of a Healthfirst member, may
call Member Services for information about network providers.

Healthfirst offers Behavioral Health Care Management by telephone for at-risk or high-risk members at no
additional cost. Members who are receiving intensive outpatient services and those who are transitioning to
lower levels of care may benefit from this program. In addition, our Clinical Services department can provide
referral or assignment to Health Home Care Management for those members who meet eligibility criteria. For
further information, or to refer a member for Healthfirst Behavioral Health Care Management or Health Home
Services, please contact our Clinical Services department at 1-888-394- 4327, or the delegated Behavioral
Health Care management organization (as noted in the chart in Section 9.1).

Authorization for traditional in-network outpatient Behavioral Health services delivered by Healthfirst providers
is not required. Traditional outpatient Behavioral Health services, as defined by Healthfirst for this purpose,
include individual, group, and family therapy and medication management, provided alone or in any
combination, to treat a behavioral health condition in a manner consistent with established clinical guidelines
and provided at a frequency not exceeding five (5) hours a week.

Authorization is required for admissions, all out-of-network care, and select outpatient services such as ECT,
neuropsychological testing, and others. Members in need of care, or providers wishing to arrange these
services for Healthfirst members, should call the Healthfirst Clinical Services department at 1-888-394- 4327
for assistance.

60



NY Provider Manual

Commercial Plans
Healthfirst Leaf and HMO Ai D plans include the following mental health and substance abuse benefits:

61

Mental Health Care

il

Outpatient services relating to the diagnosis and treatment of mental health disorders are covered,
including:

(o]

(o]

(o]

(o]

(o]

Unlimited outpatient visits Unlimited outpatient visits
Partial hospitalization program services
Intensive outpatient program services

Services must be provided by a psychologist, a psychiatrist, a Psychiatric NP, or a clinical
social worker

Inpatient services relating to the diagnosis and treatment of mental health disorders

Substance Use Services

1

Inpatient services relating to the diagnosis and treatment of alcoholism and/or substance use and/or
dependency are covered. These include:

(o]

Detoxification and/or rehabilitation services as a consequence of chemical use and/or
substance use

Outpatient services relating to the diagnosis and treatment of alcoholism and/or substance
use and/or dependency

20 outpatient visits for family counseling. A family member will be covered, so long as that
family member (i) identifies o0 20 outpatient visits for family counseling. A family member will
be covered, so long as that family member (i) identifies himself or herself as a family member
of a person suffering from substance use and/or dependency, and (ii) is covered under the
same family contract that covers the person receiving treatment for substance use and/or
dependency

Depending on the plan, the member may have a copayment or coinsurance, which will be applied towards
his/her deductible.

9.3 Program Overview

The Behavioral Health Care Management Program is designed to maximize quality of care while providing
services in a cost-effective manner. The program focuses on assisting providers in planning for, organizing,
and managing the behavioral health services provided to Healthfirst members. Behavioral Health Care
Management staff collaborate with network providers, community-based organizations and service agencies,
contracted vendor organizations, and other Healthfirst staff to ensure that high-quality care is provided at the
most appropriate level by the most qualified mix of providers.

The Healthfirst Behavioral Health Unit is responsible for the following areas:

=A =/ =4 =4 =4

Notification process

Authorization review

Concurrent review

Continuity of care

Care coordination
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Healthfirst offers a transitional care management program to members returning to the community from
inpatient mental health treatment settings. This program provides enhanced care coordination and
community-based support at no cost to our members.

For additional information about program components, please refer to Subsections 12.3i 12.6. The Care
Management Program is described in Section 13.

9.4 Utilization and Medical Management Guidelines

Authorization of Services

Authorization for traditional in-network outpatient behavioral health services provided by Healthfirst providers
is not required.

Traditional outpatient Behavioral Health Services , as defined by Healthfirst for this purpose, include
individual, group, and family therapy and medication management, provided alone or in any combination, to
treat a behavioral health condition in a manner consistent with established clinical guidelines and provided at
a frequency not exceeding five (5) hours a week.

Admissions and the following outpatient services: ECT, neuropsychological testing, partial hospital program,

intensive outpatient treatment, and day treatment, are subject to utilization and medical-necessity review to

ensure that the most appropriate treatment and level of care is being provided. Authorization from the

Healthfirst Behavioral Health Unit or the delegated Behavioral Health care management organization as

outlined in Section 9.1 is required. Providers affiliated with the Behavioral Health care management

organi zation operate under a del egated arrangement wi't
authorization policies and procedures, as well as with those of Healthfirst.

General Requirements

Providers must obtain authorization for all admissions, selected outpatient services, and out-of-network care.
The following information must be supplied when requesting authorization of services:

1 Healthfirst Provider ID number

Me mb e r 6 s ndHaaitrdirstdD number

Attending/requesting providerdéds name and telephone
PCP&6s name (if not the attending/requesting provi de
Diagnosis and ICD-10 Code

Procedure(s) and CPT-4 Code(s) and procedure date(s)

Services requested and proposed treatment plan

Clinical documentation to demonstrate medical necessity

=A =/ =4 =4 -4 -4 -4 -

For inpatient admissions: hospital/facility name, expected date of service, and expected length of stay
Please be sure that ALL the above information is available when calling in the request.

Authorization of Services When Care Is Managed by Healthfirst

Providers must contact the Healthfirst Behavioral Health Unit at 1-888-394-4327 to speak with a Clinical
Intake Coordinator to ensure that all care is appropriately authorized.

Authorization status may be checked on our website at www.healthfirst.org. After requesting an authorization,
providers are given a notification number that can be used to obtain authorization status. This notification
number can be used within two (2) to three (3) business days after Healthfirst has received all the medical-
necessity information.
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Healthfirst Treatment Principles

Healthfirst has developed eight (8) general treatment principles and guidelines for outpatient behavioral health
services. They are consistent with established clinical practice and standards for behavioral health treatment.
The principles are as follows:

1 Therapeutic Environment: An appropriate therapeutic environment must include face-to-face, in-
person contact between the therapist and the member.

91 Duration of Therapy Sessions: Individual therapy sessions should ordinarily be a minimum of thirty

A (30) minutes, customarily forty-five (45) minutes, unless they are only for medication management
by a psychiatrist. Group/family/couple therapy sessions are usually required to run between forty-
five (45) and ninety (90) minutes, unless they are for crisis intervention. Crisis intervention
sessions ordinarily should not exceed two (2) hours per day for individual therapy or three (3)
hours per day for family therapy.

1 Individual Psychotherapy: Only one (1) therapist may provide individual psychotherapy to a member;
therefore, separate claims should not be submitted when two (2) or more therapists are treating the
same member concurrently. Ordinarily, no more than two (2) family members should receive
individual therapy from the same provider. When more than two (2) family members require
treatment, the provider would be expected to use family therapy as the treatment of choice.

1 Composition of Therapy Group: Group therapy sessions usually consist of four (4) to 10 (ten)
members, unless they are multifamily or multi-couple groups.

1 Electroconvulsive Therapy (ECT): Psychotherapy should not be rendered within 24 hours of ECT.
Conventional practice does not recognize more than one (1) ECT treatment per day or more than 12
(twelve) ECT treatments in a 30 (thirty)-day period. Indications for a greater number of treatments
should be discussed with a Healthfirst psychiatrist.

1 Pharmaceuticals: The use of prescription medications should follow national professional standards.

1 Contraindications for Psychotherapy: Psychodynamic psychotherapy is generally considered
inappropriate for members with a sole diagnosis of organic brain syndrome, substance abuse or
chemical dependence, or developmental disorders.

1T Documentation: Documentati on r egar dimogmenttavarine mber 0 ¢
defined treatment goals with measurable objectives.
is changed, the documentation should include clinical information substantiating the reasons for the
change.

10. Ancillary and Other Special Services

|
10.1 Overview of Services and the Provider Network

Healthfirst has arrangements in place to provide a full range of ancillary and other special services to its
members, depending on the program in which they are enrolled. These services include:

Adult and Social Day Care

Ambulatory Surgery Center

Audiology and Hearing Services

Cardiac Monitoring

Community Care Management (AIDS Institutei defined)

Chiropractic Services (Medicare and Commercial)

Dental Care

Diagnostic Imaging Services
Dialysis
Durable Medical Equipment (DME)

=A =4 =9 =2 =2 -0-0-4_-9_2
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Home Healthcare and Home Infusion Therapy
Hospice

Laboratory Services

Mental Health

Orthotics and Prosthetics

Outpatient Rehabilitation

Personal Care Services
Physical/Occupational/Speech Therapy
Routine Vision Care

Nursing Home and Custodial Care
Substance Use Disorders
Transportation

R I I R ]

This section of the Provider Manual describes the scope of services and network arrangements in place for
selected ancillary and special services covered by Healthfirst. Please refer to Appendix Xl for additional

instructions on referral and prior authorization guidelines for Ancillary Services.

Ancillary Services Provider Responsibilities

Healthfirst expects participating ancillary service providers to adhere to the following service guidelines:

When ordering services for a member, identify the member as a Healthfirst member and provide the
member 6s Healthfirst I D number as well as his or her o

Promptly report all findings, clinical reports, test results, and recommendations to the PCP and/or ordering
provider in writing, by mail or fax.

Consult the Healthfirst Medical Management staff to obtain required authorization for services.

Collaborate witht he member 6s PCP and Medi cal Management staff t
appropriate integration of services.

10.2 Laboratory

Laboratory services are provided by Healthfirst Preferred Laboratory network of Clinical Diagnostic
Laboratories including Healthfirst participating hospitals and several Specialty Laboratories in Genetics,
Pathology, Dialysis Testing and Toxicology. Providers must comply with service delivery system guidelines for
referring members to laboratories. Please note that services sent to out-of-network laboratories will not be
paid, and the members will be held harmless. Refer to the Provider Directory for a complete list of laboratories
and drawing stations.

10.3 Pharmacy

Programs and Covered Services

Pharmacy services are covered for the Medicaid, Personal Wellness Plan (PWP), Child Health Plus,

Essential Plan, Leaf Plans, and Medicare lines of business. To determine whether a member has pharmacy
coverage for a specific product, p | efa theelinerokblistmessih o t he m
which the member is enrolled.

Healthfirst members should present their Healthfirst identification cards to pharmacy staff when accessing
pharmacy services.

1 A comprehensive formulary is available on the Healthfirst website at
https://healthfirst.org/formularies/.

1 Pharmacy services are provided by the Healthfirst pharmacy benefit manager (PBM), CVS Caremark,
and its network of participating pharmacy providers. If there are any questions, call Healthfirst
Provider Services at 1-888-801-1660 for Medicaid, Personal Wellness Plan (PWP), Essential
Plan, Child Health Plus, Commercial, and Leaf Plans, and 1-888-260-1010 for Medicare.

1 Alist of participating pharmacies is available online (for all lines of business) at
https://www.providerlookuponline.com/healthfirst/po/Search.aspx.
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Healthfirst will not cover prescription drugs or biologicals that are used for mercy killings. Please note that
members who participate in the Restricted Recipient Program will be restricted to a pharmacy chosen by
Healthfirst.

All prescriptions must be filled at a Healthfirst participating pharmacy. Healthfirst may require prior
authorization of certain items and medications filled via the pharmacy benefit. To help your members
maximize their pharmacy benefit, consider the following:

Prescription Formulary

Healthfirst plans with drug coverage have a restricted formulary. Providers are encouraged to consider the

comparative cost and efficacy of pharmaceutical alternatives when prescribing medication for Healthfirst

members. As part of the Healthfirst prescription drug plan, pharmacists may contact providers to discuss

whether an alternative drug might be appropriate for the member. A provider can help a member to file a

request for an exception to cover a nonformulary prescription. All prescription coverage exception
determinations are made by CVS Caremar k, Heal t hfirstos

All of the formularies for Medicaid, Personal Wellness Plan (PWP), Essential Plan, Child Health Plus, Leaf
Plans, and Medicare lines of businesses are available on our website at https://healthfirst.org/formularies/.

Generic Medications

Heal thfirst strongly encourages the use of generic dru
copayment will be less if a generic equivalent is prescribed.

Eligible Medicare plan members can get over-the-counter (OTC) nonprescription medications and health-
related items at participating locations. Some plans offer healthy foods and produce in addition to the OTC
benefit. Upon enrollment, eligible members will receive a Healthfirst OTC or Healthfirst OTC/Healthy Foods
and Produce card with a prefunded monthly benefit allowance.

A member with an activated card is free to use the allowance to purchase eligible items (i.e., aspirin, cold &
flu relief medications, adhesive bandages, healthy foods, and produce on select plans) at any participating
OTC network location.

To purchase items, members will take their eligible items to the front checkout lanes of a participating store
and swipe the OTC card (not their Member ID card) at any register. Purchases for eligible items are
automatically deducted fromt h e me mdrcbalénse. Any remaining balance will carry over until the next
purchase. Any unused balance automatically expires at the end of the month or upon disenroliment from the
plan.

If a member makes a purchase of an eligible item at a store without the necessary technology, he/she may
submit an Over-The-Counter (OTC) Reimbursement Claim Form with proof of purchase. This form is
available at https://healthfirst.org/OTC or by calling Member Services.

For a complete list of covered OTC items, please visit https://healthfirst.org/OTC.

Specialty Medications

Specialty medications are avail abl gbenefitamagages (PBM),r e mar k ,
specialty pharmacy network.

Items or Medications Not Covered

Needles or syringes (except for diabetes)
Appetite suppressants
Erectile dysfunction medication

Growt h hormones ar e c cwmedica loenefit whke medieallymecessae/ r 6

=A =2 =2 =4 =

Prescription vitamins
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1 Cosmetic drugs, Rogaine (Minoxidil)
1 Anabolic steroids

1 Fertility agents

Medical Pharmacy

Healthfirst requires prior authorization (PA) for select medications provided under the medical benefit that are
administered on an outpatient basis by a provider. Healthfirst reviews medical pharmacy prior authorization
requests. The complete list of medications requiring prior authorization is updated monthly via the document
t i t Meeidatighs Requiring Prior Authorization Under the Medical Benefitd  acandbe found online in
the following locations:

1 https://www.hfproviders.org > Pharmacy & Formularies

1 The secure Provider Portal at HEproviderportal.org. After logging in, go to the Provider Resource

Center tab and then to Online Authorizations

Since the fiMedi cationsoRe@odernghPr Medi Aat h8eneb&ttit o
Healthfirst encourages reviewing the document regularly.

Requests for medications requiring prior authorization under the medical benefit can be submitted:

1 Online: by logging in to the Healthfirst Provider Portal at hfproviderportal.org > Online Authorization
Request tab > once a member is identified then click Begin > select Outpatient as Request Type >
then select Outpatient Pharmacy as Authorization Type
Phone: by calling Provider Services at 1-888-801-1660, Monday to Friday, 8:30ami 5:30pm
Fax: 1-212-801-3223 (Note: DO NOT use for pharmacy benefit authorizations via CVS Caremark)

= =4

10.4 Durable Medical Equipment (DME), Orthotics and
Prosthetics, and Medical Supplies

DME, orthotics and prosthetics are covered benefits for Healthfirst members who require such services to aid
in the treatment of illness or injury or to improve
medical record that these items are medically necessary.

DME may be obtained through a parti cterpoedérbndthe DME pr ov
appropriate authorization from Healthfirst.

If a member is receiving home healthcare services, DME is obtained from the home healthcare provider. This
may be a hospital-owned or hospital-operated certified home health agency (CHHA) or another contracted
home health agency or home infusion therapy provider. Members who are not receiving home healthcare
services may be referred to or may have their provider order directly from DME and/or orthotic and prosthetic
vendors that participate with Healthfirst. Healthfirst follows CMS guidelines as it relates to rental periods for all
contracted providers.

DME and orthotic and prosthetic vendors must call to obtain prior authorization from Medical Management for
all items. Diabetic suppliesarelimted t o Bayer, Healthfirstés exclusive,
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10.5 Home Healthcare

Healthfirst members are eligible to receive medically necessary home healthcare services provided by a
Certified Home Health Agency (CHHA). Home care providers participating with Healthfirst include CHHAs
maintained by member hospitals, and other contracted CHHAs. For a listing of participating CHHAs, see the
Provider Directory.

67

Services and Eligibility

The services listed below comprise the scope of covered home healthcare benefits:

f
il
l

Intermittent or part-time nursing visits rendered by a registered nurse
Intravenous therapy as ordered by a provider

Home health aide services provided under the direction and supervision of a registered nurse. Other
services to be delivered in the home setting as requested by the PCP or attending specialist and
approved by Medical Management

DME, oxygen, respiratory devices, and other equipment and supplies required to care for the member
in the home

Treatment adherence home assessments for some members on Highly Active Anti-Retroviral Therapy
(HAART) treatment adherence home assessments for some members on Highly Active Anti-
Retroviral Therapy (HAART)

In order to be eligible to receive home healthcare services, members must meet all of the following
criteria:

be confined to the home
be under a plan of treatment established and periodically reviewed by a provider

be in need of intermittent skilled nursing care, physical therapy, speech therapy, or, in certain
situations, occupational therapy

Responsibilities of Certified Home Health Agencies

All participating CHHAs must complete the following steps when providing care for Healthfirst members.

1

Verify member eligibility through eMedNY for Medicaid members or by calling Member Servicesat
1-866-463-6743

Develop a treatment planbasedon an assessment of the menmabdkr 6s

social needs

Obtain the signature of the provider who initially recommended home healthcare services on the
treatment plan

Call Medical Management at 1-888-394-4327 for prior authorization of services

If changes to the treatment plan are required within the period for which home health services have
been approved, the CHHA will notify the PCP or specialist and will contact Medical Management to
obtain further authorization

If the duration of the home healthcare service period needs to be extended, the CHHA shall notify the
treating provider and shall obtain authorization from Healthfirst for the extension. Healthfirst will also
notify the PCP or specialist of authorized changes

If DME is required as part of the approved treatment plan, the CHHA shall request separate and
simultaneous prior authorization of the home healthcare treatment plan and associated DME and/or
home infusion therapy from Healthfirst

Issue the Healthfirst Notice of Noncoverage to Medicare members two (2) days prior to end of
services and retain a signed copy of the notice. CHHA must provide Healthfirst with notice by close of

phy.
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business when requested for QIO appeal. The provider shall be responsible for those services in
which the Notice of Noncoverage is not issued to the member with the appropriate signatures within
the required time frames.

Prior Authorization Process: General Guidelines
Home healthcare providers are responsible for obtaining authorization from Medical Management before

providing services. Home healthcare services mustbec oor di nat ed wi th the member ds

specialist in accordance with the prescribed plan of care. It is expected that home care providers will inform
members under their care about specific healthcare needs requiring follow-up and will teach members
appropriate self-care and other measures to promote their own health. Medical necessity guidelines are used
to determine the appropriateness of setting for home healthcare. Home healthcare services requested solely
for convenience, for activities of daily living, or that are custodial in nature are not a covered benefit.

Please note: If the only service required is venipuncture, it will not qualify for the Healthfirst Medicare Plan
home health benefit. Insulin shots for members who are incapable of self-administration are a covered benefit
in the home.

Healthfirst members may be referred for home healthcare services by PCPs, specialists, or hospital discharge
planners by one of the following methods:

Referrals to Hospital-Owned or Hospital-Operated Home Health Agencies

When a Healthfirst member is referred to a participating hospital-operated home health agency for home care
services, the referral must be made by the member ds
planner with approval from the appropriate provider. Referral policies and procedures are based on the

current home healthcare referral process of the participating hospital. Home care services must be pre-

authorized by Healthfirst.

Referrals to Other Contracted Certified Home Health Agencies

When a Healthfirst member in Nassau or Suffolk County is referred for home healthcare or home infusion
services to a contracted CHHA other than a hospital-owned or operated agency, the referring provider must
contact Medical Management at 1-888-394-4327 to pre-authorize services through a participating home

PC

heal th agency. Medi cal Management staff will work with

participation status with Healthfirst and to direct the referral to the appropriate individual responsible for
developing a plan of care and initiating services.

Personal Care Servicesd Medicaid, CompleteCare and AbsoluteCare

Healthfirst Personal Care Services provides qualified members with partial or total assistance with personal
hygiene, dressing and feeding, and nutritional and environmental support functions. Such services must be
essential to the maintenance of the memberds health
Healthfirst in accordance with the regulations of DOH; ordered by the attending provider based on an
assessment of the beneficiaryds needs; provided by
supervised by a registered professional nurse.

There are two levels of personal care services:

1 Level | services are limited to the performance of environmental and nutritional functions, including
dusting, vacuuming, dishwashing, shopping, laundry, and meal preparation and Healthfirst
confidential and proprietary information. Unauthorized use, disclosure or reproduction is strictly
prohibited.

1 Level Il services include Level | services and personal care functions such as assisting members with
bathing, grooming, bathroom and/or bedpan routines, walking, transferring from bed to chair or
wheelchair, and assistance with self-administration of medications.

10.6 Dental

Dental services for Healthfirst members are provided and managed by DentaQuest, a delegated vendor that
maintains a comprehensive network of dental providers. Healthfirst Medicare members should refer to their
Evidence of Coverage (EOC) to determine the extent of their dental benefit. Members may access any

a
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network dental provider without a referral. To assist a member in obtaining dental services, please contact
Healthfirst Member Services at 1-866-463-6743. Members may contact Healthfirst Member Services
or DentaQuest Member Services at 1-800-508-2047 if they have questions regarding dental benefits.

In addition to providing primary care dental services, the network includes specialty care dental providers
such as orthodontists, endodontists, and oral surgeons. These providers see Healthfirst members without a
referral but with approvals obtained from the delegated vendor. In general, the oral surgery performed by
these providers is done in the pr dadtheextrdcton aimpactede
wisdom teeth; however, there may be oral surgery cases involving small children that must be performed
under general anesthesia in a hospital setting. In these situations, the delegated vendor authorizes the oral
surgery and reimburses the surgeon, but the hospital and anesthesia service component of the treatment
must be pre-authorized by Healthfirst. This may be handled through communication initiated by either the
hospital or the membero6s PCP.

In situations when oral surgery is required to treat medical problems such as head and neck cancers, a

referral from the memberés PCP to the oral surgeon

obtained from the Healthfirst Medical Management department. In these cases, all services are authorized
and reimbursed by Healthfirst.

HIV-positive members may select an HIV specialist dentist by contacting the DentaQuest Dental Member
Service Department at 1-800-508-2047.

Members may call Healthfirst Member Services with any questions at 1-866-463-6743.

10.7 Routine Vision

Healthfirst Medicaid and Medicare members are entitled to routine eye examinations and eyeglasses
provided through Davis Vision, a delegated vendor. Members may access these services without a referral
from the PCP by making an appointment and presenting their Healthfirst identification card at the office of the
appropriate vision care provider. Information on the vision care benefits and the vision care network is
provided in the Member Handbook and in the Provider Directories.

Healthfirst Leaf Premier members are entitled to routine eye examinations and eyeglasses provided through
Davis Vision. Members may access these services without a referral from the PCP by making an appointment
and presenting their Healthfirst identification card at the office of the appropriate vision care provider.
Healthfirst Leaf members ages 19 and under (pediatric) are entitled to routine eye examinations and
eyeglasses provided through Davis Vision. Pediatric members may access these services without a referral
from the PCP by making an appointment and presenting their Healthfirst identification card at the office of the
appropriate vision care provider.

