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Health Net Provider Library Arizona Physician or Practitioner Health Net Access
Effective 11/01/2016

Operations Manuals

Health Net Overview
Found in: Operations Manuals Effective 07/01/2013

Health Net of Arizona, Inc. is a subsidiary of Health Net, Inc. (NYSE:HNT).

Health Net, Inc. is a publicly traded managed care organization that delivers managed health care
services through health plans and government-sponsored managed care plans. Its mission is to help
people be healthy, secure and comfortable. Health Net provides and administers health benefits to
approximately 5.4 million individuals across the country through group, individual, Medicare
(including the Medicare prescription drug benefit commonly referred to as "Part D"), Medicaid, U.S.
Department of Defense, including TRICARE, and Veterans Affairs programs. Through its subsidiaries,
Health Net also offers behavioral health, substance abuse and employee assistance programs,
managed health care products related to prescription drugs, managed health care product
coordination for multi-region employers, and administrative services for medical groups and self-
funded benefits programs. Health Net of Arizona has been serving Arizonans since 1981.

Health Net Access

Health Net is a contractor for the Arizona Health Care Cost Containment System (AHCCCS) and
offers Health Net Access, Health Net's Medicaid managed care program in Maricopa County. Medical
care is provided to Health Net members through private physicians practicing individually or
together in multi-specialty medical groups.

Disclaimer

Health Net participating providers are required to comply with applicable federal and state laws and
regulations and Health Net policies and procedures. The contents of Health Net's operations manuals
are supplemental to the Provider Participation Agreement (PPA) and its addendums. When the
contents of Health Net's operations manuals conflict with the PPA, the PPA takes precedence.

Benefits

Found in: Operations Manuals Effective 01/01/2003
Audiology
Found in: Operations Manuals > Benefits Effective 07/01/2013

Audiology Coverage
Found in: Operations Manuals > Benefits > Audiology Effective 07/01/2013

Health Net Access covers medically necessary audiology services, within certain
limitations, to evaluate hearing loss and rehabilitate persons with hearing loss through
means other than medical/surgicalprocedures.

Covered services include:

« Exams or evaluations for hearing aids

« Exams or evaluations for cochlear implants

« Evaluations for prescription of speech-generating and non-speech-generating
augmentative and alternative communicating devices

* Therapeutic service(s) for the use of speech-generating and non-speech-generating
devices, including programming and modification, and devices such as hearing
aids, cochlear implants, speech-generating and non-speech-generating

Audiology services must be provided by an audiologist who is licensed by the Arizona
Department of Health Services (ADHS) and who meets federal requirements specified
under 42 CFR 440.110.

Hearing aids can be dispensed only by a dispensing audiologist or an individual with a
valid hearing aid dispensing license. Hearing aids, provided as a part of audiology
services, are covered only for members under age 21 receiving Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) services or those enrolled in KidsCare.
Health Net Access does not cover hearing aids for members ages 21 and older.

Arizona Health Care Cost Containment Services (AHCCCS) eliminated coverage of bone-
anchored hearing aid (BAHA), also known as osseointegrated implants, and cochlear
implants for members ages 21 and older. Supplies, equipment maintenance and repair of
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component parts remain a covered benefit. Documentation that establishes the need to
replace a component not operating effectively must be provided when requesting prior
authorization.

Behavioral Health

Found in: Operations Manuals > Benefits Effective 01/01/2003
Overview
Found in: Operations Manuals > Benefits > Behavioral Health Effective 05/19/2016

The Arizona Department of Health Services/Division of Behavioral Health Services
(ADHS/DBHS) monitors and oversees the state behavioral health system. ADHS/DBHS
contracts with the Regional Behavioral Health Authority (RBHA), and the Tribal/Regional
Behavioral Health Authority (T/RBHA) for members who are American Indians, to
provide covered behavioral health services to adults and children.

Effective October 1, 2015, dual-eligible members who are enrolled in both Medicare and
Medicaid, and have? general mental health/substance abuse (GMH/SA) behavioral health
needs are the responsibility of acute care plans, such as Health Net Access. Members
may be aligned (both Medicare and Medicaid with the same plan) or unaligned (separate
plans for Medicare and Medicaid). If the member is unaligned, the Medicaid acute care
plan is the primary payer of behavioral health services. This does not include services
for children under age 18 or individuals determined to have a serious mental iliness
(SMI). These members continue to receive services through the RBHA. When deemed
medically necessary, comprehensive behavioral health services are covered for Health
Net Access members.

Health Net Access covers the full continuum of GMH/SA services for dual-eligible
members. Primary care providers (PCPs) continue to be responsible for providing
general mental health services for the conditions listed below. When the member's
diagnosis or behavioral health needs are beyond the scope of the PCP's practice, the
member should be referred to a provider in the Health Net Access behavioral health
provider network.

« attention deficit hyperactivity disorder (ADHD)
e anxiety

* depression

« postpartum depression

The Health Net Access behavioral health coordinator is available to assist in bridging the
gap between Health Net Access and RHBA for non-dual-eligible members, regarding
coordination of all services identified as medically necessary, including, but not limited
to, referral of members requiring specialty behavioral health services and dispute
resolution. PCPs may submit a referral for a SMI eligibility determination directly by
contacting the Crisis Preparation and Recovery, Inc.'s SMI Evaluation Department.

Comprehensive GMH/SA services are available to Health Net Access dual-eligible
members. A direct referral for a behavioral health evaluation can be made by any health
care professional in coordination with the member's assigned PCP and case manager.
Health Net Access members may also self-refer for all behavioral health services to
RBHA. The level and type of behavioral health services are provided based on the
member's strengths and needs and with respect to the member's culture.

Behavioral health services include, but are not limited to:

* behavior health case management (personal care, family support/home care
training, peer support)

behavioral health nursing services

emergency behavioral health care

emergency and non-emergency transportation

evaluation and assessment

individual, group and family therapy/ counseling

inpatient hospital services

non-hospital inpatient psychiatric facilities services (level I residential treatment
centers and sub-acute facilities)

* lab and radiology services for psychotropic medication regulation and diagnosis

* opioid agonist treatment

« partial care (supervised, therapeutic and medical day programs)

* psychosocial rehabilitation (living skills training, health promotion, supportive
employment services)

* psychotropic medication

* psychotropic medication adjustment and monitoring

* respite care (with limitations)

« rural substance abuse transitional agency services

* home care training to home care client

* behavioral health/substance abuse screenings

+ wellness and recovery services
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Behavioral Health Provider Types

Many provider types can typically provide behavioral health services for Health Net
Access members. These may include, but are not limited to, the following licensed
agencies and individuals:

outpatient behavioral health clinics
psychiatrists

psychologists

certified psychiatric nurse practitioners
licensed clinical social workers

licensed professional counselors
licensed marriage and family therapists
licensed independent substance abuse counselors
residential treatment facilities
behavioral health residential facilities.
partial hospital programs

intensive outpatient programs
substance abuse programs

inpatient hospital facilities

community service agency

Alternative Living Arrangements

Health Net Access members may be eligible for the following alternative living
arrangements:

* Behavioral health inpatient facility - this setting provides behavioral health
treatment with 24-hour supervision. Services may include onsite medical services
and intensive behavioral health treatment programs. These are often located in a
locked hospital setting.

« Traumatic brain injury treatment facility - this setting provides treatment and
services for people with traumatic brain injuries.

* Residential treatment center - this setting provides treatment for chemical
dependency treatment, co-occurring disorders or acute psychiatric treatment, in a
non-locked residential facility.

Emergency Services

Health Net Access benefits include behavioral health emergency services for members.
If a member is experiencing a behavioral health crisis, providers should contact the
Crisis Response Network. During a member's behavioral health emergency, a behavioral
health hotline clinician may dispatch a behavioral health mobile crisis team to the site of
the member to de-escalate the situation and evaluate the member for behavioral health
services. All medically necessary services are covered by Health Net Access.

Behavioral Health Screening

Members should be screened by their PCPs for behavioral health needs during routine or
preventive visits, as required at each Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) visit for members under age 21.

Behavioral Health Appointment Standards

Health Net Access routinely monitors providers for compliance with appointment
standards. The minimum standard requirements are:

e emergency - within 24 hours of referral
e routine - within 30 days of referral
« post-hospitalization - within 7 days of discharge

Behavioral Health Coordination and Provider
Responsibilities
Found in: Operations Manuals > Benefits > Behavioral Health Effective 05/19/2016

It is critical that strong communication be maintained between behavioral health
providers and the following:

* Primary care providers (PCPs) and other medical providers.

« Member's guardian, power of attorney and/or Public Fiduciary Department (if
proper documentation is provided).

* Veterans office (when applicable).

* The court system, such as probation, parole, mental health court, Adult Protective
Services, and Child Protective Services, as applicable.

« Other specialty providers involved in the member's care.
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Information necessary for the member's treatment can be shared with the other party.
This process begins once a member is identified as meeting medical necessity for seeing
a behavioral health provider by the behavioral health coordinator. Information can be
shared with other parties with written permission from the member or the member's
guardian.

PCP Coordination of Care

The PCP and behavioral health provider must established communication once the PCP is
informed his or her member is seeing a behavioral health provider. PCPs must maintain
strong communication with the behavioral health provider. PCPs are expected to
exchange any relevant information, such as medical history, current medications,
diagnosis, and treatment within 10 business days of receiving the request from the
behavioral health provider.

A medical provider must coordinate care with the behavioral health provider within a
timely manner when he or she identifies a change in the member's health status. The
update should include, but is not limited to, diagnosis of chronic conditions, support for
the petitioning process, and all medication prescribed.

The PCP must review all documentation from the behavioral health provider who is
treating the member and documenting it in the member's medical record. All efforts to
coordinate care on behalf of the member should also be documented in the member's
medical record.

Medication

The PCP assesses member for psychotropic medication and reviews the recipient's
profile in the Arizona State Board of Pharmacy Controlled Substance Prescription
Monitoring Program (CSPMP) database when initiating a controlled substance (such as
amphetamines, opiates, benzodiazepines, etc.) that will be used on a short-term or
regular basis.

Prior Authorization Requirements and Process

Health Net Access requires prior authorization for certain outpatient behavioral health
services and continued hospital stays to ensure medical necessity. Health Net Access
makes authorization decisions within 14 days of receipt for a standard request, and
within 3 business days of receipt for an expedited request. Unauthorized services are not
reimbursed.

Authorization is not a guarantee of payment. To request authorization, providers must
contact the Prior Authorization Department at 1-888-926-1736 prior to delivery of
services. Explain the necessity for prior authorization, including the type of services to
be delivered, frequency of services, and duration of services.

Family Involvement

Family involvement in @ member's treatment is an important aspect to recovery. Studies
have shown members who have family involved in their treatment tend to recover
quicker, are less dependent on outside agencies, and rely less on emergency resources.
Family is defined as any person related to the member biologically or appointed (step-
parent, guardian and/or power of attorney). Treatment includes treatment planning,
participation in counseling or psychiatric sessions, and providing transportation or social
support to the member. Written permission is required to share member's personal
health information.

Court-Ordered Treatment and Petition Process

Found in: Operations Manuals > Benefits > Behavioral Health Effective 05/19/2016
Certain situations require members to be petitioned through the mental health court.
Emergent Petition

An emergent petition is a request for involuntary commitment for psychiatric treatment
due to the member being an immediate danger to himself/herself or others. An
emergent petition can be completed by any clinical professional who has witnessed
petitionable behavior and statements. A crisis team can be used to pursue an emergent
petition as well as hospital staff.

Non-Emergent Petition

Non-emergent petitions apply to persistently and acutely disabled or gravely disabled
(PAD/GD) members and are defined as follows:

« Gravely disabled (GD): Unable to take care of own basic needs.
* Persistently or acutely disabled (PAD): Likely to suffer severe mental or physical
harm because of impaired judgment cause by a mental health condition.
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Non-emergent petitions are filed by calling the Crisis Response Network and require at
least two witnesses of the member's petitionable behavior and statements.

Members Determined to Need Court-Ordered Treatment

For members who are already under court-ordered treatment through the Mental Health
Court, Health Net Access is responsible for tracking the status of the member's
treatment and reports to the Mental Health Court as necessary. As such, treating
providers must notify Health Net Access of any treatments or other appropriate status
updates.

For non-dual-eligible members (Medicaid only), children under age 18, and members
with serious mental illness (SMI), these services continue to be provided by the Regional
Behavioral Health Authority (RBHA) or Tribal Regional Behavioral Health Authority
(T/RBHA) and are excluded from Health Net Access coverage responsibilities. Behavioral
health services are described in Title XIX and Title XXI of the ADHS/DBHS Division.

All behavioral health services are carved-out and excluded from coverage under Health
Net Access' Arizona Health Care Cost Containment System (AHCCCS) acute care
contract. Other than behavioral health services rendered by the Health Net Access
contracting primary care provider (PCP), this exclusion includes outpatient and inpatient
behavioral health services. Health Net Access is not responsible for reimbursement of
inpatient facility and professional behavioral health services to hospitalized members
with primary behavioral health diagnoses. Reimbursement is unrelated to the bed or
floor where the member is placed.

AHCCCS assigns each Health Net Access-enrolled member into a RBHA or T/RBHA based
on the member's residential ZIP code. Health Net Access PCPs may provide behavioral
health services within the scope of their practice (such as to treat ADHD, anxiety,
depression, and postpartum depression) and coordinate referrals for members requiring
specialty and inpatient behavioral health services. Health Net Access provides
coordination of care as needed by collaborating with the member/guardian, support
system, PCP, and clinical team, to initiate appropriate referrals. Health Net Access'
behavioral health coordinator is available to facilitate referrals and to assist the PCP in
maintaining continuity of care for the member. Health Net Access PCPs coordinate all
services identified as medically necessary, including referral of members requiring
specialty behavioral health services to RBHA, T/RBHA or to the appropriate provider.

Court-Order Definitions

Mental disorder: deemed by ARS Title 36 as follows: A substantial disorder of the
person's emotional processes, thought, cognition or memory.

Danger to others (DTO) [ARS §36-501-4]: Judgment of a person having a mental
disorder is so impaired that he/she is unable to understand his need for treatment and
as a result of his/her mental disorder, his/her continued behavior can reasonably be
expected, on the basis of a competent medical opinion, to result in serious physical
harm.

