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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, andin
Long Island and Westchester, Healthfirst has developed a solid and effective approach to meeting the diverse
needs of New York residents.

Sponsor Hospitals/Health Systems

NYC Health + Hospitals BronxCare Health System NuHealth - Nassau University Medical

Center
Stony Brook Medicine Montefiore Health System MediSys
St. John's Episcopal Hospital Interfaith Medical Center Northwell Health
SUNY Downstate Maimonides Medical Center Mount Sinai Health System
The Brooklyn Hospital Center SBH Health System NYU Langone Health

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 providersint hei r heal th pl a
network for services to be considered in-network. Services rendered without prior authorization by providers or

facilities outside of the network designated by the member 6 s Iplaraaretcdnsidered out-of- network and shall be

the memberds financi al responsibility (excludes emergent
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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 policiesand
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 updatesmay
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 areunclear
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.

Heal thfirst was founded in the early 19906s by &ewonsorti
York Hospital Association. An independent not-for-profit corporation since 1993, it has from its inceptionoperated

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, He al t hf i r st 6s business mode
empowering and partnering with the provider 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 objectiveso f New Yor k St at
Managed Care Act, which changed the way healthcare was delivered for Medicaid recipients. In 1999, Healthfirst

implemented its Child Health Plus (CHPIus) program to expand its ability to provide healthcare services to eligible
children through part i cPRrqgmam.iThisroffers neasbnaldy pricéddeakhdase cavdidge u s

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 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.
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Provider Participation

Healthfirst hospitals and their affiliated providers may be contracted to participate in one Healthfirst programor 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 contractmay 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 AHealthfirstd name. Throughotowee t hi s pr
companies collectively. When referring to a specific company or a specific line of business, the specific company
nameisused,ie,iHeal t hfirst Health Pl an, I nc. o0 or fArdmeaiflat hf i r st F

specific productis used,i.e.,iMedi c dMed i cmai d. 0O
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 neededto
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, Monday to Friday, 8:30ami 5:30pm. After normal business hours
you may leave a message and we will respond no later than the next business day.

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 let you:

9 Verify member eligibility
Submit appeals and view claim status
View the status of authorizations

Submit questions to Healthfirst

1
il
1
1 Requestaccess to online reports and member enrollment rosters
1 Submit files/documents to Healthfirst

9 Requestdemographic information update

9 Access Healthfirst policies and procedures

9 Review the latest clinical guidelines, newsletters, reference materials, and more

For more information about our website, send an email to webmaster@healthfirst.org, and to register for
access, visit hfproviders.org and click i N elseri SignUpHer e . 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
1-888-801-1660
Monday to Friday, 8:30ami 5:30pm

Provider Services Inquiries

Provider Claim Appeals
P.O. Box 958438
Lake Mary, FL 32795-8438
1-888-801-1660
Monday to Friday, 8:30ami 5:30pm

Member Appeals and Grievances
Claims Appeals and Grievances

Claims
P.O. Box 958438
Lake Mary, FL 32795-8438
1-888-801-1660
Monday to Friday, 8:30ami 5:30pm
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

MondaytoFr i day, 8:30am 5:

3

Transitional Care

Care Management and Disease Management
Assistance in Finding Appropriate Specialists
Utilization Review

Authorizations for Initial and Continuing Care

Member Services
P.O. Box 5165
New York, NY 10274
Medicaid / CHP / FHP
1-866-463-6743
Monday to Friday, 8ami 6pm
(English, Spanish, Mandarin, Cantonese, Russian)
Medicare/Commercial: 1-888-260-1010
Signature (PPO): 1-833-350-2910
Signature (HMO): 1-855-771-1081
(TTY 1-888-542-3821 for the hearing/speech impaired)
Monday to Friday, 8ami 8pm
Healthfirst Leaf Plans:
1-888-250-2220 (Option 1)

English TTY: 1-888-542-3821
Spanish TTY: 1-888-867-4132

Monday to Friday, 8ami 8pm
Small Group and Healthy NY:

1-888-260-1010 (Option 4)
Monday to Friday, 8ami 8pm
(English, Spanish, Mandarin, Cantonese)

Eligibility Verification

Member Benefits

Distribution of Member Handbooks
Distribution of Provider Directories to Members
New Member Orientations

PCP Selection

Clinical Performance Management Department
P.O. Box 5163
New York, NY 10274-5163

Quality of Care Investigations

HEDIS and QARR

Quiality 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
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Department Key Functions and Responsibilities

Confidential Compliance Contact
To report compliance concerns in addition to suspected fraud, waste, and abuse, anonymously call
1-877-879-9137
or go to
http://hfcompliance.ethicspoint.com/

2. Healthfirst Programs and Benefits
_____________________________________________________________________________________________________________________________|

2.1 Healthfirst PHSP Programs
Healthfirst Personal Wellness Plan (HARP)

The Healthfirst Personal Wellness Plan also known as the Health and Recovery Plan (HARP), which isa NY
State managed care plan created to better assist adults diagnosed with serious mental illness (SMI) and
substance use disorders (SUD) in their recovery. This plan is offered in the 5 boroughs of New York City,
Nassau, Suffolk, Westchester, Sullivan, Orange and Rockland counties.

The Personal Wellness Plan is for Medicaid eligible consumers who may benefit from extra behavioral
health or substance abuse services. Enrolled members will have access to specialized care management
teams with experience in Behavioral Health whounderstan d s t h e me mbneead® Is offarsnall theu e
same coverage and benefits of Medicaid Managed Care, plus extra services likecommunity support
programs, mental health treatment, substance abuse programs, and other behavioral health services to help
the member live life to the fullest.

Healthfirst Essential Plan

The Healthfirst Essential Plan provides health coverage for individuals between 19 i 64 years of age whose
income is slightly higher than the Medicaid income limit or who are lawfully present in the United States but do
not qualify for Medicaid due to immigration status. Healthfirst offers the Essential Plan in the5 boroughs of New
York City, Nassau, Suffolk, Westchester, Sullivan, Orange and Rockland counties.

Essential Plan eligibility is determined by income and household size, and there are four variations - Essential
Plan 1, Essential Plan 2, Essential Plan 3, and Essential Plan 4. All four plans provide the sameessential health
benefits including inpatient and outpatient care, physician services, diagnostic services, prescription drugs,
adult dental and vision benefits along with other benefits. All Essential Plans have no annual deductible, which
means members only pay for services via copay or co-insurance.

Healthfirst Medicaid Managed Care Plan

Since 1994, Healthfirst has delivered managed healthcare services to the Medicaid-eligible population living
in the 5 boroughs of New York City, Nassau, Suffolk, Westchester, Sullivan, Orange and Rocklandcounties.
Healthfirst Medicaid offers the full range of New York State Medicaid benefits to individuals and
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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). The Healthfirst Medicaid Managed Care Plan is designed for low-income families and
individuals under 65 who qualify for Medicaid in New York State. This high-

quality plan offers benefits that include maternity coverage, PCP and specialist visits, prescription drugcoverage
and health and wellness programs, and more.

Healthfirst Child Health Plus (CHPIus)

Since 1999, Healthfirst has offered the Healthfirst Child Health Plus (CHPIus) Program to provide quality
healthcare coverage for the children of uninsured and underinsured children. Healthfirst offers children accessto a
wide range of care and services in the 5 boroughs of New York City, Nassau, Suffolk, Westchester, Sullivan,
Orange and Rockland counties. The CHPIlus Program is for uninsured or underinsured children who do not qualify
for Medicaid. This CHPIus plan o0 e mogost or low-cost coverage for qualified children under age 19, regardless
of family income or immigration status.

CHPIus provides children with a comprehensive benefit package. The parent/guardian may be responsible for
contributing to a premium based on their household income level. Children can enroll and renew their CHPlus
coverage through the New York State of Health Marketplace (NYSOH).

2.2 Healthfirst Medicare Advantage 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 State Medicaid
Agency Contract (SMAC) with the New York State Department of Health.

To meet the eligibility requirements for Healthfirst MA Plans, beneficiaries must have Medicare Part A and Part B
and have a permanent address within the specific plands
yearly, and providers are informed of these changes through the Quick Reference Guide in the Plans & Benefits

section at HFProviders.org.

Healthfirst MA Plans provide all the benefits and services that Original Medicare does, plus supplemental benefits
and prescription drug coverage (Part D).

Healthfirst Medicare Advantage plans currently include the following:

Healthfirst Signature (PPO)

Healthfirst Signature (PPO) is a plan that gives members the flexibility to go out of network and visit any doctor or
hospital in the U.S. that accepts Medicare. A specially trained member services team is dedicated to making
healthcare easy for Signature (PPO) members. This plan offers the benefits of Original Medicare, plus much more,
for a $0 monthly premium. This plan includes Part D coverage, as well as supplemental coverage for prescription
vitamins and erectile dysfunction drugs.

This plan is designed for people who do not qualify for programs like Extra Help (also known as Low Income
Subsidy), Medicare Savings Programs (MSP), or Medicaid.

Healthfirst Signature (HMO)

Healthfirst Signature (HMO) is a plan that gives members the flexibility to pick benefits that best suit their needs, as
well as a specially trained member services team dedicated to making healthcare easy for them. This plan offers the
benefits of Original Medicare, plus much more, for a $0 monthly premium. This plan includes Part D coverage, as
well as coverage for prescription vitamins and erectile dysfunction drugs.

This plan is designed for people who do not qualify for programs like Extra Help (also known as Low Income
Subsidy), Medicare Savings Programs (MSP), or Medicaid.

Healthfirst 65 Plus Plan (HMO)

Healthfirst 65 Plus Plan offers a comprehensive benefit package, including additional benefits not covered by
Original Medicare, for a $0 monthly premium, making it a high-value yet affordable choice. This plan includes Part D
coverage, as well as coverage for prescription vitamins.

This plan is designed for those who do not qualify for programs like Extra Help (also known as Low Income
Subsidy), Medicare Savings Programs (MSP), or Medicaid.
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Healthfirst Increased Benefits Plan (HMO)

Healthfirst Increased Benefits Plan offers the benefits of Original Medicare plus additional benefits not covered by
Medicare. This plan includes Part D coverage, as well as coverage for prescription vitamins. Those who qualify for
full Extra Help will be eligible for a $0 monthly plan premium, no drug deductible, and lower copays for prescription
drugs.

This plan is designed for those who qualify for some level of Extra Help (also known as Low Income Subsidy) or
Medicare Savings Programs (MSP) but are not fully dual eligible.

Healthfirst Life Improvement Plan (HMO D-SNP)

Healthfirst Life Improvement Plan is a Medicare Advantage Dual-Eligible Special Needs Plan (D-SNP) that offers the
benefits of Original Medicare plus additional benefits not covered by Medicare, such as supplemental benefits and
Part D coverage, as well as coverage for prescription vitamins. This plan is designed specifically for those who are
eligible for both Medicare and full Medicaid. Healthfirst has a Coordination of Benefits Agreement (COBA) with New
York State Department of Health (NYSDOH) that provides wraparound Fee-For-Service (FFS) Medicaid benefits
and covers member cost-sharing. NYSDOH is financially responsible for cost-sharing obligations and Medicaid
benefits for our dual-eligible beneficiaries.

Healthfirst Connection Plan (HMO D-SNP)

The Healthfirst Connection Plan is a Medicare Advantage Dual-Eligible Special Needs Plan (D-SNP) that
coordinates coverage for those who are newly Medicare-eligible and enrolled in our Medicaid managed care plan
pursuant to the CMS default enrollment process. Healthfirst Connection Plan members that do not opt out of the
default enrollment receive their Medicare coverage from Healthfirst Connection Plan, which is coordinated with their
Healthfirst Medicaid coverage. Healthfirst Connection Plan has a Coordination of Benefits Agreement (COBA) with
New York State Department of Health (NYSDOH) that defines the Medicaid benefits and cost-sharing obligations of
the plan.

Healthfirst CompleteCare (HMO D-SNP/MAP)

Healthfirst CompleteCare is a Fully Integrated Dual-Eligible (FIDE) Special Needs Plan (SNP) designed for Medicare
and Medicaid dual-eligible beneficiaries who are (1) eligible for nursing home level of care using the Uniform
Assessment System (UAS) and (2) expected to need at least one of the Community Based Long Term Care
Services (CBLTCS) for 120 days or longer. CompleteCare offers the benefits of Original Medicare, Medicaid,
Medicare Prescription Drug coverage, and supplemental benefits.

As a FIDE SNP, CompleteCare provides primary, specialty, and long-term care services to those who need
assistance with activities of daily living. The plan coordinates these services to address medical needs and manage
chronic conditions while allowing members to remain safe and secure in their own homes and communities.

Plan Name Counties of Service

Signature (PPO) Bronx, Kings, New York, Queens, Richmond, Nassau

Signature (HMO) Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester, Orange,
Sullivan, Rockland

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

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

Sullivan, Rockland

Life Improvement Plan Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester, Orange,
Sullivan, Rockland

Connection Plan Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester, Orange,
Sullivan, Rockland

CompleteCare Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester, Orange,
Sullivan, Rockland

2.3 Healthfirst Commercial Programs

Healthfirst offers a range of commercial products. Qualified Health Plans (QHP) are offered via the NY Stateof
Health (New York Statebés health benefit exchamigmsaeand are
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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 ofa wide
variety of consumers:

I 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.

I 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. Subsidiesare
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. Adultdental and
vision coverage is available with Healthfirst Leaf Premier plans.

9 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

I Maternity and newborncare

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

I Rehabilitative and habilitative services and devices

9 Laboratory services

9 Preventive and wellness and chronic-disease management

9 Pediatric services, including oral and vision care

Healthfirst's Healthy NY program plan is offered by Healthfirst Health Plan, Inc., a 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 allthe 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 tothe
Summary of Benefits available on our website at https://healthfirst.org/leaf-plans/.
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Consent to Receive Noncovered Services
If you are unsure whether a requested service is covered by Healthfirst, you must do the following:

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

i For non-Medicare programs, inform the member that their Healthfirst program may not cover the service.

1 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.

9 If Member Services confirms that the service is not covered, advise the member that, they may file a
grievance ifthey disagreewithH e a | t hrfterpretatiord Isformation on the process for filing grievances may
be obtained by calling Member Services.

9 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.