Information on vision care benefits and the vision care network is provided in the Member Handbook and in
the Provider Directories. Members may contact Davis Vision at 1-800-753-3311.

10.8 Hospice T Medicaid, Personal Wellness Plan, CHPIlus, Leaf
Plans, Commercial, and Medicare

Hospice care requires prior authorization and is covered by Healthfirst for Medicaid, Personal Wellness Plan,
CHPIlus, Leaf Plans, and Commercial members. Hospice is not covered under our Medicare product offerings.
Hospice is a coordinated program that is designed to provide comfort and alleviate the pain of symptoms
connected with a terminal iliness. This benefit is covered directly by Medicare fee-for-service for Healthfirst
Medicare members and must be elected by qualifying individuals. Prior authorization is required from fee-for-
service Medicare. Since the hospice benefit is covered directly by Medicare for Healthfirst Medicare
members, these members will continue to be covered through Healthfirst for treatment for conditions other
than the terminal illness.

The hospice benefit covers provider services; nursing care; pain and symptom management; physical,
occupational, and/or speech therapy; home health aide services; homemaker services; counseling; short term
inpatient care; and respite care.

Under the Medicare Hos pi c e thaéttheiedividual has a meslicahprognadislofysix i | | 0
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months or less if the illness runs its normal course. The beneficiary (or his or her representative) must file and

sign an election statement with the particular hospice. Additionally, the Social Security Act requires that the

individual or representative electing hospice must acknowledge that he or she has been given a full
understanding of the palliative rather than curative n
terminal prognosis; and must acknowledge that he/she waives the right to payment of standard Medicare

benefits for treatment of the terminal illness and related conditions. If a Healthfirst Medicare member meets

the following criteria, he or she should consider electing Medicare 6 s hospi ce servi ces:

A Member must be entitled to Medicare Part A
A Member must have a terminal illness as certified by their PCP

A Member must have a life expectancy of less than six (6) months

A Member must waive the right to receive treatment for the terminal condition from any provider other
than the hospice and attending providers

Hospice service for a Healthfirst Medicare member is covered under Original Medicare, not under the
Healthfirst Medicare Plan.

10.9 Transportation

Emergency Transportation

All Healthfirst members are eligible for emergency transportation benefits. To obtain emergency
transportation to the nearest emergency facility when there is a life-threatening situation, dial 911.

Transportation for Newborns (Medicaid)

Healthfirst covers transportation of newborns from the birth hospital to a Regional Perinatal Care Center

(RPCC) for neonatal services. RPCCs directly arrange for one-way transport of newborns to the RPCC, and

this service should be billed as rate code A0225 for an enrolled newborn or the newborn of an enrolled

mot her. Transport from the RPCC to the hospital is arr
RPCC, and is billed by the transportation vendor as a routine transportation service.

Public Transportation

Participating PCPs, OB/GYNs, behavioral health providers, dental providers, and hospital facilities are

responsible for distributing a round-trip MetroCard, or its equivalent, for each verifiable visit for Medicaid

services. PCPs, OB/GYNs, and hospital facilities are also responsible for distributing a round-trip MetroCard,

or its equivalent, for specialty care services. If services are provided at a hospital, the member must present

hi s/ her Healthfirst card and pr daran$poriation caandinator loeforent er / vi s
reimbursement is given. Reimbursement for public transportation is available (in MetroCards) regardless of

the memberds proximity to the service site.

If it is essential that an escort(s) accompany the member in need of care or if a child accompanies a
parent/guardian, a round-trip MetroCard will be provided for each escort. There is no limit to the number of
escorts who may accompany a member.

All provider MetroCard transportation forms should be mailed to LogistiCare for reimbursement. Providers
should call LogistiCare at 1-877-564-5925 for details and instructions for reimbursement deliveries.
Special Program for Medicaid Members

This program offers free car service to qualified Healthfirst Medicaid members who need the following
services:

1 Prenatal visits T Only if in the first trimester of pregnancy (0 to 3 months) or first prenatal visit within
forty-two (42) days, or six (6) weeks, of enrollment with Healthfirst

9 Postpartum visit i Only if within 21 (twenty-one) to 56 (fifty-six days), or three (3) to eight (8) weeks,
after delivery
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1  Well-child visits and immunizations:
9 Offered for members up to 24 (twenty-four) months old (total of six [6] round trips)
o Two (2) weeks after birth

0 Six (6) weeks after birth
1 One (1) round trip every two (2) months thereafter for a maximum of six (6) round trips

To access this service, members in Nassau, Suffolk, and Westchester should call Member Services at 1-866-
463-6743. Members in the New York City area should contact LogistiCare at 1-877-564-5925.

Nonpublic, Non-emergency Transportation

If a member has a non-emergent medical condition but requires an ambulance, ambulette, stretcher

ambulette, or livery service to access medical care, the PCP, OB/GYN, behavioral healthcare, or dental

provider must notify Member Services (for all Medicare and Medicaid members outside New York City) or

LogistiCare (for Medicaid and Essential Plan members in New York City) 48 hours before the transportation is
required. Member Services will arrange for appropriate
Member Services is staffed Monday to Friday, 9am to 6pm, and can be reached by calling 1-866-463-6743.

The after-hours service maintained by Healthfirst has instructions for assistance with transportation needs.

LogistiCare can be reached at 1-877-564-5925 to schedule transportation for Medicaid members in New York

City.

Ambulance, Ambulette, and Livery Providers

Transportation providers who wish to have written confirmation that transportation was approved and
arranged by Healthfirst have the option to request documentation on a Transportation Arrangement Form. To
receive this form on a regular basis, transportation providers should contact their Network Representatives.

See Appendix IX for copies of all transportation forms.

10.10 Custodial Long-Term Care Placement

If a Healthfirst member is enrolled with Community Medicaid and is being placed for custodial services, the
Nursing Home must contact Healthfirst immediately to obtain authorization.

Healthfirst will provide the authorization for custodial care and the MAP 2159i form.

As per the DOH guidelines, The Nursing Home is responsible for compiling all required documentation, as
part of the request for custodial eligibility and application, and submission to LDSS/HRA within 90 days from
the start date the member is authorized for custodial care including the following documents:
1 2159i 7 Notice of Permanent Placement Medicaid Managed Care
1 MAP 648P i Receipt for Submissionofi Request o from Residential Health
submit 2 copies i 1 copy will be returned to the RHCF as a receipt
DOH 422071 Access NY Health Care
DOH 4495A 7 Supplement A
MAP 2123 - Statement in support of claim
MAP 30431 Authorization to Apply for Medicaid on My Behalf
MAP 3044 1 Facility Submission of Application on Behalf of Consumer
MAP 258M - Medicare Buy-In
OCA-960 i Authorization for release of Health Information Pursuant to HIPAA
Patient Review Instrument (PRI) 1 Pages 1-4
Must submit a New Application for active in NYSOH (Health Benefits Exchange)
clients

=4 =4 =4 -8-8_-4_9_9_-9

If applicable:

1 LDSS 486T - Medical Report Form
1 LDSS 1151 - Disability Interview Form
1 Signed HIPAA Releases (3 blank copies)
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1 MAP 252F - AIDS Medical Form
1 MAP 259D - Discharge Alert & MAP 259H i Intent to Return Home

You may submit completed applications online through the Eligibility Data and Image Transfer System
(EDITS) by registering with the MAP Authorized Resource Center (MARC).

If your facility is located in New York City, you can also mail applications to:
Medical Assistance Program

Nursing Home Eligibility Division

P.O. Box 24210

Brooklyn, New York 11202-9810

If your facility is located in Westchester, Nassau, or Suffolk counties, you may mail applications to your Local
Department of Social Services. For your local department of services address please visit
www.health.ny.gov/health _care/medicaid/ldss.htm.

Note: The nursing home facility must provide proof (see section below) to Healthfirst that the application was
submitted to HRA/LDSS. Please note, Healthfirst may recoup reimbursement made for any period of
eligibility.

Proof of Submission Requirements

Paper Submitters: Nursing homes must send two copies of the MAP-648P form to LDSS/HRA. LDSS/HRA
will return a copy to the nursing home as proof of submission. The nursing home must email a copy of this
form to: NursingHomeHF@Healthfirst.org.
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Daparimenl ol

Human Resources
SUBMISSION OF REQUEST FROM RESIDENTIAL HEALTH CARE M Administration

FACILITIES (RHCF) Sacil Eervices
MAP-E48Dp 10¥A02015
FROM: LHIIBED To:
qu—r\r L=} B = =
Human Resources Administration
ADDRESS Medical Assistance Program
Mursing Home Eligibility Division
[¥1n) al/IE i | 2] P.0. Box 24210
Brooklyn, NY 11202-8810
PROVIDER ID

Manual Submitters: Send two copies of this form in order to receive a retumn receipt as an acknowledgement of request.
EDITS submitters will receive an electronic netification.

MAME OF APPLICANT [LAST, FIRST) CIN DATE OF RHCF ADMISSION

REQIJESTED MEDICAID COVERAGE START DATE DOES RESIDENT HAWE A SPOUSE LIVING IN THE COMMUNITY?
0 Yes 1 ke

Date of Hospital Admission: or O Direct From Community to Mursing Home

Your submission will not be accepted unless all listed items in the first column are attached.

(O MEW APPLICATION: Applicants whoe did net | Where applicable, submit documentis) from list below
have active Medicaid coverage at the time of Mursing

Facility admission. « MAP-258m, Medicare Buy-In Eligibility Review

ODOH-4220, Application For Medical ~ Assistance | | wias seon Discharge Alert
and DOH-4405A, Supplement A . Hischarge
OFRI {Pages 1-£) = MAP-250h, Intent to Retum Home
© 29 Days of Short Term Rehabilitation -XI.MF-?HF'. Consent to Release Information

& COMVERSION: Applicants who have Community |* ‘005 NS5 SNF Prior Approval - CHIF Approval Included
Medicaid coverage at the time of Mursing Facility . . o
admission. MAP-2150i, Notice of Permanent Placement Medicaid Managed

Care

QDOH 44054, Supplement A

Epm {Pages 1-4) For applicants under age 63 and not blind with

income over 138% of the Federal Poverty Lewel (FPL)
¥ 20 Days of Short Term Rehahilitation
= "LDS5-436T, Medical Report For Determination Disabdity

O MAMAGED LONG TERM CARE (MLTC)
CONSUMERS WHO HAVE HAD 30 DAYS OR
MORE OF ALTERMATE LEVEL OF CARE
(ALOC)IN A HURSING HOME OR HOSPITAL

= "LD35-1151, Disability Interview

OOOH 44854, Supplement A

2 OPRI (Pages 1-4)

MAP-B45p 102072015 Pagelora

EDI TS will receCaseStatua d e |

ing
EDITS. The nursing home must

EDITS Submitters: Submi t t er s u
Hi storyo response for

NursingHomeHF@Healthfirst.org.

S
m

LDSS/HRA has forty-five (45) days from the date of application to complete the eligibility determination,
including 60 months and look-back period and transfer of asset rules.

For SSl individuals, if a disability determination is required, the district has 90 days from the date of
application or request for an increase in coverage to determine Medicaid eligibility. The district may exceed
these time periods if it is documented that additional time is needed for a consumer, to obtain and submit

ect
em
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required documentation.

NAMI Member Billing

If applicable, the net available monthly income (NAMI) that an institutionalized individual must contribute toward the cost of nursing home
care will be billed to the member at the member’s residence. For questions pertaining to collection of NAMI, call the appropriate Member
Services number as listed in this QRG.

Once HRA/LDSS approve eligibility and determine NAMI amount it will be documented on monthly Nursing
Home Report (specialty) file.

Authorization Requirements

Nursing Home facilities must obtain authorization from Healthfirst before providing nursing facility services to
an eligible Healthfirst member.

fAut horization may be requested by cTeamt acti ng Healthf

THealthfirst must be informed when any change to an authorized admission occurs

Important Contact Information

PROVIDER SERVICES AUTHORIZATIONS MEMBER SERVICES
P.O. Box 5168 P.O. Box 5166 P.O. Box 5165
New York, NY 10274-5168 New York, NY 10274-5166 New York, NY 10274-5165
1-888-801-1660 Medicaid Medicaid
Fax: 1-646-313-4634 1-888-394-4327, option 5 1-866-463-6743
Monday through Friday Monday through Friday Monday through Friday
9am to 5pm 8:30am to 5:30pm 8am to 6pm
hfprovsrvs@healthfirst.org Medicare
Medicare/LIP AssuredCare (AC)
1-866-463-6743 CompleteCare (CC)
CompleteCare (CC) Life Improvement Plan (LIP)
1-866-237-0997 1-888-260-1010
Senior Health Partners (SHP) 7 days a week, 8am to 8pm
1-800-633-9717 P.O. Box 5165
Monday through Friday New York, NY 10274-5165
8am to 6pm Medicaid/Medicare
TTY: 1-888-542-3821 TTY: 1-888-542-3821
TTY (Spanish): 1-888-867-4132 TTY (Spanish). 1-888-867-4132

Senior Health Partners
1-800-633-9717
TTY: 1-888-542-3821
TTY (Spanish): 1-888-867-4132
Monday through Friday
8am to 6pm

Bed Hold Authorization
The nursing home must notify Healthfirst when a bed hold authorization is required.

Reserved bed days related to leaves of absence for temporary hospitalizations shall be made at 50% of the
Medicaid FFS rate for a maximum of 14 days in a 12 month period.

Reserved beds related to non-hospitalization leave of absence (therapeutic leave) shall be at 95% of the
Medicaid rate for a maximum of 10 days in a 12 month period.

Access to Care and Quality

Healthfirst closely monitors and coordinates the care for members who are typically frail and have multiple,
chronic conditions that reside in nursing facilities that require long term care.

Patient care after placement:
1 Person Centered Care Plan

1 Healthfirst arranges for UAS-NY assessment every 6 months or when enrollee condition changes
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1 Coordinates with NH to share assessment data

Healthfirst may review for service coverage and medical necessity
Healthfirst reauthorizes stay under concurrent review at identified intervals

Healthfirst ensures enrollee has a PCP

=A =4 =4 =4

Healthfirst arranges for other covered services enrollee needs Communication and Coordination
of Care:

1 The nursing facility must inform Healthfirst care management of a change in member Status and
Sentinel Event in order to assure UAS assessment.

1 The nursing facility must inform the Healthfirst care management of member discharge to the
community

1 For any issues regarding the MAP 2195i form please contact the Healthfirst at
NursingHomeHF@Healthfirst.org

Discharge Planning

If a member chooses to transition back to the community, the Care Management team will work to assure the
following:

T Coordinate a for mal patient centered discharge pl ar
nursing facility to develop and ensure a safe and appropriate discharge plan back into the community.

1 Nursing Facility must work with Healthfirst to reinstate community LDSS coverage

91 Ensure that appropriate community supports are in place prior to discharge.

Billing Guidelines

The Billing Guidelines are located online at our website, www.healthfirst.org.

11. EMERGENCY CARE

_____________________________________________________________________________________________________________________________|
11.1 Emergent Care

Healthfirst members are covered for inpatient and outpatient emergency care services within the Healthfirst
geographic service area and also when members are traveling in or visiting out-of-area locations.

Emergency services are reimbursed when an emergency medical condition exists or when a Healthfirst

provider instructs the member to seek emergency care either in- or out-of-network as is appropriate to the

member s situation. Services must be pr oldfiedderendeby f aci |
emergency medical care.

PRIOR AUTHORIZATION FROM HEALTHFIRST IS NEVER REQUIRED FOR REIMBURSEMENT OF AN
EMERGENT MEDICAL CONDITION.
Definition of an Emergency Medical Condition

As set forth in Section 4900(3) of the New York State PublicHeal t h Law, an fiemergency <cor
medical or behavioral condition, the onset of which is sudden, that manifests itself by symptoms of sufficient

severity, including severe pain, which a prudent layperson, possessing an average knowledge of medicine

and health, could reasonably expect the absence of immediate medical attention to result in:

A Placing the health of the person afflicted with such condition in serious jeopardy or, in the case of a
behavioral condition, placing the health of such person or others in serious jeopardy

A Serious i mpairment tluoctichaich personés bodily
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A Serious dysfunction of any bodily organ or part of such person

A Serious disfigurement of such person

Emergency Guidelines

When a Healthfirst member presents in the emergency room for care, the hospital is responsible for providing
medically necessary and appropriate treatment. The hospital must contact the PCP as soon as possible to
obtain clinical information that may be necessary to provide appropriate treatment.

If a member presents in the emergency room with a non-emergent condition, the hospital should contact the
PCP and document that contact. The hospital is then responsible for deciding and carrying out the necessary
and appropriate course of action. Referral to the PCP for non-emergency treatment may be arranged.

If the PCP is referring the member for emergency care, the PCP should send the member to his or her
assigned hospital whenever possible or to the emergency room of the closest hospital. The PCP should
contact the emergency room by telephone or fax to provide necessary medical information.

Members should be instructed t eup,wieehappropriatecafterane PCP6s of
emergency room visit. If the member has received emergency care and the follow-up care cannot be safely

postponed until the member returns, the member should be instructed to seek follow-up care from the

appropriate out-of-area provider.

Emergency Inpatient Admissions

For emergency admissions, prior authorization is not required, but the treating facility or physician must
contact Healthfirst within 48 hours of the admission or as soon as possible to ensure proper post-stabilization
care and discharge planning. Providers should contact Utilization Management via the telephone and fax
numbers listed in Section 1 or through the Healthfirst Information Exchange.

I n addition, hospitals are responsible for contacting
and to obtain any relevant information regarding the member 6 s condi ti on, past medi cal
relevant information. Healthfirst PCPs who practice in private, community-based settings and do not have

admitting privileges at Healthfirst hospitals (Level 11l providers) should contact their hospital liaison to arrange

for admission to the appropriate participating hospital in emergency situations as well as in elective cases.

If a Healthfirst member is hospitalized for emergency care in a nonparticipating institution, Healthfirst will

cover the cost of the emergency services and the cost of all medically necessary inpatient days until such

time as the member may be safely transported to a part
with staff at both hospitals to arrange the transferwhen t he member 6s attending provi

11.2 Urgent Care

Definition of Urgent Medical Condition

Urgent medical conditions are defined as those illnesses and injuries of a less serious nature than
emergencies but that require servicestopr event a serious deterioration of a
be del ayed without i mposi ng-bengduastltheimsnbertither tetaras totlemb er 6 s
Healthfirst service area or until the member can secure services from his or her regular provider.

If the member is within the Healthfirst geographic service area and an urgent medical situation arises, he or

she should contact the PCP for to obtain care on an urgent basis. The PCP may have the member seen in his

or her office or may refer the member for treatment of an urgent, but non-emergent condition in an Urgent

Care Center. If the PCP refers the member to a nonparticipating urgent care center or provider, an

authorization from Healthfirst is required. The PCP should document this contact with the member as well as

the recommended course of action in the-ofhaeamdtatine medi c
urgent care services are required, the PCP should be contacted as soon as possible for direction, but the

member should seek appropriate care in the immediate location.
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Medically necessary emergency services and medical care for stabilizing or evaluating an emergency
condition are not subject to prior authorization. If a member believes that a medical emergency exists, he/she
should go the nearest emergency room or call 911 for assistance.

12. Medical Management
I

12.1 Program Overview

The Healthfirst Medical Management Program has been designed to maximize the quality care delivered

to Healthfirst members. The program focuses on assisting providers in collaboration with
members/caregivers in planning for, organizing, and managing the healthcare services provided to Healthfirst
members to promote member health and well-being. Information and data collected through medical
management procedures are used by the Medical Management department to properly allocate resources
and to foster efficient and effective care delivery. The Medical Management program emphasizes
collaboration with network providers, contracted vendor organizations, and other Healthfirst staff to ensure
that high-quality healthcare is provided at the most appropriate level by the most qualified panel of providers.

The Medical Management department is responsible for the following areas:
9 Authorization and Notification Processes
1 Continuity of Care
1 Concurrent and Retrospective Review
I Care/Disease Management

Each of these program components, with the exception of Care/Disease Management, is discussed in detail
in the following subsections of Section 12. The Healthfirst Care/Disease Management Program is described in
Section 13 of the Healthfirst Provider Manual.

12.2 PCP-Directed Care

For Medicaid, Medicare, and CHP members, providers do not need to submit referrals to Healthfirst for
approval when referring to participating providers in the Healthfirst network.

For members enrolled under the Healthfirst Leaf Plans, the PCP or OB/GYN provider must submit electronic
referrals for all specialist visits. There are some exceptions to the referral requirements for Leaf Plan
members. See subsection 12.3 for a list of referral requirements and exceptions.

However, there are no non-emergent, out-of-network benefits for any plan, and the provider must obtain
approval from Healthfirst's Medical Management department if the provider wishes to refer a member to a
nonparticipating provider. See subsection 12.5 on how to refer members out of network.

General Guidelines
The following guidelines may assist in ensuring referrals are appropriately managed:

Members should be referred to specialists who can best communicate with the member in accordance with

the principles of cultural competence. This is to ensure optimal communication between providers and

members of various racial, ethnic, and religious backgrounds, as well as disabled individuals. For example,
members should be referred to specialists who speak
speak or understand English. The Provider Directories provide data on languages spoken by the provider, as

well as other relevant information. Or you may contact Medical Management for assistance.

Specialists may assume primary care responsibility for members with life-threatening, degenerative, or
disabling conditions requiring prolonged specialty care services. In certain cases, it is more effective for a
specialist or specialty care center to manage the full spectrum of care for a particular member. Under these

circumstances, theldenmbant@asctPOGRdII tal Management to
and specialty care services to be coordinated and managed by a designated specialty care provider with
expertise in the memberds condition.

If possible, the PCP, OB/GYN, or the office staff should assist the member in making appointments with

t
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specialists and should provide directions to the speci
compliance with specialty referrals and for obtaining prompt access to specialty services for members

requiring urgent care. Medicaid members and certain Medicare members are entitled to transportation

assistance. Please see Section 10 for additional details.

Ancillary Services

The PCP or specialty care provider may refer a member for ancillary services, such as laboratory or routine x-
ray services, by filling out a prescription to order these services.

Prior authorization from Healthfirst-delegated entities including, but not limited to, radiology, dental, vision
care is required. Refer to Section 10 and Appendix XI for additional information on this process. Please refer
to Appendix XI-B for Leaf Plan provider authorization requirements.

Behavioral Health and Chemical Dependency Services

Members may self-refer to a participating Behavioral Health Specialist for assessment or treatment of a
mental health or substance use disorder. Healthfirst members may obtain assistance regarding behavioral
health services by contacting the Behavioral Health Unit at 1-888-394-4327.

Authorization for routine in-network outpatient behavioral health services is not required. Please note that
admissions and the following outpatient services: ECT, neuropsychological testing, partial hospital program,
intensive outpatient treatment, and day treatment, are subject to utilization and medical-necessity review to
ensure that the most appropriate treatment and level of care is being provided. Authorization from the
Healthfirst Behavioral Health Unit or the delegated behavioral care management organization is required.