Danger to self (DTS) [ARS §36-501-5]: Behavior which, as a result of a mental disorder,
constitutes a danger of inflicting serious physical harm upon oneself, including attempted
suicide or the serious treat thereof, or if the threat is expected that it will be carried out
in light of context and previous acts and which as a result of a mental disorder will,
without hospitalization, result in serious physical harm or serious illness to the person
except that behavior which establishes only the condition of Gravely Disabled.

Gravely disabled (GD) [ARS §36-501-15]: Condition evidenced by behavior in which a
person, as a result of a mental disorder, is likely to come to serious physical harm or
serious illness because he/she is unable to provide for his/her basic physical needs.

Persistently or acutely disabled (PAD) [ARS §36-501-29]: Severe mental disorder, which:

1. If not treated has a substantial probability of causing the person to
suffer severe and abnormal mental, emotional or physical harm that
significantly impairs judgment, reason, behavior or capacity to
recognize reality;

2. Substantially impairs the person's capacity to the extent they are
incapable of understanding and expressing an understanding of the
consequences of accepting treatment as well as the alternatives to
the particular treatment after the advantages, disadvantages, and
alternatives are explained; and,

3. Has a reasonable prospect of being treatable by outpatient,
inpatient, or combined treatment.

Exclusions to what constitutes a serious mental illness: the person is primarily disabled
due to drug abuse, alcoholism, or mental retardation; declining mental abilities that
accompany impending death; or character and personality disorders characterized by
life-long and deeply ingrained anti-social behaviors that can be reasonably expected, on
the basis of competent medical opinion, to result in serious physical harm.
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Emergency Services

Found in: Operations Manuals > Benefits > Behavioral Health Effective 05/19/2016

Health Net Access is responsible for all emergency medical services, including triage,
physician assessment, diagnostic tests, ambulance transportation, and other medically
necessary transportation provided to Health Net Access members.

For dual-eligible members, Health Net Access is responsible for medically necessary
professional psychiatric consultations in emergency department or inpatient settings and
reimburses ambulance transportation or other medically necessary transportation
provided to members requiring behavioral services after medical stabilization.

For Medicaid-only members, the Regional Behavioral Health Authority (RBHA) or Tribal
Regional Behavioral Health Authority (T/RBHA) is responsible for medically necessary
professional psychiatric consultations in emergency department or inpatient settings and
reimburses ambulance transportation or other medically necessary transportation
provided to a member requiring behavioral services after medical stabilization.

Health Net Responsibilities

Found in: Operations Manuals > Benefits > Behavioral Health Effective 08/11/2016
Health Net Access is responsible for:

* monitoring appropriate referral by primary care physicians (PCPs) for members in
need of specialty and behavioral health services

« providing psychotherapeutic medications as prescribed by the PCP

* monitoring pharmacy utilization to ensure appropriate prescribing and dispensing

« facilitating and monitoring the coordination of care between the PCP and
behavioral health providers

« providing transportation for the member's first behavioral health intake
appointment and subsequent appointments

* providing Arizona Health Care Cost Containment System (AHCCCS) approved
toolkits to PCPs for treatment of the diagnoses listed below. Toolkits are available
on the provider website at www.healthnetaccess.com or by contacting the Health
Net Access behavioral health coordinator.

adult ADHD

adult anxiety

adult depression

postpartum depression

child ADHD

child anxiety

child depression

0O 0 0 0 0 0 ©

« providing medically necessary covered behavioral health services for dual-eligible
Medicare and Medicaid enrollees with General Mental Health/Substance Abuse
(GMH/SA) and not determined to have a serious mental illness (SMI)

Medical Record Documentation

Found in: Operations Manuals > Benefits > Behavioral Health Effective 10/01/2015

Primary care physicians (PCPs) must establish a medical record when behavioral health
information is received from Health Net Access, the Regional Behavioral Health Authority
(RBHA) or Tribal/Regional Behavioral Health Authority (T/RBHA) provider, regardless of
whether the PCP has seen the assigned member. The following information may be kept
in an appropriate labeled file and must be associated with the member's medical record
as soon as one is established:

* referral forms

« use of Arizona Health Care Cost Containment System (AHCCCS) behavioral health
toolkit or other clinically approved tools or evidence-based guidelines

« release of information regarding substance abuse or HIV

* treatment information received from Health Net Access, RBHA or T/RBHA
behavioral health provider, such as medication, diagnosis, laboratory results,
hospital, or emergency visits

Medical records are randomly selected and audited annually for compliance. For audit
questions, PCPs should contact the Health Net Access behavioral health coordinator.

PCP Treatment and Referrals

Found in: Operations Manuals > Benefits > Behavioral Health Effective 08/11/2016

Primary care physicians (PCPs) are responsible for identifying and treating, or making
specialty medical referrals for, members' general medical conditions and behavioral
health that cause or exacerbate psychological symptoms.
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Treatment

PCPs may provide medication management services for select behavioral health
disorders, such as anxiety, mild depression, postpartum depression, and attention deficit
hyperactivity disorder (ADHD). Medication management services may include medication
monitoring, prescriptions, laboratory services, and other diagnostic tests necessary to
diagnose and treat behavioral disorders PCPs may use the Arizona Health Care Cost
Containment System (AHCCCS) approved toolkits or other clinically approved tools or
evidence-based guidelines for best practices addressing the treatment of these
disorders. The AHCCCS toolkits include assessment tools, scoring instructions and
recommended medication lists, and are available on the provider website at
www.healthnetaccess.com or by contacting the Health Net Access behavioral health
coordinator.

Referrals

PCPs are also responsible for coordinating referrals for members requiring specialty or
inpatient behavioral health services through Health Net Access (for dual-eligible), the
Regional Behavioral Health Authority (RBHA), or the Tribal/Regional Behavioral Health
Authority (T/RBHA). Tribal members and veterans retain choice in where they access all
or part of their services from, including Indian Health Services/638 facilities or the
Veterans Administration. Behavioral health services for individuals determined to have a
serious mental illness (SMI) are provided by the RBHA or T/RBHA and are excluded from
Health Net Access coverage responsibilities.

PCPs are required to comply with Health Net Access, AHCCCS and RBHA or T/RBHA
guidelines for referring their assigned members for behavioral health services. Referrals
are based on, but not limited to:

member request (members may also self-refer to a behavioral health provider)
sentinel event, such as a member-defined crisis episode

psychiatric hospitalization

identification of behavioral health diagnosis outside the scope of the PCP or
substance abuse issues

PCPs may refer members for the following services by contacting the Health Net Access
Behavioral Health Unit (for dual-eligible members) or the RBHA or T/RBHA (for
Medicaid-only members):

* behavioral health services

« consultation with a Health Net Access or T/RBHA behavioral health provider

« one-time, face-to-face psychiatric evaluation with the Health Net Access or RBHA
or T/RBHA behavioral health provider for treatment, ongoing behavioral health
care or medication management. To request this service, PCPs must complete and
submit the behavioral health referral form and check one-time, face-to-face
request

Additionally, PCPs are encouraged to call or refer members to the Maricopa Crisis Line,
24 hours, seven days a week, if the member experiences a behavioral health crisis,
including danger to self or others.

If the member's behavioral health needs require behavioral health services outside the
PCP's scope, the PCP is required to refer the member to Health Net Access (for dual-
eligible members) or the RBHA or T/RBHA for assessment and referral to a behavioral
health care provider.

For dual-eligible members, PCPs should contact Health Net Access using the behavioral
health telephone number on the member's Health Net Access identification card for a
referral to Health Net Access contracted behavioral health provider.

For non-dual-eligible members, PCPs may use the ADHS/DBHS Referral For Behavioral
Health form located at www.healthnetaccess.com to make a referral. The PCP must
ensure the member is transitioned to the RBHAor T/RBHA by:

« completing the member transfer notification
« providing information on the member's medication prescription and management
* ensuring medications are bridged until the member is transitioned

If a PCP determines the member needs an SMI eligibility determination, they should
contact the Mercy Maricopa Member Services Line.

Problem Resolution

Found in: Operations Manuals > Benefits > Behavioral Health Effective 09/12/2016
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The Health Net Access behavioral health coordinator initiates Health Net Access' problem
resolution policy and procedure when problems arise concerning the provision of
behavioral health treatment services, excluding member and provider grievance and
appeals.

Psychotropic Prescription and Management

Found in: Operations Manuals > Benefits > Behavioral Health Effective 08/11/2016

Primary care physicians (PCPs) may treat and prescribe medication for the following
behavioral health diagnoses:

attention deficit hyperactivity disorder (ADHD)
anxiety disorder

mild depression

postpartum depression

PCPs must transfer the member to a behavioral health provider contracting with Health
Net Access (for dual-eligible members) or the Regional Behavioral Health Authority
(RBHA) or Tribal/Regional Behavioral Health Authority (T/RBHA) if symptoms become
severe or if the member needs additional behavioral health services. PCPs must ensure
members are not simultaneously receiving behavioral health medication from both the
behavioral health provider and PCP. When the member is identified to be simultaneously
receiving medications from the PCP and behavioral health provider, the PCP must
immediately contact the behavioral health provider to coordinate care and agree on who
will continue to medically manage the person's behavioral health condition.

PCPs must use step therapy as needed for ADHD, anxiety disorder, mild depression, and
postpartum depression. Step therapy is required for medication not on the Arizona
Health Care Cost Containment System (AHCCCS) or Division of Behavioral Health
Services (DBHS) preferred drug list. This includes the requirement that if the PCP
receives documentation from Health Net Access, RBHA or T/RBHA behavioral health
providers regarding completion of step therapy, the PCP continues prescribing the same
brand and dosage of current medication unless a change in medical condition is clearly
evident.

Psychotropic medications are listed in the Health Net Access Drug List, available on the
provider website at www.healthnetaccess.com. For additional information regarding
pharmacy benefits, contact Health Net Pharmaceutical Services.

Breast Reconstructive Surgery

Found in: Operations Manuals > Benefits Effective 07/01/2013

Breast Reconstructive Surgery after Mastectomy

Found in: Operations Manuals > Benefits > Breast Reconstructive Surgery Effective 09/12/2016

Health Net Access covers breast reconstruction surgery for eligible Health Net Access
members following a medically necessary mastectomy regardless of the member's
eligibility status at time of the mastectomy. Health Net Access does not cover services
provided solely for cosmetic purposes.

A member may elect to have breast reconstruction surgery immediately following a
mastectomy or may choose to delay breast reconstruction, but the member must be
enrolled in Health Net Access at the time of breast reconstruction surgery. The type of
breast reconstruction performed is determined by the physician in consultation with the
member.

Breast reconstructive surgery coverage includes:

* Reconstruction of the affected and the unaffected contralateral breast.
Reconstructive breast surgery of the unaffected contralateral breast following
mastectomy is considered medically necessary only when required to achieve
relative symmetry with the reconstructed affected breast. The surgeon must
determine medical necessity and request prior authorization for reconstructive
breast surgery of the unaffected contralateral breast prior to the time of
reconstruction or during the immediate post-operative period

* Medically necessary implant removal and implant replacement when the original
implant was the result of a medically necessary mastectomy. Implant
replacements are not covered when the purpose of the original implant was
cosmetic, such as augmentation

« External prostheses, including a surgical brassiere, for members who choose not
to have breast reconstruction, or who choose to delay breast reconstruction until a
later time
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Prior authorization is required for breast reconstruction surgery. Coverage for prosthetic
devices and reconstructive surgery is subject to copayment that is applicable to the
mastectomy and all other terms and conditions applicable to other benefits.

Covered and Non-Covered Medical Services

Found in: Operations Manuals > Benefits Effective 05/18/2016
Covered Services

For covered medical benefits, detailed service descriptions, and exclusions and limitations,
including behavioral health services, refer to the AHCCCS Medical Policy Manual (AMPM) as
follows:

« www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf

« www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap1200.pdf

« www.azdhs.gov/bhs/documents/covserv/covered-bhs-quide.pdf

Non-Covered Services
The following services are not covered for Health Net Access members:

* Services from a provider who is not contracting with Health Net Access (unless prior
authorized).

+ Cosmetic services or items unless medically necessary and prior authorized.

* Personal care items, such as combs, razors, soap, etc.

Any service that requires prior authorization that was not prior authorized.

Services or items given free of charge or for which charges are not usually applicable.

Services of special duty nurses unless medically necessary and prior authorized.

Routine circumcisions.

Services that are determined to be experimental by the Health Net Access medical

director/designee.

* Pregnancy terminations and pregnancy termination counseling unless medically

necessary, pregnancy is the result of rape or incest, or if physical illness related to the

pregnancy endangers the health of the mother.

Health services for incarcerated members.

Experimental organ transplants unless approved by AHCCCS.

Sex change operations.

Reversal of voluntary sterilization.

Medications and supplies without a prescription.

Treatment to straighten teeth unless medically necessary and approved.

Prescriptions not on the Health Net Access list of covered medications unless prior

authorized.

« Diapers solely for personal hygiene.

« Physical exams for the purpose of qualifying for employment or sports activities.

« Children's Rehabilitative Services (CRS) for members enrolled in CRS or who have been
accepted for the CRS program, but have declined to enroll.

Additional Non-Covered Services for Adults

The following services are also not covered for Health Net Access adult members (ages 21 and
older):

e Hearing aids, including bone-anchored hearing aids.

* Cochlear implants.

« Microprocessor controlled lower limbs and microprocessor controlled joints for lower
limbs.

¢ Percussive vests.

* Services performed by a podiatrist (excluding dually eligible Health Net Medicare
members*))

* Routine eye examinations for prescriptive lenses or glasses.

« Routine dental services and emergency dental services unless related to the treatment
of a medical condition, such as acute pain, infection or fracture of the jaw.

« Chiropractic services (excluding dually eligible Health Net Medicare members*)

« Outpatient speech and occupational therapy (excluding dually eligible Health Net
Medicare members*)

*Dually eligible Health Net Medicare members are those that are enrolled with Health Net for
their Medicare benefit and Health Net Access for their Medicaid benefit. These members are
eligible for their Medicare benefits under the Health Net Medicare program. Health Net Access
is the secondary payer.

Dental Services
Found in: Operations Manuals > Benefits Effective 07/01/2013
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Conscious Sedation Coverage

Found in: Operations Manuals > Benefits > Dental Services Effective 06/01/2016

Health Net Access covers conscious sedation for members receiving Early and Periodic
Screening, Diagnostic and Treatment (EPSDT) services. Conscious sedation provides a
state of consciousness that allows the member to tolerate an unpleasant procedure while
continuously maintaining adequate cardiovascular and respiratory function, as well as
the ability to respond purposely to verbal command and/or tactile stimulation.