9 You must obtain the me mb ewritben consent, acknowledging that they were advised of the cost of the
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.

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 dneemlersandgoordinate treatment so t hat
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:

T Provide all contracted services within the scope of
1 Verify member eligibility for all services

T Get from Healthfirstds Medical Management department
1 Report all obstetrical admissions for delivery to Healthfirst at the time of the delivery or on the next

business day

t
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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 Use the appropriate referral request form to refer all Healthfirst Leaf Plan members to in-network
specialists before rendering the specialist service

1 Ensure continuity of care by coordinating discharge arrangements with the member 6 s PCP, speci al't
care provider (as appropriate), and other post-discharge providers, such as certified home health
agencies and Healthfirstés Medical Management departm

1 Ascertain whether the member has executed an Advance Directive, include an executed Advance
Directive in the memberdés medical record, and honor t|
Advance Directive

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 Health f i r st 6 s pol i cies and proc

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 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.
Authorizations, when required, are essential for prompt claims payment. Please refer to Section 12 for more
details on authorization processes.

Because the PCP is the memberdéds first contact with Health
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

a time-specific treatment plan, takingintoc onsi der at i on t Hlee P@RmMah meeddosreqiuestp u t .
authorizations for certain services to accommodate the treatment plan. Please refer to Section 13 of this
manual for more information.

Primary Care for HIV Positive Members

All HIV specialist PCPs must meet additional credentialing requirements to serve this population. (See
Appendix II-A.) These multidisciplinary providers coordinate care throughout the service delivery system.
Treatment Adherence

At every visit, the HIV specialist PCP should discuss and
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 Healthf i r st 6s Car e Management d
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
14
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which requires specialized medical care, the member may request 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.

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
T Individual and group HIV prevention and risk reduction education and counseling
1 Harm reduction education
1 Counseling and supportive services for partner/spousal notification

I f you are not sure where to refer a member, Healthfirsto
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 outside
products, members can access these specialty services without a referral from their PCP or authorization by
Healthfirst.

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 memberés input and coordinating wi

Specialty care services are provided by clinicians practicing within the Healthfirst network. Healthfirst may make
special arrangements to accommodate requests to see 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 tr ai magengentof®ghavioralal del egat e
healthcare 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 I 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
15
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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 t 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

= =4 =4 -4 -4 -a -8 -2

Assistance with complex member issues
1 Feedback on performance and utilization
From Participating Providers
1 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

Compliance with medical management protocols

1
1
1
1 Adherence to access and scheduling standards
1
1 Timely and accurate claims submission

1

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 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.

16



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 practitioneroés | icense or bealthdare professionalso n . Nor
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:

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

9 Healthfirst may use different reimbursement methodologies for different clinical specialties or for
different hospital affiliations

9 Healthfirst may implement measures designed to maintain quality and control costs consistent withits
responsibilities

9 Healthfirst 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.

9 Healthfirst 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:

f The memberdés health status, medi cal car e, or thateat ment
may be self-administered (This includes providing sufficient information to the individual so that thereis an
opportunity to decide among all relevant treatment options.)

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

9 The 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 consistentwith
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 Healthfirstparticipating
providers.

17



NY Provider Manual

Non-Discrimination
Providers must provide care to all Healthfirst members and must not discriminate on the basis of thefollowing:

18
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1

Age

National Origin

Race

Disability

Sex

Economic, Social, or Religious Background
Sexual Orientation

Health Status

Claims Experience
Source of Payment
Legally Defined Handicap
Veteran Status

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 servicesthrough 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 withthe

member 6s ability to understand
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
speaks the same | anguage

wh o

as

what i s being relgimsmuni cated

t h e discestinm) asra translagor. In e

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, andthat 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, Healthfirsthas
operating agreements with Federal, State, and County governments that govern the terms of its participation in

the Medicaid managed care, CHPIus, Healthfirst Leaf Plan, Leaf Premier Plan, and Medicare programs.

Regulatory authorities periodically review Healthfirst operations and data reporting (i.e., complaints, enroliment,

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

used
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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 toSection 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

medi cal treatment, and other fundamental el eisexpettel of t he
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 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 accordingto 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 onnon-

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 itemsbelow. 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
reqguest on the provider or group | etterhead t haptacticenc | udes
record for update. Any supporting documentation (such as a W9 form or a Board Certificate) should be faxed with
these requests.

9 Update in the provider or group name and Tax ID Number (W9 required)
Update in provider/group practice address, zip code, telephone or fax number (full practice information required)
Update in provider/group billing address (W9 required)

Update in the member age limits for service at the practice (if applicable)

= =4 =4 =4

Update in NY license, such as a new number, revocation, or suspension (new certificate or information on action
required if applicable)
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9 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 office hours ( P C Fhéed at least 16 hours)

Updateinp r o v i bdaedreld@ibility/board certification status

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

= =4 =4 -4 -4 -4 -4 - -_a -2

Update in languages spokeninthep r o v i offieer 6 s

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, in good faith, report actual or suspected wrongdoing.

Healthfirst is required to refer potential fraud or misconduct related to the Medicare program to the Health and Human
Services Office of the Inspector General 6s Medi care Drug
to the Medicare Advantage and Prescription Drug programs. Potential fraud, waste, and abuse related to New York

State funded programs are reported to the State Depart men
Inspector General (OMIG).

The Compliance Policy

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

As part of our commitment to zero tolerance, Healthfirst works with vendors to achieve the following goals:

[0  Demonstrate its commitment to responsible corporate conduct;
00  Maintain an environment that encourages reporting of potential problems; and
[0  Ensure appropriate investigation of possible misconduct by the company.

Healthfirst has adopted various fraud prevention and detection programs to protect our members, the government,
and/or Healthfirst from paying more for a service than it is obligated to pay. Therefore, Healthfirst has established a
Special Investigations Unit (SIU) in compliance with all applicable state and federal regulations to identify, prevent, and
detect fraud, abuse, waste, and other inappropriate conduct.

The SIU is responsible for accepting referrals of misconduct from inside and outside the company and for investigating
such referrals to determine if fraud, waste, or abuse has occurred. All Healthfirst-contracted entities have a
responsibility to report any inappropriate activities via email to SIU@healthfirst.org or to the confidential website at
hfcompliance.ethicspoint.com.

For further information on our compliance program, please visit healthfirst.org/fraud-and-compliance and select i A

Guide to the Compliance Program.o
Definitions
Abuse-Consi stent with the definition included in Healthfirs

Health or any contract with CMS and/or applicable Federal or State Law, abuse is defined as practices that are
inconsistent with sound fiscal, business, medical or professional practices, and which result in unnecessary costs,
payments for services that were not medically necessary, or payments for services which fail to meet recognized
standards for health care. It also includes enrollee practices that result in unnecessary costs and conduct that causes
harm to an enrollee. Fraud also includes enrollee practices that result in unnecessary cost.

Fraud-Consi stent with the definition included i DepaHmeatloft hf i r st
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Health or any contract with CMS and/or applicable Federal or State Law, fraud is defined as an intentional deception or
misrepresentation made with the knowledge that the deception could result in some unauthorized benefit to the person,
provider, Plan, subcontractor, or another person. Fraud includes the acts prohibited by section 366-b of the Social
Services Law and any other act that constitutes fraud under applicable Federal or State law. Fraud may be committed
by Healthfirst employees, health care providers, contractors, enrollees, applicants for enrollment and others, and
includes any act that constitutes fraud under applicable federal or state law.

Waste-Consi stent with the definition i n ateaoftllevdrorkDepaHreeatioft hf i r s
Health or any contract with CMS and/or applicable Federal or State Law, waste is defined as the overutilization of

services, or other practices that, directly or indirectly, result in unnecessary costs to any Federal or State benefit

program. Waste is generally not caused by intentional action but rather the misuse or misappropriation of resources

Relevant Statutes and Regulations
Stark Law
42 U.S.C. § 1395nn

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/she 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 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
42 U.S. Code § 1320ai 7b and New York State Social Services Law § 366-d

Under both Federal and New York State law, criminal penalties are imposed for certain acts which impact Medicare,
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. 88 37291 3733 and New York State Finance Law, Art. 13, §§187-194

Under the Federal and New York False Claims Acts (FCA), private citizens (i.e., whistleblowers) can help reduce fraud
against the government. The FCA allows everyday people to bring suits against groups or other individuals that defraud
the government through programs, agencies, or contracts (the act does not cover tax fraud).

Forthe purposesof t he FCA, fiknowing and/ or knowinglyodo means that
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:

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

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

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

0  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:

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

0  Knowingly failing to provide members with access to services for which Healthfirst has received premium
21
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payments
0  Knowingly submitting inaccurate, misleading or incomplete Medicaid cost reports

Protections for Whistleblowers

Whistleblower 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 whistleblower. If an employer retaliates in any way, whistleblower 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, visit https://oig.hhs.gov/fraud/report-fraud/index.asp.

The following are the applicable False Claim Act statutes and regulations, for reference:
Federal False Claims Act Civil Remedies Act
31 U.S.C. 3801-3812

For a copy of this citation, 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 June 19, 2020, violations of the False Claims Act carry civil penalties of between
$11,665 and $23,331 per claim, plus three times the amount of damages that the federal government sustains because
of the 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 1047 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. 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 Law 104i 410 1).

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, §§187-194)

The NY False Claims Act closely tracks 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 between $11,665 and $23,331 per claim as adjusted
to be equal to the civil penalty allowed under the federal False Claims Act, 31 U.S.C. sec. 3729, and the recoverable
damages are between two and three times the value of the amount falsely received. In addition, the false claim filer may
have to pay the governmentos | egal fees.

The FCA allows private individuals to file lawsuits in state court, just as if they were state or local government patrties. 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 8§145-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 five (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 misleading
statement, or intending to do so, the personds familyds
offense, 12 (twelve) months if a second (or once if benefits received are over $3,900), and five (5) years for four (4) or
more offenses.

Social Services Law 8145 Penalties

Any person who submits false statements or deliberately conceals material information in order to receive public
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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 forty-five (45) 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 denied and/or considered overpayments and Healthfirst may utilize an extrapolation methodology to determine the
total overpayment and ask the selected provider to refund the monies paid. Appropriate education may also be provided
to ensure further billings are submitted according to established guidelines. The results of these reviews may be
presented to the Healthfirst Fraud, Waste and Abuse Committee.

Failure to cooperate in Pre-Pay or Post-Pay requests may result in the non-renewal or termination of your contract with
Healthfirst and/or additional reporting to state and/or federal authorities. Pre-Pay reviews are reviews conducted on
claim(s) prior to the cl ai-Paprevieashjevediews @nductedon olaim(g) after @ elaint .
has been adjudicated or paid.

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 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.

The FWAC 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. Any allegations
regarding imminent patient harm shall be referred to the Credentialing Subcommittee for final decision as to whether a
provider should be terminated.

The FWAC meets approximately fifteen (15) times during the year and comprises the following Healthfirst staff
members:

Chief Legal Officer (or his/her representative)

Vice President, Deputy General Counsel

Chief Medical Officer (or his/her representative)
Vice President Claims, Payment Integrity

Vice President, Regulatory Affairs

Vice President, Compliance and Audit

Vice President, Network Management

1 Assistant Vice President, Special Investigations Unit
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Pre-Payment Review
23



NY Provider Manual

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 (1) are
submitted timely; (2) are submitted to Healthfirst or our contracted fraud, waste, and abuse vendor (Vendor) at the
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.

The Vendor will continue to send requests for medical records to a provider on PPR for all subsequently submitted
relevant claims while the provider remains on PPR 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 45 calendar days to submit requested records from the date of receipt of
the request for such records. In the event records are not submitted within 45 days of the request, the claims at issue
will be denied. All records must be sent to the address listed in the PPR medical record request letter from the Vendor.

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, the claim will be approved for payment. If the documents
are not supportive of the services billed, the claim will be denied. Claim lines with no recordsd either because the
provider failed to maintain such records or failed to provide such requested recordsd will be denied for payment.
Providers will be timely informed of the PPR decisions through a detailed explanation of payment.

If providers disagree with the PPR claim determination, they may submit a Review and Reconsideration request to the
Vendor within ninety (90) calendar days of the claim decision. Providers must submit additional supporting
documentation directly to the Vendor for reconsideration and review in a timely manner. Thereafter, if a provider
disagrees with the decision on Review and Reconsideration, a further appeal is available. All appeals from a PPR
Review and Reconsideration must be submitted to the Vendor within 60 calendar days of the PPR Review and
Reconsideration decision and include a cover letter noting that this is an appeal from a PPR Review and
Reconsideration determination. No PPR Review and Reconsideration or appeal requests will be considered if submitted
to the Vendor after the above-noted time frames. Please refer to relevant correspondence from the Vendor and Section
17.6 for additional details and information regarding the Review and Reconsideration and appeal processes, generally.

Post-Payment Review

Periodically, the Vendor and the SIU conduct audits of claims that have previously been paid by Healthfirst. In such

audits, the 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. The Vendor

then presents the audit outcome to the provider in a Findings Letter. If the provider disagrees with the findings in the

|l etter, the provider must follow the review and rPaymenhsi de
Revi ewd Section. If a timely request for review and recon
determination of the findings 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.).

Requests for Review and Reconsideration of FWA Claims

Healthfirst retains the right to contract with external vendors to evaluate the accuracy of claims payments, including for
fraud, waste, and abuse. If a provider receives a letter co-branded between the Vendor and Healthfirst, be it on a pre-

payment or post-payment review, please refer to letter for instructions on how to file a Review and Reconsideration of

any denied claims.

Healthfirst mandates that all contracted vendors comply with the Healthfirst Review and Reconsideration process for
first-level appeals of all denied or partially denied claims.

Prescription Fraud, Waste and Abuse (FWA) Premier Audit

In addition to the FWAC meetings discussed above, Healthfirst also conducts quarterly Premier Prescription FWA Audit
meetings. This committee is concerned with fraud, waste, abuse, and potentially hazardous prescription use within the
Prescription Drug Program. The committee meetst o r evi ew reports prepared by CVS C
Pharmacy Benefit Manager. The committee is responsible for directing all further investigative activities and reporting of

suspect questionable activitiestotheplan és Fr aud, Waste, and Abuse Committee f

The committee is composed of the following Healthfirst staff members:

1  Vice President Pharmacy

1 Pharmacy Director or Pharmacist Alternate

1 Assistant Vice President Special Investigations Unit
1 Supervisor Special Investigations Unit
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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 providers and/or pharmacies 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 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 healthcare, and unnecessary costs to
the Medicaid program are prevented.