Obstetrical Services

Healthfirst does not require female members to obtain referrals before accessing routine gynecological care.
In accordance with NYS prenatal care regulations (10 NYCRR Part 85.40), Healthfirst provides
comprehensive prenatal care services to its members, including but not limited to prenatal risk assessment,
health education, mental health and related social services, labor and delivery, and post-partum care.

During pregnancy, the obstetrician assumes the responsibility forcoor di nat i ng and managing
care. The OB/GYN may treat and/or make specialty referrals for any medical conditions arising during

pregnancy without referring the member back to her PCP; however, if iliness or injury occurs that is unrelated

to the pregnancy, the OB/GYN should refer the member to her PCP for further evaluation and treatment. In

addition, when caring for a high-risk pregnant member, the provider should register the member in the

Obstetric Care Management Program by calling the Obstetric Care Manager at 1-888-394-4327.

12.3 Authorization of Services

General Requirements

Ot her than for emergency care, providers must obtain p
Management department for acute inpatient admissions; selected outpatient procedures and services,

including certain ancillary services; and all out-of-network care. Prior authorization may be requested by the

member 6s PCP or by the specialist. These requirements

The following information must be supplied when requesting prior authorization of services:

A Member s name amdmb¢teal t hfirst | D
Attending/requesting pr onumberer 6s name and tel ephone
PCP& s (if montlee attending/requesting provider)

Diagnosis and ICD-10 Codes

Procedure(s) and CPT Code(s) and procedure date(s)

Do Do Do Do Do

Services requested and proposed treatment plan



NY Provider Manual

A Medical documentation to demonstrate medical necessity
A For inpatient admissions: hospital/facility name, expected date of service, and expected length of stay.

Please be sure that ALL of the above information is included when you submit a request for prior
authorization. If you are calling in the request, please have the information available when you call Utilization
Management.

Healthfirst Level Il PCPs who do not have admitting privileges at a Healthfirst hospital must contact

Heal t hfirstds Util i zat iarangeNo eleatiyecadneissions. th ¢hpsa sithatioasnthe t o
PCP, not the admitting liaison, is responsible for obtaining prior authorization.

Please note that adverse determinations will be made by a clinical peer reviewer.

Standard Timeframes for Prior Authorization Determinations

Utilization Management will make a preauthorization determination within three (3) business days of receipt of
all necessary information to make the determination. Providers may take up to fourteen (14) calendar days to
provide this necessary information for Medicare and Medicaid member request for prior authorization. For
Healthfirst Commercial Leaf Plan members, providers have forty-five (45) calendar days from the request for
information to provide the necessary information. If, after review of the requested information, the request
does not meet medical necessity criteria or meet benefit coverage limits, the request is forwarded to the
Clinical Peer Reviewer for an adverse determination. If the requested information needed to make a
determination has not been received by the plan, the request will be forwarded to the Clinical Peer Reviewer
for an adverse determination. The provider will have the opportunity to request an informal reconsideration of
the adverse determination for Medicaid and Commercial Leaf and formal appeal of the adverse determination
for Medicare.

If Healthfirst fails to reach a determination within the Service Authorization Determination timeframes noted in

this section, it is considered an adverse determination subject to appeal., Healthfirst will send notice of the

Adverse Determination to the enrollee. Notices of determination decisions are issued to the requesting
provider, the member, or the membero6s repredsmsetvieesi ve a
is valid for 90 (ninety) days from the date of issue for most medical/surgical services.

After requesting an authorization, providers are given a notification number that can be used to obtain
authorization status. Authorization status may be checked at hfproviders.org. Please allow up to 24
(twenty-four) hours after the authorization is issued for it to be posted on the website.

Expedited Determinations

A Healthfirst member or provider may request an expedited determination regarding service authorization
under the following circumstances:

AThe request is for healthcare services or additional services for a member undergoing a continued course of
treatment.

AThe standard process would cause a delay thatposesa ser i ous or i mmi nenhealthhr eat
AThe provider believes an immediate determination is warranted.

All requests for expedited determinations must be made by contacting Utilization Management at 1-888-394-
4327 and faxing documentation containing support for the expedited determination to 1-646-313-4603.

I f Healthfirst determines that a memberds request does
the request will be processed automatically under the standard timeframes indicated above, and the member

wi || be notified verbally and in writing of this decis
for an expedited determination, Healthfirst must expedite the process. The provider/member requesting the
expedited organization determination request wil!/ be n

(seventy-two) hours of receipt of the request, and written notice will follow for Healthfirst Commercial and
Medicare plan members and within 72 (seventy-two) hours for all other Healthfirst plans.
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Authorization of Inpatient Admissions: Elective Admissions

All elective inpatient admissions require prior authorization. This applies to hospital admissions for
medical/surgical services, as well as to facility admissions for inpatient behavioral healthcare and substance
abuse services, as well as to Skilled Nursing Facility and Acute Rehab admissions. The prior authorization
process allows for pre-admission review of the proposed hospitalization.

Elective admissions must be scheduled in advance of the hospitalization. The admitting provider must contact
Utilization Management at 1-888-394-4327 for prior authorization no later than seven (7) days before
admission. The admitting provider must obtain an authorization number from Utilization Management for an
approved admission. This number must be included on all claims submitted in relation to the admission. If
guestions arise during the prior authorization review as to the appropriateness of the admission, the case will
be referred to the Healthfirst Clinical Peer Reviewer for determination. If the requested admission is not
approved, the provider may work with Utilization Management to initiate an appeal. The appeal process is
discussed in Section 15 of the Healthfirst Provider Manual.

Emergency Admissions

Al emergency admissions, including admissions in whic
office to the hospital for immediate admission, require notification to Healthfirst. Hospital staff must contact

Utilization Management within 48 hours of the admission or on the next business day following a weekend

admission. However, prior authorization from Healthfirst is never required for emergency admissions. The

staff must provide Utilization Management with details regarding the admission, including the same data

elements required for prior authorization of inpatient care as listed in this section. Notification from the

me mb er 6 s dMmiltiRg pooviderds also acceptable. Providers may call Utilization Management at 1-888-

394-4327 or fax information to 1-646-313-4603.

12.4 Out-of-Network Services

At times, a Healthfirst member may require healthcare services from a nonparticipating provider. These

situations may arise for reasons of medical necessity or because a particular service or specialty is not

available within the Healthfirst network. When this occurs, our Utilization Management department should be

contacted at 1-888-394-4327, Monday through Friday, 8ami 5:30pm. Our staff will obtain the clinical
information needed to address the memberds specific he
regarding whether or not out-of-network care can be supplied by an in-network provider and whether the

requested service(s) are medically necessary. Healthfirst will inform you of its decision within three (3)

business days of receiving all the information needed to make a decision. Out-of-network care for all plans

must be approved by Utilization Management, which evaluates the case in conjunction with the attending
practitioner and the memberdés PCP.

When a Healthfirst member is referred for out-of-network inpatient hospitalization, the hospital must:
AMerify the member 6 ofadmissiog;i bi | ity at the ti me

AContact Utilization Management to verify thatt he member 6s schedul ed admi ssi on
and to obtain the authorization number for submission with the claim.

Out-of-network services will not be covered in any Healthfirst plan except for emergency services or services
authorized by Healthfirst. Healthfirst members who opt to receive elective out-of-network services without
authorization will be held liable for the cost of those services.

Participating providers who knowingly and routinely refer Healthfirst members to nonparticipating providers for
non-emergent services may be determined to be in breach of their participation agreement and be subject to
termination.

If a Medicare member is referred to an out-of-network provider by an in-network provider, this is considered
plan-directed care, and the member will be held harmless except for any copayment responsibility.

Heal thfirst members enrolled in Healthfirstods IMangli cai d
who receive unauthorized care or emergency services from a nonparticipating provider and receive a
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Asurprise bill,o as defined in the New York Financi al
nonparticipating provider and be held harmless for any cost in excess of the amount they would have paid for
services if they had been provided by a participating provider.

12.5 Continuity of Care

Healthfirst has policies to address transition periods when a new member is undergoing a course of treatment

prior to enrollment with Healthfirst. This would include treatment with a nonparticipating provider or a

me mber 6s

provider

| eav dlkesetploe i dé &Ist mfrier stequé rwadr bot h

agreements as well as in Section 4403 of the New York State Public Health Law, and are described below.

th a nonpar

ti
fu

assurance

I'n all cases, continuation of care wi
Heal t hfirstds r ei mbur s el.mieemproviderantiseadso agree tedo thefellawing:i n
A Adhere to Healthfi reguirdinentsqual i ty
A Abide by all Healthfirst policies and procedures
A Provide Healthfirst with medical information related to the me mb ecaré s
A Obtain prior authorization from Utilization Management for applicable services
A Agree not -biol ibalt aecmember for servi

ces provided

[all plans] members only). Healthfirst Leaf Plan members may be liable for the cost-sharing amounts
and may be responsible for the cost of noncovered care).

Continuity of Care Guidelines

LOB

New Enrollee

Provider Leaves Network

Medicaid to include
HARP

If a new enrollee has an existing relationship with a
healthcare provider who is
provider network, the contractor shall permit the enrollee to
continue an ongoing course of treatment by the non-
participating provider during a transitional period of up to
sixty (60) days from the effective date of enrollment if the
enrollee has a life-threatening disease or condition or a
degenerative and disabling disease or condition.

If the enrollee has entered the second trimester of
pregnancy at the effective date of enrollment, the
transitional period shall continue for the remainder of the
pregnancy, including delivery and the provision of
postpartum care directly related to the delivery up to 60
(sixty) days after the delivery.

Ninety (90) days or until the Patient Centered Service Plan
(PCSP) is in place, whichever is later, for Long-Term Social
Services at the same level, scope, and amount as you were
receiving

Ninety (90) days for the current care plan or until an
alternate care plan is authorized, whichever is later, for new
enrollees receiving Adult Day Health Care (ADHC) or AIDS
ADHC services. Can keep their service with existing
provider for up to one year, unless the enrollee elects to
change.

The transitional period shall continue up to 90 (ninety)
days from the date the p
obligation to provide se
enrollees terminates; or, if the enrollee has entered
the second trimester of pregnancy, for a transitional
period that includes the provision of postpartum care
directly related to the delivery through 60 (sixty) days
postpartum.

Ninety (90) days or until the Patient Centered Service
Plan (PCSP) is in place, whichever is later, for Long-
Term Social Services at the same level, scope, and
amount as you were receiving.

Ninety (90) days for the current care plan or until an
alternate care plan is authorized, whichever is later,
for new enrollees receiving Adult Day Health Care
(ADHC) or AIDS ADHC services. Can keep their
service with existing provider for up to one year,
unless the enrollee elects to change.

Medicare

For medically necessary treatment associated with a
chronic or serious condition, or other Medicare covered
services, will provide a limited number of visits with
enrollee's current provider or caregiver at the same level,
scope, and amount that they were receiving. Will work with
enrollee and their Primary Care Provider (PCP) to find an
in-network provider that can meet the enrollee's medical
needs.

For the rest of the pregnancy, if the member has entered

If you are undergoing a specified course of treatment
with a provider who leaves our network, we will
authorize a transitional period of up to 90 days from
the date the provider leaves Healthfirst to ensure
continuity of your care and prevent any disruptions in
your treatment plan. In addition, if you are in your
second trimester of pregnancy (more than three [3]
months pregnant) when your provider leaves our
network, we will authorize a transitional period of up
to 60 days postpartum (after the baby is born) to
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the second trimester on the date of enroliment becomes
effective. This includes delivery and the provision of
postpartum care directly related to the delivery for up to 60
(sixty) days after the delivery.

ensure continuity of care.

Complete Care

If the service is regarding a Medicaid-only benefit, the
Medicaid rules apply; otherwise, Medicare rules apply.

If the service is regarding a Medicaid-only benefit, the
Medicaid rules apply; otherwise, Medicare rules
apply.

If the enrollee is in an ongoing course of treatment with a
non-participating provider when their coverage under this
certificate becomes effective, they may be able to receive
covered services for the ongoing treatment from the non-
participating provider for up to 60 days from the effective
date of their coverage under this certificate. This course of

If the enrollee is in an ongoing course of treatment
when their provider leaves the network, then the
enrollee may be able to continue to receive covered

PO | ety and s o scona. | Sercesfor ne angoing reament o th orme
- : participating provider for up to 90 days from the date
the enrollee has entered the second trimester of pregnancy their - o :
. . . p r oradtudl ebligaton ta provide
at the effective date of enroliment, the transitional period - )
. . - . services to them terminates.
shall continue for the remainder of the pregnancy, including
delivery and the provision of postpartum care directly
related to the delivery up to 60 (sixty) days after the
delivery.
The FIDA Plan allows Participants receiving any covered
item or service at the time of the effective date of enroliment
other than nursing facility services or behavioral health
services to maintain current providers, including providers
who are currently out of th
(i.e., non-participating providers), and service levels,
including prescription drugs, until the later of:
For at least 90 (ninety) calendar days after the effective
date of enrollment or
Until the PCSP is finalized and implemented.
Providers are required to continue a course of
The FIDA Plan allows Participants who reside in a nursing treatment until arrangements are made to transition
facility to maintain current nursing facility providers for the the memberds care to ano
duration of the Demonstration. providers are required to continue providing services
to Healthfirst members for a period of 90 (ninety) days|
FIDA The FIDA Plan shall allow Participants who are receiving from the date that they leave our plan.

behavioral health services to maintain current behavioral
health service providers (i.e., participating and non-
participating) for the current episode of care. The IDT may
review a current episode of care to determine whether it
needs to be continued with the behavioral health service
provider that was providing
enrollment in the FIDA Plan. This requirement will be in
place for a period not to exceed two (2) years from the date
of a Participantodos effectiyv
only to episodes of care that were ongoing during the
transition period from Medicaid Fee-For-Service (FFS) to
enrolliment in a FIDA Plan.

The FIDA Plan allows Participants who reside in a
nursing facility to maintain current nursing facility
providers for the duration of the Demonstration.

Standing Authorizations

Healthfirst allows standing authorizations for out-of-n e t wo r k
diagnosis or condition requires ongoing care from a specialist, specialty center, or specialty institution. In

these situations, the PCP or requesting provider must coordinate a standing authorization with the member,
the specialist and Healthfirst.

specialty

care in cases

To arrange this authorization, the requesting provider must call Utililzation Management to discuss the
treatment plan and the need for the extended authorization. When appropriate, Utilization Management, in
consultation with the requesting provider/PCP and the specialist, will issue an authorization designating the
approved number of visits, the services to be rendered, and the time period covered by the standing

authorization.
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In-network specialty care does not require prior authorization when a standing referral is requested by the
member ds requesting provider/ PCP.

Medical Records

When a member selects a new PCP, upon his/her request the formerPCPs houl d transfer the
records to the new provider in a timely manner, thereby ensuring continuity of care.

12.6 Concurrent Review

Healthfirst has implemented a concurrent review program to monitor the allocation of resources during an
episode of care. The program uses evidence-based criteria including, but not limited to, Milliman Care
Guidelines (MCG) and Healthfirst Medical Policies to review services provided to members. These criteria
are available to providers upon request.

Inpatient Concurrent Review

The inpatient concurrent review program comprises three (3) basic components. They are:

1. Admission Review: Admission review is based on clinical information provided to verify the
appropriateness and medical necessity of the hospitalization. Emergency admissions that occur
during weekends or holidays, when Healthfirst is closed, will be reviewed when the office reopens,
and a medical-necessity determination will be made, provided that the hospital has complied with the
Healthfirst notification policy. All admissions are subject to review for appropriateness and medical
necessity, regardless of length of stay. Please refer to Section 12 for more information on this policy.

2. Continued Stay Review: Continued stay review is conducted to re-establish that inpatient
hospitalization continues to be appropriate and medically necessary. Providers requesting
continuation of service authorization will receive a verbal determination, followed by written
confirmation, within one (1) day of Healthfirst receiving the necessary information. The notice will
include the authorized service(s), the number of authorized visits or sessions, and the next expected
review date.

3. Discharge Planning: Discharge planning begins prior to admission for elective admissions. For an
emergency admission, the process begins with the first review of the case. The goal of discharge
planning is to move members efficiently and effectively through the different levels of care required to
manage and treat their medical condition.

Outpatient Concurrent Review

Medical/Surgical/Behavioral Health Services: Outpatient concurrent review focuses on the effective
allocation of resources during an episode of care to ensure that care is provided at the most appropriate level
and is coordinated among all disciplines, that continued benefits exist for the service, and that problematic
cases and quality issues have been identified.

Providers must furnish clinical information to Utilization Management to support continued authorization of
services before the expiration of the authorized treatment period. Providers requesting continuation of
service authorization will receive a verbal determination, followed by written confirmation, within one (1) day
of Healthfirst receiving the necessary information. The notice will include the authorized service(s), the
number of authorized visits or sessions, and the next expected review date.

Community-Based Services Concurrent Review

Community-Based Services: These services, which include Long-Term Services and Supports (LTSS), are
typically ongoing services in the home, with a special focus on either rehabilitation or helping an LTSS-
eligible beneficiary remain in their home. Concurrent review of these services is defined as a request for
continued services, or a request for a change in the level of care. Providers must furnish required
information, which may include clinical information from a treating physician or primary care provider, as well
as progress notes or status reports from an agency providing the services. Some community-based services
may be terminated in accordance with state requirements if the necessary documentation is not received in
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time to perform a concurrent review.

12.7 Retrospective Review

Retrospective reviews are performed after healthcare services have been provided. Healthfirst conducts
retrospective reviews to evaluate the medical necessity for services that were not preauthorized or reviewed
concurrently. Healthfirst will make retrospective determinations within 30 (thirty) days of receiving the
necessary information. Notices will be sent to members on the date of a full or partial payment denial in the
form of an Explanation of Benefits (EOB). All inpatient hospital admissions are subject to review for
appropriateness and medical necessity, regardless of length of stay.

We may reverse a preauthorized treatment, service, or procedure on retrospective review only when:

1 The relevant medical information presented to us upon retrospective review is materially
different from the information presented during the preauthorization review.

1 The relevant medical information presented to us upon retrospective review existed at the
time of the preauthorization but was withheld or not made available to us.

1 We were not aware of the existence of such information at the time of the preauthorization
review.

1 The treatment, service, or procedure being requested would not have been authorized had
we been aware of such information.

1 The determination is made using the same specific standards, criteria, or procedures that
were used during the preauthorization review.

13. Care Management
_____________________________________________________________________________________________________________________________|

13.1 Overview for all Healthfirst Members

Medical Management brings added value to our members by providing proactive and comprehensive care
management and outreach for those diagnosed with high-risk conditions, ilinesses, and special situations and
needs. Our collaborative process of assessment, planning, facilitation, and advocacyd coupled with a
comprehensive portfolio of programsd helps our members better manage their overall health and well-being
and navigate the complexities of the healthcare system.

Care Management encompasses a variety of clinical, outreach, and educational programs that cover:
A Complex Care Management Program
A Care Coordination Programs
A HIvV
A Healthy Mom/Healthy Baby
A OB High Risk Program

Members may self-refer or be referred from provider referrals such as their PCP or from utilization data
sources for Care Management. Members are screened for care management to receive case management
and/or care coordination by the Healthfirst interdisciplinary care team. Care Managers and Care Coordinators
will work with members and their families, PCPs, other attending providers, facilities, and other service
providers to assess, plan, coordinate, monitor, and evaluate the member's level of function and to support
and empower the member in their healthcare decisions to improve their quality of life. After an initial
assessment, care plans are developed that include interventions to educate, monitor, and evaluate both the
member 6s and t hlgytoanaintangheivoptimal evelaftfunction and wellness in the community.
These Care Management programs are member-centric and are focused on the most efficient and effective
way to support the member's goals. The member's care plan is an organized map of problems, goals, and
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interventions that are managed proactively with the member and their interdisciplinary care team to meetthe
individual needs of the member. The Healthfirst Care Management Team provides ongoing care management
services when there is an identified need for case management and/or care coordination.

Healthfirst is committed to increasing the quality of life and decreasing mortality and morbidity in all members
through a dedicated care/case management approach.

Healthfirst Model of Care (MOC) for Medicare Special Needs Plans

The Healthfirst Model of Care is the framework for a comprehensive and collaborative care management
delivery system to promote, improve, and sustain member health outcomes across the care continuum in
accordance with the requirements set forth by the Centers for Medicare & Medicaid Services. The program
provides primary, specialty, and acute medical care services and Medicaid-covered long-term care services
where applicable. It coordinates these services to address acute medical needs and to manage chronic
conditions while allowing members to remain safe and secure in their own homes. The goals of the Model of
Care consist of:

=

Improving access to essential medical, mental health, long term care, and social services
Improving access to affordable care

Ensuring coordination of care through an identified point of contact

Ensuring seamless transitions of care across healthcare settings, providers, and health services
Enhancing access to preventive health services

Assuring appropriate utilization of healthcare services

Improving beneficiary health outcomes across the continuum of care

Maintaining member at home at the highest functional level possible for as long as possible

These goals are accomplished via:

=A =4 =4 4 a4 4 A A -

The administration of an initial and annual comprehensive health-risk assessment and the
development of an individualized care plan;

1 Assignment of members with complex medical and psychosocial needs to a case manager;
provision of an adequate network of providers who can meet the special needs of the membership;

i Effective collaboration with an interdisciplinary care team; training of stakeholders on the MOC
effective analysis of data toward meeting goals; and ongoing identification of process
improvements with designated stakeholders, as well as communication of the results to same.

Interdisciplinary Care Team

Healthfirst assigns an interdisciplinary care team to each member in care management which plays an
important role in the development and implementation of a comprehensive individualized plan of care for each
member. Members of the interdisciplinary care team may include some or all of the following:

1 Primary care physician
Nurse practitioner, -fevelsvideri ands assistant, mi d
Social worker, community resources specialist

1
1
1 Registered nurse
1 Restorative health specialist (physical, occupational, speech, recreation)
1

Behavioral and/or mental health specialist (psychiatrist, psychologist, licensed social worker, drug or alcohol
therapist)

=

Board-certified physician

 Dietitian, nutritionist
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Pharmacist, clinical pharmacist
Disease management specialist
Nurse educator

Pastoral specialists

= =4 =4 4 =4

Caregiver/family member
1 Preventive health/health promotion specialist

The interdisciplinary care team works together to mana
some or all of the following:

1 Develop and implement an individualized care plan with the member/caregiver
Conduct care coordination meetings on a regular schedule

Conduct face-to-face meetings

Maintain a web-based meeting interface

Maintain web-based electronic health information

Conduct case rounds on a regular schedule

Maintain a call line or other mechanism for beneficiary inquiries and input
Conduct conference calls among plan, providers, and beneficiaries

Develop and disseminate newsletters or bulletins

= =4 =4 4 4 -4 -4 -a A

Maintain a mechanism for beneficiary complaints and grievances
I Use email, fax, and written correspondence to communicate

Initial and annual assessments are analyzed to determine the need for add-on services and benefits. These
needs are incorporated into the individualized care plan for each member.

Complex Care Management Programs

Complex Care Management Programs target members diagnosed with high-risk conditions, illnesses, special

situations or needs and emphasize outreach, education, and intervention through collaboration with each

memberd s healthcare team, including PCPs, hospitals, spec¢
highly trained team of nurses works by telephone with the interdisciplinary care team to address and enforce

compliance, educate members about managing their condition, coordinate care, select services, and

educate/inform members of available treatment options.