Additional applications of conscious sedation for members receiving EPSDT services are
considered on a case-by-case basis and require medical review and prior authorization
by Health Net Access for enrolled members.

Dental Home

Found in: Operations Manuals > Benefits > Dental Services Effective 05/18/2016

The American Academy of Pediatric Dentistry (AAPD) defines the dental home as the
ongoing relationship between the dentist and the member, inclusive of all aspects of oral
health care delivered in a comprehensive, continuously accessible, coordinated, and
family-centered way. The dental home must include:

« Comprehensive oral health care, including acute care and preventive services in
accordance with the Arizona Health Care Cost Containment System (AHCCCS)
Dental Periodicity Schedule.

« Comprehensive assessment for oral diseases and conditions.

« Individualized preventive dental health program based upon a caries-risk
assessment and a periodontal disease risk assessment.

« Anticipatory guidance about growth and development issues (such as teething,
digit or pacifier habits).

* Plan for acute dental trauma.

« Information about proper care of the child's teeth and gingivae. This would include
the prevention, diagnosis and treatment of disease of the supporting and
surrounding tissues and the maintenance of health, function and esthetics of those
structures and tissues.

* Dietary counseling.

* Referrals to dental specialists when care cannot directly be provided within the
dental home.

Members must be assigned to a dental home by age one and seen by a dentist for
routine preventive care according to the AHCCCS Dental Periodicity Schedule. Members
must also be referred for additional oral health care concerns requiring additional
evaluation and/or treatment.

Although the AHCCCS Dental Periodicity Schedule identifies when routine referrals begin,
PCPs may refer EPSDT members for a dental assessment at an earlier age if their oral
health screening reveals potential carious lesions or other conditions requiring
assessment and/or treatment by a dental professional. In addition to PCP referrals,
EPSDT members are allowed self-referral to dentists who are in the Health Net Access
provider network.

Dental Services for Members Ages 21 and Older

Found in: Operations Manuals > Benefits > Dental Services Effective 05/18/2016

Health Net Access covers medical and surgical services provided by a dentist only to the
extent such services:

« May be performed under state law by either a physician or a dentist and,
« The services would be considered physician services if provided by a physician.

Health Net Access also covers limited dental services as a prerequisite to covered
transplantation and when they are in preparation for radiation treatment for certain
cancers.

Covered Services

Services provided by dentists are covered for members ages 21 and older, and must be
related to the treatment of a medical condition, such as acute pain (excluding
temporomandibular joint (TMJ) pain), infection or fracture of the jaw. Covered services
include a limited problem-focused examination of the oral cavity, required radiographs,
complex oral surgical procedures, such as treatment of maxillofacial fractures,
administration of an appropriate anesthesia and the prescription of pain medication and
antibiotics. Diagnosis and treatment of TMJ is not covered except for reduction of
trauma.

Exception for Transplant and Cancer Cases

https://hnc.healthnet.com/portal/provider/library/print.ndo
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For members who require medically necessary dental services as a prerequisite to
covered organ or tissue transplantation, covered dental services are limited to the
elimination of oral infections and the treatment of oral disease, which include dental
cleanings, treatment of periodontal disease, medically necessary extractions and the
provision of simple restorations. For purposes of this policy a simple restoration means
silver amalgam and/or composite resin fillings, stainless steel crowns or preformed
crowns. Health Net Access covers these services only after a transplant evaluation
determines that the member is an appropriate candidate for organ or tissue
transplantation.

Prophylactic extraction of teeth in preparation for radiation treatment of cancer of the
jaw, neck or head is also covered.

Exclusions and Limitations

Except for limited dental services covered for pre-transplant candidates and for
members with cancer of the jaw, neck or head described above, covered services
furnished by dentists to members ages 21 and older do not include services that
physicians are not generally competent to perform, such as dental cleanings, routine
dental examinations, dental restorations including crowns and fillings, extractions,
pulpotomies, root canals, and the construction or delivery of complete or partial
dentures. Diagnosis and treatment of TMJ is not covered except for reduction of trauma.

Dental Services for Members Younger than Age 21

Found in: Operations Manuals > Benefits > Dental Services Effective 05/18/2016

Health Net Access dental providers must adhere to the Arizona Health Care Cost
Containment System (AHCCCS) appointment standards listed in the table below:

Category AHCCCS Dental Appointment Standards

Emergency || Within 24 hours of request

Urgent care || Within 3 days of request

Routine Within 45 days of request

EPSDT Covered Services

Early and Periodic Screening, Diagnostic and Treatment (EPSDT) covers the following
dental services:

« Emergency dental services, including:

o Treatment for pain, infection, swelling and/or injury.

o Extraction of symptomatic (including pain), infected and nonrestorable
primary and permanent teeth, as well as retained primary teeth (extractions
are limited to teeth which are symptomatic).

o General anesthesia, conscious sedation or anxiolysis when local anesthesia
is contraindicated or when management of the patient requires it. (Refer to
Conscious Sedation Coverage section.).

* Preventive dental services provided as specified in the Arizona Health Care Cost
Containment System (AHCCCS) Dental Periodicity Schedule, including, but not
limited to:

o Diagnostic services, including comprehensive and periodic examinations.
Health Net Access allows two oral examinations and two oral prophylaxis
and fluoride treatments per member per year (one every six months) for
members ages 12 months through age 20 years.

o Radiology services screening for diagnosis of dental abnormalities and/or
pathology, including panoramic or full-mouth X-rays, supplemental bitewing
X-rays, and occlusal or periapical films, as medically necessary and
following the recommendations by the American Academy of Pediatric
Dentistry (AAPD).

o Panorex films are covered as recommended by AAPD, up to three times
maximum per provider for children between ages 3 to 20. Additional
panorex films needed above this limit must be deemed medically necessary
through the Health Net Access prior authorization process. Preventive
services, including:

= Oral prophylaxis performed by a dentist or dental hygienist which
includes self-care oral hygiene instructions to member, if able, or to
the parent/legal guardian.

= Application of topical fluorides. The use of a prophylaxis paste
containing fluoride or fluoride mouth rinses do not meet the AHCCCS
standard for fluoride treatment.

» Dental sealants for first and second molars are covered every three
years up to age 15, with a two-time maximum benefit. Additional
applications must be deemed medically necessary and require prior
authorization through Health Net Access.

https://hnc.healthnet.com/portal/provider/library/print.ndo
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= Space maintainers when posterior primary teeth are lost and when
deemed medically necessary through the Health Net Access PA
process.

« All therapeutic dental services are covered when they are considered medically
necessary and cost effective, but may be subject to prior authorization through
Health Net Access. These services include, but are not limited to:

o Periodontal procedures, scaling/root planing, curettage, gingivectomy, and
0sseous surgery.
o Crowns:
= When appropriate, stainless steel crowns may be used for both
primary and permanent posterior teeth; composite, prefabricated
stainless steel crowns with a resin window or crowns with esthetic
coatings should be used for anterior primary teeth, or
= Precious or cast semi-precious crowns may be used on functional
permanent endodontically treated teeth, except third molars, for
members who are ages 18 through 20.

o Endodontic services, including pulp therapy for permanent and primary
teeth, except third molars (unless a third molar is functioning in place of a
missing molar).

o Restoration of carious permanent and primary teeth with accepted dental
materials other than cast or porcelain restorations, unless the member is
age 18 through 20 and has had endodontic treatment.

o Restorations of anterior teeth for children under age 5, when medically
necessary. Children ages 5 and older with primary anterior tooth decay
should be considered for extraction if presenting with pain or severely
broken down tooth structure, or be considered for observation until the point
of exfoliation as determined by the dental provider.

o Removable dental prosthetics, including complete dentures and removable
partial dentures.

o Orthodontic services and orthognathic surgery are covered only when these
services are necessary to treat a handicapping malocclusion. Services must
be medically necessary and determined to be the primary treatment of
choice or an essential part of an overall treatment plan developed by both
the PCP and the dentist in consultation with each other. Orthodontic services
are not covered for cosmetic purposes. Examples of conditions that may
require orthodontic treatment include the following:

= Congenital craniofacial or dentofacial malformations requiring
reconstructive surgical correction in addition to orthodontic services,

= Trauma requiring surgical treatment in addition to orthodontic
services, or

» Skeletal discrepancy involving maxillary and/or mandibular structures.

Services or items furnished solely for cosmetic purposes are excluded.

KidsCare Members Under Age 19

KidsCare services must be provided according to community standards and standards
set forth for members enrolled for EPSDT services. Service descriptions and limitations
for EPSDT also apply for the KidsCare program.

Informed Consent

Found in: Operations Manuals > Benefits > Dental Services Effective 05/18/2016

Informed consent is a process by which the dental provider advises the member or
member's parent or legal guardian of the diagnosis, proposed treatment and alternate
treatment methods with associated risks and benefits of each, as well as the associated
risks and benefits of not receiving treatment.

Informed consents for oral health treatment include:

* A written consent for examination and/or any preventive treatment measure,
which does not include an irreversible procedure, as mentioned below. This
consent is completed at the time of initial examination and is updated at each
subsequent six month follow-up appointment.

* A separate written consent for any irreversible, invasive procedure, including, but
not limited to dental fillings, pulpotomy, etc. In addition, a written treatment plan
must be reviewed and signed by both parties, as described below, with the
member's parent or legal guardian receiving a copy of the complete treatment
plan.

Providers must complete the appropriate informed consents and treatment plans for
Health Net Access members as listed above, in order to provide quality and consistent
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care, in a manner that protects and is easily understood by the member and/or the
member's parent or legal guardian. Consents and treatment plans must be in writing and
signed and dated by both the provider and the member or the member's parent or legal
guardian, if the member is age 18 and under, or older and considered an incapacitated
adult. Completed consents and treatment plans must be maintained in the member's

chart and are subject to audit.

Dental Periodicity Schedule

Found in: Operations Manuals > Benefits > Dental Services

ExHiBiT 431-1

Ar1ZoNA HEALTH CARE COST CONTAINMENT SYSTEM

DENTAL PERIODICITY SCHEDULE

Effective 05/11/2016

RECOMMENDATIONS FOR PREVENTIVE PEDIATRIC ORAL HEALTH CARE
Thess recommendations are designed for the care of children wha have no contributing medical conditions
and are developing normally. These recommendations may reguire medification for children with special
health care needs.
AGE 12-24 26 B-12 12 years
manths years years and alder
Cilnlcal oral examination Including but not limited 1o the following:' X X X X
»  Aseess oral growth end devalopmant
X X x x
= Carics-rigk Assessmant
X x X X
F hsseszmant for need for luoride supplementation
x X X X
*  Anticipaiory Guidance/Counssling
X X X X
> Oral hygiane counsaling
X X X x
= Digtary counssling
X x X X
F Injury privention counsling
x x X X
*  Courssaling far nonnulritive habils
X X X X
»  Gubstance sbuse counsaling
X X
¥ Courseling for Intraoraliperiaral plercing
X X
¥ haseszment for plt and fissure seakants
X X X
Radiographic Assessment x o X X
| Prophylexis end topical flucride b X X X
' First examination is encowraged to begin by age | Repeat every & months or as indicated by child's risk

status/susceptivility to disease,

NoTE:  Parents or caregivers should be included in all consultations and counseling of members regarding preventive

aral health care and the clinical findings.

More:  As in all madical care, dertal care must be based an the individuzl needs of the meamiber and the professional

judgment of the oral health provider

* Adaptation from the Amesican Academy of Pediatric Dentistry Schedule

Dialysis

Found in: Operations Manuals > Benefits

Overview

Found in: Operations Manuals > Benefits > Dialysis

Health Net Access covers hemodialysis and peritoneal dialysis services provided by
participating Medicare-certified hospitals or Medicare-certified end-stage renal disease
(ESRD) providers. Hemoperfusion is covered when medically necessary. Services may
be provided on an outpatient basis or on an inpatient basis if the hospital admission is
not solely to provide chronic dialysis services. Hospital admissions solely to provide

chronic dialysis are not covered.

Effective 03/01/2012

Effective 09/12/2016

Medically necessary outpatient dialysis treatments are covered, including:

* Supplies

« Diagnostic testing (including routine medically necessary laboratory tests)

* Medications

https://hnc.healthnet.com/portal/provider/library/print.ndo
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Inpatient dialysis treatments are covered when the hospitalization is for:

* Acute medical condition requiring dialysis treatments (hospitalization related to
dialysis)

« Medical condition requiring inpatient hospitalization experienced by a member
routinely maintained on an outpatient chronic dialysis program

* Placement, replacement or repair of the chronic dialysis route

Limitations

Out-of-state services are covered as provided for under Subpart B of 42 CFR 431. This
includes services that, as determined on the basis of medical advice, are more readily
available in other states, and services needed due to a medical emergency. Services
furnished to Health Net Access members outside the United States are not covered.

Durable Medical Equipment

Found in: Operations Manuals > Benefits Effective 01/01/2003
Coverage
Found in: Operations Manuals > Benefits > Durable Medical Equipment Effective 05/18/2016

Durable medical equipment (DME) is paid for in accordance with the Provider
Participation Agreement (PPA). Fee-for-service (FFS) providers may be directed to any
participating Health Net Access DME provider, including Preferred Homecare.

Prosthetic and orthotic services are not available through Health Net Access' preferred
DME provider (Preferred Homecare). They may be obtained through prosthetic and
orthotic providers, such as Hanger Prosthetics and Orthotics.

Exclusions and Limitations

Health Net Access does not cover the following items:

« Personal care items, unless needed to treat a medical condition (except
incontinence briefs and pads for members over age 3 and under age 21).

« First aid supplies (except under a prescription).

* Hearing aids for members ages 21 and older.

* Prescriptive lenses for members ages 21 and older (except if medically necessary
following cataract removal).

* Penile implants or vacuum devices for members who are ages 21 and older.

Orthotics

Found in: Operations Manuals > Benefits > Durable Medical Equipment Effective 09/04/2015

Orthotics are rigid or semi-rigid devices affixed to the body externally and required to
support or correct a defect of form or function of a permanently inoperative or
malfunctioning body part, or to restrict motion in a diseased or injured part of the body.

Custom Orthotics

A prior authorization is required for custom orthotics.

Coverage for Members Under Age 21

Orthotic devices are a covered benefit for Health Net Access members under age 21
when they are medically necessary and the orthotics cost less than other treatments
that are as helpful for the condition.