The MRRC is a professional team comprising, at a minimum, a physician, a registered professional nurse. and a
pharmacist. The MRRC reviews and determines whether the enrollee has demonstrated a pattern of overuse,
underuse, or misuse of services included in the Benefit Package and whether such behavior should be managed by the
Restricted Recipient Program. The MRRC is also responsible for ensuring that the directives of the team regarding
placing restriction of recipients are carried out. The MMRC consists of the following staff members

Vice President, Deputy General Counsel

Chief Medical Officer (or his/her representative)
Vice President Claims, Payment Integrity

Vice President, Regulatory Affairs

Vice President, Compliance and Audit

Vice President, Network Management

Pharmacy Director or Pharmacist Alternate
Assistant Vice President, Special Investigations Unit

Common Methods of Fraud and Abuse

To assist you with understanding and/or identifying what may constitute 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
1 A provider who, using existing information on his or her members, creates claims for office visits or services
that never took place
1 A provider who, in the course of billing for actual member treatments, adds charges for X-rays or laboratory
tests that were never performed
1 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:

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

1 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

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

1 A provider falsifies the identity of the provider of services so as to obtain payment for services rendered by a
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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

1 A provider upcodes the services rendered to obtain greater reimbursement

1 Upcoding of Evaluation and Management services to indicate a greater complexity of medical decision-making
than was actually rendered; encounters that required straightforward decision-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 surgeon

Unbundling: Provider submits a claim reporting comprehensive procedure codes (e.g., resection of small intestine)
along with multiple incidental procedure codes (e.g., 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 include 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

Failure to provide medically necessary services

Marketing schemes offering beneficiaries inducement to enroll
Unsolicited marketing

Misrepresenting prescription drug products

Payment for excluded drugs

Multiple billing

Y Inaccurate data submission
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Pharmacy Benefit Manager (PBM)

9 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
Payment for excluded drugs

Dispensing expired or adulterated drugs
Prescription refill errors

9 Failure to offer negotiated prices

= =4 -8 —a —a —n

Prescriber

1 Prescription drug switching

T AScripto mills

§  Provision of false information
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1 Theft of DEA number or prescription pad
Wholesaler

1 Counterfeit or adulterated drugs through black markets
1 Drug diversions
1 Inappropriate/false documentation of pricing information

Manufacturer

1 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| eglad b dilod fpromoti on

1 lllegal use of free samples
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Beneficiary

1 Misrepresentation of enrollment status

Identity theft

Prescription forging or altering

Drug diversion or inappropriate use

Prescription stockpiling

AfiDoctor shoppingodo for drugs
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FDR and 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. Healthfirst is 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.

Upon contract and on an annual basis thereafter, an authorized representative from each FDR and Affiliate is required
to complete the Healthfirst FDR and Affiliate Compliance Attestation (on behalf of his or her organization) to attest to
compliance with the standards of conduct; compliance policies; OIG, GSA (SAM), and OMIG exclusion screenings; and
publication of FWA and compliance reporting mechanisms requirements.

Healthfirst is required to provide CMS with offshore subcontractor information and complete an attestation regarding
protection of beneficiary Protected Health Information (PHI). Therefore, Healthfirst requires FDRs and Affiliates to
indicate the name, address, and delegated function of any offshore subcontractors used for Healthfirst business.

If Healthfirst determines that an FDR or Affiliate is not in compliance with any of the requirements set forth in this policy,
the FDR or Affiliate will be required to develop and submit a Corrective Action Plan (CAP). Healthfirst will assist the
FDR or Affiliate in addressing the issues identified.

First Tier entities are responsible for ensuring that their downstreamand r el at ed entities comply
policies and applicable Federal and State statutes and regulations.
A copy of the Healthfirst compliance attestation and the FDR & Affiliate Compliance Guide can be found at

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 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
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By phone: 1-212-453-4495

Email: compliance@healthfirst.org

By phone: 1-212-801-3292
Email: 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 hfcompliance.ethicspoint.com. These services are 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 YorkState
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 someflexibility 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 directlyor
through back-up coverage arrangements with other Healthfirst participating providers. Each provider musthave an

on-call coverage plan, acceptable to Healthfirst, that outlines the following information:

1
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Waiting Time Standards

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 always have key Healthfirst telephone numbers available

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

paged and will return the call to the member as soon as possible, but in no case to exceed 30 minutes

It is expected that Healthfirst providers will be familiar with Healthfirst and will be able to act in 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 on-call group relationships

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

providec | i ni c al

nformat.i

on

to the member 6s

next business day, so that it can be entered into the me mb emedisal record

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

PCP by

message refers a member to a second phone number, that phone line must be answered by a live voice.

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.

t

he
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Urgent Care and Urgent Walk-in Visits: Members should be seen within one (1) hour of arrival. Please notethat
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 arrivalof an
unscheduled appointment or scheduled for an appointment in a timeframe consistent with the Healthfirstscheduling
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 andthat
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 scheduledappoi nt ment, document t he occur ramdatteenption t he
contact the member by telephone.

To encourage member compliance and minimize the ocardurrenc
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 existingpractice 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 credentialing information and
required documentation based on their level of participation (e.g., Level ll1).

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 rigorouscredentialing
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.

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.

Provisional Credentialing

A) Physicians newly employed in Article 28 facilities”

Providers are eligible to apply for provisional credentialing if Healthfirst has received a completed applicationand
Healthfirst has been notified in writing that the physician has been granted hospital privileges and meetsthe following
requirements:

1. Beanewly licensed physician in the state of New York,

2. Be aphysician relocating to New York from another state, or

3. Be a physician who receives a new tax ID number 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 Healthfirstfully credentials the provider
within 60 days or disapproves the provider for network participation.
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*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 completedapplication.

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

1  Aprovider 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 assigneda panel. The
provisional participation status for providers will continue until Healthfirst fully credentials the provider or disapproves
the provider for network participation.

The Credentialing Subcommittee

The Credentialing Subcommittee is a multidisciplinary committee of clinical practitioners from Healthfirst participating
hospitals, as well as the Healthfirst Chief Clinical | Officer, Executive Medical Director, Sr. Medical Director, Medical
Directors 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 authorityto
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

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

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

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

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

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 recommendationsastopr acti ti oner sd abil ity toc
remain in the Healthfirst network

Review and approve the Delegated Credentialing File Audit Results of each memberh o s p iLéval laids
Level Il practitioners credential files

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

Review Provider Quality of Care issues that meet Heal]
Subcommittee review

Review and approve minutes of Credentialing Subcommittee meetings

The Fraud, Waste and Abuse Committee will notify the Credentialing Committee of Provider fraud,
waste, abuse, and improper billing Terminations and cases of imminent harm to members for
awareness. The Fraud, Waste and Abuse Committee is responsible for making the termination
decisions.

9 Provide a summary report of findings and submit to Healthfirst Quality Improvement Committee (QIC)on a

quarterly basis or more frequently as required

= = = =4 = =a = = = = =4 = =

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

3.7 Provider Profiling

Healthfirst monitors the performance of its provider network to ensure the quality and appropriate use of healthcare
services and to identify opportunities for provider improvement and the management of medical costs. Healthfirst has
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developed criteria and methodologies to collect and analy
performance. Areas evaluated include but are not limited to billing and coding patterns; inpatient, outpatient, ancillary, and
pharmacy utilization trends; and specialty costs.

All providers are measured against an appropriate group of healthcare providers using similar treatment modalities and
servicing a comparable member population. On a periodic basis and upon the request of a provider, Healthfirst will provide

a copy of the provider profile, data, and analysis used t
afforded the opportunity to meet with Healthfirst to discuss the information reported in the provider profile and the unique
nature of the providerdéds member population, which may hayv

afforded the opportunity to work cooperatively with Healthfirst to improve performance.

All provider profiling evaluations comply with Section 4406 D(4) of the New York State Public Health Law.

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 betweenthe 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 casebasis. Unless
otherwise stated in the provider's contract with Healthfirst, Healthfirst must agree to allow theprovider 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.

Non-Renewals

Healthfirst or its participating providers may elect not to renew a provider agreement. Exercising the option ofnon-
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 setforth in the
provi der 6 switlaHealtbfiesme n t

Immediate Termination

Consistent with Public Health Law Section 4406-d, Healthfirst reserves the right to terminate a provider
contract immediately, based on the following:
| Final disciplinary action is taken by a state licensing board or governmental regulatory agency that
impairsthep r o v i abikityrtdpsactice
1  Thereis a determination of fraud on the part of the provider made either by the Healthfirst
Credentialing Subcommittee or another appropriate body
il Continuation ofthe p r o v i pdrécipdiie may cause imminent harm to members

Healthfirst may, at the sole discretion of the Healthfirst Medical Director, thereafter, afford the provideran
opportunity for a hearing in accordance with the procedures outlined below in the Section entitled
ATer mi hat i Gause. 0O

All provider requests for a discretionary appeal must be in writing, submitted no less than 30 days after thedate of
the termination notice, and sentto the LegalD e p a r t rateemtionho will then deliver the request to the Medical
Director. Best efforts will be used to by the Medical Director to decide and communicate thisdetermination to the
provider via letter within 30 days of receipt of the request.

In cases of immediate termination, Healthfirst wil!l i mmed
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 immediatetermination pending the

outcome of a hearing if one is so afforded to the provider.

Termination for Cause

Heal thfirst reserves the right to terminate a providerods
warranting immediate termination as described above, upon 60 days prior written notice to the provider, or

uponnoticeasset forth in the providerodos agreement with Healthf]
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circumstances that would be considered a basis for a fAfor

Repeated failure to comply with quality assurance, peer review and utilization management
procedures

Unprofessional conduct as determined by the appropriate state professional licensing agency
Failure to comply with Healthfirst credentialing standards and procedures

Discrimination against Healthfirst members as outlined in the Provider Agreement

Engaging in abusive or improper billing practices

=A =4 =4 =4 =

The Healthfirst Credentialing Subcommittee shall review all proposed provider terminations for cause. If the
Credentialing Subcommitteebds r ec oAgreemnen, dhe pravider shalreteove t er mi n a
a written Notice of Proposed Adverse Action which shall include the following information:
i  Thereason for the proposed termination
T Information aboutthe p r o v iridhtto régeiest a hearing before a panel appointed by Healthfirst
1  Astatement that the provider has 30 days to request a hearing from the date that Healthfirst mailedthe
Notice of Proposed Adverse Action
1  Astatement that Healthfirst will schedule a hearing within 30 days from the receiptofapr ovi der 6 s
request for a hearing
T  Asummaryofthep r o v i héagimg dights

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:

9  Advocated on behalf of a member

1  Filed a complaint against Healthfirst with state or federal regulatory bodies

9  Appealed a decision made by Healthfirst

9  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 providerodos failure to submit a wikkpdeemedawawerofanyhear i ng wi
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
providerod6s written request for a hearing. datdmegandvi der sh
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 awaiver 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 panelshall

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

review (fAclinical peero), and a third i ntigaringphnektHatissel ect ed
larger than three (3) individuals, at leastone-t hi r d of t he p an e lclhisal ppersnib additorh iftie wi | |
provider participates in Healt hf maostyobtse hddend panehrmembes shalla nt a g e
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 thehearing.

Atthe hearing, a provider will be afforded the following rights:
1  Tobe present at the hearing and represented by legal counsel
I  Topresentany additional evidence thatis relevanttothe p r o v i cdse withaut regard to its
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admissibility in a court of law
il To call, examine, or cross-examine any witnesses, all of whom will testify under oath
1  Tosubmitawritten statement at the close of the hearing
1  Tohave acopy of the record of the proceedings (atthep r o v i edpensé) s

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/l be noti f i e dfiftéen(15yvbusinedsdagsfroni t he h
the date of the decision.

I f termination is recommend e deffecive porlegsvthan thinty §39) days aftenthen at i on s
providero6s receipt of the hearing panel 6s decisxty(6d). I n no
days fromthep r o v i receipt & the initial notice of proposed termination.

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

until arrangements are made to transi t difically, providersare mber 6 s c a
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 pregnant members, the continuity ofcare/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

will inform the member of the effective dat e@roceduretfdre pr ovi
selecting a new PCP within He aésthbhfetworls Healthfirstreassignsth&k . When a
providerés members to another PCP. Membe rassignmenttsycalimlge opti o
the Member Services Department and selecting a provider of their choice.

He al t h DutyrteRepost
Healthfirst is legally obligated to report to the appropriate state professional disciplinary agencies as well asthe
National Practitioner Data Bank under the following circumstances:

1 Theterminationofap r o v i cdngractdos reasons related to alleged mental or physical impairment,
misconduct or impairment ofame mb esafétysor welfare

1  Thevoluntary or involuntary terminationofap r o v i cdngract®rsemployment to avoid the
imposition of disciplinary action or investigation by Healthfirst

1 Theterminationofap r o v i cdnéractdnghe case of a determination of fraud or of imminent harmto a
me mb eheditls

T  Anydisciplinary 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.

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 whetheror 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 SSI, 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,
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Richmond, Queens, Nassau, Suffolk, Westchester, Orange, Rockland, and Sullivan 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 enrollment 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 Ill 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 at1-800-505-5678.

I ndi viduals who have access to healthcare coveragthe t hroug
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 annually. Members will receive notice to recertify
from their local district of Social Services or the New York State of Health (NYSOH). 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 to renew online (for NYC members only).

Child Health Plus (CHPIus)

CHPIlus 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 CHPlus 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 levels of subsidizati on fircame keveleCoverageisr an c
available in Bronx, Kings, New York, Richmond, Queens, Nassau, Suffolk, Westchester, Orange, Rockland, and Sullivan
counties.

The application for CHPIlus requires supporting documentation for income, identity/date of birth, and residency

(must reside in New York State). CHPlus members who are pregnant should be referred to Medicaid. They will

remain in CHPlus until their Medicaid eligibility deter mi
determined by NYSOH 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 60days of temporary

coveraged this is referred to as presumptive eligibility.