Care Coordination Management Programs

Care Coordination Management Programs target members requiring assistance, synchronization, and

support in obtaining care and emphasize outreach and education in handling and dealing with chronic

conditions or sudden unexpected acute iliness. Care management is effectuated by collaborating with each

member 6s healthcare team, i ncl uds,hogec&& BME conipanegpeétd al s, ¢
Our highly trained team of nurses works by telephone in clinics, in emergency rooms, and on units at several

of our participating hospitals in collaboration with the interdisciplinary care team to address and enforce

compliance, educate members about managing their condition, coordinate care, select services, and

educate/inform members of available treatment options.

HIV

Healthfirst is committed to increasing the quality of life and to decreasing mortality and morbidity in the
HIV/AIDS population. Emphasis of the program is based on member assessment and coordination of care
with the PCP, infectious disease clinic, immunologist, or HIV specialist provider. The goal is member
education, coordination of medical care to help prevent opportunistic infections, and early identification of
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behavioral health and/or community resource needs. This program was developed in accordance with
HIV/AIDS clinical practice guidelines published by the AIDS Institute, New York State.

Healthy Mom/Healthy Baby

Healthfirst has implemented member education programs and care management programs focused on

pregnancy and newborn care. All pregnant women enrolled in these programs are sent educational materials

endorsed by the American Congress of Obstetricians and Gynecologists (ACOG). These include information

about prenatal care, fetal development, nutrition, preterm labor, and vaccinations. Members identified as

Ahirgihsko are foll owed by a regi st ermtdantdpostaaldarer educat i
Healthfirst offers an incentive program to encourage prenatal care. Please see Section 14 for details.

Healthy Mom/Healthy Baby provides outreach services for all obstetrical members. The program is designed
to improve outcomes for mothers and newborns (with an emphasis on member outreach and education) and
links the member and her family with appropriate providers and community resources to ensure that she
receives needed services and to identify any obstacles to care. Part of the Healthy Mom/Healthy

Baby program is that staff proactively contacts identified members to perform initial and ongoing
comprehensive risk assessments, to encourage early and continuous prenatal care, to develop a prenatal
plan of care and to coordinate that care, to encourage and/or provide HIV testing and counseling with clinical
recommendation, and to coordinate post-partum and newborn care. The standard of care for Healthy
Mom/Healthy Baby follows the New York State Law 85.40, PCAP Guidelines.

Specific program components include:

1 Identifying pregnant members

1 Assessment of members to identify high-risk pregnant members

1 Providing community outreach services through affiliated hospitals and clinics

1 Educating members by telephone and through literature mailed out to members

1 Assessing pregnant members for risk factors and complications

T Coordinating care in collaborati on wiiskpregnardties me mb e r ¢

Important: Please refer pregnant women under your care who meet these diagnostic criteria, as well as any
other high-risk Healthfirst obstetrical members, to the Care Management program by calling 1-888-394-4327
or faxing a referral to 1-646-313-4603.

14. Clinical Quality and Population Health Strategy Program
14.1 Overview and Philosophy

The Clinical Quality and Popul ati on He adntrhanistion-aitlee gy Pr
commitment that supports processes designed to improve the quality and safety of clinical care and the quality

of service provided to our members. The Program utilizes clinical and service indicators to plan, implement,

moni tor, and i mprove the organizationdéds commitment to
enhance service delivery to our members.

Key Objectives of the Program:

1. To establish and maintain a Clinical Quality and Population Health Strategy Program that demonstrates
a commitment from the highest governing body of Healthfirst to every employee of the organization and
to provide the highest possible quality in clinical care and service delivery to our members.

2. To share with participating providers clinical and service performance indicators by which care and
member satisfaction are measured and to hold those providers accountable in the implementation of
actions designed to improve performance.

3. To establish a cyclical, continuous process of planning, assessing, monitoring, analyzing, measuring,
and evaluating performance to improve desired outcomes.
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4. To demonstrate a quality process that ensures compliance with all rules and regulations set forth by local
and federal regul atory agencies that affect relevan
clinical operations.

5. To implement and monitor educational materials and programs designed to empower members to take
better care of themselves.

Scope of the Program

The Program is applicable to all Healthfirst products. Multiple areas across the organization participate in
overall quality improvement efforts. The overall goal of the Program is to include both administrative and
clinical initiatives that are monitored regularly and evaluated annually.

Clinical performance activities, when applicable, shall be conducted in accordance with the National
Committee for Quality Assurance (NCQA) Standards for the Accreditation of Managed Care Organizations
and/or other reporting requirements as promulgated by the different regulatory agencies that oversee the
organization, such as the New York State Department of Health (NYSDOH), Office of Mental Health (OMH),
Office of Addiction Services and Supports (OASAS), and the Centers for Medicare & Medicaid Services
(CMS). Activities fall into two (2) major categories: activities that improve the quality and safety of clinical care,
and activities that improve the quality of service provided to Healthfirst members.

14.2 Reporting Requirements and Quality Programs

Healthfirst is required to report to federal, New York State, and New York City regulatory authorities on a variety
of data elements, including clinical studies and quality-related indicators. To maintain compliance with these
requirements, Healthfirst relies upon its provider network for comprehensive, accurate, and timely information.
Healthfirst also expects its participating providers to follow all public health and regulatory guidelines related to
the reporting of communicable diseases, the delivery of preventive care services, procedure consents (e.g.,
sterilization/hysterectomy), child abuse and domestic violence, and any other required data sets.

This section of the Provider Manual describes the range of regulatory reporting requirements and provider data
requirements mandated by CMS, the NYSDOH, the NYC DOHMH, and Healthfirst. It also describes the Quality
Pr o gr a nspsappdrtcand educational initiatives that Healthfirst has implemented to help providers satisfy
these regulatory requirements.

Risk Adjustment: Member Diagnosis Information and Coding Requirements

Medicare, NYS-Medicaid, and New York State Health Exchange Programs utilize ICD-10-CM as the official
diagnosis code set for each respective risk-adjustment model. Accordingly, ICD-10 diagnosis codes are required
in the determination of risk-adjustment factors. Accurate and appropriate

ICD-10 codes must be submitted for each beneficiary. As of 10/1/2015, the ICD-10-CM code set replaced ICD-9
codes, which Healthfirst no longer accepts.

Coding and Medical Record Documentation:

1 As a standard policy, Medicare, NYS-Health Exchange, and NYS-Medicaid programs require accuracy
and specificity in diagnostic coding

Use current ICD-10-CM diagnostic coding conventions for dates of service after 10/1/2015

Ensure office staff is up-to-date on the basics of ICD-10-CM coding

Code to the highest level of specificity known

Clinical specificity of a disease/condition can be expressed through the fourth (4th), fifth (5th), sixth
(6th), and/or 7th (seventh) digit of some ICD-10-CM diagnostic codes (beginning 10/1/2015)

1 Specificity of coding is based on the accuracy of information documented in the accompanying medical
records

Medical records are the source for all diagnosis codes

Verify that diagnosis codes are supported by the medical record

E R

= =

Healthfirst will deny all claims submitted that do not have the appropriate fourth (4th) and/or fifth (5th) digit in the
ICD-10-CM diagnostic codes
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Guidelines when managing medical records:

1 As per provider and member agreements with Healthfirst, access to medical records must be available
for verification of diagnosis (please refer to your agreement)

T I'nclude the memberés identification on ealechidethage of
signature of the person(s) providing treatment, reason for the visit, care rendered, conclusion and
diagnosis, and follow-up care plan in all medical records

T Documentation in the medical record of encounters with members must include all conditions and
comorbidities being treated and managed

1 Includethepr ovi der s credentials on the medical record,
with the providerds name on the practicebds | etterhe
oReport and submit al/l di agnoses t laaditreatmem;act t he

reason for the visit; coexisting acute conditions; chronic conditions or relevant past conditions
0 Medical records must reflect the codes submitted

0 For more information on Medicare program: www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/

o For more information on Medicaid program: www.health.state.ny.us

o For more information on the Health Exchange program: www.hhs.gov/

o For more information on ICD-9-CM: www.cdc.gov/nchs/icd.htm

o For more information on ICD-10CM:
www.cms.gov/Medicare/Coding/ICD10/index.html?redirect=/icd10

Quality Assurance Reporting Requirements (QARR)

QARR are a series of measures designed to examine managed care plan performance in several key

areas by NYSDOH. These measuresare | argely adopted from the NCQAG6s He
and Information Set (HEDIS®), with additional New York State-specific measures added to address public

health issues of particular significance in New York.

HEDIS consists of more than ninety (90) measures, and QARR has one NYS-specific measure across six
(6) domains of care. Highlights of the four (4) domains from HEDIS/QARR that are greatly impacted by the
performanceofaPl an6s participating providers are presented F

DOMAIN MEASURES

1 Weight Assessment & Counseling for Nutrition and Physical Activity for
Children/Adolescents

Adolescent Preventive Care

Childhood Immunization Status

Immunizations for Adolescents

Human Papilloma Vaccine for Female Adolescents

Lead Screening in Children

Adolescent Preventive Care

Breast Cancer Screening

Cervical Cancer Screening

Non-Recommended Cervical Cancer Screening in Adolescent Females
Chlamydia Screening in Women

Colorectal Cancer Screening

Non-Recommended PSA-Based Screening in Older Men

Effectiveness
of Care

= =4 =48 -4 -8 -8 _8_8_9_9_9a_-°
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Care for Older Adults

Appropriate Testing for Children with Pharyngitis

Appropriate Testing for Children with Upper Respiratory Infection
Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis

Use of Spirometry Testing in the Assessment and Diagnosis of COPD
Pharmacotherapy Management of COPD Exacerbation

Use of Appropriate Medications for People with Asthma

Asthma Medication Ratio

Controlling High Blood Pressure

Persistence of Beta-Blocker Treatment After a Heart Attack
Comprehensive Diabetes Care

Disease Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis
Osteoporosis Management in Women who had a Fracture

Use of Imaging Studies for Low Back Pain

Antidepressant Medication Management

Follow-up Care for Children Prescribed ADHD Medication

Follow-up After Hospitalization for Mental lllness

Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are
Using Antipsychotic Medications

Cardiovascular Monitoring for People with Cardiovascular Disease and
Schizophrenia

Use of Multiple Concurrent Antipsychotics in Children and Adolescents
Metabolic Monitoring for Children and Adolescents on Antipsychotics
Medication Reconciliation Post-Discharge

Potentially Harmful Drug-Disease Interactions in the Elderly

Use of High-Risk Medications in the Elderly

Adul tsd Access to Preventive/ Ambul at
Prenatal and Postpartum Care

Annual Dental Visit

Initiation and Engagement of Alcohol and Other Drug Dependence Treatment
Call Answer Timeliness

Use of First-Line Psychosocial Care for Children and Adolescents on
Antipsychotics

CAHPS Health Plan Survey 5.0H, Adult Version

CAHPS Health Plan Survey 5.0H, Child Version

Children with Chronic Conditions

Well-Child Visits in the First 15 Months of Life

Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life
Adolescent Well-Care Visits

Frequency of Selected Procedures

Ambulatory Care

Inpatient Utilization T General Hospital/Acute Care

Identification of Alcohol and Other Drug Services

Mental Health Utilization

Plan All-Cause Readmissions

Antibiotic Utilization

=4 =4 =88 _8_8_90_9_9_95_48_4a_-°2_-2._>-24._-24_-°9_-2

|

Access and
Availability
of Care

=4 =4 -a-a_-9_9_9_98_°_2.-2

Experience
of Care

Utilization and
Relative
Resource Use

= =4 =8 -4 _-8_2_4_48_48_4_°2_-°-2°

Performance in the HEDIS/QARR data sets is one of the core indicators on which Healthfirst plan-wide
quality improvement efforts are focused.

It is extremely important to note the following:

1 HEDIS/QARR measures are primarily based on preventive health standards and clinical practice
guidelines issued by expert panels and community respected organizations such as the American
Academy of Pediatrics (AAP), U.S. Preventive Services Task Force (USPSTF), National Institutes
of Health (NIH), Centers for Disease Control and Prevention (CDC), American Diabetes
Association (ADA), American College of Obstetrics and Gynecology (ACOG), and the American
College of Cardiology (ACC).
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1 HEDIS/QARR requires specific technical specifications on how data is reported for each measure
(see Appendix XVI).

1 Documentation is key, starting from the medical records to the business office submission of
encounter and claims data. There are measures such as well-child visits in the Medicaid product
that can only be reported through claims and encounter data, but only if the appropriate coding
and timing of service were submitted to the plan.

1 To assist providers, the Clinical Quality department will routinely make available listings of
members to the appropriate providers indicating services that were not reflected on the encounter
and claims data submitted (members missing services). Providers are asked to review their
records to see whether these services were rendered but not reported to Healthfirst. If the services
were rendered, providers are asked to submit the claims/encounter data to Healthfirst as soon as
they are identified. If they were not but the service is recommended for the member, the provider
is asked to reach out to the member to offer the service. Staff from the Clinical Quality department
will work with providers closely to monitor provider-specific initiatives and quality measure rates.

Provider Network Reports

On a quarterly basis, Healthfirst submits its Health Provider Network (HPN) report to the State, listing all
participating providers. This submission includes provider license numbers, Medicaid provider numbers,
office locations and hours, provider types and specialties, etc. Healthfirst must attest to the accuracy of
this provider information with a notarized affidavit. It is imperative that the information you give us about
your practiced such as office address and office hours, your credentials and license/provider numbersd
be accurate at the time and be updated promptly whenever there is a change. To submit any change in
your information, fill out the Demographic Change Form on our website at www.healthfirst.org or call
Provider Services at 1-888-801-1660.

Reporting Requirements for the New York State Cancer Registry (NYSCR)

The Cancer Research Improvement Act of 1997 amended section 2401 of the Public Health Law. Under
this law, all managed care organizations certified pursuant to Article 44 are required to report cancer
cases to the NYSCR. A prescribed list of data elements to track cancer incidence has been developed.
Data is collected from the encounter forms submitted to Healthfirst by providers. Healthfirst providers
must submit encounter forms to document services rendered and may be requested to forward additional
information to support the reporting requirements of the NYSCR. For more information on the NYSCR,
visit https://www.health.ny.gov/statistics/cancer/registry.

Public Health and Communicable Disease Reporting

NYS Public Health Law and the NYC Health Code require that suspected or confirmed diagnoses of

communicable diseases must be reported to the local health department in the county in which the

member resides within 24 hours of diagnosis. Some diseases warrant prompt action and should be

reported immediately by phone. A directory of local health departments can be found here:
https://iwww.nysacho.org/directory, and the phone numberoft he NYC DOHMHO6s Provi der
(PAL) is 1-866-692-3641. For a list of communicable diseases, reporting requirements, and forms, go to

the NYSDOH website at www.health.ny.gov/professionals/diseases/reporting/communicable or the NYC

DOHMH website at https://www1.nyc.gov/site/doh/providers/reporting-and-services/notifiable-diseases-
and-conditions-reporting-central.page.

Special Reporting Requirements:

1) Sexually Transmitted Infections (STIs)

1 HIVi Report within 14 days of positive test results. Use the required NYS HIV/AIDS Medical
Provider Report Form (PRF). Call the HIV Surveillance Provider line at 1-212-442-3388 to
arrange for pick-up of the form. To protect patient confidentiality, faxing or mailing reports is
not permitted. For more information, visit https://www1.nyc.gov/site/doh/health/health-
topics/aids-hiv.page or https://www.health.ny.gov/diseases/aids/index.htm.

T Chl amydia, Gonorrhea, Granuluma I nguinal e, Neonat
Lymphogranuloma venereum, and Syphilis i Report within 24 hours via the Reporting

91


http://www.healthfirst.org/
https://www.health.ny.gov/statistics/cancer/registry
http://www.health.ny.gov/professionals/diseases/reporting/communicable
https://www1.nyc.gov/site/doh/providers/reporting-and-services/notifiable-diseases-and-conditions-reporting-central.page
https://www1.nyc.gov/site/doh/providers/reporting-and-services/notifiable-diseases-and-conditions-reporting-central.page
https://www1.nyc.gov/site/doh/health/health-topics/aids-hiv.page
https://www1.nyc.gov/site/doh/health/health-topics/aids-hiv.page
https://www.health.ny.gov/diseases/aids/index.htm

NY Provider Manual

Central NYCMED at www.nyc.gov/nycmed. For clinical guidance and resources on STIs, visit
https://www1.nyc.gov/site/doh/providers/health-topics/stds.page and
https://www.health.ny.gov/diseases/communicable/std/providers.htm.

2) Tuberculosis i Report with 24 hours through the Reporting Central via NYCMED at
www.nyc.gov/nycmed. For more resources, visit https://www1.nyc.gov/site/doh/providers/health-
topics/tuberculosis.page and https://www.health.ny.gov/diseases/communicable/tuberculosis.

3) Immunizations T Report all immunizations given to members younger than 19 years within 14 days
of administration or immunization-related adverse events through the Citywide Immunization
Registry (CIR), which can be accessed at nyc.gov/health/cir or the New York State Department of
Health using the New York State Immunization Information System (NYSIIS) at
https://commerce.health.state.ny.us/. To register for CIR, visit
https://www1.nyc.gov/site/doh/providers/reporting-and-services/citywide-immunization-registry-
cir.page, and for NYSIIS, visit
https://www.health.ny.gov/prevention/immunization/information _system.

4) Lead Poisoningi Report blood | ead | evels O 10 Og/dL among N
Providers using a point-of-care test (and clinical laboratories) should report all blood lead levels < 10
pg/dL within five days. For children aged 18 and younger, report using the CIR. For adults, report by
calling 1-646-632-6102 or faxing the result to 1-646-632-6105. For more information, visit
https://www1.nyc.gov/site/doh/health/health-topics/lead-poisoning-for-healthcare-providers.page and
https://www.health.ny.gov/environmental/lead/health _care providers/index.htm.

5) Perinatal Hepatitis B T All pregnant women must be screened for Hepatitis B surface antigen
(HBsAg) during pregnancy (preferably in the first trimester). Report cases online by completing an
electronic URF (eURF) or by faxing the IMM-5 Reporting Form to
1-347-396-2558. The IMM-5 Reporting Form can be accessed here:
https://www1.nyc.gov/assets/doh/downloads/pdf/imm/perinatal-hepb.pdf

Child Abuse and Domestic Violence

It is important that providers and their staff be alert to potential cases of child abuse, domestic violence,
intimate partner violence (IPV), and adult and elder abuse. An Abuse Assessment Screen is recommended
for all new members during annual follow-ups and when child abuse/domestic violence is suspected
(including in same-sex relationships). Reporting of child abuse or maltreatment is mandatory for all
healthcare professionals. Call 911 if the child or adult is in imminent danger. To report child
abuse/maltreatment and domestic or intimate partner violence, call the numbers below:

1 New York Statewide Central Registry of Child Abuse and Maltreatment: 1-800-635-1522

1 NYC 24-Hour Domestic Violence Hotline: 1-800-621-HOPE (4673)

U For more resources, visit https://www1.nyc.gov/site/doh/providers/health-topics/domestic-
violence.page, https://www.health.ny.gov/professionals/ems/policy/02-01.htm, and
https://wwwl.nyc.gov/site/ocdv/index.page

Smoking Cessation

Tobacco has been linked to lung cancer and other deadly chronic diseases. We encourage you to help our
members fight their tobacco addiction and make it a part of your routine health assessment. At every clinic
visit:
1 Identify whether a member is a smoker
T Document the smoker stat asitalsign t he member éds chart ac
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1 Provide smoking cessation resources, such as:
o NY State Smok d865-HNY-QUITIStorl1i8664697-8487

0o Smoking Cessation Centers i for a list of smoking cessation centers in NYC and Long
Island, visit www.nysmokefree.com, https://www1.nyc.gov/site/doh/health/health-
topics/smoking-nyc-quits.page, and www.cdc.gov/tobacco/how2quit.htm

1 Treat by introducing pharmacological and smoking cessation counseling therapies

U For more smoking cessation resources and information, visit
https://www1.nyc.gov/site/doh/providers/health-topics/smoking-and-tobacco-use.page and
https://iwww.nysmokefree.com.

Member Rewards Program
Through Heal t Rrégramss meinbers@ayabé entitlgd to the following incentives:

1 The Healthfirst Member Rewards Card Program is a way for Healthfirst members to earn rewards
for getting needed care.The program is available to Healthfirst Medicaid, Child Health Plus, and
Medicare members. Members can qualify for reward cards by completing select preventive
screenings and health initiatives, such as well-child visits, diabetic eye exam, completion of health
risk assessments, mammograms, and colorectal screenings. Rewards card forms can be found
on the Provider Portal, at http://healthfirst.org/providers/. Members can fill out a form and mail or fax
the form back to Healthfirst. Providers must submit the correct claims in order for the members to be
approved for a reward card.

Free car service is available to qualified Medicaid members who need prenatal and/or postpartum visits,
well-child visits, or immunizations within the required time frames. Members can contact Member Services at
1-866-463-6743 to arrange for their free transportation.

14.3 Clinical Practice Guidelines

Clinical practice guidelines (Appendix XII) are systematically developed standards that help practitioners and
members make decisions about appropriate healthcare for specific clinical circumstances. The endorsement
of clinical practice guidelines gives Healthfirst the ability to measure the impact of guidelines on outcomes of
care and may reduce practice variations in diagnosis and treatment. In addition to guidelines and
recommendations that the CMS, the NYSDOH, and the local departments of health require, participating
providers are expected to comply with the guidelines Healthfirst adopts.

Healthfirst has adopted preventive care and practice guidelines that are based on nationally accepted
guidelines that are reviewed and updated at least every two (2) years, unless otherwise specified. Healthfirst
adopts guidelines upon the recommendation and approval of the Healthfirst Quality Improvement Committee
(QIC). These guidelines are communicated to providers i including performance indicators chosen by the
clinical members of the Committee i via the Provider Manual, mailings/newsletters, and the Healthfirst
website. Performance against chosen indicators is measured annually i adoption of preventive guidelines is
measured utilizing HEDIS/QARR measurement tools, and other clinical guidelines are measured using
focused studies methodologies, as appropriate.

Please note: Healthfirst disclaims any endorsement or approval of these guidelines for use as substitutes for
the individualized clinical judgment and decision making that is required in the treatment and management of
our members. These guidelines provide a tool for objective comparison of clinical practices among network
providers and ensure appropriateness of care to our members. These guidelines are readily available by
virtue of their already broad publication and distribution.

To obtain a copy of the list of guidelines required by the NYSDOH and the list of guidelines adopted by
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Healthfirst, visit the Provider Resources section of hfproviders.org.

14.4 Studies, Surveys, and Investigations
Studies - Medicaid and Managed Long Term Care (MLTC)

Every two years, the Managed Care Organizations (MCOs) participating with Medicaid and Managed Long-
Term Care (MLTC) programs are required by the NYSDOH to conduct a Performance Improvement Project
(PIP) in a priority topic area or a topic relevant to the MCOsopopulation demographics. A PIP, as defined
by the NYSDOH, is a methodology for facilitating MCO- and provider-based improvements in quality of
care. PIPs place emphasis on evaluating the success of interventions to improve quality of care. Through
the PIPs, MCOs and providers determine what processes need to be improved and how they should be
improved. Providers are strongly encouraged to participate in the conduct of these studies and in the
implementation of action plans to improve performance. Participation can be accomplished by becoming a
me mber of Haality impréovemest Cdarsnittee (QIC).