Coverage for Members Ages 21 and Older

Orthotic devices are a covered benefit for Health Net Access members ages 21 and older
when all of the following apply:

* The use of the orthotic is medically necessary as the preferred treatment option
consistent with Medicare guidelines.

« The orthotic is less expensive than all other treatment options or surgical
procedures to treat the same diagnosed condition.

« The member's primary care physician (PCP) or other physician orders the orthotic.
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The following prosthetics are not covered for members ages 21 and older.

bone-anchored hearing aids (BAHA), also known as osseointegrated implants
cochlear implants

insulin pumps

percussive vests

Orthotic services are not available through Health Net's preferred DME provider
(Preferred Homecare). They may be obtained through prosthetic and orthotic providers,

such as Hanger Prosthetics and Orthotics.
Service Providers

Found in: Operations Manuals > Benefits > Durable Medical Equipment Effective 09/12/2016

Durable medical equipment (DME) is paid for in accordance with the Provider
Participation Agreement (PPA). Fee-for-service (FFS) providers may be directed to any
participating Health Net Access DME provider, including Preferred Homecare.

For insulin pumps and supplies, contact Animas Diabetes Care, LLC or MiniMed, Inc.

Members may obtain orthotics and prosthetics from any Health Net Access participating
provider, such as Hanger Prosthetics and Orthotics.

Emergency Services
Found in: Operations Manuals > Benefits Effective 07/01/2013

Emergency Services

Found in: Operations Manuals > Benefits > Emergency Services Effective 05/16/2016

Health Net Access provides coverage for emergency services to all members. An
emergency medical condition is defined as the treatment for a medical condition,
including emergency labor and delivery, which manifests itself by acute symptoms of
sufficient severity, including severe pain, such that a prudent layperson with an average
knowledge of health and medicine, could reasonably expect in the absence of immediate
medical attention to result in:

* Serious jeopardy to the health of the individual or, in the case of a pregnant
woman, the health of the woman or her unborn child.

* Serious impairment to bodily functions.

« Serious dysfunction of any bodily organ or part.

Emergency medical services are services provided for the treatment of an emergency
medical condition and are:

* Furnished by a provider qualified to furnish emergency services.
+ Needed to evaluate or treat an emergency medical condition.

Emergency services are covered both in-network and out-of-network and do not require
prior authorization. In accordance with the Arizona Health Care Cost Containment
Systems (AHCCCS) and 42 CFR 438.114, emergency room screening and stabilization
services do not require prior authorization to be covered by Health Net.

If a member receives emergency care at an out-of-network hospital and needs inpatient
care after the emergency condition is stabilized, he or she must receive inpatient care at
the out-of-network hospital authorized by Health Net Access. The cost is the cost-sharing
amount the member would pay at a network hospital.

For members who are hospitalized at an out-of-network hospital, Health Net Access and
its delegates may offer to move the member, when the attending emergency physician
or the treating physician determines the member is sufficiently stabilized for transfer or
discharge, to an in-network hospital when ongoing inpatient care is indicated. Health Net
Access recognizes the attending emergency physician or the treating physician makes
the determination as to when the patient is stable for transfer.

In accordance with Senate bill (SB) 1034, Health Net Access is required to educate its
members about the appropriate use of emergency services when a member
inappropriately seeks care at a hospital emergency department four or more times in a
six-month period. Health Net Access sends an emergency room educational letter to all
identified members and their assigned primary care providers (PCPs). Members may
also be enrolled in an emergency room diversion case management program to assist in
coordinating care, educating members on appropriate use of the ER, and identifying
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appropriate actions to take when care is needed. Case managers work with members'
PCPs to address concerns.

Providers, including emergency departments, may refer members to the emergency
room diversion program by calling the Case Management Department or by faxing a
Case Management Referral form. Providers may contact the Provider Services Center for
general questions.

Health Net Access expects members to schedule appointments during office hours
whenever possible instead of using urgent care facilities or emergency rooms. Providers
must follow appointment standards to meet members' urgent and emergent care needs.

Eye Examinations and Optometry Services
Found in: Operations Manuals > Benefits Effective 07/01/2013

Coverage Explanation

Found in: Operations Manuals > Benefits > Eye Examinations and Optometry Services

Effective 07/01/2013
Health Net Access covers eye and optometric services provided by
qualified eye/optometry professionals within certain limits based on member age and
eligibility:

« Emergency eye care, which meets the definition of an emergency medical
condition

« For members age 21 and older, treatment of medical conditions of the eye,
excluding eye examinations for prescriptive lenses and the provision of
prescriptive lenses

« Vision examinations and the provision of prescriptive lenses for members under
the Early and Periodic Screening, Diagnosis and Treatment (EPSDT), KidsCare
program and for adults when medically necessary following cataract removal

« Cataract removal for all eligible members under certain conditions. Details of
coverage criteria are available on the Arizona Health Care Cost Containment
System (AHCCCS) website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf

Coverage Specifications for Children (Under age 21)

* Medically necessary emergency eye care, vision examinations, prescriptive lenses
and treatments for conditions of the eye are covered

* Primary care physicians (PCPs) are required to provide initial vision screening in
their office as part of the EPSDT program

« Members under age 21 with vision screening of 20/60 or greater should be
referred to the contracting vision provider for further examination and possible
provision of glasses

* Replacement of lost or broken eyeglasses is covered

« Contact lenses are not covered

Coverage Specifications for Adults (Age 21 and older)

« Emergency care for eye conditions that meet the definition of an emergency
medical condition is covered

« Cataract removal and/or medically necessary vision examinations, including
prescriptive lenses if needed following cataract removal, is covered

* Routine eye exams and glasses are not covered

Family Planning

Found in: Operations Manuals > Benefits Effective 07/01/2013

Provider Responsibility

Found in: Operations Manuals > Benefits > Family Planning Effective 05/23/2016

Health Net Access members may obtain family planning services and supplies from any
qualified family planning provider without referral or prior authorization. Family planning
services are covered for members who voluntarily choose to delay or prevent
pregnancy.

All providers are responsible for:

* Making appropriate referrals to health professionals who provide family planning
services.

https://hnc.healthnet.com/portal/provider/library/print.ndo

16/212


javascript:viewDocument('35144')
javascript:viewDocument('33426')
javascript:viewDocument('28992')
javascript:viewDocument('29101')
http://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf

11/1/2016 Provider Library

* Keeping complete medical records regarding referrals.

« Verifying and documenting a member's willingness to receive family planning
services.

* Providing medically necessary management of members with family planning
complications.

* Notifying members of available contraceptive services and making these services
available to all members of reproductive age using the following guidelines:

o Information for members who are ages 17 and younger must be given to the
member's parent or guardian.

o Information for members between ages 18 to 55 must be provided directly
to the member or legal guardian.

o Whenever possible, contraceptive services should be offered in a broad-
spectrum counseling context, which includes discussion of mental health and
sexually transmitted diseases, including AIDS.

o Members of any age whose sexual behavior exposes them to possible
conception or sexually transmitted infections (STIs) should have access to
the most effective methods of contraception.

o Every effort should be made to include male or female partners in such
services.

Member Education

In order for members to make informed decisions, counseling should provide accurate,
up-to-date information regarding available family planning methods and prevention of
sexually transmitted diseases.

Health Net Access providers are responsible for:

* Providing counseling and education to members of both genders that is age
appropriate and includes information on prevention of unplanned pregnancies.

* Counseling for unwanted pregnancies. Counseling should include the member's
short- and long-term goals.

* Spacing of births to promote better outcomes for future pregnancies.

* Preconception counseling to assist members in deciding on the advisability and
timing of pregnancy, to assess risks and to reinforce habits that promote a healthy
pregnancy.

« Discussion of sexually transmitted diseases, to include methods of prevention,
abstinence, and changes in sexual behavior and lifestyle that promote the
development of good health habits.

* Contraceptives should be recommended and prescribed for sexually active
members.

Providers are required to discuss the availability of family planning services annually. If
a member's sexual activity presents a risk or potential risk, the provider should initiate
an in-depth discussion on the variety of contraceptives available and their use and
effectiveness in preventing sexually transmitted diseases (including AIDS).
Documentation must be recorded in the member's medical record that each member of
reproductive age was notified verbally or in writing of the availability of family planning.

Such discussions must be:

* Provided in a manner free from coercion or behavioral/mental pressure.
* Available and easily accessible to members.
* Provided in a manner that assures continuity and confidentiality.
* Provided by, or under the direction of, a qualified provider.
*« Documented in the medical record.
Sterilization
Found in: Operations Manuals > Benefits > Family Planning Effective 05/23/2016

Sterilization services, including hysteroscopic tubal sterilizations, are covered for both
male and female members who meet the requirements specified in the Health Net
Access policy for sterilization services.

The following requirements must be met for sterilization services to be covered:

The member is at least age 21 at the time he or she signs the consent form.
Mental competency is determined.

Voluntary consent was obtained without coercion.

30 days, but not more than 180 days, have passed between the date of informed
consent and the date of sterilization, except in the case of a premature delivery or
emergency abdominal surgery.

« Members may consent to be sterilized at the time of a premature delivery or
emergency abdominal surgery, if at least 72 hours have passed since they gave
informed consent for the sterilization. In the case of premature delivery, the
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informed consent must have been given at least 30 days before the expected date
of delivery.

Members requesting sterilization must sign an appropriate consent form with a witness
present. Suitable arrangements must be made to ensure that the information in the
consent form is effectively communicated to members with limited-English proficiency
or reading skills, and those with diverse cultural and ethnic backgrounds, as well as
members with visual and/or auditory limitations. Prior to signing the consent form, a
member must be offered factual information, including:

« Consent form requirements.

* Answers to questions asked regarding the specific procedure to be performed.

* Notification that withdrawal of consent can occur at any time prior to surgery
without affecting future care and/or loss of federally funded program benefits.

* A description of available alternative methods.

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

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

« Notification that sterilization cannot be performed for at least 30 days post-
consent.

Sterilization consents may not be obtained when a member is:

« In labor or childbirth.

* Seeking to obtain, or is obtaining, pregnancy termination.

* Under the influence of alcohol or other substances that affect that member's state
of awareness.

Foot and Ankle

Found in: Operations Manuals > Benefits

Foot and Ankle Services

Found in: Operations Manuals > Benefits > Foot and Ankle Effective 07/01/2013

Health Net Access covers medically necessary foot and ankle care services, including
the following, when ordered by a member's primary care physician (PCP), attending
physician or practitioner within certain limits for eligible Health Net Access members.

« Under age 21 - Bunionectomies, casting for the purpose of constructing or
accommodating orthotics, medically necessary orthopedic shoes that are an
integral part of a brace, and medically necessary routine foot care for patients
with a severe systemic disease that prohibits care by a non-professional person

* Age 21 or older - Wound care, treatment of pressure ulcers, fracture care,
reconstructive surgeries, and limited bunionectomy services. Medically necessary
routine foot care services are only available for members with a severe systemic
disease that prohibits care by a nonprofessional. Services are not covered when
provided by a podiatrist or podiatric surgeon. Members can be referred to other
contracting providers who can perform medically necessary foot and ankle
procedures, including reconstructive surgeries. A prescription written by a
podiatrist would not automatically disqualify the prescribed medication (device or
service) from payment. However, the prescribed medication, device or service
may be subject to prior authorization to determine whether it is covered

Bunionectomies are covered only when the bunion is present with:

e Overlying skin ulceration
« Neuroma secondary to bunion (neuroma to be removed at same surgery and
documented by pathology report)

Bunionectomies are not covered if the sole indications are pain and difficulty finding
appropriate shoes.

Routine Foot Care

Routine foot care is defined as services performed in the absence of localized illness,
injury or symptoms involving the foot. Routine foot care is considered medically
necessary in very limited circumstances. These services include:
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* Cutting or removal of corns or calluses

¢ Nail trimming (including mycotic nails)

« Other hygienic and preventive maintenance care in the realm of self-care (such as
cleaning and soaking the feet, and the use of skin creams to maintain skin tone of
both ambulatory and bedfast patients)

Routine foot care is considered medically necessary when the member has a systemic
disease of sufficient severity that performance of foot care procedures by a
nonprofessional would be hazardous. Conditions that might necessitate medically
necessary foot care include metabolic, neurological and peripheral vascular systemic
diseases. Examples include, but are not limited to:

« Anticoagulation therapy in progress

« Arteriosclerosis obliterans (arteriosclerosis of the extremities, occlusive peripheral
arteriosclerosis)

Buerger's disease (thromboangiitis obliterans)

Chronic thrombophlebitis

Diabetes mellitus

Peripheral neuropathies involving the feet

Chemotherapy in progress

Pernicious anemia

Hereditary disorder, such as hereditary sensory radicular neuropathy or Fabry's
disease

* Hansen's disease or neurosyphilis

« Malabsorption syndrome

* Multiple sclerosis
e Traumatic injury
* Uremia (chronic renal disease)

Treatment of a fungal (mycotic) infection is considered medically necessary foot care
and is covered when the member has all of the following:

* A systemic condition
« Clinical evidence of mycosis of the toenail
« Compelling medical evidence documenting the member either:
o Has a marked limitation of ambulation due to the mycosis, which requires
active treatment of the foot
o In the case of a nonambulatory member, has a condition that is likely to
result in significant medical complications in the absence of such treatment.

Limitations

Coverage is limited as follows:

* Coverage for medically necessary routine foot care must not exceed two visits per
quarter or eight visits per contract year (this does not apply to Early and Periodic
Screening, Diagnosis and Treatment (EPSDT) members)

* Coverage of mycotic nail treatments does not exceed one bilateral mycotic nail
treatment (up to 10 nails) per 60 days (this does not apply to EPSDT members)

* Neither general diagnoses, such as arteriosclerotic heart disease, circulatory
problems, vascular disease, venous insufficiency, or incapacitating injuries or
illnesses, such as rheumatoid arthritis, CVA (stroke) or fractured hip, are
diagnoses under which routine foot care is covered.

Health Risk Assessments and Screening Tests
Found in: Operations Manuals > Benefits Effective 07/01/2013

Overview

Found in: Operations Manuals > Benefits > Health Risk Assessments and Screening Tests
Effective 07/01/2013
Health Net Access covers health risk assessment and screening tests

provided by a physician, primary care provider (PCP) or other licensed practitioner
within the scope of his or her practice under state law for all members. These services
include appropriate clinical health risk assessments and screening tests, immunizations,
and health education, as appropriate for age, history and current health status.