CHPIlus Recertification

CHPIlus members must recertify their eligibility for the program annually through the NYSOH. The form is sent to a
CHPlusme mber 90 days before the memberds anniversary date.
30 days before the anniversary date to ensure continuation of benefits.

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 Parts A and B and who will continue to pay
their Medicare Part B premium. Some plans have additional eligibility criteria. Our Signature (PPO) and 65+ plans
are available in Bronx, Kings, New York, Queens, Richmond, and Nassau counties. Signature (HMO), LIP, IBP, CC,
and Connection plans are available in Bronx, Kings, New York, Queens, Richmond, Nassau, Westchester,
Rockland, Orange, and Sullivan counties.

Commercial/QHP

Healthfirst offers commercial health plans through NY State of Health (NYSOH) as well as directly to
consumers and employers outside of NYSOH. Our commercial programs are called Healthfirst Leaf
Pl ans, He al t hpglans; ad HealtMidt ERO BYo/Pro Plus small group plans. Healthfirst
Leaf Plans, Healthfirst Leaf Premier Plans, and Healthfirst HMO A [plans for individuals and families
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are available in Bronx, Kings, New York, Richmond, Queens, Suffolk, Nassau, and Westchester
counties. Healthfirst EPO Pro/Pro Plus plans are available in these same counties plus Rockland
County.

4.2 Marketing, Advertising, Outreach and Enrollment

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

heal thcare providersd outr eac h/spahsoediprograms such as Meglieatet hf i r st 6 s
Medicaid, CHPIus, 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 NewYork State

Department of Health (including the NY State of Health Marketplace). These guidelines are meantto 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 subcontractor 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). Thesepolicies 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 thisletter, 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 categoryfor
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 referthem
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 calll-
888-801-1660 for more information.

Al'l providers participat ilasgePjQHP,I€emanertidl, briMedscarédsanalgesldarec ai d, CH
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 V), 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 before their coverage expiration date so we can assist them with their renewal. Providers must use one of
the following steps to verify ame mb edligibiity before or at the time of service.

Note that verification of eligibility at the time of service does not guarantee payment by Healthfirst. Claims must

still be submitted in a timely manner with all required information. In addition, members may lose eligibility

after services are provided and cl ai ms ar e refroabtiveitaa t ed. Wha
the date of service.

View the Member ID Card

Each Healthfirst member is issued an identification card that includesthe me mber 6 s PCP, afndi | i at ed
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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 Heal

thfirst products.
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Medicaid (Restricted Recinient)

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.orq)

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

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

Broviderswcan we b s i

Check the Member Enrollment Roster
Members are enrolled monthly into the Healthfirst programs. Members select a PCP at the time of enrollment.
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Healthfirst provides PCPsa mont hl'y enr ol Il ment roster that i denweliasi es ne
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

|l isted on the roster and says that he/ she vebfgedligbiltgtarougho t he
the Member Eligibility section of our website or by calling Member Services. Member enroliment rosters are available

on the Healthfirst provider portal.

Check eMedNY
Codes:
1 Code SF to verify enroliment in the Healthfirst Medicaid plan

1 Code MH to verify enrollment in the Healthfirst Medicare/Medicaid with
Long-Term Care benefits for the CompleteCare (CC) plan

I n some cases, a member may be added to a providerdés pane
I f there is a discrepancy between the roster, thterenember o
are questions aboutamemberd6 s el i gi bility, please call iMbenatbrr Services

Commercial Plans

Members in Healthfirst Leaf and Leaf Premier Plans or HMO
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 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 317 90 will not be paid unless the member pays their premium before the end of their grace

period. Toverifyame mb e r 6 s ietheicgmmiercidl plan, yproviders can:

9 Call Provider Services at 1-888-801-1660
9 Login to the provider portal hfproviders.org
4.5 Member Rights and Responsibilities

A memberds relationship with Healthfirst guarantiqgeaty a num
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 servicesappropriately.

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 makeevery
effort to support member rights.

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

Complete and current information about available treatments, including diagnosis and prognosis as
applicable, in terms the member can be expected to understand

 Haveinformation provided to an appropriate person acting onthe me mb ebel@al§when itis not
appropriate to give such information directly to the enrollee

9 Accessto assistance for medical care through the P C P 6éffice by telephone 24 hours a day, 7 daysa
week

Privacy and confidentiality of their healthcare records, except as otherwise provided for bylaw
Refuse treatment, as far as the law allows, and to understand the consequences of refusing treatment
Receive information as necessary to give informed consent before the start of any procedure

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

= =4 4 a4 -2

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

9 Accept or refuse medical treatment, including life-support treatment

9 Information regarding advance directives
Members Have the RESPONSIBILITY to:

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

Meet with their PCP and get a baseline physical exam

1 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
intheir Healthfirst Member Handbook, Subscriber Contract, or Evidence of Coverage (EOC); and to follow
recommended treatments

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

=A =4 4 -2

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 periodto 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 QOutreach 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 Healthfirstds offi cesdinHealbfiist rei nf or

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 services, and accesstofi ¢ a r ovuesddvices.

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 enroliment kit contains a member handbook and
subscriber contract or EOC, depending on which product the member enrolls in. Members also receive copiesof 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 Medicare Special Needs Plan
(SNP) members (e.g., members i n He allfdlhprovement Rdass). Nealthfirstuses ,
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 thatremind
members to seek preventive care services such as well-child care, immunizations, and screening testssuch as
mammograms and regular Pap smears.
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Healthfirstés Care Management i ncl udeaamalasdhigmisk Heal t hy
pregnancies), Congestive Heart Failure, HIV, Behavioral Healthcare, Diabetes, Domestic Violence, Health
Buddy (CHF and Diabetes), and the Coordinated Care Program.

Commercial Plans

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

1 Aletter with their assigned Primary Care Physician (or PCP) and their Healthfirst Member ID number
T ANew Member Welcome Kit including the Healthfirst Member Handbook

Y 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 toask
them to complete the questionnaire by phone.

5. Regulatory and Reporting Requirements
_____________________________________________________________________________________________________________________________|

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 abuseand 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, another provider, or Healthfirst itself, pleasecall
our Compliance Hotline at 1-877-879-9137, which allows anonymous reporting and is staffed 24/7, or visit
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:
I Submitting inaccurate claims

Billing for services that were not provided

1
1 Accepting inducements to utilize or refrain from utilizing a service
9 Using anotherp e r s blenlthBrst Member ID card

1

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 repositoryfor the provision of
prenatal care and all other services. This will enable Healthfirst to provide, or to arrangethe 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.

Providers should be in compliance with professional standards and should take steps to safeguard
confidentiality when sharing medical-record information with other network providers.
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Providers must include supporting documentation in a memb
submitted to Healthfirst for payment, consistent with CMS guidelines. Medical records created and maintained

by providers must correspond to and support the hospital inpatient, outpatient, and physician diagnoses

submitted to Healthfirst. In addition, coding guidelines require coding to the highest level of specificity which

includes fully documenting the member @scunntaicnmoss i s . In all
support the ICD-10 Codes or successor codes selected and substantiate that propercoding guidelines were

followed by the provider.

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 instancessuch 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 strictlyconfidential. Providers must
make medical records available upon request by Healthfirst or by CMS, NYSDOH, or any other regulatory agency
with jurisdiction over Medicaid, CHPIus, 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, anfadthe heref o
release of such records and information to Healthfirst. In addition, at enrollment Healthfirst obtains theme mb er 6 s
authorization to review records.

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

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

Monitoring for accuracy and completeness of coding, including RADV audits
Monitoring for compliance with approved Practice Guidelines and Standards of Care

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

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

1 Monitoring for compliance with Healthfirst Medical Record Documentation Standards

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, asnecessary.

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 481 72 hours but no longer than 30 days from the DOS. This prevents alteration to the originalnote,
whether intentional or accidental, without an amendment being noted by the software. We present ourmessage
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 thenote.

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 otherentities
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 member ds protected hpradctedundertht contraciutl relationstiipd between Healthfirst

and the member and between Healthfirst and the provider. PHI is found in Healthfirst enrollment data, medical

records, treatment documentation and information, and/or claims data, Explanation of Benefits(EOBs) and

Explanation of Payment (EOPs) 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 APri vHealth Rul eod) ,
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Information Technology for Economic and Clinical Health Act, as incorporated in the American Recovery and
Reinvestment Actof 2009 ( i H 1 T EcGlldaively hereinafter referredtoasfi HI PRAUAl e s 0 ) .

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

member 6s writtendtaoc kbreo wlaegdhgmemted i n the providudithp s recor d
Healthfirstd is required upon receipt of the Privacy Notice. Providers should take all reasonable measures to

protect the privacy and confidentiality of me mb enorgpublic personally identifiable information and PHI at all

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

The release ofame mb eprofested health information and records for quality assurance/utilization reviewand
encounter data is for healthcare operations pursuant to the definitions in 45 C.F.R §164.501, and therefore the
e nr o | cbneemtds ot required for the release of such records and information to Healthfirst.

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 aregoverned

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 questions regarding the

di sclosure of a Heal t hf bhseecall Providem®ericed, 4- 888801lel66hat i on, pl e

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:

 Initial and annual in-service education of staff, contractors
Identification of staff allowed access, and limits of access

Procedure to limit access to trained staff (including contractors)

1

1

9 Protocol for secure storage (including electronic storage)

9 Procedures for handling requests for behavioral health, substance abuse, and HIV-related information
1

Protocols 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:

()it obtains and maintains membersdé written consent author
information covered by 42 CFR Part 2, etseq.,( iPart 2 Datao) for all sufoim data di
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 Healthfirstthat 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.

5.4 Advance Directives/Health Care Proxy

All members, including Healthfirst members, have the right to make decisions about the amount and type ofcare
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 makehealthcare
decisions on his/her behalf if the member is unable to make decisions themselves. All competentadults can
appoint a healthcare agent by signing a Health Care Proxy form. A lawyer is not required, but two witnesses 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
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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 keptin the

member 6s inpatient chart or medical record, oragénhe name,
should be documented in the meltmustbe&lsarlyidocpnzentedrtheinpatiend i ¢ a | re
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 thatthe member was given the
information about Advance Directives in the hospital.

I f the facility feels that it is unable to adherethig o the
fact and recommend that he/she contact the Member Services department. Otherwise, Healthfirst expectsthe facility
to adhere to the me mb ewisbes as determined by the chosen healthcare agent.

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 restrictedPHI 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 forpayment 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 ensurethat 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 ti cal I ncidento is any actual orriskdfl eged e
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.

Reportable Critical Incidents Defined

 Abuse

1 Neglect

 Mistreatment

9 Injuries of unknown origin

1 Sexual abuse

 Verbal abuse

1 Misappropriation of resident property has occurred

9 Medication error/drug diversion

1 Burns

9 Attempted suicide or death related to suicide, restraints, equipment
I CPRconcerns

9 Accidents related to choking or equipment hazard; resident found in nonresident area
1 Elopement from building

=

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
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exploitation of a member, as defined in the Critical Incident Manual. Take immediate action to assure themember
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 HumanServices,
Transition Coordinators, and Case Managers are required to report incidents.

Incident Reporting Procedure

How do you report a critical incident? Complete the Ciritical 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 weekor 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 willbe 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

6. Primary Care
_____________________________________________________________________________________________________________________________|

6.1 Responsibilities of a Primary Care Provider (PCP)

Most Healthfirst members select a PCP at the time of enroliment. 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

f Adolescent Medicinei GYN
f Adolescent Medicine
1 Family Practice i GYN -
. L 1 Adolescent Medicine

JITT Egm:g E:Zzz:gg : gg/GYN 1 Adolescent Medicinei GYN
 General Practice % ég“gglgegletgnh
1  Geriatrics (Medicare and Family Health

Commercial only) T Pedia)t/rics
1 Infectious Disease (HIV Specialist -

PCP) T Womenbés Heal th
1 Internal Medicine
 Pediatrics

Healthfirst PCPs are evaluated annually in areas of quality and satisfaction such as:

1 Wellness and Preventive Care

1 Chronic-Care Management

1 Enrollee Experience and Satisfaction with Care

1 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
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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 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
HbA1c testing (Appendix VII).

Maintain compliance with established preventive care standards (Appendix VII-A) and clinical practice guidelines
(Appendix XlII) 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 point where the

member 6s condition indicates that a behavioral heal th iss
kept in the member6s medical record. Thiahedltlbevdluatiosanchot i nt
assessment.

Before asking a Healthfirst representative or a behavioral health provider to try contacting a member to arrange for

an evaluation of the memberdéds needs regarding ment al heal
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 (1) if a member already receives home care, adult day care, or other home care services,
and (2) 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 needs Adult Day Health Care (ADHC) services
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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, confusion, Al zheimerds, psy
deficit in their Activities of Daily Living, with someone to direct their care in the community

1 If amember 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

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 Healthfirst Provider
directory.

Coordination of Care and Services

Coordinate primary and specialty care, ancillary services, and other covered healthcare services and collaborate
with Healthfirst case managers and other providers involyv

Arrange for behavioral health services through the Healthfirst Behavioral Health Care Management Unit or the
member 6s designated behavioral health care management org

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

member 6s designat ed behamentorgamitatoh.eal t h care manag

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 in to the Healthfirst secure Provider Portal at
www.healthfirst.org/providerservices 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 Enrolilment Rosters

Most Healthfirst members select a primary care provider (PCP) at the time of enroliment. PCPs can receive

enroliment rosters indicating the Healthfirst members assigned to their panel each month by logging in to the

Healthfirst Provider Portal online at www.healthfirst.org/providers and requesting access under the Healthfirst

Reports section. The enrollment roster contains demographic information for each memberinthepr ovi der 6 s pan
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.

6.3 Preventive Care Standards

Healthfirst provides its members with access to routine and preventive healthcare services; these services are

provided and/ or coordinated by the memberoés PCP. Direct a
the network for rout i ne thaanederyiceseAdudt noutinevphysicale ane stréenings &re |
recommended according to age and risk factors consistent with the AAP/Bright Futures Recommendations for

Children and Adolescents, which is included in Appendix VII.