We are also mandated to participate in the NYSDOH's focused clinical studies annually. The NYSDOH

determines the topic of focus. Participating providers are expected to cooperate with medical-record

reviews necessary to conduct these studies, to comply with medical-records standards, and to meet

required performance thresholds established for the project. The projects, their results, and updates are

published on the Healthfirst website at www.healthfirst.org and reported quarterly at the QIC. For
information on how t o bec QBertaobtairandes of thoprojedtsepdebse hf i r st 6 s
contact the Clinical Quality department.

Improving the health outcomes of our 0 3-year-old population through the early
2019 2 (dentfication and management of members at risk for lead exposure, hearing loss,
and developmental delay (PIP)

2019 Maternal sepsis (focused clinical study)d reducing ER visits and hospitalization to

5019 2 (improve the health outcomes of our MLTC population a pilot study (MLTC PIP)

Studies T Medicare and Special Needs Plans (SNP)

Each year, Managed Care Organizations (MCOs) participating with Medicare and Special Needs Plans
(SNPs) are required by CMS to conduct a Chronic Care Improvement Program (CCIP) for a topic that is
relevant t o t hpopudidassThe topie forthe CCIP is selected from a list of chronic
conditions provided by CMS. The CCIP is aimed at promoting effective management of chronic disease and
improving care and health outcomes for members with chronic conditions over a three-year period.

Contract Period |Study Topic

Improve the adherence to diabetes medications among our Medicare Advantage
2019 20 members (Medicare Advantage CCIP)

2019 Improve the adherence to antidepressant medications by our FIDA members with a
diagnosis of major depression (FIDA CCIP)

94


https://www.hfproviders.org/
http://www.healthfirst.org/

NY Provider Manual

95

Member Satisfaction Surveys

The NYSDOH and CMS conduct annual member satisfaction surveysd administered by

third-party survey vendorsd and provide the plans with their individual results. The NYSDOH and CMS use
the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) surveys and the Qualified
Health Plan Enrollee Experience Survey (QHPEES) as their survey tools. The CAHPS surveys and the
QHPEES are a set of standardized questions that assess member satisfaction with the experience of care.
The surveys are based on randomly selected samples of members from the MCO and summarize
satisfaction with the experience of care through rati
experience with their providers impact a major portion of these ratings and composites. It is important that
providers participating with Healthfirst conduct the delivery of services in their offices and facilities at the
highest-quality level, ensuring that the needs of their patients (our members) are met to their satisfaction.
Results of these surveys are communicated to providers through newsletters, our website, and/or special
mailings. If you need more information about the CAHPS surveys, please visit the NCQA website,
www.ncga.org. If you need more information about the QHPEES, please visit www.CMS.gov.

Quality-of-Care Investigations

To ensure the quality and safety of the services provided to its members, and to improve member

satisfaction, Healthfirst responds to any identified concerns or issues regarding provider performance

through a quality review process. Review of quality-of-care referrals can include, but is not limited to,

medical-record review, provider contact, member contact, referral for peer review, interdepartmental

review, review by the Medical Director, and review by the clinical members of the Healthfirst QIC. All clinical
quality-of-care referrals are trended and tracked to identify patterns. When the inquiry/review has been

completed and a final disposition is assigned to the referral, the outcome/recommendation is

communicated to the referring and concerned parties, as appropriate. Information about the inquiry and

review is forwarded to the Credentialing department f

14.5 Quality Improvement i Medicare

Heal thfirstds participation in the NMemgbitmgaqueemdndssy ant age
The program incorporates the mandatory quality standards for the Medicare program. The Medicare program

is operated under the auspices of the U.S. Department of Health and Human Services i Centers for

Medicare & Medicaid Services (CMS). In order to meet these important initiatives that ensure our Medicare

members receive the highest quality of care possible, providers are expected to comply with the

requirements of Healthfirst, CMS, and the Quality Improvement Organization (QIO) designated as the review

agent for CMS.

The Medicare Stars Rating system, a program administered by CMS, measures the quality of Medicare
Advantage plans and supports CMSoefforts to drive improvements in Medicare quality and improve the level
of accountability for the care provided by physicians, hospitals, and other providers. CMS publishes the star
ratings each year to assist beneficiaries in finding the best plan for them and to determine MA Quality Bonus
Payments.

The StarsRating system is consistent with CMS®é Three Ai ms
communities, and lower costs through improvements).

The measures in the Medicare Stars Rating system fall into the following domains:
Staying Healthy: Screenings, Tests, Vaccines
Managing Chronic Conditions

Member Experience with Health Plan

Health Plan Customer Service
Drug Safety and Accuracy of Drug Pricing

=A=4-4_-4_-9-9

n
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Me mber Compl aints and Changes in the Health Plands


http://www.ncqa.org/
http://www.cms.gov/

NY Provider Manual

The most recent measure-set used in the Stars program can be found on the CMS website:
https://www.cms.gov/Medicare/Prescription-Drug-
Coverage/PrescriptionDrugCovGenln/PerformanceData.html

Member surveys

Medicare members may be asked to provide feedback by answering up to three surveys per year. Not all
Medicare members receive these three annual surveys:

1. Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey: Provided to Medicare
members to rate their satisfaction with their doctors and the plan. Members may be asked questions
like:
T Inthe last 6 months, not counting the times when you needed care right away, how often did you
get an appointment as soon as you thought you needed one?
T In the last 6 months, how often did your personal doctor seem informed and up-to-date about the
care you got from specialists?
f How often did your health planbdés customer service ¢

2. Health Outcomes Survey (HOS): Provided to Medicare members to rate their physical and mental
health. Members may be asked questions like:
T Inthe past 12 months, did a doctor or other healthcare provider advise you to start, increase, or
maintain your level of exercise or physical activity?
9 Has your doctor or other healthcare provider done anything to help prevent falls or treat problems
with balance or walking?
1 Have you ever talked with a doctor, nurse, or other healthcare provider about leaking of urine?

3. Health Risk Assessment (HRA) Survey: The HRA survey is given once a year to all plan members
enrolled in a Special Needs Plan (SNP). Members are to complete the HRA survey within 90 days of
enrolling in a SNP plan, and once a year after that. This survey asks about health status and to identify
any health conditions or concerns a member may have.

14.6 Quality Evaluation of Providers

Healthfirst uses standardized and evidence-based tools to evaluate the quality of providers acting as Primary

Care Physicians for our members. Healthfirst evaluates the quality of providers using their Overall Quality

Rating (OQR), a numerical scoreonascaleof 1.0to5.0 t hat summari zes the provider
performance on select quality measures. The quality measures used to determine OQR (as well as their cut

points and target rates) are informed by Medicare STARS and the New York State Department of Health

Medi caid I ncentive Program which are updated on a year
calculating OQR is available upon request. A list of the quality measures commonly used for OQR

calculation(s) is available in Appendix XVII.

Providers are evaluated on the following domains for quality:

9 Adult and Pediatric Preventive Care, including measures related to well-care visits, screenings and
immunizations

Chronic Care Management, including measures related to asthma, diabetes and HIV treatment
Acute Care Management, including measures related to pharyngitis and bronchitis

Efficiency of Care, including measures related to hospital utilization rates and medication adherence

= =4 =a-a-4

Enrollee Experience and Satisfaction with Care

Provider sé6 OQ&ldy liaerokbusinask. €rovidarg will have access to their quality data and

OQRs through Healthfirst reporting tool s. Heal t hfirst
year (January-December). Healthfirst will calculate and share Final OQRs with Providers included in the

evaluation by late Q2 or early Q3 of the following year.
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Healthfirst will engage Providers falling at or below the Minimum Quality Rating (MQR) for the Provider
network. Each MQR will be no higher than 3.0 and Providers will only be evaluated against the MQR if they
have at least ten valid quality measures they can be evaluated on. Providers will be notified if they are at or
below the MQR throughout the year via engagement with Network Management or Clinical Quality
Managers. Providers whose Final OQR is at or below the MQR will receive a formal notification letter from
Healthfirst. This letter will include an offer to furnish Providers with additional support and resources to
improve their OQRs.

For Providers consistently falling below the MQR, Healthfirst may take other actions deemed necessary,
including but not limited to:

1 Suppression of the Provider's information from the Healthfirst Directory

9 Reduction or discontinuation of quality incentive bonus payments/deductions
1 Suppression from Healthfirst's Enrollee/PCP auto-assignment process

1 Removal from the Healthfirst network

Providers can appeal their Overall Quality Rating. Providers may appeal by following the guidelines briefly
described in Section 16.3 of this Provider Manual. Healthfirst reserves the right to deny or disqualify appeals
as applicable.

For additional information, please email HQIP @Healthfirst.org.

15. Appeals and Grievances
_____________________________________________________________________________________________________________________________|

Please note:
Medicare-related information can be found in Sections 15.1 through 15.7.

Medicaid/CHPIlus/Commercial-related information can be found in Sections 15.8 through 15.18.

15.1 Provider Notice Requirements T Medicare

Because Healthfirst serves various types of members who are covered under a variety of commercial and
governmental contracts, the requirements for appeals and grievances may differ among the different products
offered. The title bar above each section indicates the program(s) for which the information applies. The
sections within Appendix XlII contain copies of all forms, notifications, and documents referenced in this
section.

Member Dissatisfaction with Specialist Providers

Members who are not satisfied with the care provided by a particular specialist provider have the option of

switching to an alternative in-network provider of the same specialty if a suitable alternative exists. The

member 6s PCP must be involved in the transition of the
discuss the issue with the member. The PCP may also suggest that the member obtain a second opinion

prior to changing a specialist altogether.

If the PCP feels strongly that the specialist with whom the member is dissatisfied is uniquely qualified to deal
wi t h t he madial bexds,&he PCP should discuss this with the member, in an attempt to continue
the existing relationship. If the member still wants to change specialists, the PCP should refer the member to
a new specialist and inform him/her to contact Member Services to file a grievance against the initial
specialist.

Noncovered Benefits

If the provider recommends a course of treatment or service that is a noncovered benefit, the provider must:

1 Inform the member, in writing, that the service or item may not be covered by Healthfirst and that
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the member will be responsible for payment of those services
OR

9 If the provider is willing to waive payment, inform the member that he or she will be held harmless for
payment if Healthfirst determines that the treatment or service is not covered. Where a provider hasnot
been given a list of covered services by Healthfirst or the provider is uncertain as to whether a service is
covered, the provider should make reasonable efforts to contact Healthfirst to obtain a coverage
determination prior to advising a member about coverage and liability for payment and prior to providing
the service.

15.2 SNF/HHA/CORF Provider Service Terminations i Medicare

Grijalva Decision

Skilled Nursing Facility (SNF), Home Health Agency (HHA), or Comprehensive Outpatient Rehabilitation
Facility (CORF) providers are responsible for delivering the Notice of Medicare Non-Coverage (NOMNC) to
Medicare managed care members prior to the cessation of services for medical necessity determinations.

For denials of SNF 100-day Benefit Exhaustion, admission to SNF, Home Care or CORF that is Not Covered,
or when single service ends but skilled stay continues, the Notice of Denial of Medical Coverage (NDMC) will
be issued. The delivery must be made to the managed care member two (2) days before the termination of the
covered services and will not be considered valid until the member signs and dates the notice. If the member
isincompetentorot her wi se i ncapable of receiving the notice, th
legally authorized representative. If no authorized representative has been appointed, then the facility should
seek the requested signature from the caregiver on record (i.e., the family member involved in the plan of
treatment). If the member has no legally authorized representative or caregiver on record, then the facility
should annotate the notice and sign on behalf of the member.

The Notice of Medicare Non-Coverage will be faxed to you, along with every preauthorization and concurrent
authorization approval letter issued on behalf of Healthfirst members. It is imperative that you keep this form
on file until it is time to present it two (2) days before discharge or within the last two sessions of home health
services or therapy/rehabilitation. In addition, it is important that you understand that Healthfirst will not be

responsible for any charges that extend past the authorized amount due to the failure of a provider/facility to
deliver the notice and secure a memberds signature.

Request of Immediate Quality Improvement Organization (QIO) Review
(QIO Appeal) of SNF/HHA/CORF
Provider Service Terminations

A member receiving skilled provider services in a SNF, HHA, or CORF who wishes to appeal a Healthfirst
decision to terminate such services because care is no longer medically necessary must request an immediate
QIO review of the determination, in accordance with CMS requirements.

When to Issue Detailed Explanation of Non-Coverage

Once the QIO receives an appeal, it must issue a notice to Healthfirst that a member appealed the termination
of services in SNF/HHA/CORF settings. Upon receipt of this notice, Healthfirst is responsible for issuing the
Detailed Explanation of Non-Coverage i a written notice that is designed to provide specific information to
Medicare members regarding the end of their SNF, HHA, or CORF care.

(See Appendix XIIl.)

Healthfirst must issue a Detailed Explanation of Non-Coverage (DENC) to both the QIO and the member no
later than the close of business when the QIO notifies Healthfirst that a member has requested an appeal.
Healthfirst is also responsible for providing any pertinent medical records used to make the termination
decision to the QIO, although the QIO will seek pertinent records from both the provider and Healthfirst.

Immediate QIO Review Process of SNF/HHA/CORF Provider Service Terminations
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On the date that the QI O r ec e imustmtifytHradthfirstand the prodider thae qu e s t
the member has filed a request for immediate review. The SNF/HHA/CORF must supply a copy of the Notice

of Medicare Non-Coverage and any other information that the QIO requires to conduct its review. The

information must be made available by phone, by fax, or in writing by the close of the business day of the

appeal request date.

Healthfirst must supply a copy of the Notice of Medicare Non-Coverage, Detailed Explanation of
Non-Coverage, and any medical information that the QIO requires to conduct its review. The information must
be made available by phone, by fax, or in writing by the close of the business day that the QIO notifies
Healthfirst of an appeal. If a member requests an appeal on the same day the member receives the Notice of
Medicare Non-Coverage, then Healthfirst has until close of business the following day to submit the case file.

The QIO must solicit the views of the member who requested the immediate QIO review. The QIO must make
an official determination of whether continued provider services are medically necessary and notify the
member, the provider, and Healthfirst by the close of the business day after it receives all necessary
information from the SNF/HHA/CORF, Healthfirst, or both. If the QIO does not receive the information it needs
to sustain the Healthfirst decision to terminate services, then the QIO may make a decision based on the
information at hand or it may defer its decision until it receives additional required information. If the QIO
defers its decision, then coverage of the services by Healthfirst will continue and the QIO will refer violations of
notice delivery to the CMS regional office.

A member should not incur financial liability if, upon receipt of the Notice of Medicare Non-Coverage:

1 the member submits a timely request for immediate review to the QIO that has an agreement with the
provider;
91 the request is made either in writing, by telephone, or by fax by noon (12pm) of the next day after

receiving the notice;

1 Healthfirst meets its time-frame obligations to deliver medical information and a Detailed Explanation of
Non-Coverage to the QIO; and

1 the QIO either reverses the Healthfirst termination decision or the member stops receiving care no later
thanthedatethat t he member receives the QI O6s decision.

The member will incur one day of financial liability if the QIO upholds the Healthfirst termination decision and
the member continues to receive services unesamedatbe day
as the Healthfirst initial decision to terminate services.

A member who fails to request an immediate QIO review in accordance with these requirements may file a
request for an expedited appeal with Healthfirst. Healthfirst will expedite the request for an expedited appeal if
the QIO receives a request for an immediate QIO review beyond the noon (12pm) filing deadline and forwards
that request to Healthfirst. Healthfirst would generally make an expedited decision about the services within 72
(seventy-two) hours. Financial liability applies in both the immediate QIO review and Healthfirst expedited
review situations.

If an appeal occurs during a weekend, a Healthfirst Care Manager will contact the nursing office or
SNF/HHA/CORF administrator on duty to facilitate the delivery of the Detailed Explanation of
Non-Coverage.

15.3 Notification to Members of Non-Coverage of Inpatient
Hospital Care i Medicare

In instances where Healthfirst has authorized coverage of the inpatient hospital admission of a Medicare
member, either directly or by delegation (or the admission constitutes emergency or urgently needed care),
Healthfirst is required to issue the member a written notice of non-coverage only under the circumstances
described below.

Hospital Discharge Notification Process
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Healthfirst delegates the issuance of discharge notices to all its participating hospitals.
Specifically, participating hospitals must:

1 Issue the Important Message from Medicare About Your Rights (IM) (see Appendix XlII) and explain
discharge rights to beneficiaries within two (2) calendar days of admission. They must also obtain the

beneficiaryd s s i gmathursd her representativeds. I f a member

must annotate the refusal.

1 Deliver a copy of the signed notice not more than two (2) calendar days before discharge. In short-stay
situations, when inpatient stays are five (5) days or fewer, hospitals are not required to deliver a follow-
up notice as long as the initial notice was delivered within two (2) calendar days of discharge.

1 If amember disputes (appeals) the discharge and contacts the Quality Improvement Organization
(QIO) for an immediate review, Healthfirst will complete and fax the Detailed Notice of Discharge

( DNOD) to the hospital administrator or nursing di
faxed to Healthfirst by 4pm that day).
0 The hospital must deliver a copy of the DNOD to the member. The hospital may not create its
own DNOD and deliver it to the member without H
copy of the DNOD to the QIO for review and/or an expedited reconsideration. The QIO and/or
Healthfirst will work with the hospital and attending physician to determine if discharge is
appropriate.
If an appeal occurs during a weekend, a Healthfirst Care Manager will contact the nursing office or hospital
administrator on duty to facilitate the delivery of the DNOD.
Template documents to be used for this process are available on the CMS website at
www.cms.hhs.gov/BNI/12 HospitalDischargeAppealNotices.asp#TopOfPage.
For additional information, please visit our website at https://www.hfproviders.org/.
Requesting Immediate Quality Improvement Organization (QIO) Review of
Inpatient Hospital Care
A member remaining in the hospital who wishes to appeal the Healthfirst discharge decision that inpatient care
is no longer medically necessary must request an immediate QIO review of the determination in accordance
with CMS requirements. A member will not incur any additional financial liability if he/she:
1 Remains in the hospital as an inpatient;
1 Submits the request for immediate review to the QIO that has an agreement with the hospital;
1 Makes the request either in writing, by telephone, or by fax; and
1 Makes the request before the end of the day of discharge.
The following rules apply to the immediate QIO review process:
T On the date that the QI O receives the memberds req

member has filed a request for immediate review.

1 Healthfirst and/or the hospital must supply any information that the QIO requires to conduct its review.
This must be made available by phone, by fax, or in writing by the close of business of the first full
working day immediately following the day the member submits the request for review.

1 Inresponse to a request from Healthfirst, the hospital must submit medical records and other pertinent

information to the QIO by close of business of the first full working day immediately following the day

Healthfirst makes its request.

The QIO must solicit the views of the member who requested the immediate QIO review.

The QIO must make an official determination of whether continued hospitalization is medically

necessary and notify the member, the hospital, and Healthfirst by close of business of the first working

day after it receives all necessary information from the hospital, Healthfirst, or both.

= =

A member who fails to request an immediate QIO review in accordance with these requirements may file a
request for an expedited appeal with Healthfirst. Healthfirst is encouraged to expedite the request for an
expedited appeal. Likewise, the QIO is encouraged to expedite a request for immediate QIO review if received

1
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after the noon (12pm) filing deadline. The request must also be forwarded to Healthfirst.

Thus, Healthfirst would generally make an expedited decision about the services within 72 (seventy-two) hours;
however, the financial liability rules governing immediate QIO review do not apply in an expedited review
situation. This means that the member could be financially liable if the discharge decision is upheld.

Liability for Hospital Costs

The presence of a timely appeal for an immediate QIO review as filed by the member or member representative
in accordance with this section entitles the member to automatic financial protection by Healthfirst. This means
that if Healthfirst authorizes coverage of the inpatient hospital admission directly or by delegation, or this
admission constitutes emergency or urgently needed care, Healthfirst continues to be financially responsible for
the costs of the hospital stay (less any member copayments, coinsurance, or deductibles) until noon (12pm) of
the calendar day following the day the QIO notifies the member of its review determination.

15.5 Organization Determinations and Reconsiderations
(Appeals)i Medicare

When Healthfirst receives a request for payment or to provide services to a member, it must determine whether
payment and/or coverage is necessary and appropriate.

9 If the determination is not made in a timely manner or is unfavorable, the member has the right to request
a reconsideration or appeal.

T A member who disagrees with a practitionerds deci si
treatment has a right to request an organization determination from Healthfirst. The member should be

referred to their EOC or should contact Healthfirst Member Services for additional information.
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Appeal (Pre- | The review of adverse

Payment) organization determinations on Yes Yes Yes
Appeal (Post- | the healthcare services an
Payment) enrollee believes he or she is

entitled to receive, including delay
in providing, arranging for, or
approving the healthcare services| Yes No Yes
(such that a delay would
adversely affect the health of the
enrollee), or on any amounts the
enrollee must pay for a service
Coverage Request for a decision made by
Request or on behalf of a plan regarding
(OD/CD) payment or benefits to which an
enrollee believes he or she is
entitled. Yes Yes Yes
OD = Organization Determination
(Part C)

CD = Coverage Determination
(Part D)

Healthfirst is required to make organization determinations and process appeals as expeditiously as
themember 6s health status requires, but no Il ater than i/

Time Frames for Organization Determinations and Reconsiderations (Appeals)

Organization Determinations Reconsiderations (Appeals)

Standard i Not to exceed 14 calendar days.
(The 14-day deadline may be extended by 14
calendar days if the member requires the
extension or Healthfirst justifies the need for
additional information that will benefit the
member.)

Standard (Service-Related) i Not to exceed 30 calendar
days. (The 30-day deadline may be extended by 14 calendar
days if the member requires the extension or Healthfirst
justifies the need for additional information that will benefit
the member.)

Expedited T Not to exceed 72 hours. (The 72-
hour deadline may be extended by 14 calendar
days if the member requires the extension or
Healthfirst justifies the need for additional
information that will benefit the member.)

Expedited i Not to exceed 72 hours. (The 72-hour deadline
may be extended by 14 calendar days if the member
requires the extension or Healthfirst justifies the need for
additional information that will benefit the member.)

Standard Only i Payment/Claims-Related
Not to exceed 60 calendar days.

A member has aright to appeal if the member believes that:

1 Healthfirst has not paid for emergency, post-stabilization, or urgently needed services

1 Healthfirst has not paid a bill in full

1 A noncontracting medical provider or facility or supplier furnished health services that should have
been provided by, arranged for, or reimbursed by Healthfirst

1

l

Services that are the responsibility of Healthfirst to provide or pay for have not been received or paid
for
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1 A previously authorized ongoing course of treatment has been reduced or prematurely discontinued
and the services are still medically necessary

1 An organization determination has not been made within the appropriate time frames

1 Noncovered services that should be provided, arranged, or reimbursed have not been provided,
arranged, or reimbursed

Time Frames and Methods for Submitting Standard Appeals

Appeal requests can be made in writing or orally within 60 (sixty) calendar days from the date of the notice of
organization determination. Healthfirst may extend the time frame for filing a request for reconsideration for
good cause. Appeals received after the 60-day time frame must be in writing and state why the request for
an appeal was not filed on time.