Health risk assessment and screening tests are also covered for members under the
Early and Periodic Screening, Diagnosis and Treatment Program (EPSDT) and KidsCare
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Program.

Covered Services

Found in: Operations Manuals > Benefits > Health Risk Assessments and Screening Tests

Effective 07/01/2013
Preventive health risk assessment and screening test services for

non-hospitalized adults include, but are not limited to:

* Hypertension screening (annually)

* Cholesterol screening (once; additional tests based on history)

* Routine mammography annually after age 40 and at any age if considered
medically necessary

« Cervical cytology, including Pap smears (annually for sexually active women; after
three successive normal exams, the test may be less frequent)

« Colon cancer screening (digital rectal exam and stool blood test, annually after
age 50, as well as baseline colonoscopy after age 50)

* Sexually transmitted disease screenings (at least once during pregnancy; other
based on history)

* Tuberculosis screening (once, with additional testing based on history; for
members residing in a facility, as necessary, per health care institution licensing
requirement)

« HIV screening

¢ Immunizations

* Prostate screening (annually after age 50; screening is recommended annually for
males ages 40 and older who are at high risk due to immediate family history)

* Physical examinations, periodic health examinations or assessments, diagnostic
workups or health protection packages designed to:

o Provide early detection of disease

Detect the presence of injury or disease

Establish a treatment plan

Evaluate the results or progress of the treatment plan or disease

Establish the presence and characteristics of a physical disability which may

be the result of disease or injury

o
o
o
o

Screening services provided more frequently than these professionally recommended
guidelines are not covered unless medically necessary.

Services Not Covered

Found in: Operations Manuals > Benefits > Health Risk Assessments and Screening Tests

Effective 07/01/2013
Physical examinations not related to covered health care services or

performed to satisfy the demands of outside public or private agencies, such as the
following, are not covered services:

Qualification for insurance

Pre-employment physical examination

Qualifications for sports or physical exercise activities

Pilots examinations (Federal Aviation Administration)

Disability certification for the purpose of establishing any kind of periodic
payments

« Evaluation for establishing third party liability

* Preventive examinations in the absence of any know disease or symptom for
members ages 21 and older

Home Health Services

Found in: Operations Manuals > Benefits Effective 01/01/2003
Overview
Found in: Operations Manuals > Benefits > Home Health Services Effective 07/01/2013

Home health services are provided on a part-time or intermittent basis to prevent
hospitalization or institutionalization. Home health services must be obtained through a
participating provider. Providers are required to utilize the preferred provider network
for the member's benefit plan. Providers who are unsure of the preferred provider
network should contact the Health Net Access Provider Services Center.

Home health services include medically necessary services provided in the member's
place of residence, including:

Home health nursing visits
Home health aid services
Medically necessary supplies
Therapy services
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Home health services require prior authorization. Refer to the Prior Authorization
Requirements for Health Net Access for additional information.

Hospice Care
Found in: Operations Manuals > Benefits Effective 03/01/2012

Face-to-Face Encounters for Continued Hospice
Eligibility
Found in: Operations Manuals > Benefits > Hospice Care Effective 02/02/2015

Hospice physicians or hospice nurse practitioners (NPs) must have a face-to-face
encounter with every hospice patient to determine continued hospice eligibility. To
satisfy this requirement, the following criteria must be met:

1. The face-to-face encounter must occur no more than 30 calendar
days prior to the start of the third benefit period and no more than
30 calendar days prior to every subsequent benefit period thereafter.

2. The hospice physician or NP who conducts the face-to-face
encounter must attest in writing to it. The attestation must be on a
separate and distinct section of, or addendum to, the recertification
form, be clearly titled and include the rendering physician's or NP's
signature and date of face-to-face encounter. When an NP conducts
the face-to-face encounter, the attestation must state the clinical
findings were provided to the certifying physician for use in
determining whether the patient continues to have a life expectancy
of six months or less, if the illness runs its normal course.

In cases where a hospice newly admits a patient in the third or later benefit period,
exceptional circumstances may prevent a face-to-face encounter prior to the start of the
benefit period (as described in criteria 1). For example, if the patient is an emergency
admission on a weekend, it may be impossible for a hospice physician or NP to see the
patient until the following Monday, or the hospice may be unaware that the member is in
the third benefit period. In such documented cases, a face-to-face encounter within two
days after admission is considered timely. If the patient dies within two days of
admission without a face-to-face encounter, a face-to-face encounter can be deemed as
completed.

The hospice must retain the certification statements and have them available for Health
Net's audit purposes.

Hospice Care

Found in: Operations Manuals > Benefits > Hospice Care Effective 09/12/2016

Hospice services are covered when Health Net Access members have met hospice care
requirements and the services are authorized by Health Net Access or a participating
provider. The member's treating physician must certify the member as terminally ill and
expected to live six months or less. The hospice and its employees must be Medicare-
certified and licensed by the Arizona Department of Health Services (ADHS).

The following services are covered under hospice when provided in an approved setting:

Bereavement services

Continuous home care

Dietitian services

Home health aid services

Homemaker services

Nursing services provided by or under the supervision of a registered nurse

Pastoral services

Inpatient respite care, which is short-term care provided to the member only when

necessary to relieve the family or other persons caring for the member. Not to

exceed more than 5 consecutive days at a time and not provided when the

member is a nursing facility resident or receiving services in an inpatient setting

« Routine home care

« Medical social service consultations by a qualified social worker

* Therapy, including physical, occupational, respiratory, speech, music, and
recreational

* 24-hour on-call availability to provide services such as reassurance, information
and referral for members, family and caretakers

* Volunteer services provided by individuals who are specially trained in hospice and

who are supervised by a designated hospice employee
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* Medical and surgical supplies and durable medical equipment, including
medications

Hospital and Skilled Nursing Facility

Found in: Operations Manuals > Benefits Effective 03/01/2012

Hospital and Skilled Nursing Facility Inpatient Services

Found in: Operations Manuals > Benefits > Hospital and Skilled Nursing Facility

Effective 05/16/2016
Health Net Access covers medically necessary inpatient hospital and
skilled nursing facility (SNF) services provided by participating hospitals and SNFs for
Health Net Access members.

Hospital services include accommodation, appropriate staffing, supplies, equipment, and
services for the following:

Routine acute medical care.
Intensive and coronary care.
Neonatal intensive care.
Maternity care, including labor, delivery and recovery rooms, birth centers, and
nursery and related services.
» Surgical care, including recovery rooms and anesthesiology services.
* Obstetrics and newborn nurseries.
« Behavioral health emergencies.
* Nursing services.
e Dietary services.
* Ancillary services, including:
o chemotherapy
dialysis
laboratory
radiology
medications
medical supplies
respiratory therapy
rehabilitation services (PT, OT, speech therapy)
blood and blood derivatives
dental surgery for members in the Early and Periodic Screening, Diagnosis
and Treatment (EPSDT) program

0O 0 0 0 0O OO0 O O

Health Net Access covers semiprivate inpatient hospital accommodations, except when
the member's medical condition requires isolation.

Health Net Access covers up to 90 days of care in a SNF per contract year (generally
October 1 through September 30) for members who are not eligible for Arizona Long-
Term Care System (ALTCS) services. Services that are not covered separately when
provided in a SNF include:

* Nursing services, such as administering medication, tube feedings, personal care
services, routine testing of vital signs and blood glucose monitoring, assistance
with eating and/or maintenance of catheters.

Basic patient care equipment and supplies.

Dietary services, including special diets and adaptive tools for eating.
Physician visits made for meeting state requirements.

Non-customized durable equipment and supplies.

Rehabilitation therapies ordered as a maintenance regimen.

Over-the-counter medications and laxatives.

Social activity, recreational and spiritual services.

Any other services, supplies or equipment that are state or county regulatory
requirements or are included in the SNF's room and board rate.

An admission to a SNF must be prior authorized by the Health Net Medical Management
Department before a member is admitted.

When Member Disenrolls While Hospitalized

Health Net Access notifies the hospital when a member disenrolls from Health Net
Access while hospitalized. The hospital must contact the member's new health plan for
authorization of continued services and discharge planning. Health Net Access concurrent
review nurses work closely with the hospital to ensure that care is coordinated during
the member's transition.
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Upon completion of the member's initial consultation with a genetics physician and
metabolic nutritionist, and the determination of metabolic formula and/or low-protein
foods necessary to meet the member's nutritional needs, the provider forwards the
request for metabolic nutrition to the medical foods liaison at AHCCCS/Office of Medical
Policy and Programs (OMP) for review and processing. All approvals and payments for
medical foods are the responsibility of AHCCCS administration.

Hospitalists

Found in: Operations Manuals > Benefits Effective 01/01/2003
Overview
Found in: Operations Manuals > Benefits > Hospitalists Effective 06/01/2011

Health Net contracts with several hospitalist service providers. Primary care physicians
(PCPs) and specialists may admit their patients who are Health Net members, otherwise
participating hospitalists must be used whenever hospitalist services are required. For
assistance locating a participating hospitalist, contact the admitting facility directly

or the Health Net Provider Network Management Department during normal business
hours.

Continuity of Care

Found in: Operations Manuals > Benefits > Hospitalists Effective 06/01/2011

Hospitalists are required to provide the following member discharge information to the
member's primary care physician (PCP) within 72 hours of the member's discharge from
the hospital:

Admission and discharge dates
Presenting problem

Discharge diagnoses
Discharge medications
Follow-up instructions

Refer to the Health Net Discharge Summary Form or incorporate the information noted
above into the form currently used.

Hysterectomy
Found in: Operations Manuals > Benefits Effective 07/01/2013

Special Considerations for Hysterectomy

Found in: Operations Manuals > Benefits > Hysterectomy Effective 07/01/2013

Health Net Access covers medically necessary hysterectomy services in accordance with
federal regulations (42 CFR 441.250). Federal regulation 42 CFR 441.251 defines
hysterectomy as a medical procedure or operation for the purpose of removing the
uterus. Sterilization is defined by this regulation as any medical procedure, treatment or
operation for the purpose of rendering an individual permanently incapable of
reproducing.

Health Net Access does not cover hysterectomies when they are performed solely to
render the individual permanently incapable of reproducing.

Hysterectomy services coverage is limited to cases in which medical necessity has been
established and, prior to hysterectomy, there was a trial of medical or surgical therapy
that was not effective in treating the member's condition.

Hysterectomy may be indicated for the following reasons, which include, but are not
limited to:

« Dysfunctional uterine bleeding or benign fibroids associated with dysfunctional
bleeding. A hysterectomy may be considered for members for whom medical and
surgical therapy has failed, and childbearing is no longer a consideration

« Endometriosis. A hysterectomy is indicated for members with severe disease when
future child-bearing is not a consideration, and when disease is refractory to
medical or surgical therapy

« Uterine prolapse. A hysterectomy may be indicated in women with uterine
prolapse for whom childbearing is no longer a consideration and for whom
nonoperative and/or surgical correction, such as suspension or repair, will not
provide the member adequate relief
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Conditions Not Subject to Prior Therapy Trial

Hysterectomy services may be considered medically necessary without prior trial of
therapy in the following cases:

Invasive carcinoma of the cervix

Ovarian carcinoma

Endometrial carcinoma

Carcinoma of the fallopian tube

Malignant gestational trophoblastic disease

Life-threatening uterine hemorrhage, uncontrolled by conservative therapy
Potentially life-threatening hemorrhage as in cervical pregnancy, interstitial
pregnancy or placenta abruption

Prior Acknowledgement and Documentation

Prior to performing a hysterectomy, providers are required to:

« Inform the member and her representative, if applicable, both orally and in writing
that the hysterectomy will render the member incapable of reproducing.

« Obtain from the member or representative, if applicable, a signed, dated written
acknowledgment stating that the information above has been received and that the
individual has been informed and understands the consequences of having a
hysterectomy (result in sterility). This documentation must be kept in the
member's medical record. A copy must also be kept in the member's medical
record maintained by the member's Health Net Access primary care provider.

Participating providers must ensure members sign a consent form and may use the
Arizona Health Care Cost Containment System (AHCCCS) Hysterectomy Consent form or
other similar forms, as long as prior acknowledgement information is provided.

Exceptions from Prior Acknowledgement

Prior acknowledgment is not required in either of the following situations:

« The member was already sterile before the hysterectomy. The physician must
certify in writing that the member was already sterile at the time of the
hysterectomy and specify the cause of sterility

« The member requires a hysterectomy due to a life-threatening emergency
situation in which the physician determines that prior acknowledgement is not
possible. The physician must certify in writing that the hysterectomy was
performed under a life-threatening emergency situation in which the physician
determined that prior acknowledgement was not possible

Immunizations

Found in: Operations Manuals > Benefits Effective 01/01/2003

Coverage Explanation

Found in: Operations Manuals > Benefits > Immunizations Effective 03/03/2010

Medically necessary immunizations, as determined by Health Net, are covered under all
Health Net plans and include adult immunizations recommended by the Centers for
Disease Control and Prevention (CDC) Advisory Committee on Immunization Practices
(ACIP), and childhood and adolescent immunizations recommended by the ACIP, the
American Academy of Pediatrics (AAP) or the American Academy of Family Physicians
(AAFP). Most immunizations do not require a copayment.

Flu Shots
Found in: Operations Manuals > Benefits > Immunizations Effective 06/01/2009

Flu shots are available to all members. Copayments may only be collected for flu shots
when given in conjunction with an office visit.

Immunization Administration
Found in: Operations Manuals > Benefits > Immunizations Effective 05/18/2016

Primary care providers (PCPs) are responsible for immunizing members and maintaining
all immunization information in the member's medical record. Local health departments
(LHDs) may also immunize Health Net Access members.
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PCPs must be available to administer immunizations during routine office hours. It is the
PCP's responsibility to update the immunization record card or other form of
immunization record, and enter all immunizations into the Arizona State Immunization
Information System (ASIIS) registry.

At each visit, the PCP should inquire whether the patient has received immunizations
from another provider. The PCP should also educate members regarding their
responsibility to inform the PCP if they receive immunizations elsewhere (such as from
an LHD or nonparticipating provider). This information is necessary for documentation
and for the member's safety.

EPSDT Program

The Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program covers all
child and adolescent immunizations, as specified in the Centers for Disease Control and
Prevention (CDC) recommended childhood immunization schedules. All appropriate
immunizations must be provided to establish and maintain up-to-date immunization
status for each member based on his or her age. Refer to the CDC website at
www.cdc.gov/vaccines/schedules/index.html for current immunization schedules.