Please note: Healthfirst Medicare Plan members do not require a referral to obtain an influenza or pneumococcal
vaccine. Additionally, there is no copayment for administering the influenza or pneumonia vaccine. Healthfirst
expects participating PCPs to adhere to established preventive care standards and schedules in effect in New York
State. These include New York State Vaccines for Children Program (VFC), which supplies selected vaccines to
providers caring for Healthfirst PHSP members at no cost. In addition, providers may order vaccines for Medicaid
and CHPIlus members at no cost through the VFC program.

For additional information on the VFC or Immunization Program or to order vaccines for Healthfirst Medicaid CHPIlus
members, call:
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INew York State Department of Health Bureau of Immunization: 1-518-473-4437
fINew York City Department of Health and Mental Hygiene Immunization Hotline: 1-347-396-2400
INew York State Vaccines for Children Program: 1-800-KIDSHOT (1-800-543-7468)

To encourage compliance with timely and appropriate preventive care, Healthfirst has developed the Healthfirst
Quality Incentive Program (HQIP) for (Section 16.3) Healthfirst participating providers. Under this program, eligible
PCPs caring for Medicaid, HARP, EP, CHPlus, QHP, Medicare, CompleteCare, and Connection plan members can
receive additional compensation for their efforts in promoting and documenting the provision of selected preventive
care services.

Additionally, Healthfirst provides preventive care screenings and immunization guidelines (Appendix VII) for the
pediatric population.

Depression

Prevention is a key in quality clinical care provided to our members. Mental health diagnoses have historically been

and continue to be included in the Healthfirst top ten (10) inpatient and outpatient diagnoses. It is extremely

important to ensure that our members receive evaluations and get help as soon as possible if they have any

symptoms of depression. I't is a requirement for Healthfir
and to refer the member to an appropriate mental health professional, if necessary.

If a member is given a prescription for any antidepressant medication, he/she should be given an appointment to
return to their PCP every four (4) weeks for a minimum of three (3) visits within 84 days of receiving the prescription
and then return for follow-up visits every three (3) months for at least one (1) year.

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 for these services (also

known as fAFree Access Policyod). Family Pl aaofferingnagrangimgd Repr o
and furnishing of 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 carefor pregnancy.

The following medically necessary services ar andsndddg ect t o
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

I 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
Emergency contraception and follow-up
Sterilization (requires sterilization consent and hysterectomy consent form as applicable) Screening,
related diagnosis, and referral to a participating provider for pregnancy
Medically necessary induced abortions, which are proceduresd either medical or surgicald that result inthe
termination of pregnancy. The determination of medical necessity shall include positive evidence of
pregnancy, with an estimate of its duration.
When clinically indicated, the following services may be provided as a part of a Family Planning and
Reproductive Health visit.
Screening, related diagnosis, ambulatory treatment, and referral as needed for dysmenorrhea,
cervical cancer, or other pelvic abnormality/pathology
Screening, related diagnosis, and referral for anemia, cervical cancer, glycosuria, proteinuria, hypertension,and
breast disease
Screening and treatment for sexually transmissible disease: HIV testing and pre- and post-test counseling

E ]
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Specialty Areas under Ob/Gyn

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

Gynecology

Gynecology (Nurse Practitioner)

Midwifery

Obstetrics

Obstetrics and Gynecology

Obstetrics and Gynecology (Nurse Practitioner)
Wo me nH@adth (Nurse Practitioner)

Maternal and Fetal Medicine

Obstetrics and Gynecology i High-Risk

= =Aa-a-a_-2_-42_-42_-92_-29

PCP and Ob/Gyn Care

In certain circumstances, a member may choose the same provider to serve as both her PCP and Ob/Gyn.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 mustbe
forwarded to the PCP for inclusion in the me mb emedical record. See Section 7.2 for additional details.

7.2 Perinatal Services

In accordance with NYS perinatal standards, Healthfirst provides comprehensive perinatal care services to its members,
including, but not limited to, prenatal risk assessment, health education, mental-health and related social services, labor
and delivery, postpartum care and breastfeeding support. Healthfirst does not require female members to obtain
referrals before accessing routine obstetric care.

All pregnancy-related clinical care and services must be delivered in a high-quality, person-centered, cohesive, and
comprehensive manner across all provider types. To accomplish this goal, Healthfirst requires all providers who deliver
care to pregnant/postpartum persons follow the care guidelines outlined in the NYS Medicaid Perinatal Care Standards.

During pregnancy, the primary maternity provider assumes the responsibility for coordinating and managing the

me mb eqaré.ghey may treat and/or make specialty referrals for any medical conditions that may arise during

pregnancy without referring the member back to her PCP, though they are required to communicate care and findings

to the member 6s other care pr ovi de rd®the prédgnancy, thermeatemity providéernj ur
should refer the member to her PCP for further evaluation and treatment. In addition, when caring for a high-risk

pregnant member, if the provider needs assistance with care coordination for the member then contact our Maternity

Complex Care Program by calingHe al t hf i r st 6s member services phone number
cards.

Please see following link to review the current New York State Medicaid Perinatal Care Standards
https://www.health.ny.gov/health care/medicaid/standards/perinatal care

7.3 Consent Requirements for Hysterectomy i Medicaid,
CHPIlus, FHPIus, 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 LeafPlan 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 forperforming 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 thatthey
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 Sterilizationspecified 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
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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 thereceipt of information.

I't also contains the surgeonds stat e mefortheputpestoft he hystere
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, suchas
evidence that the woman was sterile prior to the hysterectomy and the hysterectomy was performed in alife-
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-3113form

that one (1) of these two (2) conditions existetliggdr. He/ she
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 ifshe
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 forthe procedure that 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, aprovider or nurse
practitioner for the purposes of:

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

Screening and treatment for STDs

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

9 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 testingprograms 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, CHPlus, 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. Generalrequirements are summarized
below, followed by specific disclosures that must be made to the member priorto the procedure.

General Requirements
Minimum Age
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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 fAmentally incompetent individual o re
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 ofthis
restriction, #fAinstitut iidmdudl who & @) involuhtarily icahfinedlorddetaineduadera t o an
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 illness; 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 influence of alcohol or other substances that affectthe me mb estaté o
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 daysprior
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 ofclaims 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 undergoingthe
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
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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 preparationexamination:

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.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 the i Wa i v @+DaydMaitingPer i od. 0

8. Specialty Care

_____________________________________________________________________________________________________________________________|
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 commercial plan members can accessthese
services in accordance with Healthfirst's 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:

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

9 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

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

9 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 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, Healthfirst may authorizeas peci al i st t o serve asocaur member &
when a member has a life-threatening, degenerative, or disabling condition, or a disease that requiresprolonged

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 forthe me mber . The member 6s
must be part of this decision process, and the Healthfirst Utilization Management 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-positive members: If the PCP does not meet the qualifications of an HIV specialist, an HIV specialistwill be
assigned to assistthe PCPinanongoi ng consultative relationealeip as part

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 Healthfirstmember:
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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 subjectalso
appears in Sections 3 and 12 of this Provider Manual.

If the PCP or specialist believes that it is in the me mb ebedi interest to assign primary care responsibilitiesto the
specialist, or if the member requests this arrangement, the PCP will discuss this option with the member.

The PCP or specialist will contact Utilization Management with information aboutthe me mber 6 s caused i t i on,
of treatment, and the name of the treating specialist. If all parties agree, the PCP, the specialist, andUtilization
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 Utilization Management directly. In these cases, the Medical Director will make a finaldetermination.

Specialty Care Centers

In some situations, a member may be best served by receiving care for a complex condition through a teamof
providers affiliated with an accredited or designated Specialty Care Center with experience in treating the

me mb e r éhseaténind oe 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, their PCP, or a specialty provider may initiate a request for this service.
When a member makes the request, the PCP and Utilization Management will evaluate the situation, and the
following procedures will be followed:

The member, or the PCP on behalf of the member, should contact Utilization Management to request care ata
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 managementof mental
health and substance use disorders (together referred to as "Behavioral Health™).

Healthfirst manages the Behavioral Health services for most of its members. The behavioral health services for
selected provider systems are managed by a third party, with the exception of Personal Wellness Plan members.

Providers should use the phone numbers below for Behavioral Health services:
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e HeElinCnemEel Provider Healthfirst Plans Accepted Phone Number

Dependency Affiliate

Montefiore Medical Center Healthfirst members enrolled in Medicaid,
The Care Management CHPIlus, QHP, Medicare, and Leaf Plans
o 9 Montefiore New Rochelle who have a primary care provider through
Organization (CMO) (formerly ; .
- . . Hospital Montefiore 1-800-401-4822
University Behavioral Health
Associates (UBA)) The Mount Vernon Hospital Healthfirst members enrolled in Medicaid,
CHPlus, and QHP who have a primary
Elmhurst Hospital care provider through Elmhurst Hospital

Healthfirst members enrolled in Medicare

Elmhurst Hospital and Leaf Plans who have a primary care
Healthfirst Clinical provider through Elmhurst Hospital
Services/Behavioral Health Healthfirst Participating 1-888-394-4327
Department Providers (excluding Healthfirst members enrolled in Medicaid,
Montefiore affiliation) CHPIlus, QHP, Medicare, and Leaf Plans
who have a non-Montefiore primary care
provider

Providers may use the Provider Portal to request authorization via the Online Authorization tool or fax authorization
requests to 1-646-313-4612 for services that require prior authorization.

For members managed by Healthfirst, providers are encouraged to use the Provider Portal to request authorization
via the Online Authorization tool.

Providers may contact Member Services at the phone numbers| i st ed i n Section 1 t pitaldetern
affiliation or to obtain information about participating behavioral health providers.

Regardless of who provides these services, Healthfirst retains programmatic and quality oversight of these
delegated arrangements to ensure that members are being served appropriately.

Behavioral Health Provider Responsibilities

Heal thfirst expects Ment al Heal th, Substance Use, Adult a
(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.

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

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

A Adhere 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

Type of Services Covered (may depend on plan and benefit):

A Inpatienti Substance Use Disorder and Mental Health
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A  ClinicT Substance Use Disorder and Mental Health

Personalized Recovery Oriented Services (PROS)

Continuing Day Treatment (CDT)

Partial Hospitalization

Comprehensive Psychiatric Emergency Program (CPEP)
Intensive Outpatient Program (IOP)

Mental Health Outpatient Treatment and Rehabilitative Services
Opioid Treatment Programs

Outpatient Chemical Dependence Rehabilitation

Rehabilitation Services for Residential SUD Treatment Support
Rehabilitation Supports for Community Residences
Buprenorphine Prescribers

Ambulatory Detox

Inpatient and Outpatient Electroconvulsive Therapy (ECT)
Mobile Crisis Intervention

Crisis Residence Services

Children and Family Treatment and Support Services (CFTSS)

> > > > > > > > > > > D> D> > > D> D> D> D

Children's Home and Community Based Services (HCBS)*

A Community Oriented Recovery and Empowerment Services (CORE)

Assertive Community Treatment (ACT), Young Adult ACT & Youth ACT

Adult Behavioral Health Home and Community Based Services (Adult BH HCBS)*

*Only HARP members (age 21 and over) and specially identified children (ages 0i 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 the Healthfirst Provider Manual. Providers should refer to Section 9.4, "Utilization andMedical
Management Guidelines," for additional guidance on Level of Care screening tools such as MCG clinical care
guidelines, and evidence-based Healthfirst policies for Mental Health treatment and-LOCADTR 3.0 for Substance

Use Disorder treatment and LOCADTR for Gambling Disorder Treatment.

Healthfirst Provider Portal is available at hfproviders.org to all participating providers to verify member eligibility, and

to 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 members have access to Behavioral Health services, including mental health and substance

use disorder treatment.

For a list of the Level of Care (LOC) covered for Medicaid Mainstream and Health and Recovery Plan (HARP), refer

to Section 9.1.

As of January 1, 2016 and October 1,2 0 1 9 , an additional
Based Services (HCBS) became available to members who meet specific eligibility criteria, as defined by New York

array

of

Adul t

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.

Adult Behavioral Health Home and Community Based Services (BH HCBS) include:

{ Habilitation

and
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1 Education Support Services

1 Prevocational Services

1 Transitional Employment

1 Intensive Supported Employment (ISE)

Community Oriented Recovery and Empowerment (CORE)* services include:

1 Psychosocial Rehabilitation

T Community Psychiatric Support and Treatment

1 Empowerment Services i Peer Support

§  Family Support & Training

Chil drenés Home and Community Based Services (HCBS)

Caregiver Family and Support Services
Community Habilitation

Community Self Advocacy Training and Support
Day Habilitation

Environmental Modifications

Palliative Care i Pain and Symptom Management
Palliative Care i Bereavement

Palliative Care i Massage Therapy

Palliative Care i Expressive Therapy
Prevocational Services

Respite i Planned

Respite i Crisis

Supportive Employment

Adaptive and Assistive Equipment

Non-medical Transportation

*Processed through Fee For Service (FFS)

e I I B B B B R e e ]

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
Electroconvulsive Therapy (ECT), Neuropsychological Testing, Partial Hospital program, Intensive Outpatient
Treatment (IOP), Assertive Community Treatment (ACT), and Home and Community Based Services (HCBS).
Members in need of care, or providers wishing to arrange these services for Healthfirst members, should call the
Healthfirst Behavioral Health department at 1-888-394-4327 for assistance.

Commercial Plans
Healthfirst Leaf and HMO A1 D plans include the following mental health and substance use disorder benefits:

Mental Health Care

ncl
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AOutpatient services relating to the diagnosis and treatment of mental health disorders are covered, including:
o Outpatient services relating to the diagnosis and treatment of mental health disorders
o Partial hospitalization program services
0 Intensive outpatient program service
o Inpatient services relating to the diagnosis and treatment of mental health disorders
Substance Use Disorder Services
Alnpatient services relating to the diagnosis and treatment of substance use disorders are covered. These include:
o Detoxification and/or rehabilitation services as a consequence of substance use and/or dependency
o Outpatient services relating to the diagnosis and treatment of a substance use disorder
0 20 outpatient visits for family counseling. A family member will be covered as 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 Healthfirst 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 and Utilization 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 and Utilization 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 department is responsible for the following areas:
ANotification process

AAuthorization review

AConcurrent review

AcContinuity of care

Acare coordination/care management

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

For additional information about Behavioral Health program components, please refer to Appendices 18.1 and 19.1,
and manual subsections 12.37 12.6, and 13

9.4 Behavioral Health Utilization Management Guidelines
Authorization of Services

Healthfirst does not require its providers to seek authorization for traditional in-network outpatient behavioral health
services.