A member or a member éds represent at ireqeestaianjorganizatian r eque st
determination in writing or orally. A member can name a relative, friend, advocate, attorney, doctor, or

someone else to act on his/her behalf; in some cases, others authorized under state law may act on behalf of

the member. Providers and/or member advocates acting on behalf of a member must complete an

Appointment of Representative Statement (Appendix XIII-E) for the services in question.

Requests for Additional Medical Documentation

Healthfirst will make reasonable efforts to request clinical documentation to substantiate services in a timely
manner in the event the information is not submitted with the initial request. Providers should understand that
delays or failures to submit necessary clinical information may putamember6 s heal t h

in jeopardy.

I f further information about the memberds appeal is re
must submit the additional information in a timely manner to allow for resolution within regulatory time

frames.

For Expedited Reconsiderations

Participating providers should submit all supporting clinical information when requesting expedited
considerations of an appeal. If additional information is needed to help resolve the submitted appeal,
Healthfirst will make reasonable efforts to contact the provider to request such information. Any additional
clinical documents should be submitted within 24 hours and can be faxed to the Appeals and Grievances
department at 1-646-313-4618.

For Standard Reconsiderations

If additional information is needed to help resolve a standard appeal, Healthfirst will make reasonable efforts
to contact the provider to request such information. Any additional information requested should be
submitted within 10 calendar days and can be faxed to the Appeals and Grievances department at
1-646-313-4618.

Appeal Determinations

If Healthfirst reverses an initial adverse organization determination, then services will be authorized or

provided as expeditiously as the member 0s tyhcalendar h condi
days from the date the request for standard appeal was received or no later than upon expiration of an

extension; and within 72 hours from the date the request for expedited appeal was received or no later than

upon expiration of an extension. For payment-related requests, payment will be made no later than 60 (sixty)

calendar days after the appeal request was received.

If Healthfirst upholds an initial adverse organizational determination upon appeal, the case will be referred to
the Independent Review Entity (IRE) contracted by CMS for an independent review.

I f CMS6é contractor upholds the Healthfirst adverse org
member in writing and explain further appeal options that may be available to the member.

I f CMS6é contractor reverses the Healthfirst appeal det
effectuate the services appealed within 14 (fourteen)
me mber 6 s doesmdtallow for this, then services will be authorized within 72 hours from the date of
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the IRE notice. IRE reversals of expedited service request appeals will be authorized or provided within 72
hours of receipt of the IRE notice. Payment requests that the IRE reverses will be effectuated within 30
(thirty) calendar days of receipt of the | RE6s notice.

If Healthfirst does not complete an expedited appeal process within 72 hours or a standard appeals process
within 30 (thirty) calendar days or a payment-related request within 60 (sixty) calendar days, the case will be
automatically referred to CMS6 contractor for an indep

A member who wishes to submit a verbal request for an expedited appeal should be directed to
call 1-877-779-2959.

For Dual-eligible members: If Healthfirst upholds an initial adverse organizational determination upon
appeal, the case will be referred to the Integrated Administrative Hearing Office (IAHO) for an independent
review.

If the IAHO upholds the Healthfirst adverse organization determination, the IAHO will notify the member in
writing and explain further appeal options that may be available to the member.

If the IAHO reverses the Healthfirst appeal determination for standard service requests, Healthfirst will
effectuate the services appealed.

I f CMS6é contractor upholds the Healthfirst adverse org
member in writing and explain further appeal options that may be available to the member.

I f CMS&6 c o msesrthe eldalthfirst appeal eetermination for standard service requests, Healthfirst will
effectuate the services appealed within 14 (fourteen )
member ds condition does casoillbealthodzed within72 hounsifrem thetddtecoh s er v i
the IRE notice. IRE reversals of expedited service request appeals will be authorized or provided within 72

hours of receipt of the IRE notice. Payment requests that are reversed by the IRE will be effectuated within 30
calendar days of receipt of the |1 RE6&6s notice.

If Healthfirst does not complete an expedited appeal process within 72 (seventy-two) hours or a standard
appeals process within 30 (thirty) calendar days or payment related within 60 (sixty) calendar days, the case
wi || be automatically referred to CMSd contractor for

A member who wishes to submit a verbal request for an expedited appeal should be directed to 1-877-779-
2959,

Please Note: Dual-eligible members only

CompleteCare members have both Medicaid and Medicare benefits and have different options when filing an
appeal for services covered under the benefit package. For Healthfirst services funded by the state contract,
members must follow Medicaid appeal rules. For services funded through the Medicare program, members
must follow Medicare appeal rules. For services covered by both Medicaid and Medicare funding, members
can follow either Medicaid or Medicare rules. If a member chooses to pursue Medicaid appeal rules to
challenge an organizational determination or action, he/she has 60 (sixty) calendar days from the date on the
Notice of Denial of Coverage issued by Healthfirst to also pursue a Medicare appeal, regardless of the status
of the Medicaid appeal. However, if a member chooses to pursue a Medicare appeal, he or she may not file
an appeal under Medicaid. Healthfirst determines whether Medicaid, Medicare, or both cover a particular
service.

15.6 Expedited Organizational Determinations and Appeals
Expedited Organizational Determination

If a Healthfirst member, appointed representative,o0r me mber 6 s provi der believes an
determinationi s required because a delay would significantly
Healthfirst member, their appointed representative, or the provider may call Healthfirst at

1-888-394-4327 to request an expedited organizational determination.

If Healthfirst denies the request for an expedited organizational determination, Healthfirst will notify the
memberortheme mber s r epr es ent aihwriting within tihreetcilemdapdays (Medicare and
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Leaf Plans) or three business days (Medicaid)and i ncl ude t he amegpeditesir 6s ri ght t o
grievance. Healthfirst will then process the organizational determination using the standard determination time
frames.

I f a provider requests or suppor toganizaional deeminaiond s r eques
Healthfirst must automatically expedite the organizational determination.

1 Within 72 hours (Medicare and Leaf Plans) or three business days (Medicaid) of receipt of
the request, we willcallt he member, the member 6s tohetifyithgmoéthe, and t
determination we have made.

1 Written notice will follow within one calendar day of the determination. If the member requests an
extension or Healthfirst needs additional information, we will extend the time frame up to 14 calendar
days.

T The member, t he manmdlthepradvider vdllebes riotifiedénevriting of the extension and
will be provided with the right to file an expedited grievance if he or she disagreeswithHe al t hf i r st 0
decision to grant an extension.

Expedited Appeal

I f a Healthfirst me ovierbeliewvas antekpadited appealbisgaquired berause a delay
woul d significantly increase risk to the memberds heal
representative may request an expedited appeal by calling Healthfirst at 1-877-779-2959.

1 If Healthfirst denies the request for an expedited appeal, Healthfirst will notify the member and/or the
member 6s representative and review the appeal wusin
requests or supports t he me mbreinaim orragpeay deslthfirstnaust an e
automatically expedite the review.

T The memberds provider can also request anaexpedite
concurrent review (request for extension of services beyond the time period or quantity currently

authorized).
I n addition, the member or the memberdés designee may
either in person or in writing, including evidence and allegations of fact or law related to the issue in
dispute. If further informationr e gar di ng t he member 6s appeal is requir

decision, providers must submit the additional information in a timely manner. For an expedited appeal,
the additional information must be provided within three business days from the date of Healthfirsté s
receipt of the appeal.

The time frame for appeal resolution may be extended u
or the memberdés provider requests an extension ohyally
Healthfirst for up to 14 days if Healthfirst justifies the need for more information and believes the extension is

in the best interest of the member.

Oral appeals may be requested by calling 1-888-260-1010. Any oral appeal can be followed up with a written
submission for the request. Please send such requests to our Appeals and Grievances department at
Healthfirst Appeals and Grievances Department, P.O. Box 5166, New York, NY 10274.

Appeal Determinations

Standard appeals: Healthfirst will make a determination with regard to a standard appeal within 30 calendar
days from the date we received the appeal.

Expedited appeals: Healthfirst will make a determination with regard to an expedited (fast-track) appeal
within the lesser of 72 hours of receipt of the request (Healthfirst Leaf Plan and Medicare Plan members) or
three business days from receipt of request (Medicaid members) or two business days of receipt of the
necessary information to conduct the appeal for all members.

Initial adverse organizational determination:

1 If Healthfirst reverses an initial adverse organizational determination, then services will be authorized
oorprovided as expeditiously as the membe BMcalenttae al t h
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days from the date the request for standard appeal was received or no later than upon expiration of
an extension; and within 72 hours from the date the request for expedited appeal was received or no

later than upon expiration of an extension. For payment-related requests, payment will be made no
later than 60 calendar days after the appeal request was received.

1 If Healthfirst upholds an initial adverse organizational determination upon appeal, the case will be
referred to the Independent Review Entity (IRE) contracted by CMS for an independent review.

T I f CMS6 contractor upholds the Healthfirst adverse
notify the member in writing and explain further appeal options that may be available to the member.

fCMS6 contractor reverses Healthfirstds appeal deter mi
effectuate the services appealedwi t hin 14 calendar days of receipt of tt
condition does not allow for this, then services will be authorized within 72 hours from the date of the IRE

notice. IRE reversals of expedited service request appeals will be authorized or provided within 72 hours of

receipt of the IRE notice. Payment requests that are reversed by the IRE will be effectuated within 30 calendar

days of receipt of the | REb&s notice.

If Healthfirst does not complete an expedited appeal process within 72 hours or a standard appeal process
within 30 calendar days, the case nractolfdrantineependentoement i c al |

A member who wishes to submit a verbal request for an expedited appeal should be directed to
1-877-779-2959.

15.7 Coverage Determinations for Part D Prescription Drugs i
Medicare

Most Healthfirst Medicare plans offer Medicare prescription drug coverage (Part D). Generally, the members

must share costs for their prescription drugs. Drug categories on the formulary include generic, branded, and

specialty. Members in our Improved Benefits Plan, Life Improvement Plan, and CompleteCare pay cost

shares for drugs. These cost shares are determined by
receives. These three plans have a single-tier formulary.

Healthfirst 65 Plus Plan, however, is designed to be the preferred plan for Medicare beneficiaries who do not
gualify for AExtra Help,o either in the form of Low In
Programs (MSP) for medical benefits. As such, this plan offers a comprehensive benefit package, including

additional benefits not covered by Original Medicare, but at a $0 monthly premium, making it a high-value yet

affordable choice. Healthfirst 65 Plus Plan has a five-tier prescription drug formulary.

9 Tier 1: Generic

9 Tier 1: Non-Preferred Generic Drugs
9 Tier 3: Brand and Generic Drugs

9 Tier 4: Non-Preferred Drugs

9 Tier 5: Specialty Drugs

Coverage determinations include exception requests. An exception request is the way a member can

exercise hisorherright t o ask for an fAexceptiono to the formular
sharing, coverage of a drug not included on the formulary, or to have a utilization management requirement

waived. A supporting statement from the prescribing provider must accompany an exception request.

Healthfirst strongly encourages and recommends that a prescribing provider review the current Medicare

Part D formularies to identify the drugs that are covered for Healthfirst members. The formularies can help a
provider identify the therapy or therapies that will be least expensive for the member. In general, the lower

the drug tier, the lower the cost of the drug. The formulary can also help a provider identify the drugs and
therapies that Healthfirst prefers. The formularies were developed by a Pharmaceutical and Therapeutics

(P&T) Committee comprising a national panel of clinicians. The formulary can help providers understand the
Healthfirst strategy for managing the pharmacy benefit. Healthfirst recognizes that sometimes this strategy

may not align with a providerds treatment criteria.
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Prior Authorization (PA)

Healthfirst Medicare Plan requires a member, or his or her provider, to request prior authorization for certain
drugs. This means the member must obtain prior approval for a prescription from Healthfirst Medicare Plan
before the prescription is filled. If you do not obtain approval, Healthfirst Medicare Plan may not cover the

drug.

il

Quantity Limit (QL): For certain drugs, Healthfirst Medicare Plan limits the amount of the drug that it
will cover.

Step Therapy (ST): In some cases, Healthfirst Medicare Plan requires that the member first try
certain drugs to treat their medical condition before we will cover another drug for that condition.

Healthfirst6 s Medi care formul ary, as well as Prior Author
Quantity Limit (QL) criteria |listings, can be founc
www.healthfirst.org/formulary.

To initiate a coverage determination request, including a request for a Part D drug that is not on the
formulary (formulary exception), please contact the CVS Caremark Prior Authorization department,
7am 5: 30 pMonddystd Friday, in one of the following ways:

CALL CVS Caremark at 1-855-344-0930, 7ami 5:30pm MST, Monday to Friday
FAX CVS Caremark at 1-855-633-7673, 7ami 5:30pm MST, Monday to Friday

WRITE to CVS Caremark at:

CVS Caremark Part D Services
Attention: Prior Authorization i Part D
MC109

P.O. Box 52000

Phoenix, AZ 85072-2000

Medicare Part D Appeals

A me mber 6s reprpseraative or Biglor her prescribing provider may request that a coverage
determination be expedited. Time frames begin after receipt of the request. A member may appeal an
adverse coverage determination; however, if an exception request for a non-formulary drug is approved, the
member cannot request an exception to the copayment that must be paid for the drug.

A member has a right to appeal if he or she believes that Healthfirst/ CVS Caremark, Inc. did any of the

following:
1 Decided not to cover a drug, vaccine, or other Part D benefit,
1 Decided not to reimburse a member for a Part D drug that he/she paid for,
1 Asked for payment or provided reimbursement with which a member disagrees,
9 Denied the memberds exception request,
1 Made a coverage determination with which the member disagrees.
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Appeals for Part D Prescription Drugs

1 CALL CVS Caremark at 1-855-344-0930, 7ami 5:30pm MST, Monday to Friday
1 FAXCVS Caremark at 1-855-633-7673, 7ami 5:30pm MST, Monday to Friday

T TTY:1-866-236-1069
T WRITE to CVS Caremark at:

CVS Caremark Part D Services
Attention: Prior Authorization i Part D

MC109
P.O. Box 52000
Phoenix, AZ 85072-2000

Complaints About Part D Prescription Drugs

WRITE TO:
CVS Caremark

Attn: Grievance Department

MC 121
P.O. Box 53991
Phoenix, AZ 85072-3991

If CVS Caremark fails to meet coverage determination or redetermination time frames, it must automatically

forward the

member 6s

request (s)

to the

IMSdependent

If the IRE upholds the Healthfirst adverse coverage determination, the IRE will notify the member in writing
and explain further appeal options that may be available to the member.

Time Frames for Coverage Determinations and Appeals
CVS Caremark is required to make coverage determinations and to process appeals as expeditiously as the

member 6s heal th

status requires

but no | ater

Medicare Prescription Drug (Part D) Time Frames for Appeals

Pharmacy Coverage
Determinations (Initial

STANDARD'

72-hour time limit?

| EXPEDITED"

24-hour time limit?

Decision
APPEAL PROCESSES

MAPD/PDP MAPD/PDP
I(:IInI?eSrIaI_I)EVEL OF APPEAL Standard Redetermination Expedited Redetermination
7-day time limit 72-hour time limit

t han

SECOND LEVEL OF APPEAL
(Independent Review Entity i
IRE)

Independent Review Entity
Standard Redetermination
7-day time limit

Independent Review Entity
Expedited Redetermination
72-hour time limit

THIRD LEVEL OF APPEAL
(Office of Medicaid Hearings and
Appeals)

For amounts in controversy
0$150.00Y

Administrative Law Judge
Standard Decision
90-day time limit

Administrative Law Judge
Expedited Decision
10-day time limit

FOURTH LEVEL OF APPEAL
(Medicare Appeals Council T
MAC)

Standard Decision
90-day time limit

Standard Decision
10-day time limit

FINAL LEVEL OF APPEAL i
JUDICIAL REVIEW
(Federal District Court)

Federal District Court
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Note:Each appeal l evel reqguires member or member ds repre:
determination.

"A request for a coverage determination includes a request for a tiering exception or a formulary exception. A
requestforacoveraged et er mi nati on may be filed by the member, by
representative, or by the memberdés provider or other p

AThe adjudication time frames generally begin when the request is received by CVS Caremark/Healthfirst.
However, if the request involves an exception request, the adjudication time frame begins when CVS
Caremar k/ Heal thfirst receives the providerds supportin

¥The amount in controversy requirement for an Administrative Law Judge hearing and Federal District Court
is adjusted annually in accordance with the medical care component of the consumer price index. The chart
reflects the amounts for calendar year 2015.

15.8 Coverage Determinations for Prescription Drugs 1
Medicaid, CHPIlus and Leaf Plans

The formulary outlining the Medicaid, Child Health Plus, and Leaf Plans pharmacy benefits can be found on
the Healthfirst website www.healthfirst.org/formulary.html.

Coverage determinations include requests for prior authorization or formulary exceptions.

Healthfirst strongly encourages/recommends that a prescribing provider review the current Medicaid, CHPIus,

and Leaf Plan formularies to identify the drugs that are covered for Healthfirst members. The formulary can

help a provider identify the therapy or therapies that will be least expensive for the member. In general, the

lower the drug tier, the lower the cost of the drug. In addition, the formulary can help a provider identify the

drugs and therapies that are preferred by Healthfirst. The formulary was developed by a Pharmaceutical and
Therapeutics Committee (P&T) comprising a national panel of clinicians. The formulary can help providers

understand the Healthfirst strategy for managing the pharmacy benefit. Healthfirst recognizes that sometimes

this strategy may not align with a providerds treat men

Some covered drugs may have additional requirements or limits on coverage. These requirements or limits
may include:

1 Prior Authorization: Healthfirst requires prior authorization for certain drugs. This means that
approval from Healthfirst must be obtained before the prescription is filled. If approval is not obtained,
Healthfirst may not cover the drug

In order to obtain prior authorization, prescribers should contact CVS Caremark at 1-877-433-

7643 and be prepared to provide relevant clinical information that supports the medical necessity of
the required medication. A comprehensive formulary is also available on the Healthfirst website
www.healthfirst.org or by contacting the Member Services department at 1-866-463-6743.

1 Quantity Limits: For certain drugs, Healthfirst limits the amount of the drug that is covered.

1 Step Therapy: In some cases, Healthfirst requires a member to first try certain drugs to treat their
medical condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat the medical condition, Healthfirst may not cover Drug B unless the member tries
Drug A first. If Drug A does not work for the member, Healthfirst will then cover Drug B. However, if it
is a new member who has already tried Drug A before taking Drug B, Healthfirst will not require the
member to try Drug A again. You should notify us if this is the case.

You can ask Healthfirst to make an exception to these restrictions or limits. Please contact CVS
Caremark at 1-877-433-7643 for information about how to request an exception.

To initiate a coverage determination request, including a request for a drug that is not on the formulary
(formulary exception), please contact the CVS Caremark Prior Authorization department in any of the
following ways:
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Coverage determinations for Medicaid and CHPIus
1 CALL CVS Caremark at 1-877-433-7643
Calls to this number are free, 8:00ami 6:00pm CST
1 FAX1-866-848-5088

While no specific form is required, the NY State Medicaid Standard Global Prior Authorization form can be
found at the website: www.hfproviders.org.

WRITE: CVS Caremark

Attn: Healthfirst NY Medicaid Prior Authorization 1300 E.
Campbell Road
Richardson, TX 75081

Heal thfirstoés Medic
Quantity Limit (QLL

www.healthfirst.org/formulary.html.

aid and CHPlus formulary, as well a
) criteria |istings, can be found o

Coverage determinations for Leaf Plans
1 CALL CVS Caremark at 1-800-294-5979
1 FAX1-888-836-0730
Calls to these numbers are free, 8:00ami 6:00pm CST.
1T WRITE

CVS Caremark

Attn: Healthfirst NY Exchange Prior Authorization 1300

E. Campbell Road

Richardson, TX 75081
Heal thfirstés Exchange formulary, as well as Prior Aut
(QLL) <criteria listings, can hwewHeathfirstbrg/fmmulddehanl.t hf i r st 6s

15.9 Action Denial Notice 1 Medicaid/Child Health Plus

An action can be considered any of the following activities of the plan or its delegated entities that results in:

 The denial or limited authorization of a Service Authorization Request, including the type or level of
service

9 The reduction, suspension, or termination of a previously authorized service, which must be mailed
to a Medicaid enrollee on the date of such denial, whether it is a partial or full denial (this is done in
the form of an Explanation of Benefits)
The denial, in whole or in part, of payment for a service
Failure to provide services in a timely manner, as defined by applicable state law and regulation
Failure of Healthfirst to act within the time frames for resolution and notification of determinations
regarding Complaints, Action Appeals, and Complaint Appeals provided in Section 15.6 of this
manual

9 The restriction of an enrollee to certainn et wor k provi ders under the Contr
Recipient Restriction Program
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For Medicaid Actions, a written notice of an adverse determination for any partial or full denial of a
prior, concurrent, or retrospective request for authorization will be sent to a Medicaid member and
provider using the NYS Department of Healthi approved Initial Adverse Determination letter. This

letter will include:

The reasons for the determination, including the clinical rationale, if any

1 Instructions on how to initiate internal appeals (standard and expedited) and eligibility for external

appeals
f Notice of the availability, upon request of the enrt
review criteria relied upon to make such determination
 The notice will also specify what, if any, additional necessary information must be provided to, or
obtained by, the MCO in order to render a decision on the appeal
1 A description of action(s) to be taken
A statement that the MCO will not retaliate or take discriminatory action if an appeal is filed
The process andtimef r ame f or filing/reviewing appeal s, i ncl u
expedited review
f The enrol | eed sNY$ DepantrhenttofdHealttp ntwa ¢ th t he D-fgeaumbement 6s t
regarding their complaint
Fair Hearing Notice, including Aid to Continue rights in the Managed Care Action Taken form
A statement that notice is available in other languages and formats for special needs and how to
access these formats
15.10 Action Appeals i Medicaid, and Medicaid Advantage Plus
An Action Appeal is a request for a review of an Action (see Glossary of Terms, Section 18 of Manual). A
member or a member és designee shall have no theoatice t han
of the Action determination for Medicaid Managed Care to file an appeal, which may be submitted orally (by
calling Member Services) or by written request.
An oral Action Appeal can be filed by calling the Healthfirst Member Services toll-free telephone during
normal business hours, as well as via a telephone system available to take after-hour s cal | s. I f a r
designee makes the request, the plan may ask for the e
request a plan appeal, grievance, or fair hearing on their behalf. Providers may request an appeal or a fair
hearing but may not request Aid Continuing.
Providers should submit supporting clinical information along with the request for appeal, and in any event
should do so within 10 calendar days of the request. Clinical documentation can be faxed to the Appeals and
Grievances department, fax no. 1-646-313-4618.
Healthfirst will request any clinical documentation required to substantiate services. However, failure to
providerequeste d c | i ni c al i nformation within five days may | e

Within 15 (fifteen) calendar days of receipt of the appeal, Healthfirst shall provide written acknowledgment of
the Action Appeal, including the name, address, and telephone number of the individual Healthfirst
designates to respond to the appeal and what additional information, if any, must be provided in order for the
organization to render a decision.
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Healthfirst shall designate one or more qualified personnel to review the Action Appeal, provided that when
the Action Appeal pertains to clinical matters, the personnel shall include licensed, certified, or registered
healthcare professionals.