For adult immunization coverage, refer to Chapter 300 Medical Policy for AHCCCS
Covered Services, Policy 310-M, or to the CDC website at
www.cdc.gov/vaccines/schedules/index.html for adult immunization recommendations.

Vaccines for Children Program

The federal Vaccines for Children (VFC) program is available to physicians who provide
immunizations to Medicaid- eligible members. Providers are required to enroll in the
program in order to participate. This federally funded program furnishes free vaccines in
bulk to enrolled providers. All Medicaid-eligible children under age 19 may receive VFC
vaccines.

Health Net Access does not reimburse participating providers for vaccines covered by
the VFC program. Health Net Access reimburses for the administration of these
immunizations only, not to exceed the maximum allowable set by the Centers for
Medicare and Medicaid Services (CMS). Refer to the VFC Program Billing Procedures
discussion for more information on reimbursement.

Participating providers must register with Arizona Department of Health Services
(ADHS) as a vaccine provider. Providers must enroll in the VFC program and re-enroll
annually.

EPSDT Program - AHCCCS Recommended Childhood
and Adolescent Immunization Schedules
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Found in: Operations Manuals > Benefits > Immunizations Effective 07/01/2013

EXHIBIT 430-2
ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM

RECOMMENDED CHILDHOOD AND ADOLESCENT
IMMUNIZATION SCHEDULES
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Found in: Operations Manuals > Benefits > Immunizations Effective 03/16/2016

Recommended Adult Immunization Schedule
United States - 2016

The 2016 Adult Immunization Schedule was approved by the Centers for Disease
Control and Prevention's (CDC) Advisary Committee on Immunization Practices
(ACIP), the American Academy of Family Physicians (AAFP), the American College of
Physicians (ACP), the American College of Obstetricians and Gynecologists (ACOG),
and the American College of Nurse-Midwives (ACNM). On February 2, 2016, the adult
immunization schedule and a summary of changes from 2015 were published in the
Annals of Internal Medicine, and the availability of the schedule was announced in the
Morbidity and Martality Weekly Repart (MMWR) on February 4, 2016.

All clinically significant postvaccination reactions should be reported to the Vaccine
Adverse Event Reporting System (VAERS). Reporting forms and instructions on filing a
VAERS report are available at www.vaers.hhs.gov or by telephone, 800-822-7967.

Additional details regarding ACIP recommendations for each of the vaccines listed in
the schedule can be found at www.cdc.gov/vaccines/hcp/acip-recs/index.html.

American Academy of Family Physicians (AAFP)
www.aafp.org/

American College of Physicians (ACP)
www.acponline.org/

American College of Obstetricians and Gynecologists (ACOG)
www.acog.org/

American College of Nurse-Midwives (ACNM)

www.midwife.arg/

https://hnc.healthnet.com/portal/provider/library/print.ndo 30/212



11/1/2016

Provider Library

Recommended Adult Immunization Schedule—United States - 2016

Hote: Thase recommandations must be resd with the fbootnotes that follow

comtaining numbser of dases, intervals befween doses, and other important information.
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1. Additional infarmation

https://hnc.healthnet.com/portal/provider/library/print.ndo 32/212



11/1/2016 Provider Library

b nat neceived POVS buk have recetved 2 doses of PPSVES: administer
P\:\"I]dlw:timuﬂmthemm!mmd of PRSVIA,
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Irmem urescompremiing conditions that ane indicaticen far preumoccczal
waccination arecongenitsl or scquised immunodefidency inchding B-or
T-hrphocybe deficiency, complement defcincis, and phagacytic disorders
exchuding chranic granulamabaus diseasel, HIV infectian, chranic renal falure,
nephrotic syndrome lsukemia, mphoms, Hadghin disease, generslind
mulignancy, multiple ryeloms, sabd organ ransplant, and istrogenic
immurasupsression including long-tem Systemic corticosbernids and
rackation thersgyl

Anatomical or functional aiplenia that ane indications far prisumomoceal
waccination aresickle cell dmease snd ather hemoglobinapathies, congenital
o acquired aspléenia, splenic dysfunction, and splenectony. Administer
prreumacsecal vaccines at hesst 2 wesks before immun ceuppeessive therapy
or an ehectie splensctonTy, and as soon as possible 1o sdults who ane newly.
iagresed with esprtamabic or sy paomstic HIV irdectian.
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TABLE. Contraindications and precautions to commanly used vaccines in adults ™

Contraindications Precautions

niluenazs, inactristed (1)

Immunization - Recommended Childhood and
Adolescent Schedule
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Recommended Immunization Schedules for Persons Aged 0 Through 18 Year
UNITED STATES, 2016

This schedule includes recommendations in effect as of January 1, 2016, Any dose not administered at the
recommended age should be administered at a subsequent visit, when indicated and feasible. The use of a
combination vaccine generally is preferred over separate injections of its equivalent component vaccines.
Waccination providers should consult the relevant Advisory Committee on Immunization Practices (ACIP) statemer
for detailed recommendations, available online at http://www.cdc.gov/vaccines/hcp/acip-recs/index.html, Clinical
significant adverse events that follow vaccination should be reported to the Vaccine Adverse Event Reporting
System (VAERS) online (http://www.vaers.hhs.gov) or by telephone (800-822-7967).

The Recommended Immunization Schedules for
Persons Aged 0 Through 18 Years are approved by the

Advisory Committee on Immunization Practices
(http/ fiwww.cde.govivaccines/acip)

American Academy of Pediatrics
{http:/f'www.aap.org)

American Academy of Family Physicians
(http://www.aafp.org)

American College of Obstetricians and Gynecologists
(http/ fwww.acog.org)

Figure 1. Recommended immunization schedule for persons aged O through 18 years - United States, 2016,
(FOR THOSE WHO FALL BEHIND OR START LATE, SEE THE CATCH-UP SCHEDULE [FIGURE 2)).

These recommendations must be read with the faotnotes that fallaw. For those who fall nehlndurstanla‘ha,gn-ndecm up vaccination at the earliest sppartunity as indicated by the green bars in Figui
T chetermine minimum intervals between doses, see the catch-up schedule [Figure 21, School entry and adolescent vaccine age groups are shaded.

Waccine Birth | 1mo 2mos & mas | S mos 12 mos 15 mas | 1Bmos 2y | d-fiyrs 10y | l1-123n|13-1!5m.|||$—'

v ||
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Inactivated pokowing'
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Mezdes, mumgs, ubela’ (MMAL
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Hepatitia A/ [Hep#)
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MEnACWY-CRM = 2 mos)
Tetarws, diptahera, & acellulsr
partussis | (Tdap: 27 yrsl
Human papiliamasing! | {2v:
females onby: P, Py
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ieningoooccal B

Freumococcal polysacchanide’
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Range of recamimended e of recomimendid ages Fange of iecamimended Ran. nfra'mmnd@ﬂ &5 for nean-high-risk T FROGMITEN
I:Iawgrarall-cnl'lm -mcﬂdmmn\lnlmlﬂﬂw -inrcganaln high-fisk qmag@s I:I Dl’ recelaezcclmsuh}myrl I:I

-w-wwal cllnlcai wecision making
This schedule includes recommendations in effect as of January 1, 7076, Ary dose not admindsterad at the recommended age should be administered 2t a subsequent visit, when indicated and
feasible, The use of a combination vaccine generally is preferred over separate injections of its equivalent component vaccines, Vaccination providers should consult the relevant Advisory Committes
an Immunization Practices {ACIP) staterment for detailed recommendations, available ondine at hitpshwanwscde.govivaceines hepdacip-recs/index.html, Clinically significant adwerse events that follow
watcination should be reported to the Vaccine Adwerse Event Reporting Systemn (WVAERS) online (httpe Seeraivaers hhis.gov) or by telephone (B00-822-7967), Suspectad cases of vaccine-preventable
diseases should be reported ta the state or kal health degartmaent, Additional infermation, including precautions and cortraindicaticns for vaccination, is available from COC online
(httpetweenacdegovvactinesrecsvac-adminfcontraindications htrml or by telephone (B00-COC- INFO [800-232-3636]),

This scheduli is approved by the Advisory Committes on Immunization Practices (hitpd'wwswocdegowivaccinesdacip), the American Acaderny of Pediatrics (hrtp: v zaaporgl, the American Acade
Family Physicians (o www.aafoorg), and the American College of Obstetricians and Gynecologists (g www.acog.ongh.

MOTE: The above recommendations must be read along with the footnotes of this schedule.
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Footnotes — Recommended immunization schedule for persons aged 0 through 18 years—United States, 2016

For further guidance on the use of the vaccines mentioned below, see: http://'www.cdc.gov/vaccines/hcp/acip-recs/indexhtml.
For vaccine recommendations for persons 19 years of age and older, see the Adult Immunization Schedule.
Additional information
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4. Heemophilrs influenzee type b (Hib) conjugate vacdne (contd)

For further guidance on the use of the vaccines mentioned below, see: httpy//www.cdc.govivaccines/hcp/acip-recs/indesx.htmi.

10, Hepatitis A (Hepd| vaccine (cont'd)
Spadal populations:

Injectables
Found in: Operations Manuals > Benefits Effective 01/01/2003
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Injectable Medications

Found in: Operations Manuals > Benefits > Injectables Effective 07/26/2013

Participating providers must obtain any injectable medications they administer. Members
cannot obtain these medications through there outpatient prescription medication
benefits.

Refer to the member's Evidence of Coverage (EOC) and Summary of Benefits for
complete injectable medication benefit coverage information. Particpating providers can
also go to provider.healthnet.com > Pharmacy Information for medication information.

Prior Authorization

Found in: Operations Manuals > Benefits > Injectables Effective 07/01/2013

Health Net covers medically necessary injectable medications administered by a Health
Net participating providers in an office setting. Most injectable medications administered
in the office do not require prior authorization; however, prior authorization is required
for the medications listed on the in-office Injectable Drugs Requiring Prior
Authorization/Precertification list. This is not intended to be an all-inclusive list and is
subject to change as new brand-name equivalents become available. All self-injectable
medications other than preferred insulin vials require prior authorization. Prior
authorization is also required for growth hormones prescribed for home use.

Prior Authorization Procedures

Found in: Operations Manuals > Benefits > Injectables Effective 07/01/2013

To obtain prior authorization from Health Net Pharmaceutical Services (HNPS) for in-
office- administered injectable medications, self-injectable medications and non-
preferred medications:

1. Complete a Health Net Prior Authorization/Formulary Exception

Request Fax Form.
2. Fax the form to Health Net Pharmaceutical Services.

Most requests receive a response via fax within two business days.

Self-Injectable Medications

Found in: Operations Manuals > Benefits > Injectables Effective 07/26/2013

Most self-injectable medications, other than preferred insulins, require prior
authorization. Refer to the Injectable Drugs Requiring Prior
Authorization/Precertification list for more information. This is not intended to be an all-
inclusive list and is subject to change as new injectables become available. For more
information on medication prior authorization, refer to the Health Net website

at provider.healthnet.com > Pharmacy Information.

Members must obtain self-injectable medications at retail pharmacies through the
members' outpatient pharmacy benefits and cannot obtain self-injectables from

a participating provider's office. Some self-injectable medications must be obtained from
Health Net's preferred specialty pharmacies (as indicated in the prior authorization
approval).

On rare occasions, self-injectable medications may require administration by a health
care professional and prior authorization is required.

Maternity

Found in: Operations Manuals > Benefits Effective 01/01/2003

Healthy Pregnancy Program
Found in: Operations Manuals > Benefits > Maternity Effective 08/19/2013

The Decision Power® Healthy Pregnancy program educates women and provides
screening to identify high-risk pregnancies. This program has been effective in
prolonging pregnancies, improving birth weights and minimizing hospitalizations, by
featuring the following:

« Initial assessment and risk screening, conducted at time of enroliment

¢ Online educational resources

* The book, Your Journey Through Pregnancy, which includes information from early
pregnancy through the baby's first weeks, and a resource bookmark
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« Access to BabyLine® - a telephone line answered by highly experienced nurses, 24
hours a day, seven days a week, for questions related to pregnancy

* Second assessment at approximately 28 weeks

« Referrals to case management for those at-risk participants identified during
assessments

« Final assessment completed post-delivery

« Assessment report for participants and their physicians

Pregnant members identified as high risk and enrolled in the high-risk obstetric case
management program have access to the expertise and experience of high-risk obstetric
nurse case managers who are available to program participants 24 hours a day, seven
days a week. The case manager creates a care plan unique for each participant, by
helping to set goals and develop strategies to assist the participant. Case managers also
coordinate home-care and neonatal intensive care unit (NICU) care as

needed. Refer eligible Health Net expectant mothers to this program via fax.

Maternity Care Services

Found in: Operations Manuals > Benefits Effective 07/01/2013
Overview
Found in: Operations Manuals > Benefits > Maternity Care Services Effective 10/29/2015

Maternity care services include, but are not limited to, medically necessary
preconception counseling, identification of pregnancy, medically necessary prenatal
services for the care of pregnancy, the treatment of pregnancy-related conditions, labor
and delivery services, and postpartum care. In addition, related services such as
outreach, education, and family planning services are provided whenever appropriate,
based on the member's current eligibility and enrollment.

All maternity care services must be delivered by qualified physicians and non-physician
practitioners and must be provided in compliance with the most current American
Congress of Obstetricians and Gynecologists (ACOG) standards for obstetric and
gynecologic services. Services may be provided by physicians, physician assistants,
nurse practitioners, certified nurse midwives, or licensed midwives. Prenatal care, labor
and delivery, and postpartum care services may be provided by licensed midwives
within their scope of practice.

Pregnant members have the option to select a primary care physician (PCP) who
provides obstetrical care. Members who receive maternity services from a certified
nurse midwife or a licensed midwife are also assigned to a PCP for other health care and
medical services.

To ensure continuity of care, members who transition to or enrolled with another health
plan during their third trimester may continue to receive maternity care from their
current AHCCCS-registered provider.

High-Risk Maternity Care

Found in: Operations Manuals > Benefits > Maternity Care Services Effective 05/23/2016

In partnership with obstetric providers, Health Net Access' Medical Management
Department identifies pregnant women who are at risk for adverse pregnancy outcomes.