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 outpatient services like Electroconvulsive Therapy (ECT), Neuropsychological Testing, Partial
Hospital program, Intensive Outpatient Treatment (IOP), Assertive Community Treatment (ACT), and Home and
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Community Based Services (HCBS) are subject to utilization and medical-necessity review to ensure that the most
appropriate treatment and level of care are being provided. Authorization from the Healthfirst Behavioral Health
department or the delegated Behavioral Health organization as outlined in Section 9.1 is required. Providers
affiliated with the Behavioral Health organization operate under a delegated arrangement with Healthfirst and must
compl y with t hauthoripatiog policiezaad procedudes, as well as with those of Healthfirst.

General Requirements

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

AHealthfirst Provider ID number

AMember 6s name and Healthfirst I D number
AMttending/requesting providerds name and telephone number
APCPb6s name (if not the attending/requesting provider)
ADiagnosis and ICD-10 Code

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

AServices requested and proposed treatment plan

AcClinical documentation to demonstrate medical necessity

AFor 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 Healthfirst Manages Care

Providers must contact the Healthfirst Behavioral Health department at 1-888-394-4327 to speak with a Clinical
Intake Coordinator to ensure that all care is appropriately authorized. For ACT and
Adult BH-HCBS, providers may also fax authorization requests to 1-646-313-4612.

Requests for authorization with the corresponding clinical information may also be submitted through the Provider
Portal. Authorization status may be checked through this website as well. 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.

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:

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

ADuration of Therapy Sessions: Individual therapy sessions should ordinarily be a minimum of 30 (thirty) minutes,
customarily 45 (forty-five) minutes, unless they are only for medication management by a psychiatrist.
Group/family/couple therapy sessions are usually required to run between 45 (forty-five) and 90 (ninety) 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.

Alndividual 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.

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

AElectroconvulsive 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.

APharmaceuticals: The use of prescription medications should follow national professional standards.
AcContraindications for Psychotherapy: Psychodynamic psychotherapy is generally considered inappropriate for
members with a sole diagnosis of organic brain syndrome, substance abuse or chemical dependence, or
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developmental disorders.

ADocumentati on: Documentation regarding t htearchdefineder 6 s pr ogr
treatment goals with measurable objectives. When a member
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)

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
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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
me mb eHedltkfirst ID number as well as his or her own Healthfirst provider ID number.

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.

Coll aborate with the memberds PCP and Medical Management
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 forreferring 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, Commercial and Medicare lines of business. To determine whether a member has pharmacy coverage
foraspecificproduct , please refer to the memberds Healthfirst 1D
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://healthfirst.org/find-a-doctor

Please note that members who participate in the Restricted Recipient Program may be restricted to a pharmacy
and/or provider 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 Caremark,
Heal thfirstds pharmacy benefits manager (PBM).

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 drugs
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
enroliment, 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 from the memberdés card balance. Any remaining ba
unused balance automatically expires at the end of the month or upon disenrollment 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.orq/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 available via CVS Caremar k, He a
pharmacy network.
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Items or Medications Excluded from Medicare Part D Coverage
1 Needles or syringes (except for diabetes)

1  Appetite suppressants

1 Erectile dysfunction medication

T Growth hormones are covered under a memberds medi cal

1 Prescription vitamins

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 titled
fMedications Requiring Prior Authorization Under the Medical Benefitd a n dbe foumahonline in the following
locations:

1 https://hfproviderportal.org/> Pharmacy & Formularies

1 The secure Provider Portal at hfproviderportal.org. After logging in, go to the Provider Resource Center

tab and then to Online Authorizations

Since the AMedications Requiring Prior Authorization Unde
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

1 Phone: by calling Provider Services at 1-888-801-1660, Monday to Friday, 8:30ami 5:30pm

1 Fax: 1-212-801-3223 (Note: DO NOT use for pharmacy benefit authorizations via CVS Caremark)

10.4 Durable Medical Equipment (DME), Orthotics andProsthetics,
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 bodily function . The provider must droedicalme n t i
record that these items are medically necessary.

DME may be obtained through a participating DME provider
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 allcontracted
providers.

DME and orthotic and prosthetic vendors must call to obtain prior authorization from Medical Management forall
items. Diabetic supplies are limited to Bayer,He a | t hekclusive, préfarred manufacturer.

10.5 Home Healthcare

Healthfirst members are eligible to receive medically necessary home healthcare services provided by a Certified
Home Health Agency (CHHA). Some Healthfirst members may also be eligible to receive medicallynecessary
Private Duty Nursing services provided by a Licensed Home Care Service Agency (LHCSA).
Home care providers participating with Healthfirst include CHHAs maintained by member hospitals, other
contracted CHHAs, and for some products, contracted LHCSAs. For a listing of participating CHHAs and
LHCSAS, see the Provider Directory.
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Certified Home Health Agency Services and Eligibility

The services listed below comprise the scope of covered home healthcare benefits:
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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 servicesto
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)

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.

il
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Verify member eligibility through eMedNY for Medicaid members or by calling Member Services at
1-866-463-6743

Develop a treatment plan based on an assessment of the me mb ephy&isal, psychological, and socialneeds
Obtain the signature of the provider who initially recommended home healthcare services on the treatmentplan
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 Utilization 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 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.

Licensed Home Care Agency Services and Eligibility

The services listed below are covered LHCSA Home Care benefits:

1

Private Duty Nursing services to be delivered in the home setting as requested by the PCP or attending
specialist and approved by Medical Management

14 days Care Giver Respite per calendar year. Request should be made 6 weeks in advance.

In order to be eligible to receive Private Duty Nursing home healthcare services, members must meet all ofthe
following criteria:

0 beunder a plan of treatment established and periodically reviewed by a provider

0 bein need of more individual and continuous skilled nursing care that exceed the amount and scope
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of nursing services that a CHHA may provide

0 requires nursing services that exceed the amount and scope of nursing services that a CHHAmay
provide.

0 bein need of skilled services that are so inherently complex that they must be performed by a
skilled or technical person and cannot be provided by an available non-skilled person/caregiverwho
has been trained

Responsibilities of Licensed Home Care Service Agencies:

9 Verify member eligibility through eMedNY for Medicaid members or by calling Member Services at
1-866-463-6743

1 Develop a treatment plan based on an assessment of the me mb ephy&isal, psychological, and social
needs

1 Obtain the signature of a treating provider
I Call Medical Management at 1-888-394-4327 for prior authorization of services

9 Ifchanges to the treatment plan are required within the period for which home health services have
been approved, the LHCSA will notify the PCP or specialist and will contact Utilization Management to obtain further
authorization

1 Notify Healthfirst when a member has had improvement and no longer requires the same level/frequency of
nursing

T Send new orders reflecting these changes to the MD for signature
0 LHCSA s expected to collaborate with Healthfirst to develop an appropriate Plan of Care

9 Healthfirst requires an attestation signed by the treating provider with orders to accompany any request for PrivateDuty
Nursing

9 Healthfirst requires the LHCSA to inform us via fax or the provider portal when a member has refused
nursing shift(s), or any adverse events, unsafe situations, or sentinel events. The reasons for refusal orany
details regarding the event must be included with this notification.

Prior Authorization Process: General Guidelines

Home healthcare providers are responsible for obtaining authorization from Utilization Management before

providing services. Home healthcar e ser @Hocatendingspedalisbe coor
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 usedto determine the

appropriateness of setting for home healthcare. Home healthcare services are not intended solely for convenience

or for activities of daily living or other custodial needs. Please refer to Section 6.1 for an explanation regarding

Long Term Services and Supports.

Please note: If the only service required is venipuncture, it will not qualify for the Healthfirst Medicare Planhome
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 t hpial disehargegplarier P CP
with approval from the appropriate provider. Referral policies and procedures are basedon 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 mustcontact Medical

Management at 1-888-394-4327 to pre-authorize services through a participating home health agency. Medical
Management staff will work with t heparticpdtienrstatisnwigh Hpafthdirsti der t o

61



NY Provider Manual

and to direct the referral to the appropriate individual responsible for developing a plan of care and initiating services.

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 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 areferral but

with approvals obtained from the delegated vendor. In general, the oral surgery performed by these providers is

done in the providerés office and i nvol wiedomteathphowedeur es suc
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 oralsurgery 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 me mb eRC®.s

In situations when oral surgery is required to treat medical problems such as head and neck cancers, a referral
fromthe me mb eRCPB ® the oral surgeon is required, and all required prior authorization must be obtained from
the Healthfirst Medical Management department. In these cases, all services are authorizedand 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 officeof 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 appointmentand
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 theappropriate vision care
provider.

Information on vision care benefits and the vision care network is provided in the Member Handbook and inthe
Provider Directories. Members may contact Davis Vision at 1-800-753-3311.

10.8 Hospice 1 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,
CHPIus, 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 illness. 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 Hospice Benefit, fAterminally ill 0 mean
months or less if the iliness runs its normal course. The beneficiary (or his or her representative) must file andsign
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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 nat urtermioafprognossjandaneistcar e as
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 meetsthe following criteria, he or she should

consider electingMe d i c¢ aaspcé services:

T Member must be entitled to Medicare Part A

T Member must have a terminal illness as certified by their PCP

I Member must have a life expectancy of less than six (6) months
il

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, andthis service
should be billed as rate code A0225 for an enrolled newborn or the newborn of an enrolled mother. Transport from
the RPCC to the hospital is arranged by Healthf i rtmris@odation vendor, not by the 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/GYNSs, 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 his/her Healthfirst card

and proof of an encounter/visit to tiembulsemempisdivad. 6s tr anspo
Reimbursement for public transportation is available (in Metro Cards) regardless of the me mb epro&imity 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:

9 Prenatal visits T Only if in the first trimester of pregnancy (0 to 3 months) or first prenatal visit withinforty-
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

 Well-child visits and immunizations:
9 Offered for members up to 24 (twenty-four) months old (total of six [6] round trips)
0 Two (2) weeks after birth

0 Six (6) weeks after birth
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T 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 isrequired. Member Services will

arrange for appropriate transport atMemnherSendcesdsctaflediMondaydo me mb e
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 YorkCity.

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. Toreceive 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.

Per 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 2159i1 Notice of Permanent Placement Medicaid Managed Care

1 MAPG648PiT Recei pt f or Sub mirensResdential Healfh Raegracdites (RHCF); submit 2
copies T 1 copy will be returned to the RHCF as a receipt

DOH 42207 Access NY Health Care

DOH 4495A 1 Supplement A

MAP 2123 - Statement in support of claim

MAP 30431 Authorization to Apply for Medicaid on My Behalf

MAP 3044 i Facility Submission of Application on Behalf of Consumer

MAP 258M i Medicare Buy-In

OCA-960 i Authorization for release of Health Information Pursuant to HIPAA

Patient Review Instrument (PRI) i Pages 1i 4

Must submit a New Application for active in NYSOH (Health Benefits Exchange) clients

=4 =8 =4 -8 4 -8 _a_a_°

If applicable:

LDSS 486T i Medical Report Form

LDSS 11517 Disability Interview Form

Signed HIPAA Releases (3 blank copies)

MAP 252F i AIDS Medical Form

MAP 259D i Discharge Alert & MAP 259H i Intent to Return Home

=a =8 =4 -8 9

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 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 in Westchester, Nassau, or Suffolk counties, you may mail applications to your Local Department of
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Social Services. For your Local Department of Social Services address, please visit

65

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 that 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 wiill
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.

FACILITIES [RHCF)

FROM:
FACILITY

SUBMISSION OF REQUEST FROM RESIDENTIAL HEALTH CARE

Human Resources
Bdminisbratian
Dleparire i ol

Sach| Eevices

MAP-E45D 107202015

To:

Human Rescurces Administration

Medical Assistance Program
Mursing Home Eligibility Division

CITY | STATE |ZF‘

P.O. Box 24210
Brooklyn, NY 11202-8810

PROVIDER ID

EDITS submitters will receive an electronic notification.

Manual Submitters: Send two copies of this form in order to receive a retum receipt as an acknowledgement of request.

HAME OF APPLICANT [LAST, FIRET)

CIN DATE OF RHCF ADMISSION

REQUESTED MEDICAID COVERAGE START DATE

DOES RESIDENT HAVE A SPOUSE LIVING IN THE COMMUNITY S
OYes O Mo

Date of Hospital Admission:

or O Direct From Comrmaumity to Mursing Home

Your submission will not be accepted unless all listed items in the first column are attached.

(OMEW APPLICATION: Applicants who did net
have active Medicaid coverage at the time of Mursing
Facility admission.

ODOH-4220, Application For Medical
and DOH-44054, Supplement A
OPRI (Pages 1-4)
2) 29 Days of Short Term Rehabilitztion

Aszistance

& COMVERSION: Applicants who have Community
Medicaid coverage at the time of Mursing Facility
adrmission.
ﬁDCHm. Supplement A
EF‘RI (Pages 14)

2) 29 Days of Short Term Rehabilitztion

)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

O0OH 44854, Supplement &

2 OPRI [Pages 1-4)

Where applicable, submit document(s) from list below

=  MAP-258m, Medicare Buy-In Eligibility Rewview

+  MAP-2500, Discharge Alert

+ MAP-250h, Intent to Retum Home

-KHP.F'-?HF'. Consent to Release Information

« 005 NS SNF Pricr Approval - OHIP Approval Inchuded

MAP-2150i, Motice of Permanent Placement Medicaid Managed
Care

For applicants under age 65 and not blind with
income over 138% of the Federal Poverty Level (FPL)

= "LDES5-486T, Medical Report For Determination Disabdity

= "LDS5-1151, Disability Interview

MAP-E45D 10°20F201 5

Page 1 of 2
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EDITS Submitters: Submitters using EDITS will receive an electronic notification (EASYng Case Status History)
response from EDITS. The nursing home must email a copy of this response to NursingHomeHF@Healthfirst.org.

LDSS/HRA has 45 (forty-five) 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 required documentation.