Healthfirst must allow the member or his/her designee, both before and during the Action Appeals process,

the opportunity/ability to examine the memberds case f
documents and records considered during the Action Appeals process. The member may submit evidence

and documentation to support their appeal in writing or in person. The member or his/her designee is subject

to the Release of Information process.

Initial and Final adverse determinations are compliant with 42CFR438 requirements.

Clinical Matters

The determination of an appeal on a clinical matter is made by personnel qualified to review the appeal,
including licensed, certified, or registered healthcare professionals who did not make the initial determination,
at least one of whom must be a clinical peer reviewer as defined in Article 49 of NYS Public Health Law.

Nonclinical Matters

The determination of an appeal on a matter which is not clinical shall be made by qualified personnel at a
higher level than the personnel who made the Action determination.

Timeliness of Action Appeals Determination

Healthfirst shall seek to resolve all appeals in the most expeditious manner. Healthfirst must resolve an Action
Appeal as fast as the memberdéds conditi on sifrengtheidateeoE and
receipt of the Action Appeal.

Heal thfirst must resolve Expedited Action Appeals as f
hours of the date of the receipt of the Expedited Action Appeal.

Time frames for Action Appeal resolution may be extended for up to 14 (fourteen) calendar days if requested
by Healthfirst, the member, his or her designee, or the provider if it is in the best interest of the member. We
will make reasonable efforts to give prompt oral notice of an extension and written notice within two calendar
days.

In the event Healthfirst requires additional information to process the appeal, Healthfirst shall request the
additional information in writing.

If Healthfirst does not make a determination within the time frames specified, as applicable, this shall be
deemed to be a reversal of the Utilization Review agen

15.11 Expedited Appeals i Medicaid and Medicaid Advantage
Plus

A Healthfirst member, his or her representative, or a participating provider may request expedited

consideration of an appeal if the standard time frame would seriously jeopardize the life or health of the

member or the memberoés ability to regain maximum funct
hours. Time frames for Action Appeal resolution may be extended for up to 14 (fourteen) calendar days if

requested by Healthfirst, the member, his or her designee, or the provider if it is in the best interest of the

member. Plans must make reasonable efforts to give prompt oral notice of an extension and written notice

within two calendar days.

I f the member s designee makes the request, the plan m
representatives to request a plan appeal, grievance, or fair hearing on their behalf. Providers may request an
appeal or a fair hearing but may not request Aid Continuing.

Providers should submit supporting clinical information along with the expedited appeal request, and in any
event, within 24 hours of the expedited request. Clinical documentation can be faxed to the Appeals and
Grievances department at 1-646-313-4618.
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Healthfirst will request any clinical documentation required to substantiate services. However, failure to provide
requested clinical informationina t i mel y manner may put a member 6s heal't

Notice of an Action Appeal Determination

The notice of a determination on an appeal shall include the detailed reasons for the determination and, in
cases where the determination has a clinical basis, the clinical rationale for the determination.

Medicaid and Medicaid Advantage Plan

Healthfirst will promptly notify by phone, and send written notice to, the member, his or her designee, and the
provider (where appropriate) within 24 hours of the Action Appeal determination.

15.12 Member Rights to a Fair Hearing i Medicaid, Medicaid
Advantage Plus

Medicaid and Medicaid Advantage Plus members may request a Fair Hearing regarding adverse
determinations concerning:

1 Enrollment, disenrollment, eligibility
1 Denial, termination, suspension, or reduction of a clinical treatment or other benefit package services
by Healthfirst that is covered under the Medicaid benefit
T Healthfirstés | ack of reasonable promptness to act

The Appeals and Grievances departmentwi | | i ssue the Fair Hearing Form, wt
Hearing Rights with instructions on how to request a Fair Hearing, along with its final adverse

determination when Healthfirst has denied a request to approve a benefit package service ordered by a

participating provider. a

For Medicaid Advantage Plus members, the Appeals and Grievances department will issue the Fair Hearing
Form with the final adverse determination on an Action Appeal of the denial of Medicaid-only services.

If you have questions about the Fair Hearing process or would like additional information, please call Provider
Services at 1-888-801-1660.

15.13 External Review T Medicaid, Medicaid Advantage Plus,
Healthfirst Leaf Plans, and Commercial Plans

For external appeals related to a concurrent or retrospective review:

Members and their healthcare providers can request an external appeal for the following types of denials:
1. Non-medically necessary services (they may be considered experimental or investigational)
2. Clinical trials or treatments of rare diseases
3.  When out-of-network services are denied as result of their being
a. materially different from in-network services.
b. considered treatment for a rare disease.

If both the member and Healthfirst agree to waive the Healthfirst appeals process, then the member must ask
for the external appeal within four (4) months of when the member made the agreement from the date of the
denial determination. If this occurs, Healthfirst will provide a written letter with information regarding filing an
external appeal to the member within twenty-four (24) hours of agreement to waive the internal appeal
process.

Providers may elect to file an external appeal on behalf of the member within 60 (sixty) days of the final
adverse determination.

Members are also instructed about the external appeal process at the time of the internal appeal determination
if any part of the denial determination is upheld. Healthfirst provides a copy of the External Appeal Process
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developed jointly by the State Department of Health (SDOH) and the State Department of Financial Services
(DFS), including an application and instructions to members or providers regarding how to request an external
appeal.

Members will be provided instructions on how to file an appeal with their final adverse determination letter.

For Providers

Healthfirst will forward an external appeal application for providers to appeal a concurrent or retrospective final
adverse determination within three (3) calendar days o

The external appeal determination decision will be made in thirty (30) days; however, more time may be
needed if the external appeal reviewer needs to obtain more information (up to five [5] additional days).

The member and Healthfirst will be notified of the final determination within two (2) days after the external
appeal decision is made. The external appeal agent may also notify providers of the outcomeof t he member
external appeal, where appropriate.

Providers must not seek reimbursement (except for copayments, coinsurance, or deductibles, where
applicable) from members when a provider-initiated external review of a concurrent adverse determination
determines that the healthcare services are not medically necessary.

The memberds healthcare provider can request an expedi
member serious harm. These expedited external appeal determinations will be made within three (3) days,

and notification by phone or fax to the member and Healthfirst will occur. The external appeal agent may also
notify providers of the outcome of the memberds extern

In most cases, Healthfirst will retain financial responsibility for external appeals that have been assigned to a
certified external appeal agent. Providers are responsible for the costs of an unsuccessful appeal of a
concurrent adverse determination. Providers and Healthfirst will share the cost of the external review when a
concurrent adverse determination is upheld in part. If Healthfirst reverses a denial which is the subject of an
external appeal after assignment to a certified external appeal agent but prior to assignment of a clinical peer
reviewer, Healthfirst shall be responsible for the administrative fee as assessed.

15.14 Member-Initiated Complaints i Medicaid

If a member has a problem, he/she can speak with his/her PCP or call or write to Member Services. Most
problems can be resolved right away. If a member has a problem or dispute with the care he/she is receiving,
he/she can file a complaint with Healthfirst. Problems that are not resolved right away over the phone, and any
complaint received via mail, will be handled according to our complaint procedure described below.

Members can ask someone they trust (such as a legal representative, a family member, or a friend) to file the
complaint for them. I f a memberds designee makes a regq
consent for representatives to request a plan appeal, a grievance, or a fair hearing on their behalf. Providers

may request an appeal or a fair hearing but may not request Aid Continuing.

A member also has the right to file a complaint with the local area office of the New York State Department of
Health or local Department of Social Services.

1 To file with the New York State Department of Health, members may call 1-800-206-8125 or write to
NYSDOH Division of Managed Care, Bureau of Managed Care Certification and Surveillance, Corning
Tower ESP Room 1911, Albany, NY 12237.

1 To file with the City of New York, members may call the Human Resources Administration, Medicaid
Assistance Program Helpline at 1-800-505-5678.

1 A member may also contact their local Department of Social Services with their complaint at any time.
A member may call the State Department of Financial Services at 1-800-342-3736 if their complaint
involves a billing problem.

1 If amember needs help because of a hearing or vision impairment, or if he/she needs translation
services or help filing forms, we can help. Healthfirst will not take any action against the member for
filing a complaint.
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How to File a Complaint with the Plan

To file by phone, a member can call Member Services at 1-866-463-6743. If a member calls Healthfirst after
hours, they can leave a message and Healthfirst will return the call the next working day. If we need more
information to make a decision, we will inform the member.

A member can write to us with a complaint or call the Member Services number and request a complaint form,
which, when complete, should be mailed to Healthfirst Appeals and Grievances Department, P.O. Box 5166,
New York, NY 10274-5166 or faxed to 1-646-313-4618.

What Happens Next?

I f we donét solve the memberds problem right away over
(fifteen) business days. The letter will tell the member who is working on the complaint, how to contact this
individual, and whether more information is needed.

A memberds compl aint wil!] be reviewed by one or more q
matters, the case will be reviewed by one or more qualified healthcare professionals.

If additional information is needed from the provider to help resolve the submitted complaint, Healthfirst will
make reasonable efforts to contact the provider. Additional informational documents should be submitted
within 10 calendar days and can be faxed to the Appeals and Grievances department, at

1-646-313-4618.

After We Review the Complaint

We will let the member know our decision within 45 (forty-five) calendar days of when we have all the
information we need to answer the complaint, but the member will hear from us within no more than 60 (sixty)
calendar days from the day we get the original complaint. We will write the member and tell him/her the
reasons for our decision.

When a delay wouldriskt he member 6s health, we wil!/| l et the- member
eight) hours of when we have all the information we need to answer the complaint, and in any event, within

seven (7) days from the day we receive the original complaint. We will call the member with our decision. The

member will also receive a letter within three (3) business days from oral notification.

We will inform the member how to appeal our decision if he/she is not satisfied, and we will include any forms
needed.lfwe are unable to make a decision about a member 6s
information, we will send a letter to let the member know.

Appeal of Complaints

If a member disagrees with a decision we made about his/her complaint, he/she can make a complaint appeal
personally or ask someone he/she trusts to file the appeal. If a member is not satisfied with what we decide,
the member has 60 (sixty) business days to file an appeal in writing after receiving our decision. If a member
submits an oral appeal of a complaint decision via phone, we will send a form containing a summary of their
appeal which must be signed and returned.

What Happens After We Receive the Member 6s

After we get a member 6s ¢ amieladeiten withim 1 (fikean) husiness daysi Thé s end
letter will tell him/her who is working on the complaint, how to contact this individual, and whether more
information is needed.

The complaint appeal will be reviewed by one or more qualified people at a higher level than those who made
the first decision about the complaint. If the complaint appeal involves clinical matters, the case will be
reviewed by one or more qualified health professionals, with at least one clinical peer reviewer who was not
involved in making the first decision about the complaint.

1 If we have all the information we need, the member will receive our decision in 30 (thirty) business
days.
1 If a delay would risk his/her health, he/she will receive our decision within two (2) working days of
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when we have all the information, we need to decide the appeal. The member will be given the
reasons for our decision and our clinical rationale if it applies.

1 If the member is still not satisfied, he/she or someone on his/her behalf can file a complaint at any time
with the New York State Department of Health at 1-800-206-8125.

15.14 a Complaints and Grievances i Commercial & Child
Health Plus

A member may file either a complaint or a grievance with Healthfirst and ask that we address the issue and
resolve it for the member. The circumstances surrounding whether an issue is deemed a complaint rather than
a grievance differ slightly.

1 A complaint is any general problem or dissatisfaction a member may have with Healthfirst.
9 A grievance is a more specific complaint that a member may have regarding a particular decision
Heal thfirst made about a memberds coverage.

It is important to understand that complaints and grievances do not involve our decisions regarding the
medical necessity of the treatment.

Once Complaint or Grievance is Received

When the complaint or grievance is received, whether it is sent to us in writing or explained to us over the
phone, Healthfirst will investigate and respond as quickly as possible.

¢ Within 15 (fifteen) business days of receiving the complaint or grievance, Healthfirst will
acknowledge in writing that the concerns are being reviewed. The acknowledgment will include the
name, address, and telephone number of the individual assigned to respond to the complaint. Our
acknowledgment will also tell the member if any additional information is needed to investigate the
matter.

1 Healthfirst will assign staff trained to investigate and resolve member complaints and grievances to
respond to their concerns. If a complaint or grievance involves clinical issues, we will designate
qualified, clinically trained staff that will include at least one licensed, certified, or registered
healthcare professional.

q Healthfirst will resolve by phone any complaint or grievance in which a delay would significantly
increase the risk to a memberoés health within the
information or 72 hours of receipt of the grievance. Written notice will be provided within 72 hours of
receipt of the complaint or grievance.

Resolutions for Different Types of Complaints or Grievances Filed

1 If a grievance filed by or on behalf of a commercial member is about a request for a service or
treatment that has notseyrevti cbee egnr ipervoavnicdeedd) ,( awefi pwiel |
(fifteen) calendar days of receiving all the information needed to complete the investigation and send
written notification of resolution.

q If the grievance is in regards to a claim for a service or treatment that has already been provided (a
fi poessetr vi ce g itwilebe msvleed within 30 (thirty) calendar days of receiving all the
information needed to complete the investigation. All other grievances unrelated to a claim or request
for service will be resolved with 45 (forty-five) calendar days of receiving all the information needed
to complete the investigation.

1 If a complaint or grievance filed by or on behalf of a Child Health Plus (CHP) member is about a
referral or covered benefit, we will resolve the complaint within 30 (thirty) calendar days of receiving
all the information needed to complete the investigation. All other complaints and grievances will be
resolved within 45 (forty-five) calendar days after all necessary information to complete the
investigation is received.

T Healthfirst will send the member (or his/her designated representative) a notice with our response,
which will include information about the basis for our determination or a written statement that
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insufficient information was presented or available to reach a determination. Additionally, information
on how to file an appeal, including the clinical rationale for the decision, will be provided if the
complaint involves a clinical matter.

Dissatisfaction with Complaint or Grievance Determinations

1 Commercial members not satisfied with our grievance determination may call the New York State
Department of Health's Bureau of Consumer Services, or the state's designated independent
Consumer Assistance Program.

¢ If a CHP member is not satisfied with our response to his/her complaint or grievance, the member (or
someone writing on the memberdéds behalf) will have
receive our response to their complaint or grievance to file an appeal.

Appeals Process

Within 15 (fifteen) calendar days of receiving the appeal, Healthfirst will provide a written notice letting the
member or his/her designee know that we have received it. This notice will provide the name, address, and
telephone number of the person who will be responding to the appeal. The notice may also include a request
for more information if it is needed to make a decision about the appeal.

1 If additional information is needed from the provider to help resolve the submitted
complaint/grievance, Healthfirst will make reasonable efforts to outreach the provider. Additional
informational documents should be submitted within 10 calendar days and can be faxed to the
Appeals and Grievances department at 1-646-313-4618.

1 The appeal will be decided by qualified staff members who were not involved in our initial
determination. If the appeal involves a clinical matter, it will be decided by licensed, certified, or
registered healthcare professionals who were not part of the original decision.

1 Healthfirst will provide a response to an appeal, in which a delay would greatly increase the risk to
the memberds health, within two (2) business days
our review. All other appeals will be responded to within 30 (thirty) calendar days after receiving all
information needed to conduct our review. The notice of our decision regarding the appeal will
include the reason(s) for our decision and additional appeal rights, if any. Additionally, if the appeal
involved a clinical matter, we will include the clinical factors that led to our decision.

15.15 Standard Appeals i Commercial, Child Health Plus

A Child Health Plus (CHP) or Commerci al me HAiibegor 18@ r a me
days, respectively, from the date an adverse determination notice is received to file a standard appeal.

Healthfirst will accept an oral or written standard appeal. An oral appeal can be filed by calling our toll-free

Member Services number, Monday to Friday, 8ami 8pm.

We will send a notice that the appeal has been received for review within 15 (fifteen) calendar days of our
receiving the request. The appeal will then be investigated, and a decision made within 30 (thirty) calendar
days for standard CHP appeals.

Appeals for Commercial members are conducted according to the following timelines:

1 Appeals related to a preauthorization request will be decided within 30 (thirty) calendar days of
receipt of the appeal request.

1 Appeals related to a retrospective appeal will be decided within 30 (thirty) calendar days of receipt of
the appeal request.

1 Expedited appeals will be determined within the earlier of 72 hours of receipt of the appeal or two (2)
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business days of receipt of the information necessary to conduct the appeal.

Heal thfirstdés failure to r end3@hirty catbredareaysrof racaiptofthe of an
necessary information for a standard appeal or within two (2) business days of receipt of the necessary
information for an expedited appeal will be deemed a reversal of the initial adverse determination.

Oncewe make a decision for all types of appeals, the mer
notified within two (2) business days of our reaching a decision. This notice will include the reasons (and any
related medical information) for our decision and further appeal rights.

Providers should submit clinical information along with the request for an appeal, and in any event, within 10
calendar days of the request. Clinical documentation can be faxed to the Appeals and Grievances department
at 1-646-313-4618.

Healthfirst will request any clinical documentation required to substantiate services. However, failure to provide
requested clinical information in a timely manner may

15.16 Appealing the Grievance i Child Health Plus,
Commercial (Small Group)

A member or a memberds designee shall have 60 (sixty)
determination to file an appeal.

Within 15 (fifteen) business days of receipt of the appeal, Healthfirst shall provide written acknowledgment of
the appeal, including the name, address, and telephone number of the individual whom Healthfirst designates
to respond to the appeal and what additional information, if any, must be provided in order for the organization
to render a decision.

Clinical Matters: The determination of an appeal on a clinical matter is made by personnel qualified to review
the appeal, including licensed, certified, or registered healthcare professionals who did not make the initial
determination, at least one of whom must be a clinical peer reviewer as defined in Article 49 of the NYS Public
Health Law.

Nonclinical Matters: The determination of an appeal on a nonclinical matter shall be made by qualified
personnel at a higher level than the personnel who made the grievance determination.

Healthfirst individual market commercial members do not have grievance appeal rights. If a Healthfirst Leaf

Plan member is dissatisfied with the grievance determination, they may call the New York State Department of
Health at 1-800-206-8125 or write to them at New York State Department of Health, Corning Tower, Empire
State Plaza, Albany, NY 12237.

Timeliness of Appeals Determination

Healthfirst shall seek to resolve all appeals of grievances in the most expeditious manner and shall make a
determination and provide notice no more than two (2) business days after the receipt of all necessary

i nformation when a delay would signi f iGdesance hppealsforcr ea s e
pre-service grievances will be decided within 15 (fifteen) calendar days of receipt of the appeal. Post-service

grievance appeals will be decided within 30 (thirty) calendar days of receipt of the appeal. All other grievance

appeals (e.g., for issues not related to a claim or request for a service or treatment) will be decided within 30

(thirty) business days after the receipt of all necessary information.

Notice of Appeals Determination

The notice of an appeal determination shall include the detailed reasons for the determination, and in cases
where the determination has a clinical basis, the clinical rationale for the determination.

Healthfirst shall not retaliate or take any discriminatory action against a member for filing an appeal or
grievance.
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15.17 Expedited Appeals i Commercial, Child Health Plus,
Medicaid, Leaf Plans

A Healthfirst member, the memberbés representative, or
consideration of an appeal if the standard time frame would seriously jeopardize the life or health of the member
or the memberdés ability to regain maximum function. EX

days from receipt of requested information and within no more than 72 hours from receipt of the request. The
notice of determination regarding the appeal will include the reason(s) for a Healthfirst decision, including any
clinical factors. Appeals for services previously provided are not eligible for an expedited appeal. Appeal of
claims determinations are also not eligible for an expedited appeal.

Participating providers should submit clinical documentation when submitting requests for expedited
consideration of an appeal. Clinical documents should be submitted via fax to the Appeals and Grievances
department within 24 hours of receiving the request. The fax number is 1-646-313-4618. Delay in submission or
lack of clinical documentation may slow the appeal process. For questions, please call 1-877-779-2959.

15.18 External Review i Commercial, Child Health Plus
External Appeal

I n connection with a concurrent or retrospectiegar revi e
request an external appeal for four (4) types of adverse determinations:

1) services deemed not medically necessary,

2) services deemed experimental or investigational (these include clinical trials and treatments for rare
diseases),

3) services denied because they are not materially different from services available in-network, or

4) in the instance of a denied referral to an out-of-network, nonparticipating provider.

A member may elect to file an external appeal at the time of the initial adverse determination if s/he and
Heal thfirst both agree to waive Healthfirstds internal

1 If both the member and Healthfirst agree to waive the Healthfirst appeals process, then the member must
ask for the external appeal within four (4) months of the date of the denial determination.

9 If filing as the memberdéds designee, providers must f|
within four (4) months of the final adverse determination.
9 I f filing on their owehafaprodden mustfile an extemnal appeainaithi sidtys(60)

days of the final adverse determination.

Members are also instructed about the external appeal process at the time of the internal appeal determination if
any part of the denial determination is upheld. Healthfirst provides a copy of the External Appeal Process

developed jointly by the State Department of Health and the State Department of Financial Services (DFS),
including an application and instructions to members or providers to request an external appeal.

Members must file their external appeal with the DFS within four (4) months of the time that Healthfirst gave the
notice of final adverse determination from the appeals process.

For Providers

Healthfirst will forward an external appeal application for providers to appeal a concurrent or retrospective final
adverse determination within three (3) calendar days o

The external appeal determination decision will be made in 30 (thirty) days; however, more time (up to five (5)
additional days) may be needed if the external appeal reviewer needs to obtain more information.

The member and Healthfirst will be notified of the final determination within two (2) business days after the
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external appeal decision is made. The external appeal agent may also notify providers of the outcome of the
member 6s external appeal, where appropriate.

Providers must not seek reimbursement (except for copayments, coinsurance, or deductibles, where applicable)
from members when a provider-initiated external review of a concurrent adverse determination determines that
the healthcare services are not medically necessary.

The memberds healthcare provider can request an expedi
serious harm. These expedited external appeal determinations will be made within three (3) days, and

notification by phone or fax to the member and Healthfirst will occur. The external appeal agent may also notify
providers of the outcome of telappropndenber 6s external appe

In most cases, Healthfirst will retain financial responsibility for external appeals that have been assigned to a
certified external appeal agent. Providers are responsible for the costs of an unsuccessful appeal of a
concurrent adverse determination. Providers and Healthfirst will share the cost of the external review when a
concurrent adverse determination is upheld in part. If Healthfirst reverses a denial that is the subject of an
external appeal after assignment to a certified external appeal agent but before assignment of a clinical peer
reviewer, Healthfirst shall be responsible for the administrative fee as assessed.

16. Provider Compensation
I

16.1 Payees

Billing and reimbursement policies serve as a supplement to the Provider Compensation section of the
Provider Manual. Please refer to Appendix XIV-A for a complete list of coding requirements.

As detailed in Section 3.1 of this manual, Healthfirst contracts with providers through participating hospitals
(Level | providers) or directly with individual providers or provider groups (Level Il and Level Il providers). For
all Level | providers who are covered by the hospital agreement with Healthfirst and who practice in hospital
outpatient departments or hospital-owned community-based sites, payment is made directly to the hospital.
Level Il and Level Il providers and provider groups receive payment from Healthfirst directly.