Health Net Access offers a multidisciplinary program to assist providers in managing the
care of pregnant members who are at risk because of medical conditions, social
circumstances or non-compliant behaviors. Health Net Access also considers factors,
such as noncompliance with prenatal care appointments and medical treatment plans, in
determining risk status. Members identified as at risk are reviewed and evaluated for
ongoing follow-up during their pregnancy by an obstetric case manager.

A Health Net Access obstetric case manager provides comprehensive care management
services to high-risk pregnant members, for the purpose of improving maternal and
fetal birth outcomes. The obstetric case manager takes a collaborative approach with all
involved in the member's prenatal care, including obstetric providers, primary care
providers (PCPs) and specialists, to engage high-risk pregnant members telephonically
throughout their pregnancies and postpartum periods.

Members who have high-risk perinatal conditions should be referred to perinatal case
management by faxing the member's information to the Health Net Access Case
Management Department. These conditions include:

* history of preterm labor before 37 weeks of gestation
* bleeding and blood clotting disorders

* chronic medical conditions

* polyhydramnios or oligohydramnios

« placenta previa, abruption or accrete

« cervical changes
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multiple gestation

teenage mothers

hyperemesis

poor weight gain

advanced maternal age

substance abuse

mental illness

domestic violence

non-compliance with obstetric appointments
members taking prescription opioids

Reporting High-Risk and Non-Compliant Behaviors

Obstetric providers must refer all at risk members to Health Net Access by contacting
the Provider Services Center or faxing the member's information to the Health Net
Access Case Management Department.

The following situations must be reported to Health Net Access:

» Members who are diabetic and display consistent complacency regarding dietary
control and/or use of insulin.

« Members who fail to follow prescribed bed rest.

« Members who fail to take tocolytics as prescribed or do not follow home uterine
monitoring schedules.

e Members who admit to or demonstrate continued alcohol and/or other substance
abuse.

« Members who show a lack of resources (such as food, shelter and clothing) that
could influence their well-being or that of their child.

« Members who frequently visit the emergency department/urgent care setting with
complaints of acute pain and request prescriptions for controlled analgesics and/or
mood altering medications.

« Members who fail to appear for two or more prenatal visits without rescheduling,
or fail to keep rescheduled appointments.

o Providers should make two attempts to bring the member in for care prior to
contacting the Health Net Access Case Management Department.

Maternity Care Provider Requirements

Found in: Operations Manuals > Benefits > Maternity Care Services Effective 05/23/2016

Prior authorization is required at the time of the member's first prenatal visit. The
authorization applies to obstetrical care for the duration of the member's pregnancy.

Providers must submit the Health Net Access Request for Prior Authorization form at the

time of the first prenatal visit.

Providers must adhere to the American Congress of Obstetricians and Gynecologists
(ACOG) standards of care, including the use of a standardized medical risk assessment

tool and ongoing risk assessment.

Providers are required to identify risk factors by completing a comprehensive tool that
covers psychosocial, nutritional, medical, and educational factors, such as the ACOG or
Mutual Insurance Company of Arizona (MICA) assessment tool, when submitting the
prior authorization request.

Licensed midwives must provide services within their scope of practice.

All providers must adhere to the standards of care established by ACOG, including, but

not limited to the following:

* Use of a standardized prenatal medical record and risk assessment tool, such as
the ACOG form.

* Documenting all aspects of maternity care.

* Completion of history, including medical and personal health (including infections
and exposures), menstrual cycles, past pregnancies and outcomes, family and
genetic history.

« Clinical expected date of confinement.

* Performance of physical exam, including determination and documentation of
pelvic adequacy.

« Performance of laboratory tests at recommended time intervals.

« Comprehensive risk assessment incorporating psychosocial, nutritional routine
prenatal visits with blood pressure, weight, fundal height (tape measurement),
fetal heart tones, urine dipstick for protein and glucose, ongoing risk assessment
with any change in pregnancy risk recorded, and an appropriate management
plan.

« Antenatal and postpartum depression screening.
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All maternity care providers must ensure they do the following:

Request prior authorization from Health Net Access promptly when members have
tested positive for pregnancy.

Refer high-risk members to a qualified physician and are receiving appropriate
care.

Educate members about health behaviors during pregnancy, including the
importance of proper nutrition; smoking cessation; avoidance of alcohol and other
harmful substances, including illegal drugs and opioids; screening for sexually
transmitted diseases; the physiology of pregnancy; risk assessment and screening
for lead exposure, which, in pregnancy, can adversely affect both mother and
fetus health; process of labor and delivery; breastfeeding; other infant care
information, including selecting a pediatric provider for the baby; and postpartum
follow-up.

Appropriately maintain member medical records and document all aspects of
maternity care provided.

Inform members of voluntary HIV testing and that counseling is available if the
test is positive or indeterminate.

Refer members for support services to the Special Supplemental Nutrition
Program for Women, Infants and Children (WIC), as well as other community-
based resources, to support healthy pregnancy outcomes. .

Notify members that in the event they lose eligibility for services, they may
contact the Arizona Department of Health Services Bureau of Women's and
Children's Health Hotlines for referrals to low- or no-cost services.

Provide postpartum services to members within 60 days of delivery.

Additional obstetrical provider requirements include:

Educating members on healthy behaviors during pregnancy, including: proper
nutrition, effects of alcohol and drugs, the physiology of pregnancy, the process of
labor and delivery, breast feeding and other infant care information.
Offering HIV/AIDS testing and confidential post testing counseling to all members.
Ensuring delivery meets Health Net Access criteria.
Reminding delivery hospital of requirement to notify Health Net Access on the date
of delivery.
Referring member to Health Net Access case management, and other known
support services and community resources, as needed.
Encouraging members to participate in childbirth classes at no cost to them.

o The member may call the facility where she will deliver and register for

childbirth classes.

Providers may consult with the Health Net Access medical director, or other qualified designee, for
members with other conditions that are deemed appropriate for perinatology referral.

In non-emergent situations, all obstetrical care providers must refer members to Health
Net Access providers in accordance with the following guidelines:

Referrals outside the participating provider network must be prior authorized.
Failure to obtain prior authorization for non-emergent obstetric or out-of-network
newborn services will result in claim denials.

Members may not be billed for covered services if the provider neglects to obtain
the appropriate approvals.

Obstetrical Care Appointment Standards

Health Net Access has specific standards for the timing of initial and return prenatal
appointments. All obstetric providers must make it possible for members to obtain initial
prenatal care appointments within the following time frames:

Category appointment availability:
o First trimester - within 14 days of the request for an appointment
o Second trimester - within 7 days of the request for an appointment
o Third trimester - within 3 days of the request for an appointment
o Return visits - return visits should be scheduled routinely after the initial
visit

Members must be able to obtain return prenatal visits:
o First 28 weeks - every four weeks
o From 28 to 36 weeks - every two to three weeks
o From 37 weeks until delivery - weekly

High-risk pregnancy care appointments - Members must be able to obtain an initial
appointment within three days of identification of high-risk by Health Net Access
or maternity care provider, or immediately if an emergency exists.
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Outreach, Education and Community Resources

Found in: Operations Manuals > Benefits > Maternity Care Services Effective 05/23/2016

Health Net Access is committed to maternity care outreach. The goal of maternity care
outreach is to identify pregnant members and begin prenatal care as soon as possible.

PCPs should ask about pregnancy status when members call for appointments and report
positive pregnancy tests to Health Net Access. PCPs should provide general education
and information about prenatal care, when appropriate, during member office visits.
Pregnant members continue to receive primary care services from their assigned PCPs
during their pregnancy.

Health Net Access is involved in many community efforts to increase awareness of the
need for prenatal care. Health Net Access encourages PCPs to actively participate in
these outreach and education activities, including WIC. Providers should encourage
members to enroll in this program. Various other services are available in the
community to help pregnant women and their families. Contact the Health Net Access
Provider Services Center for information about helping patients use these services.

Pregnancy Termination

Found in: Operations Manuals > Benefits > Maternity Care Services Effective 05/23/2016
Pregnancy termination is covered if one of the following conditions is met:

* The pregnant member suffers from a physical disorder, physical injury or physical
illness, including a life-endangering physical condition caused by or arising from
the pregnancy itself that would, as certified by a physician, place the member in
danger of death unless the pregnancy is terminated.

* The pregnancy is a result of rape or incest.

* The pregnancy termination is medically necessary according to the medical
judgment of a licensed physician who attests that continuation of the pregnancy
could reasonably be expected to pose a serious physical or mental health problem
for the pregnant member.

Conditions, Limitations and Exclusions

The attending physician must acknowledge that a pregnancy termination has been
determined medically necessary by submitting the Certificate of Necessity for Pregnancy
Termination and clinical information that supports the medical necessity for the
procedure.

The form must be submitted with the request for prior authorization to the Health Net
Access Prior Authorization Department and must certify that, in the physician's
professional judgment, one or more of the above criteria have been met.

Additional Required Documentation

e The provider must obtain a written informed consent and keep it in the member's
chart for all pregnancy terminations. If the pregnant member is younger than age
18, or is age 18 or older and considered an incapacitated adult, a dated signature
of the pregnant member's parent or legal guardian indicating approval of the
pregnancy termination procedure is required.

*« When the pregnancy is the result of rape or incest, documentation must be
obtained that the incident was reported to the proper authorities, including the
name of the agency to which it was reported, the report number if available, and
the date the report was filed.

« When mifepristone is administered, the following documentation is also required:

o Duration of pregnancy in days.

The date intrauterine device (IUD) was removed if the member had one.

The date mifepristone was given.

The date misoprostol was given.

Documentation that pregnancy termination occurred.

0 0 o0 o

Prior Authorization

Except in cases of medical emergencies, the provider must obtain prior authorization for
all covered pregnancy terminations. When pregnancy termination is considered due to
rape or incest, or because the mother's health is in jeopardy secondary to medical
complications, fax a prior authorization request to 1-866-295-9729 along with the lab,
radiology, consultation, and other test results that support the medical necessity for the
procedure, including:

* A copy of the member's medical record.

* A completed and signed copy of the Certificate of Necessity for Pregnancy
Termination.

* Written explanation of the reason that the procedure is medically necessary. For
example, the pregnancy is:
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o Creating a serious physical or mental health problem for the pregnant

member.

Seriously impairing a bodily function of the pregnant member.

Causing dysfunction of a bodily organ or part of the pregnant member.
Exacerbating a health problem of the pregnant member.

Preventing the pregnant member from obtaining treatment for a health
problem.

0 0 o0 o

« If the pregnancy termination is requested as a result of incest or rape, providers
must also include identification of the proper authority to which the incident was
reported, including the name of the agency, the report number and the date the
report was filed.

All terminations requested for minors must include a signature of a parent or legal
guardian or a certified copy of a court order.

In cases of medical emergencies, the provider must submit all documentation of medical
necessity to the Health Net Access Prior Authorization Department within two business
days of the date on which the pregnancy termination procedure was performed.

The Health Net Access medical director or qualified designee reviews all requests for
medically necessary pregnancy terminations.

Related Services with Special Policies

Found in: Operations Manuals > Benefits > Maternity Care Services Effective 07/01/2013

Covered related services with special policy and procedural guidelines include, but are
not limited to:

« Routine circumcision of newborn male infants, which is not a covered service
unless it is determined to be medically necessary (ARS 36-2907(b))
« Inpatient hospital stays
o For members under age 21, Health Net Access covers up to 48 hours of
inpatient hospital care for a normal vaginal delivery and up to 96 hours of
inpatient hospital care for a cesarean delivery
o For members age 21 and older, Health Net Access covers up to 48 hours of
inpatient hospital care for a normal vaginal delivery and up to 96 hours of
inpatient hospital care for a cesarean delivery to the extent that the stay
does not exceed the 25-day inpatient hospital stay limit
o Prior authorization is not required for hospitalizations that do not exceed 48
hours of inpatient hospital care for a normal vaginal delivery or 96 hours for
a cesarean delivery
o A newborn may be granted an extended stay in the hospital of birth when
the mother's stay in the hospital is medically necessary beyond a 48-/96-
hour stay. If the mother's stay in the hospital exceeds the 25-day inpatient
limit, the newborn may be granted an extended stay and is not subject to
the 25-day inpatient limit

« Home uterine monitoring - Medically necessary home uterine monitoring
technology for members with premature labor contractions before 35 weeks
gestation, as an alternative to hospitalization, is a covered benefit

* Labor and delivery services provided in freestanding birthing centers

o Services rendered in a freestanding birthing center must be provided by a
physician (the member's primary care physician (PCP) or obstetrician with
hospital admitting privileges) or by a registered nurse midwife who is
accredited/certified by the American College of Nurse Midwives and has
hospital admitting privileges for labor and delivery services

o Only members for whom an uncomplicated prenatal course and a low-risk
labor and delivery can be anticipated may be scheduled to deliver at a
freestanding birthing center

* Labor and delivery services provided in a home setting
o Only members for whom an uncomplicated prenatal course and a low-risk
labor and delivery can be anticipated to deliver in the member's home
o Physicians and practitioners who render home labor and delivery services
must have admitting privileges at an acute care hospital in close proximity
to the site where the services are provided in the event of complications
during labor and/or delivery

¢ Licensed midwife services
o Licensed midwife services may only be provided to members for whom an
uncomplicated prenatal course and a low-risk labor and delivery can be
anticipated. The age of the member must be included as a consideration in
the risk status evaluation
o Labor and delivery services provided by a licensed midwife cannot be
provided in a hospital or other licensed health care institution
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Found in: Operations Manuals > Benefits

Medical Food

Found in: Operations Manuals > Benefits > Medical Food

Provider Library

Effective 07/01/2013

Effective 05/18/2016

Health Net Access covers medical foods when medically necessary for Health Net Access
members diagnosed with one of the following inherited metabolic conditions:

phenylketonuria
homocystinuria
maple syrup urine disease

beta keto-thiolase deficiency
citrullinemia
glutaric acidemia type I

isovaleric acidemia
methylmalonic acidemia
propionic acidemia
arginosuccinic acidemia
tyrosinemia type I

HMG CoA lyase deficiency

cobalamin A, B, C deficiencies

galactosemia (requires soy formula)

3 methylcrotonyl CoA carboxylase deficiency

Medical foods are metabolic formula or modified low-protein foods produced or
manufactured specifically for persons with a qualifying metabolic disorder and are not
generally used by persons in the absence of a qualifying metabolic disorder. Soy formula
is covered for members receiving Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) services and KidsCare members diagnosed with galactosemia and only until
they are able to eat solid lactose-free foods.