NAMI Billing
h

If appllcable the facility will be billed the net available monthly Senior Health Partners

income (NAMI) for each institutionalized individual in residence and ~ Accounts Receivable Department

the amount will offset future payments. For questions pertaining to ~ P.O. BOX 48344, Newark, NJ 07101-48344

collection of NAMI, call the appropriate Member Services number If You have any questions or concerns, you may contact the PHSP
as listed on page 1 of this QRG. All NAMI and Spenddown payments  Billing and Reconciliation department at 1-800-633-9717, Monday
for SHP can be sent to: to Friday, 9am-5pm.

Once LDSS/HRA 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:

T Authorization may be requested by contacting Healthfi
1 Healthfirst must be informed when any change to an authorized admission occurs

Important Contact Information
PROVIDER SERVICES

P.O. Box 5168
New York, NY 10274-5168

MEMBER SERVICES

P.O. Box 5165
New York, NY 10274-5165

PREAUTHORIZATIONS

P.O. Box 5166
New York, NY 10274-5166

1-888-801-1660
Fax: 1-646-313-4634

Monday to Friday

8:30am—-5:30pm

Medicaid and Medicare

except the plans listed below
1-888-394-4327
Monday to Friday, 8:30am—5:30pm

Medicaid/CHP
1-866-463-6743
Monday to Friday, Bam—-6pm

Medicare Plans
1-888-260-1010
Monday to Friday, 8am—-8pm
AEP only: 7 days a week, 8am—8pm
Leaf Plans/Essential Plans
1-888-250-2220
Monday to Friday, 8am—-8pm

CompleteCare (CC)
1-866-237-0997
Monday to Friday, Bam—-8pm
Senior Health Partners (SHP)
1-877-737-2693
Monday to Friday, 8:30am—5:30pm
CompleteCare

1-866-237-0997
Monday to Friday, 8am—-8pm

TTY for Medicaid, Medicare,
CompleteCare (CC), and
Senior Health Partners (SHP)
English: 1-888-542-3821
Spanish: 1-888-867-4132

Senior Health Partners
1-800-633-9717
7 days a week, 24 hours

TTY for Medicaid/CHP, Medicare, CompleteCare,
Leaf/Essential Plans, and Senior Health Partners:
English: 1-888-542-3821
Spanish: 1-888-867-4132
MyHFNY.org

All preauthorizations MUST be
submitted to the Utilization
Management (UM) Skilled Nursing
Facility (SNF) team via fax at
1-212-601-6950 or emailed to
PRIsubmit@healthfirst.org.

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.
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Patient care after placement:

67
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1
1

1 Person Centered Care Plan

1 Healthfirst arranges for UAS-NY assessment every six months or
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

Healthfirst arranges for other covered services enrollee needs Communication and Coordination of Care:

o The nursing facility must inform Healthfirst care management of a change in member Status and
Sentinel Event in order to assure UAS assessment.

The nursing facility must inform Healthfirst care management of member discharge to the community

For any issues regarding the MAP 2195i form, please contact 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:

1 Coordinate a formal patient-c e nt er ed di scharge plan involving
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

1 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.

10.11 Chiropractic Services

On behalf of Healthfirst, American Specialty Health Group, Inc. (ASH) manages chiropractic services for our
products. While all utilization management activities related to these services are delegated to ASH, Healthfirst
retains ultimate responsibility for those activities. Requests for authorization of payment for chiropractic services
must be submitted directly to the benefits manager. All authorization denials are reported to Healthfirst.

10.12 Surgical procedures of the eye

On behalf of Healthfirst, Superior Vision manages surgical procedures of the eye for our products. While all
utilization management activities related to these services are delegated to Superior Vision, Healthfirst retains
ultimate responsibility for those activities. Requests for authorization of payment for surgical procedures of the eye
must be submitted directly to the benefits manager. All authorization denials are reported to Healthfirst.

10.13 Advanced imaging and Radiology services

On behalf of Healthfirst, eviCore manages advanced imaging and radiology services for our products. While all
utilization management activities related to these services are delegated to eviCore, Healthfirst retains ultimate
responsibility for those activities. Requests for authorization of payment for advanced imaging and radiology
services must be submitted directly to the benefits manager. All authorization denials are reported to Healthfirst.

when

t he

10.14 Behavioral Health services for members with PCPs through

Montefiore Medical Center

On behalf of Healthfirst, CMO The Care Management Company LLC manages Behavioral Health services for
Healthfirst members who have a primary care provider through Montefiore Medical Center for our products. While all
utilization management activities related to these services are delegated to CMO, Healthfirst retains ultimate
responsibility for those activities. Requests for authorization of payment for Behavioral Health services for Healthfirst
members who have a primary care provider through Montefiore Medical Center must be submitted directly to the
benefits manager. All authorization denials are reported to Healthfirst.

en

me m
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10.15 Physical, Occupational, and Speech therapy

On behalf of Healthfirst, OrthoNet manages physical, occupational, and speech therapy for our products. While all
utilization management activities related to these services are delegated to OrthoNet, Healthfirst retains ultimate
responsibility for those activities. Requests for authorization of payment for physical, occupational, and speech
therapy must be submitted directly to the benefits manager. All authorization denials are reported to Healthfirst.

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 either in-network or out-of-network emergency care as is appropriateto the

member 6s situation. Services must be providerdnddsy faciliti
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 Public Health Law, an i e me r gceonncdyi nheans & 0
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 medicineand
health, could reasonably expect the absence of immediate medical attention to result in:
9 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
9 Serious impairment to such p e r s badiy &inctions
9 Serious dysfunction of any bodily organ or part of such person
I 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 me mb e RC® assoon 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 memberdéds PCP and document that contact. Th
carrying out the necessary and appropr i at e course of action. Ref-erral to t
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 o-up wheruappnopriate, afterrae emergsrcy P66 s o f f
room visit. If the member has received emergency care and the follow-up care cannot be safelypostponed 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-stabilizationcare 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 responsi bl e f owosectadmidsiancahditomg t he
obtain any relevant information regarding t heinfomeatob.er 6s co
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9 Healthfirst PCPs who practice in private, community-based settings and do not have admitting privileges at
Healthfirst hospitals (Level Il providers) should contact their hospital liaison to arrange for admission to the
appropriate participating hospital in emergency situations as well as in elective cases.

9 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 tlimatioa staff il workwith stedf it bathg

hospitals to arrange the transfer when the me mb e atténding provider judges it to be safe.

11.2 Urgent Care
Definition of Urgent Medical Condition

Urgent medical conditions are illnesses and injuries of a nature less serious than emergencies but that require
services to prevent a serious deterioration ofame mb eheaitls, and which cannot be delayed (1)without posing
an undue r i sk t obeindoe(2)mrilrthe member eithee retlirns to the Healthfirst service area or
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, they should
contact the PCP to get care on an urgent basis. The PCPmay see t he member mayrefehe
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 and the recommended course of actionin the

member 6s medi cal recor d. I f the member i s ouPCPasHoullar e a

be contacted as soon as possible for direction, but the member should seek appropriate care inthe immediate
location.

Medically necessary emergency services and medical care for stabilizing or evaluating an emergency condition do
not need prior authorization. If a member believes that a medical emergency exists, they shouldgo the nearest
emergency room or call 911.

12. Medical Management
_____________________________________________________________________________________________________________________________|

12.1 Program Overview

The Healthfirst Medical Management Program has been designed to maximize the quality care deliveredto
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 utilization
management procedures are used by the Utilization Management (UM) department to properly allocate resources
and to foster efficient and effective care delivery. The Utilization 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 Utilization Management department is responsible for the following areas:

9 Authorization and Notification Processes
9 Continuity of Care
I Concurrent and Retrospective Review

Each of these program components, except for 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

Providers do not need to submit referrals to Healthfirst for approval when referring to participating providers in the Healthfirst

network.

There are no non-emergent, out-of-network benefits for any plan other than Signature (PPO). Except for the Signature (PPO)

f

PCPO6s

a

wh e

plan, if the provider wishes to refer a member to a nonparticipating provider, the provider must obtain approval from Healthfirst's

Utilization Management department. Please see subsection 12.4 for more information on how to refer members out of network.

General Guidelines



NY Provider Manual

The following guidelines may assist in ensuring referrals are appropriately managed:

1 Members should be directed to participating 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 individuals with
disabilities. For example, members shoul d mmguageeHerr r ed t
the member does not 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 Utilization Management for assistance.

1 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,
the memberés PCP should contact Utilization Management
care services to be coordinated and managed by a designated specialty care provider with expertise in the
member 6s condition.

1 Every pregnant/postpartum person must have a principal maternal care provider. However, the designated
primary care provider will remain the primary care provider for the pregnant/postpartum person during the
pregnancy and postpartum period. When appropriate, the designated primary care provider may also be the
principal maternal care provider. Per NY State Perinatal Standards (link), the principal maternal care provider
functions as the pregnant/ postpartum personds main mate
coordinating the pregnant/postpartum person's obstetric care throughout the course of the pregnancy and
postpartum period. The primary maternal care provider must encourage and assist the pregnant/postpartum
person in obtaining necessary medical, dental, mental health, substance use, nutritional, and psychosocial
services appropriate to their identified needs as well as refer to the appropriate specialists or community
resources. If the PCP and principal maternity provider are not the same person, the PCP is still responsible for
encouraging/assisting in obtaining these necessary services. If possible, the PCP, the Ob/Gyn, or the office staff
should assist the member in making appointments with specialists and should provide directions to the
specialistbés office. This is i mport anreferfalsandferottaining ng mem
prompt access to specialty services for members requiring urgent care. Please see Section 7.2 for additional
details. 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, and vision
care, is required. Refer to Section 10 and Appendix Xl for additional information on this process. Please refer to
Appendix XI-B for Leaf Plan provider authorization requirements.

Behavioral Health and Chemical Dependency Services

1 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 department at 1-888-394-4327.

9 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, and
intensive outpatient treatment, are subject to utilization and medical-necessity review to ensure that the most
appropriate treatment and level of care are being provided. Authorization from the Healthfirst Behavioral Health
department or the delegated behavioral care management organization is required.

12.3 Authorization of Services

General Requirements

With the exceptionofe mer gency care, providers must obtain prior autt
Management department for acute inpatient admissions; selected outpatient procedures, medications, 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 app
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Signature (PPO) does not require authorization for out-of-network services. The following information must be
supplied when requesting prior authorization of services:

Member 6s name and Healthfirst | D number
Attending/requesting providerds name and telephone nul
PCP6s name (i f not the attending/requesting provider)
Diagnosis and ICD-10 Codes

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

Services requested and proposed treatment plan

Medical documentation to demonstrate medical necessity

For out-of-network services, a letter of medical necessity written by a contracted specialist with justification

indicating that the medically necessary treatment is not available in network

For inpatient admissions: hospital/facility name, expected date of service, and expected length of stay

= = =8 =8 a8 _-a_a_1

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.

Healthf i r st Level [ PCPs who do not have admitting privile
Utilization Management department to arrange for elective admissions. In these situations, the 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 should submit all necessary information as soon as
possible, but in any event no later than 10 (ten) calendar days of receipt of a request from Healthfirst. If after review
of the requested information it is determined that the request does not meet medical necessity criteria or

benefit coverage limits, or if the requested information is not received in a timely manner, our Clinical Peer Reviewer
will render an adverse determination. If Healthfirst failed to attempt to contact the provider prior to issuing an
adverse action, the provider will have the opportunity to request an informal reconsideration of the adverse
determination for Medicaid and Commercial plans. If Healthfirst attempted to contact the provider, then the only
option for reconsideration is a formal appeal. For Medicare, providers will have the opportunity to request a formal
appeal of the adverse determination.

If Healthfirst fails to reach a determination within the required timeframes for Standard or Expedited Determinations
noted in this section (12.3), it is considered an adverse determination subject to appeal. Healthfirst will send notice
of denial on the date review timeframes expire.

Notices of determination decisions are issued to the requ
representative, as appropriate. Authorization for services 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 healthfirst.org/providers. 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:

1 The request is for healthcare services or additional services for a member undergoing a continued course of

treatment.
M Thestandard process would cause a delay that poses a ser
1 The 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.
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I f Healthfirst determines that a memberds request does no
request will be processed automatically under the standard timeframes indicated above, and the member will be
notified verbally and in writing of this decision. I'f a p
expedited determination, Healthfirst must expedite the process. The provider/member requesting the expedited
organization determination request wiad$ Pbasmnhoasfiked membe
condition requires, and in any event within 72 (seventy-two) hours of receipt of the request, and written notice will

follow for Healthfirst Commercial, Medicaid, and Medicare plan members and within 72 (seventy-two) hours for all

other Healthfirst plans.

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.

Out-of-network providers servicing Signature (PPO) members are encouraged to obtain a pre-service determination
prior to an elective admission.

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 questions 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

All emergency admissions, including admissions in which t
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 I|listed in this s
is 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 HMO member may require healthcare services from a nonparticipating provider. (Signature
(PPO) does not require authorization for out-of-network services.) 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 to Friday, 8ami 5:30pm. Requests for out-of-network elective admissions, treatments, and
specialist authorizations must include the applicable supporting information described below:

Y Foratreatme n't only available out of net wor k, a letter of n
attending physician, who is qualified to practice in the area of specialty at issue, that the requested service
is materially different from the service Healthfirsthas approved to treat the member
accompanied by at least two documents from the available medical and scientific evidence that the out-of-
network health service is likely to be more clinically beneficial, and not substantially more risky, to the
member than the approved in-network service.

1 For authorization to an out-of-network hospital or other provider, a letter of medical necessity written by the
member 6s attending physician, who is qualafieBdatohpra:
in-network healthcare providers do not have the appropriate training and experience to treat the member
and recommending an out-of-network provider who does have the appropriate training and experience to
provide the requested service.
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A determination will be made regarding whether 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 decide. Out-of-network care for all plans must be approved

by Utilization Management, which evaluates the case in co
PCP.
When a Healthfirst member is referred for out-of-network inpatient hospitalization, the hospital must:
A verify the memberods eligibility at the time of admiss:
A Contact Utilization Management to verify that the mem

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. 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.

Health f i r st members enrolled in Healthfirstoés Medicaid, HARP
plans who unknowingly receive unauthorized care or emergency services from a nonparticipating provider and

receive a fAsur pr i sedNevwbYork Finarcial Servicdsd dw, mag assign theirtbdnefits to the

nonparticipating provider and be held harmless for any cost in excess of the amount they would have paid for

services if those services 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 enroll ment with Healthfirst. This would include treatm
providerleave s t he Heal thfirst network. These policies are requi
as in Section 4403 of the New York State Public Health Law, and are described below.