16.3 The Healthfirst Quality Incentive Program (HQIP)

Healthfirst's mission is to provide the best possible quality and experience of care to our members. We
recognize the importance of the relationships providers have with their patients in achieving this goal. To
support providers in their efforts, Healthfirst established the Healthfirst Quality Incentive Program (HQIP), an
annual program that incentivizes superior performance on select measures which are consistent with
national and state-level benchmarks for quality of care. By achieving or surpassing the clinical performance
goals set in HQIP, providers can earn quality incentive payments based on their Overall Quality Rating
(OQR) and/or measure-specific rates/ratings.

Participation in HQIP is limited to providers that take risk on Healthfirst members and/or meet membership
thresholds determined by Healthfirst. Healthfirst PCPs participating in our Medicaid, CHP, QHP, HARP,
Medicare, Complete Care, and FIDA Plans may be eligible to earn quality incentive payments while delivering

the superior healthcare and satisfaction to Healthfirst members that we all strive for.

Healthfirst will share quality data and scoring, including OQR, with providers participating in HQIP on a
monthly and quarterly basis. If a provider participating in HQIP believes there are discrepancies or
inaccuracies with their quality scoring, they may communicate this to Healthfirst through their Network
Management Representative or Clinical Quality Manager. If a provider would like to contest their Final HQIP
results and/or OQR, they may do so by filing an appeal with Healthfirst. To briefly summarize:

1 Healthfirst will accept appeals after HQIP Final Preview results are shared with providers.
1 Providers must notify Healthfirst of their intention to appeal by sending an email to
HOIP @healthfirst.org briefly outlining on what grounds they plan to appeal within ten (10)
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business days of Final Preview results being released by Healthfirst. Providers must also
(securely) provide any and all documentation supporting their appeal to HOIP @healthfirst.org
within 10 business days of their initial written notification.

1 Healthfirst will strive to make a formal decision within 45 business days of receiving a complete
appeal proposal. All appeal decisions will be reviewed and approved by Healthfirst's Executive
Team, including the Chief Medical Officer. Any decisions made by Healthfirst will be considered
final and adjustments to final quality scoring and incentive earnings, if any, will be made
accordingly.

1 Not all measures will be eligible for appeal and some appeals may be denied if the basis of the
appeal does not meet the criteria outlined by Healthfirst.
For more information about the Healthfirst Quality Incentive Program, email HOIP @healthfirst.org.

16.4 Specialty Care and Specialists

Specialty care providers, including HIV specialist PCPs, are compensated on a fee-for-service basis. Mental
Health providers are reimbursed at the APG rate for services to Medicaid and Leaf Plan members, and are
reimbursed according to a set fee schedule for Healthfirst Medicare members. Substance Use Disorder(SUD)
providers are reimbursed according to a set fee schedule.

16.5 Obstetrical Care

Healthfirst reimburses for obstetrical care on a fee-for-service basis or based on specific contractual
arrangements. In all cases, the provider must submit claims for each service rendered. Claims should be
submitted for payment of prenatal and post-partum visits, as well as for delivery. Cases requiring more than
seven (7) prenatal visits or more than one (1) post-partum visit may be subject to retrospective medical
record review by the Healthfirst Medical Management department.

16.6 Family Planning Services

Healthfirst reimburses for family planning services provided to Healthfirst members. Medicaid members may
obtain family planning and reproductive services without a PCP referral from either in-network or out-of-
network Medicaid providers. CHP, Leaf Plan, and Leaf Premier Plan members may obtain family planning
and reproductive health services through any in-network CHP, Leaf Plan, or Leaf Premier Plan provider
without approval from or notification to Healthfirst or their PCP. Healthfirst will not pay claims for Healthfirst
CHP, Leaf Plan, or Leaf Premier Plan members seeking family planning and reproductive health services
from out-of-network providers.

16.8 Healthfirst Payment in Full/Member Hold Harmless

Pursuant to their provider contract, participating providers are prohibited from seeking payment, from billing,

or from accepting payment from any member for fees that are the legal obligation of Healthfirst, even if

Healthfirst becomes insolvent or denies payment on a claim, regardless of the reason. Participating providers

must refund all amounts incorrectly collected from Healthfirst members or from others on behalf of the

member. As permitted by a providerds contract ospth Hea
payments inappropriately made by a member from a provi
amount to the member.

Healthfirst is not financially responsible for reimbursing non-covered services provided to members. Please
see Section 2 for additional information on the procedure to be followed in order to bill and collect from
members for non-covered services.

With the exceptions of deductibles, copayments, or coinsurance, all payments for services provided to
Healthfirst members constitute payment in full, and providers may not balance-bill members for the difference
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bet ween their actual charges and the rei mbursed amount
contract with Healthfirst and of applicable New York State law. Where appropriate, Healthfirst will refer
providers who willfully or repeatedly bill members to the relevant regulatory agency for further action.

Additionally, per requirements set forth by the Centers for Medicare & Medicaid Services (CMS), dual-eligible

members will not be held responsible for any cost-sharing for Medicare services when the state is responsible

for paying those amounts. Providers must accept Health
appropriate state source (i.e., Medicaid FFS). This requirement applies to all dual-eligible individuals and not

just to those members enrolled in a Medicare Advantage Dual Eligible Special Needs Plan (SNP) or

Medicare-Medicaid Plan (MMP).

17. Billing & Claims Processing
-
Billing and reimbursement policies serve as a supplement to the Provider Compensation section of the
Provider Manual. Please refer to Appendix XIV for a complete list of coding requirements.

17.1 Member Eligibility

Payment for services rendered is subject to verification that the member was enrolled in Healthfirst at the time
the service was provided and to the providerds complia
authorization policies at the time of service.

Providers must verify member eligibility at the time of service to ensure the member is enrolled in Healthfirst.
Failure to do so may affect claims payment. Note, however, that members may retroactively lose their
eligibility with Healthfirst after the date of service. Therefore, verification of eligibility is not a guarantee of
payment by Healthfirst. Please contact Overpayment Recovery at 1-866-635-1520 in cases where members
retroactively lose coverage so that you can obtain further information, including any other payor that may be
billed.

Clamssubmi tted for services rendered without proper aut hi
authorization. o No payment will be made.

In certain cases, a managed care plan member, including Healthfirst members, may change health plans
during the course of a hospital stay. When this occurs, providers should bill the health plan to which the
member belonged at the time of admission to the hospital.

17.2 General Billing and Claim Submission Requirements

Submitting Claims Electronically

For all electronic claims, Healthfirst utilizes the Emdeon clearinghouse and MD On-line, a free online service
for providers who do not have claims submission software. Claims submitted electronically receive a status
report indicating the claims accepted, rejected, and/or pending, and the amount paid on the claim once it has
been finalized. Claims submitted electronically must include:

1.Healthfirst Payer ID Number 80141 on each claim.
2. Complete Healthfirst Member ID Numbers (see member ID card or monthly enroliment roster).

3. A National Provider Identifier (NPI) should reside in:

o] 837 Professional (HCFA) - Loop 2310B Rendering Provider Identifier, Segment/Element NM109.
NM2108 must qualify with an XX (NPI);
o} 837 Institutional (UB04) - Loop 2010AA Billing Provider, Segment/Element NM109. NM108 must

qualify with an XX (NPI).

To sign up for electronic billing with Emdeon, providers must contact their software vendor and request that
their Healthfirst claims be submitted through Emdeon. Providers can also direct their current clearinghouse to
forward claims to Emdeon. Please call Healthfirst at 1-888-801-1660 to set up electronic billing. To sign up for
electronic billing with MD On-line or for more information, visit www.healthfirstmdol.com or call
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1-888-499- 5465. Providers who sign up for electronic billing may also sign up for electronic fund
transfer/electric remittance advice (EFT/ERA). See Section 17.5 for more information.

Reports are available through billing software vendors to review electronic submission of claims and rejection
errors. Although this may be an optional feature, providers are encouraged to obtain this reporting tool to
better manage their submissions. The following are two (2) report options providers should review for claim
submission activity:

The Initial Acceptance Report (R0O22/RPT-05)

The R022 report shows that the clearinghouse accepted the claim submission and routed it to the designated
insurance carrier. Acceptance of a claim on the R022 report is acceptance by the clearinghouse and not by
the Plan.

Providers should wait until they receive confirmation on the Insurance Carrier Rejection Report (R059).

Insurance Carrier Rejection Report (RO59/RPT-11)

The R059 report consists of two (2) summaries. The first section confirms that the claims were accepted by
Healthfirst.

The second section lists the claims rejected and the reason(s) for each rejection. This report may be used to
substantiate timely filing to Healthfirst.

Note: In 2009, both the R022 and R059 reports were discontinued and replaced with the RPT reports.

Submitting Claims on Paper
All paper claims should be submitted to:

Healthfirst Claims Department
P.O. Box 958438
Lake Mary, FL 32795-8438

All paper claims should include the National Provider Identifier (NPI) and well as the Healthfirst-assigned
Provider ID Number (the latter is not required for electronic claims). The Healthfirst Provider ID is a unique
provider number for each practice site and hospital affiliation he/she has and must be included with paper
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claims.
The letter after the hyphend A,B,C,D,etc6corresponds to one (1) of the prov
(2) digits attheendoft he provi der number correspond to the provid
illustrates the potential provider numbers an individual practitioner may have:
Number of Number of Hospitals
Practice
123456-A12
| 123456-A12 o001l 123456-A20
: 123456-A26
123456-A12 123456-A12 123456-A20 123456-A12 123456-A20 123456-A26
2 123456-B12 123456-B12 123456-B20 123456-B12 123456-B20 123456-B26
123456-A12 123456-A12 123456-A20 i21:3456— 123456-A20 123456-A26
3 123456-B12 123456-B12 123456-B20 123456-B12 123456-B20 123456-B26
123456-C12 123456-C12 123456-C20 123456-C20 123456-C26
123456-C12
If the memberdés PCP is affiliated with the same hospit

provider number by first matching the hospital code and then selecting the letter (A, B, C, etc.) that

corresponds to the practice site where the services were rendered. To confirm the correct provider number,

please call Provider Services at 1-888-801-1660.
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Note for group practices and facilities: When submitting claims, please ensure separate billing NPl and
provider NPl numbers are entered in the appropriate fields. Office visit claims submitted for the group practice
owner, with an organization NPl number instead of the individual NPl number, cannot be processed.

Claims Submission and Encounter Data

Healthfirst is required to report encounter data to New York State, CMS, and other regulatory agencies which
lists the types and number of healthcare services members receive. Encounter data is essential for claims
processing and utilization reporting as well as for complying with the reporting requirements of CMS, New
York State, and other governmental and regulatory agencies. Further, for some Healthfirst providers, it will

i mpact the provideroés eligibility for bosan@dhatthisai d

information be submitted in a timely and accurate manner.

For participating providers who are paid on a fee-for-service basis, the claim usually provides the encounter
data Healthfirst requires. In addition, participating Healthfirst providers reimbursed on a capitated basis are
still required to submit claims so that encounter data is reported to Healthfirst.

Healthfirst submits encounter and claims data monthly to the NYSDOH Office of Managed Care Medicaid
Encounter Data System (MEDS). MEDS serves as the information warehouse by which the state has the
capacity to monitor, evaluate, and continuously improve its managed care programs. It is essential that
providers submit claims promptly for all services, including capitated services. MEDS is the standard by which
the performance of Healthfirst and other managed care organizations is measured. To meet the state
mandate, Healthfirst requires its providers to satisfy MEDS requirements when submitting claims and
encounter information. Please refer to the Claims section (see Section 17) for the specific requirements when
submitting claims or encounters. Please refer to each reporting measure as described in this section for
specific measure requirements.

Present on Admission (POA)

The POA indicator applies to diagnosis codes for certain healthcare claims. POA indicator reporting is
mandatory for claims involving inpatient admissions to general acute care hospitals or other facilities. It
clarifies whether a diagnosis was present at the time of admission. Healthfirst requires POA indicators for all
primary and secondary diagnosis codes as well as the external cause of injury codes, regardless of the
manner in which claims are submitted (i.e., paper or electronic). Please refer to the instructions provided by
CMS regarding identification of the POA for all diagnosis codes for inpatient claims submitted on the UB-04
and ASCX12N 837 Institutional (8371) forms.

Requirements for Billing by Facilities

Facilities, including hospitals, must submit inpatient and outpatient facility claims on the UB-04 or on
electronic media:

1 Report the name, NPI, and Healthfirst provider ID number of the attending provider in Field 76
(Healthfirst provider ID number is not required on electronic transactions).

1 Include the Healthfirst authorization number on claims submitted for inpatient services. Claims will be
matched to prior authorization data in the Healthfirst system and processed in accordance with
applicable Healthfirst policies and procedures.

Professional services that are not part of the facility claim should be billed on a CMS 1500 form.

Facilities billing on behalf of employed providers must submit claim reporting data on the UB-04 for outpatient
services or directly to Healthfirst via electronic claim submission. Report the name, NPI, and Healthfirst
provider ID number of the attending provider in Field 76 (Healthfirst provider ID number is not required on
electronic transactions).

Required Data Elements and Claim Forms

Prior to being adjudicated, all claims are reviewed within the Healthfirst Claims department for completeness
and correctness of the data elements required for processing payments, reporting, and data entry into the
Healthfirst utilization systems. If the following information is missingf r om t he <c¢l ai m, t he
and will be rejected:

f

or

cl ai
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Data Element CMS 1500 UB-04

Patient Name X

Patient Date of Birth X X
Patient Sex X X
Subscriber (Member) Name/Address X X
Healthfirst Member ID Number (including Client Identification Number [CIN] for X X
all newborn babies, when applicable)

Coordination of Benefits (COB)/ other X X
Date(s) of Service X X
ICD-9 Diagnosis Code(s), including 4th and 5th Digit when Required (ending

9/30/2015) X X
ICD-10 Diagnosis Code(s), including 4th, 5th, 6th, and 7th Digit when Required

(beginning 10/1/2015)

CPT-4 Procedure Code(s) X X
HCPCS Code(s) X X
Service Code Modifier (if applicable) X X
Place of Service X

Service Units X

Charges per Service and Total Charges X X
Provider Name X

Provider Address/Phone Number X

National Provider Identifier i NPI (Healthfirst does not accept legacy provider ID X X
numbers submitted on HIPAA standard transactions)

Tax ID Number X X
Healthfirst Provider Number i For Paper Claims Only X X
Heal)thfirst Payer ID Number 80141 i For EDI Claims Only (refer to Section X X
17.2

Hospital/Facility Name and Address X
Type of Bill X
Admission Date and Type X
Patient Discharge Status Code X
Condition Code(s) X
Occurrence Codes and Dates X
Value Code(s) X
Revenue Code(s) and corresponding CPT/HCPCS Codes when billing outpatient X
services

Principal, Admitting, and Other ICD-9 (ending 9/30/2015); ICD-10 (beginning X
10/1/2015) Diagnosis Codes

Present on Admission (POA) Indicator (if applicable) X
Attending Physician Name and NPI X
Healthfirst Authorization Number X X

CMS 1500 forms and UB-04s can be used to bill fee-for-service encounters. The UB-04 form should be used
by facilities and by facilities billing on behalf of employed providers.

17.3 Time Frames for Claim Submission, Adjudication, and
Payment

Timely Claim Submission

Providers should submit all claims within 30 (thirty) days of the date of service for prompt adjudication and

payment . However, claims for services that are submitt
agreement with Healthfirst will not be paid except under certain circumstances. In no event will Healthfirst pay

claims submitted more than 180 (one hundred eighty) days after the date of service. Please refer to Section

17.2 for electronic and paper submission of claims.
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Late Claim Submission

In certain circumstances, Healthfirst will process claims submitted after the time period required under the
providerds agreement with Healthfirst. Pl ease note tha
necessary information are adjudicated according to the original date of service. They do not fall into the

category of exceptions to the time period required. The following situations allow for special handling of

claims. Claims must be submitted with a written explanation and appropriate documentation showing the date

the claim came within the providerds contr ol

Reason for Delay Time Frame for Submission

Within 60 (sixty) calendar days from the time the submission
came within the providerds ¢

Medicare or other third-party Within 60 (sixty) calendar days from the time the submission
processing delays affecting the claim came within the provideros ¢

Original claim rejected or denied due to  Within 60 (sixty) calendar days of the date of notification
a reason unrelated to the 180-day rule  (submit with original EOP)

Administrative delay (enroliment
process,

rate changes) by NYSDOH or other
State agencies

Litigation involving payment of the claim

No time frame

Delay in member eligibility Within 60 (sixty) days from the time of notification of eligibility
determination (submit with documentation substantiating the delay)
PRO denial/reversal No time frame

Within 60 (sixty) days from
is verified. Providers must make diligent attempts to
determine the member s cover

Member 6s enrol | men
was not known on the date of service

The Insurance Carrier Rejection Reportd RO59/RPT-11 (refer to Section 17.2)0 may be used to substantiate
timely filing to Healthfirst.

Healthfirst adjudicates and pays all claims for its Medicaid, FHP, CHP, and commercial plans according to

Section3224-a of the New York State Insurance Law, also know
adjudicates and pays all claims for its Medicare lines of business pursuant to Section 3224-a of the New York

State Insurance Law, except that the applicable prompt-pay interest rate shall be that applicable to Medicare
fee-for-service interest rate. Out-of-network Medicare claims are adjudicated pursuant to the applicable

regulations governing Medicare Advantage Plans.

Grace Period Impact to Commercial and Leaf Plan Providers

Provider paymenti s subject to member ds i nsur anddeElighibty er age st at
Verification. Members who receive advance premium tax credit (APTC) subsidies are entitled to a 90-day

premium payment grace period. Claims submitted during days 31190 of t he member 6s grace
subject to prompt-pay provisions until the member pays their premium in full. Providers are not permitted to
balance-bill members during days 31190 of their grace period. | f the memb
end of the grace period, any pended claims will be processed in accordance with the terms of the contract. If

the member premium is not paid in full by the end of the grace period, claims incurred during days 311 90 of

the grace period will be denied. (The Grace Period modeli s now A payi disouds wthuDSE thee 0

desired communication to providers).

17.5 Explanation of Payment (EOP)/Electronic Funds Transfer
(EFT)/Electronic Remittance Advice (ERA)

The EOP describes how claims for services rendered to Healthfirst members were reviewed. It details the adjudication of
claims, describing the amounts paid or denied and indicating the determinations made on each claim. There are separate
EOPs for inpatient facility services and for outpatient services. The outpatient services EOP includes outpatient facility
services, provider services, and ancillary services such as DME (see Appendix XIV-C). The EOP shall include the
following elements:
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Name and Address of Payor

Toll-free Number of Payor

Subscriberés Name and Address
Subscriberés I dentification (I D) Number
Member 6 s Name

Provider 6s Name

Provider Tax Identification Number (TIN)

Claim Date of Service

Type of Service

Total Billed Charges

Allowed Amount

Discount Amount

Excluded Charges

Explanation of Excluded Charges (Denial Codes)

Amount Applied to Deductible

Copayment/Coinsurance Amount

Total Member Responsibility Amount

Total Payment Made and to Whom

= =4 =4 =4 =4 -8 a8 -f A a8 os s

The EOP is arranged numerically by member account number. Inpatient facility claims are sorted separately
from all other claims. Each claim represented on an EOP may comprise multiple rows of text. The line number
indicated below the date of service identifies the beginning and end of a particular claim. Key fields that will
indicate payment amounts and denials are as follows:

1 Paid Claim Lines: If the Paid Amount field reads greater than zero (0), the claim was paid in the
amount indicated.
Denied Claim Lines: If the Not Covered field is greater than zero (0) and equal to the allowed amount,
the service was denied.

1 Claim Processed as a Capitated Service: If the amount in the Prepaid Amount field is greater than
zero (0), the service was processed as a capitated service.
1 End of Claim: Each claim is summarized by a claim total. If there are multiple claims for a single

member, the EOP also summarizes the total amount paid for that member.

Providers may receive a copy of an EOP by:

1. Logging into the Healthfirst Provider Portal at hfproviderportal.org._
2. Entering the associated claims number under the Claims Search feature.
3. Clickingon the |1 ink und&®rawieillaabl eNuambetrhe next screen.

You may also call 1-888-801-1660 to request a copy of an EOP.

Electronic Funds Transfer/Electronic Remittance Advice (EFT/ERA)

Healthfirstés Electronic Funds Transfer (EFT)/El ectron
service for the automatic reimbursement of Healthfirst claims.

EFT is the direct electronic deposit of claim reimbursements into your bank account, and ERA is the statement
that allows you to reconcile these reimbursements to your member accounts. Advantages of these programs

include:
1 Prompt payment i no waiting for checks to clear.
1 Reduced paperwork.
1 No lost checks or mail delay.
9 Savings of administrative and overhead costs.
1 Simplified and organized recordkeeping.
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1 Improved cash flow.

You must be able to submit claims electronically to use EFT/ERA. When claims are submitted for payment, the

payment is deposited electronically into your bank account. Capitation checks can also be deposited directly into

your account. When you enroll in EFT/ERA, you will continue to receive an Explanation of Payment (EOP) for a
sixty(60)-day grace period. The EOP shows the member 6s name,
amounts of Healthfirst payments. After the grace period, you will receive only the ERA. Bank statements will

continue to reflect deposited amounts and dates of deposit. Your clearinghouse/software vendor must be able

to accept the ERA file, which is in the 835 HIPAA standard format.

Please visit our Healthfirst Provider Portal by logging in at hfproviderportal.org for information on how to enroll in
EFT/ ERA. You can find this information in the fAFor mso
to the portal. You can also call Provider Services at 1-888-801-1660.

17.6 Claim Inquiries, Corrected Claims, Claim Reconsideration,
and Appeal Process
Claim Inquiries

Providers can view claims status on our website at www.healthfirst.org. Providers may also call Provider
Services at 1-888-801-1660, 24 hours a day, seven (7) days a week, to access claim status on a service line or
service code basis instead of a claimbds tot al

As described below, Healthfirst provides a two (2)-level process for providers to appeal a claim denial or
payment which the provider believes was incorrect or inaccurate. Please note that the provider appeal process
described in this Section 17 does not apply to utilization management determinations concerning medical
necessity. See Section 15 for information on medical necessity appeals.

Corrected Claims

Definitions
A Rejected claim: A claim that was received by Healthfirst and determined to be unclean. The claim is
never loaded to the adjudication system. The claim is returned to the provider along with the reason for
the rejection.

A Re-submission claim: Represents a claim that was rejected by Healthfirst. Once the provider makes
the appropriate changes to the claim, the provider must re-submit the claim within timely filing guidelines
for new claims. Note: This re-submitted claim is always treated as a hew claim.

A Accepted claim: A claim that was received by Healthfirst and passed all criteria. The claim was
successfully loaded to the adjudication system. The system then makes a final determination of paid or
denied.

A Corrected claim: Represents a claim that was accepted by Healthfirst. The corrected claim has
changed data elements that will potentially effect the payment of the claim.

EDI Corrected Claims:

When submitting an EDI ACorrectedod Professional and/ or
requirements must be met:

1) The claim type/frequency (CLM05-03) must be a 7.
Ex. CLM*8084*96.98***11>B>7*Y*A*W*|*P~
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