In all cases, continuity of care with a nonparticipating providerd e pends wupon the providerds ac

Healthfirstés rei mbursement rates as payment in full. The
A Adhere to Healthfirstoés quality assurance requirement.
A Abide by all Healthfirst policies and procedures
A Provi de Heal thfirst with medical information related to
A Obtain prior authorization from Utilization Management for applicable services
A Agree not -bbl idbat hecmember for services providea (for

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
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LOB New Enrollee Provider Leaves Network
If a new enrollee has an existing relationship with a healthcare
provider who is not a member
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 The transitional period shall continue up to 90 (ninety) days
effective date of enrollment if the enrollee has a life- from the date the provideros
threatening disease or condition or a degenerative and services to the contractord
disabling disease or condition. enrollee has entered the second trimester of pregnancy, for a
transitional period that includes the provision of postpartum
If the enrollee has entered the second trimester of pregnancy care directly related to the delivery through 60 (sixty) days
at the effective date of enroliment, the transitional period shall | postpartum.
Medicaid continue for Fh_e remainder of the pregnancy, including delivery _ _ _ _
to include anq the provision of postpartum care dlre_ctly related to the Ninety (9_0)_ days or unt_ll the Pa_tlent Centered Service Pla_n
PWP delivery up to 60 (sixty) days after the delivery. (PCS_P) is in place, whichever is later, for Long-Term Social
Services at the same level, scope, and amount as you were
Ninety (90) days or until the Patient Centered Service Plan receiving.
(PCSP) is in place, whichever is later, for Long-Term Social
Services at the same level, scope, and amount as you were Ninety (90) days for the current care plan or until an alternate
receiving. care plan is authorized, whichever is later, for new enrollees
receiving Adult Day Health Care (ADHC) or AIDS ADHC
Ninety (90) days for the current care plan or until an alternate services. Can keep their service with existing provider for up
care plan is authorized, whichever is later, for new enrollees to one year, unless the enrollee elects to change.
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.
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 If you are undergoing a specified course of treatment with a
that they were receiving. Will work with enrollee and their provider who leaves our network, we will authorize a
primary care provider (PCP) to find an in-network provider that | transitional period of up to 90 days from the date the provider
can meet the enrollee's medical needs. leaves Healthfirst to ensure continuity of your care and
Medicare prevent any disruptions ir_1 your treatment plan. In addition, if
For the rest of the pregnancy, if the member has entered the you are in your second trimester of pregnancy (more than
second trimester on the date of enrollment becomes effective. | three [3] months pregnant) when your provider leaves our
This includes delivery and the provision of postpartum care network, we will authorize a transitional period of up to 60
directly related to the delivery for up to 60 (sixty) days after the | days postpartum (after the baby is born) to ensure continuity
delivery. of care.
Signature (PPO) members have no restrictions on obtaining
out-of-network care.
Complete | If the service is regarding a Medicaid-only benefit, the If the service is regarding a Medicaid-only benefit, the
Care Medicaid rules apply; otherwise, Medicare rules apply. 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 . . .
: h If the enrollee is in an ongoing course of treatment when their
covered services for the ongoing treatment from the non- rovider leaves the network, then the enrollee may be able to
participating provider for up to 60 days from the effective date provi : d ices for th Y
of their coverage under this certificate. This course of continue t? recelr:/efcovere services for t e_((j)ngfomg
EP/QHP/ | treatment must be for a life-threatening disease or condition or geatment rfom the ormeLpartlc:jpatlng provi ﬁr orup to 90
EPO for a degenerative and disabling condition or disease. If the ays rom the da ,t e their pro
! . provide services to them terminates; or, if the enrollee is
enrollee is pregnant at the effective date of enrollment, the " . . -
transitional period shall continue for the remainder of the pregnant, for a tranS|F|onaI period that |nc|ud_es the provision
" . . . of postpartum care directly related to the delivery through 60
pregnancy, including delivery and the provision of postpartum (sixty) days postpartum
care directly related to the delivery up to 60 (sixty) days after '
the
delivery.

Standing Authorizations

Healthfirst allows standing authorizations for out-of-n e t wo r k
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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.

To arrange this authorization, the requesting provider must call Utilization 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.

Innnet work specialty care does not require prior authorizat

requesting provider/PCP.

Medical Records

When a member selects a new PCP, upon his/her request the former PCPshoul d transfer t he
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 theHealthfirst
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 expectedreview 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 leveland 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 wellas progress notes or status
reports from an agency providing the services. Some community-based servicesmay be terminated in accordance
with state requirements if the necessary documentation is not received in time to perform a concurrent review.

me mb e



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:

The relevant medical information presented to us upon retrospective review is materially
different from the information presented during the preauthorization review.

The relevant medical information presented to us upon retrospective review existed at thetime
of the preauthorization but was withheld or not made available to us.

We were not aware of the existence of such information at the time of the preauthorization
review.

The treatment, service, or procedure being requested would not have been authorized hadwe
been aware of such information.

The determination is made using the same specific standards, criteria, or procedures that
were used during the preauthorization review.
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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, illnesses, 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:
1 Complex Care Management
§ Care Coordination
T HIV

1 Maternity

1 Behavioral Health Care Management

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 evaluateb ot h t he member és and the caregiver
optimal level of function 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 interventions that are managed proactively with the member and their
interdisciplinary care team to meet the 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
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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:

fimproving access to essential medical, mental health, long-term care, and social services
fimproving access to affordable care

fEnsuring coordination of care through an identified point of contact

fEnsuring seamless transitions of care across healthcare settings, providers, and health services
fEnhancing access to preventive health services

flAssuring appropriate utilization of healthcare services

fimproving beneficiary health outcomes across the continuum of care

fMaintaining member at home at the highest functional level possible for as long as possible
These goals are accomplished via:

fThe administration of an initial and annual comprehensive health-risk assessment and the development of an
individualized care plan

fAssignment 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

fEffective 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

T Nurse practitioner, {evelpeovidei ands assistant, mi d
1 Social worker, community resources specialist
1 Registered nurse
1 Restorative health specialist (physical, occupational, speech, recreation)
1 Behavioral health specialist (psychiatrist, psychologist, licensed social worker, substance use disorder
clinician)
1 Board-certified physician
9 Dietitian, nutritionist
1 Pharmacist, clinical pharmacist
1 Disease management specialist
1 Nurse educator
1 Pastoral specialists
1 Caregiver/family member
1 Preventive health/health promotion specialist
The interdisciplinary care team works together to manage e

some or all of the following:
1 Develop and implement an individualized care plan with the member/caregiver
1 Conduct care coordination meetings on a regular schedule
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1 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
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Maintain a mechanism for beneficiary complaints and grievances
1 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 me mb er 6 s
healthcare team, including PCPs, hospitals, specialists, home care, DME companies, etc. Our 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 illness. Care management is effectuated
including PCPs, hospitals, clinics, specialists, home care, DME companies, etc. 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 of, 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 goals are member education, coordination of
medical care to help prevent opportunistic infections, and early identification of 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 materials include information about prenatal

care, fetal development, nutrition, preterm labor, and vaccinations. Me mber s i dent-riifd kead arse fiftha Iglho
a registered nurse for education, outreach, and prenatal and post-natal care. 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,
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PCAP Guidelines.
Specific program components include:
1 Identifying pregnant members
Assessment of members to identify high-risk pregnant members
Providing community outreach services through affiliated hospitals and clinics
Educating members by telephone and through literature mailed to members

Assessing pregnant members for risk factors and complications

=A =2 A a4

Coordinating care in collaborati on w-iiskpreghnahces me mber 6 s ¢

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 Population Health Str-wtleegy Progr
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, monitor,

and i mprove the organizationbés commitment t o emhamper ove qual
service delivery to our members.

Key Objectives of the Program:

1. To establish and maintain a Clinical Quality and Population Health Strategy Program that demonstratesa
commitment from the highest governing body of Healthfirst to every employee of the organization andto 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 ofactions
designed to improve performance.

3. To establish a cyclical, continuous process of planning, assessing, monitoring, analyzing, measuring,and
evaluating performance to improve desired outcomes.

4. To demonstrate a quality process that ensures compliance with all rules and regulations set forth by localand
federal regulatory agencies that affect rel evclinicat aspec
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 inoverall
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
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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 OMH, OASAS, and Healthfirst. It also describes the

Quality Programés tools, support, and educational initiat
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.

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
Ensure office staff is up-to-date on the basics of ICD-10-CM coding

Code to the highest level of specificity known
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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

=

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

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

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 t he mmtoba eatispage dftha madital record, and the date of
service. Include the 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

 Documentation in the medical record of encounters with members must include all conditions and
comorbidities being treated and managed

T I'nclude the providerdéds credentials on the medical rec
with the @amevodetrlbs practiceds | etterhead
0 Report and submit all di agnoses that i mpact the memil

for the visit; coexisting acute conditions; chronic conditions or relevant past conditions
Medical records must reflect the codes submitted

For more information on Medicare program: www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/

For more information on Medicaid program: www.health.state.ny.us

For more information on the Health Exchange program: www.hhs.gov/

For more information on ICD-9-CM: www.cdc.gov/nchs/icd.htm

O 0o o o o d

For more information on
ICD-10-CM: 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
80
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NYSDOH. These measures are | argel y EfHeattvgneseRhatandom t he NCQADS
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 NY S-specific measure across six (6)
domains of care. Highlights of the four (4) domains from HEDIS/QARR that are greatly impacted by the
performance of a planébés participating providers are prese

DOMAIN MEASURES

Adherence to Antipsychotic Medications for Individuals with Schizophrenia
Adolescent Preventive Care

Antidepressant Medication Management

Appropriate Testing for Children with Pharyngitis

Appropriate Testing for Children with Upper Respiratory Infection

Asthma Medication Ratio

Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis

Breast Cancer Screening

Cardiac Rehabilitation

Cardiovascular Monitoring for People with Cardiovascular Disease and Schizophrenia
Care for Older Adults

Cervical Cancer Screening

Childhood Immunization Status

Chlamydia Screening in Women

Colorectal Cancer Screening

Comprehensive Diabetes Care

Controlling High Blood Pressure

Diabetes Monitoring for People with Diabetes and Schizophrenia

Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications

Follow-Up After High-Intensity Care for Substance Use Disorder
Follow-Up After Emergency Department Visit for Mental lliness

Follow-Up After Emergency Department Visit for Alcohol and Other Drug Abuse or Dependence
Follow-up After Hospitalization for Mental lliness

Follow-up Care for Children Prescribed ADHD Medication

Immunizations for Adolescents

Kidney Health Evaluation for Patients with Diabetes

Lead Screening in Children

Metabolic Monitoring for Children and Adolescents on Antipsychotics
Non-Recommended Cervical Cancer Screening in Adolescent Females
Non-Recommended PSA-Based Screening in Older Men

Osteoporosis Management in Women who had a Fracture

Persistence of Beta-Blocker Treatment After a Heart Attack
Pharmacotherapy for Opioid Use Disorder

Pharmacotherapy Management of COPD Exacerbation

Potentially Harmful Drug-Disease Interactions in Older Adults

Risk of Continued Opioid Use

Statin Therapy for Patients with Cardiovascular Disease

Statin Therapy for Patients with Diabetes

Transitions of Care

Use of Imaging Studies for Low Back Pain

Use of High-Risk Medications in Older Adults

Use of Opioids at High Dosage

Use of Opioids from Multiple Providers

Use of Spirometry Testing in the Assessment and Diagnosis of COPD
Viral Load Suppression

Weight Assessment & Counseling for Nutrition and Physical Activity for Children/Adolescents
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Effectiveness

of Care

R ]

Access and Adul t s Rrevendve/dmbtlatory Health Services

Availability Annual Dental Visit

of Care Initiation and Engagement of Alcohol and Other Drug Dependence Treatment
81

=a —a —A



NY Provider Manual

DOMAIN MEASURES

T Initiation of Pharmacotherapy upon New Episode of Opioid Dependence
1 Prenatal and Postpartum Care
1 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
QHP Enrollee Experience Survey

Experience
of Care

= =4 A

Acute Hospital Utilization

Ambulatory Care

Antibiotic Utilization

Child and Adolescent Well-Care Visits

Frequency of Selected Procedures

Identification of Alcohol and Other Drug Services
Inpatient Utilization i General Hospital/Acute Care
Mental Health Utilization

Plan All-Cause Readmissions

Well-Child Visits in the First 30 Months of Life

Utilization and
Relative
Resource Use
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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).

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 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
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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/reqistry.

Public Health and Communicable Disease Reporting

NYS Public Health Law and the NYC Health Code require that suspected or confirmed diagnoses of

communicable diseases 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://www.nysacho.org/directory, and

the phone numberof t he NYC DOHMHO6s Pr ovild3e6r692/864¢.&w alistlofi ne ( PAL) i s
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://wwwl.nyc.qov/site/doh/providers/reporting-and-services/notifiable-diseases-and-conditions-
reporting-central.page.

Special Reporting Requirements:
1) Sexually Transmitted Infections (STIs)

1 HIVT 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://www1l.nyc.gov/site/doh/health/health-
topics/aids-hiv.page or https://www.health.ny.gov/diseases/aids/index.htm.

f Chlamydia, Gonorrhea, Granuluma Inguinale, Neonatal Herpes (infants aged O 60 days)
Lymphogranuloma venereum, and Syphilis T Report within 24 hours via the Reporting
Central NYCMED at www.nyc.gov/nycmed. For clinical guidance and resources on STIs,
visit https://www1l.nyc.gov/site/doh/providers/health-topics/stds.page and
https://www.health.ny.gov/diseases/communicable/std/providers.htm.

2) Tuberculosis i Report within 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 i 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://wwwl.nyc.gov/site/doh/providers/reporting-and-services/citywide-immunization-
reqistry-cir.page, and for NYSIIS, visit
https://www.health.ny.gov/prevention/immunization/information _system.

4) Lead Poisoningi Report bl ood | eadmohge\NY@ residen® withid 24tgutsd L a
Providers using a point-of-care test (and clinical laboratories) should report all blood lead levels < 10
pg/dL within five days. For children age 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 1 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
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