Upon completion of the member's initial consultation with a genetics physician and
metabolic nutritionist, and the determination that metabolic formula and/or low-protein
foods are necessary to meet the member's nutritional needs, providers forward the
request for metabolic nutrition to the Health Net Access Prior Authorization unit for
review and processing. All approvals and payments for medical foods are the

responsibility of Health Net Access.

Member Transfers Between Facilities

Found in: Operations Manuals > Benefits

Effective 07/01/2013

Neonate Transfers between Acute Care Facilities

Found in: Operations Manuals > Benefits > Member Transfers Between Facilities

Effective 07/01/2013

Acutely ill neonates may be transferred from one acute care center

to another, given certain conditions.

The chart that follows provides the levels of care,

conditions appropriate for transfer, and criteria for transfer.

Transfer Criteria

1. The nursing and medical staff of the
sending
hospital cannot provide:

* The level of care needed to manage the
infant beyond stabilization to transport

* The required diagnostic evaluation and
consultation services needed

2. Transportation orders specify the type of
transport, the training level of the
transport crew
and the level of life support

Same as above

Same as above

Level of Care
From To
Secondary
Primary
Tertiary
Tertiary
Secondary
Primary

Same as below
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1. The sending and receiving neonatalogists
(and surgeons, if involved) have spoken
and
agreed that the transfer is safe.
2. The infant is expected to remain stable,
considering the period of time required for
Tertiary (rare) the
. distance to be traveled.
Tertiary 3. Transport orders specify the type of
transport
and training level of the transport crew.
4. A transfer summary accompanies the

infant.
Secondary Same as above
Primary Same as above

Transfers Following Emergency Hospitalization

Found in: Operations Manuals > Benefits > Member Transfers Between Facilities

Effective 07/01/2013
Transfers initiated by Health Net Access between inpatient hospital

facilities may be made when the following conditions are met:

* The attending emergency physician, or the provider treating the member,
determines that the member is sufficiently stabilized for transfer and will remain
stable for the period of time required for the distance to be traveled

* The receiving physician agrees to the member transfer

« Transportation orders are prepared specifying the type of transport, training level
of the transport crew and level of life-support

« A transfer summary accompanies the member

Transfer to a lesser level of care facility may be made when one or more of the
following criteria are met:

« Member's condition does not require full acute hospital capabilities for diagnostic
and/or treatment procedures

« Member's condition has stabilized or reached a plateau and will not benefit further
from intensive intervention in an acute care hospital

The attending emergency physician or the provider treating the member and Health Net
Access' medical director or designee are responsible for determining whether a
particular case meets criteria established in policy. In the event the treating provider
requests a decision by the Arizona Health Care Cost Containment System (AHCCCS) on
the transfer of a particular member, AHCCCS applies the criteria listed in the AHCCCS
Medical Policy Manual (AMPM), Chapter 500, Policy 530 and Arizona Revised Statute 36-
2909(B).

Non-Physician Surgical First Assistant Services
Found in: Operations Manuals > Benefits Effective 07/01/2013

Overview
Found in: Operations Manuals > Benefits > Non-Physician Surgical First Assistant Services

Effective 07/01/2013
Health Net Access covers services provided by non-physician surgical

first assistants who are licensed in Arizona as a physician's assistant or registered
nurse, and who are registered as an Arizona Health Care Cost Containment System
(AHCCCS) provider, and contracting and credentialed with Health Net Access to render
non-physician surgical first services.

Nutritional Therapy

Found in: Operations Manuals > Benefits Effective 07/01/2013

Nutritional Assessment and Nutritional Therapy

Found in: Operations Manuals > Benefits > Nutritional Therapy Effective 07/01/2013

Nutritional assessments are part of the Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) program for Health Net Access members under age 21, whose health
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status may improve with nutrition intervention. Nutritional therapy is covered for EPSDT-
eligible Health Net Access members for the below enteral, parenteral or oral basis when
determined medically necessary to provide either complete daily dietary requirements,
or to supplement a member's daily nutritional and caloric intake.

« Enteral nutritional therapy - Provides liquid nourishment directly to the digestive
tract of a member who cannot ingest an appropriate amount of calories to
maintain an acceptable nutritional status. Enteral nutrition is commonly provided
by jejunostomy tube (J-tube), gastrostomy tube (G-tube) or nasogastric (N/G) tube

* Parenteral nutritional therapy - Provides nourishment through the venous system
to members with severe pathology of the alimentary tract, which does not allow
absorption of sufficient nutrients to maintain weight and strength

« Commercial oral supplemental nutritional feedings - Provides nourishment and
increases caloric intake as a supplement to the member's intake of other age-
appropriate foods, or as the sole source of nutrition for the member. Nourishment
is taken orally and is generally provided through commercial nutritional
supplements available without prescription

Health Net Access covers the following for members with a medical condition described
in the section above:

* Special Supplemental Program for Women, Infants and Children (WIC)-eligible
infant formulas, including specialty infant formulas

* Medical foods

* Parenteral feedings

* Enteral feedings

Refer to the Medical Foods section for Health Net Access members with a congenital
metabolic disorder, such as phenylketonuria, homocystinuria, maple syrup urine disease,
or galasctosemia.

Nutritional Assessment and Nutritional Therapy -
Members Ages 21 and Older

Found in: Operations Manuals > Benefits > Nutritional Therapy Effective 05/18/2016

Nutritional assessments and nutritional therapy is provided for members whose health
status may improve with nutrition intervention. Arizona Health Care Cost Containment
System (AHCCCS) covers nutritional therapy on an enteral, parenteral and oral basis
when determined medically necessary to provide either complete daily dietary
requirements, or to supplement a member's daily nutritional and caloric intake.

Nutritional assessments and nutritional therapy are covered benefits for members ages
21 and older when all of the following apply:

e The member is currently underweight with a BMI of less than 18.5 presenting
serious health consequences for the member, or the member has demonstrated a
medically significant decline in weight within the past three months (prior to the
assessment).

« The member is able to consume no more than 25 percent of his or her nutritional
requirements from typical food sources.

« The member has been evaluated and treated for medical conditions that may
cause problems with weight gain (such as feeding problems, behavioral conditions
or psychosocial problems, or endocrine or gastrointestinal problems).

« The member has had a trial of higher caloric foods, blenderized foods or
commonly available products that may be used as dietary supplements for a
period no less than 30 days in duration. After this trial, there is clinical
documentation and other supporting evidence indicating that higher caloric foods
would be detrimental to the member's overall health.

Referrals for Nutritional Assessment

Nutritional assessments are conducted to assist members whose health status may
improve with nutritional intervention. Health Net Access covers the assessment of
nutritional status, as determined necessary and as a part of health risk assessment and
screening services provided by the member's primary care provider (PCP). Nutritional
assessment services provided by a registered dietitian are covered when ordered by the
member's PCP.

To initiate a referral for a nutritional assessment, complete the Health Net Access
Referral form and fax it to the Health Net Access Prior Authorization Department.

Prior Authorization

Providers must submit all clinically relevant information for medical necessity review
and prior authorization requests. To obtain prior authorization for commercial oral
nutritional supplements (medical foods), providers must complete and submit the
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Certificate of Medical Necessity for Commercial Oral Nutritional Supplements form and
Request for Prior Authorization form in its entirety to the Health Net Access Prior
Authorization Department.

Nutritional Assessment and Referral
Found in: Operations Manuals > Benefits > Nutritional Therapy Effective 07/01/2013

The assessment of a Health Net Access member's nutritional status is covered as part of
the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program specified in
the Arizona Health Care Cost Containment System (AHCCCS) EPSDT Periodicity
Schedule, and on an inter-periodic basis as determined necessary by the member's
primary care provider (PCP). This includes members who are under or overweight. A
PCP may perform the nutritional assessment or may refer the member to a registered
dietician.

To initiate a referral for a nutritional assessment, complete the Health Net Access
referral form and fax to the Health Net Access Prior Authorization Department. If the
nutritional assessment is ordered by the member's PCP, prior authorization is not
required.

Prior Authorization
Found in: Operations Manuals > Benefits > Nutritional Therapy Effective 07/01/2013

Prior authorization is always required for nutritional therapy. Providers must submit all
clinically relevant information for medical necessity review and prior authorization
requests. To obtain prior authorization for enteral or parenteral nutritional therapy,
providers must complete and submit a Request for Prior Authorization form to the Health
Net Access Prior Authorization Department.

Commercial Oral Supplemental Nutritional Feedings

Prior authorization is required for commercial oral supplemental nutritional feedings,
including specialty infant formulas, unless the member is also currently receiving
nutrition through enteral or parenteral feedings. Prior authorization is not required for
the first 30 days if the member requires commercial oral nutritional supplements on a
temporary basis due to an emergent condition. An example of a nutritional supplement
is an amino acid-based formula used by a member for eosinophilic gastrointestinal
disorder.

The primary care physician (PCP) or attending physician must determine medical
necessity on an individual basis for commercial oral nutritional supplements, using the
specified criteria below.

Certificate of Medical Necessity for Commercial Oral
Nutritional Supplements

For prior authorization on commercial oral supplemental nutritional feedings, the
member's PCP or attending physician must complete and submit the Arizona Health Care
Cost Containment System (AHCCCS)-approved Certificate of Medical Necessity for
Commercial Oral Nutritional Supplements form to the Health Net Access Prior
Authorization Department.

The PCP or attending physician must have documentation that nutritional counseling was
provided as part of the Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
program and specify alternatives that were tried in an effort to boost caloric intake and
change food consistencies before considering commercially available nutritional
supplements for oral feedings, or to supplement feedings.

The PCP or attending physician must indicate on the Certificate of Medical Necessity for
Commercial Oral Nutritional Supplements form which criteria were met when assessing
medical necessity of providing commercial oral nutritional supplements. The member
must meet at least two of the following criteria:

* At or below the 10th percentile on the appropriate growth chart for his or her age
and gender for three months or more

* Reached a plateau in growth and/or nutritional status for more than six months
(prepubescent)

* Already demonstrated a medically significant decline in weight within the past
three months (prior to the assessment)

* Able to consume/eat no more than 25 percent of his or her nutritional
requirements from age-appropriate food sources

« Has absorption problems as evidenced by emesis, diarrhea, dehydration, and
weight loss; and intolerance to milk or formula products has been ruled out

* Requires nutritional supplements on a temporary basis due to an emergent
condition; such as post-hospitalization (prior authorization is not required for the
first 30 days)

* At high risk for regression due to chronic disease or condition and there are no
alternatives for adequate nutrition
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Observation Services

Found in: Operations Manuals > Benefits Effective 07/01/2013
Overview
Found in: Operations Manuals > Benefits > Observation Services Effective 07/01/2013

Observation services are reasonable and necessary services provided on a hospital's
premises, on an outpatient basis, for evaluation to determine whether the member
should be admitted for inpatient care, discharged or transferred to another facility.
Observation services include use of a bed, periodic monitoring by a hospital's nursing
staff or, if appropriate, other staff necessary to evaluate, stabilize or treat medical
conditions of significant instability or disability on an outpatient basis.

Observation services do not apply when a member with a known diagnosis enters a
hospital for a scheduled procedure or treatment that is expected to keep the member in
the hospital for less than 24 hours. This is considered an outpatient procedure,
regardless of the hour in which the member presented to the hospital, whether a bed
was utilized or whether services were rendered after midnight. Extended stays after
outpatient surgery must be billed as recovery room extensions.

Observation services must be ordered in writing by a physician or other individual
authorized to admit patients to the hospital or to order outpatient diagnostic tests or
treatments. There is no maximum time limit for observation services as long as medical
necessity exists. Factors taken into consideration when ordering observation services
include:

* Severity of the patient's signs and symptoms

« Degree of medical uncertainty where the patient may experience an adverse
occurrence

* Need for diagnostic studies that appropriately are outpatient services (their
performance does not ordinarily require the member to remain in the hospital for
24 hours or more) to assist in assessing whether the patient should be admitted

« The availability of diagnostic procedures at the time and location where the patient
presents

« It is reasonable, cost-effective and medically necessary to evaluate a medical
condition or to determine the need for inpatient admission

« Length of stay observation services are medically necessary for the patient's
condition

The medical record must document the basis for the observation services and at a
minimum must include:

* Physician notes
o Condition necessitating observation
o Justification of need to continue observation
o Discharge plan

¢ Medical records documentation
o Written orders for observation services
o Written follow-up orders at least every 24 hours
o Changes from observation to inpatient or inpatient to observation
o Changes from inpatient to observation must occur within 12 hours after
admission as an inpatient and have supporting medical documentation
o Physician's daily written progress notes

Physician Services

Found in: Operations Manuals > Benefits Effective 07/01/2013
Overview
Found in: Operations Manuals > Benefits > Physician Services Effective 09/15/2015

Health Net Access covers physician services for all members within certain limits based
on member age and eligibility. Physician services include medical assessment, treatment
and surgical services performed in the office, clinic, hospital, home, nursing facility, or
other location by a licensed doctor of medicine or osteopathy.

Covered Services
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e Services as appropriate to the member's medical need and physician's scope of
practice

+ Complete physical examinations for new members to determine disease risk,
provide early detection and establish a prevention or treatment plan

* Annual periodic examinations to monitor health status

Limitations
The following physician services are not covered:

* Services not directly related to medical care, such as physician visits to a nursing
facility for the purpose of 30-60 day certification

* Moderate sedation (conscious sedation) performed by the physician performing the
underlying procedure for which sedation is desired for members age 21 and over

* Monitored anesthesia care, including all levels of sedation, provided by qualified
anesthesia personnel (physician anesthesiologist or certified nurse anesthetist)

* Allergic immunotherapy - Except for members under age 21 under EPSDT when
medically necessary and as described below, allergy testing and immunotherapy,
including testing for common allergens and desensitization treatments
administered via subcutaneous injections (such as allergy shots), sublingular
immunotherapy (such as slits) or via other routes of administration for adults ages
21 and older

Exceptions

o Allergy testing is covered in instances when a member has either sustained
an anaphylactic reaction to an unknown allergen or has exhibited such a
severe allergic reaction (such as severe facial swelling, breathing
difficulties, epiglottal swelling, or extensive (not localized) urticaria) that it
is reasonable to assume further exposure to the unknown allergen may
result in a life-threatening situation. In such instances, allergy testing is
covered to identify the unknown allergen

o Self-administered epinephrine or similar treatment modalities is covered for
members with a history of previous severe allergic reactions, whether the
specific cause of that reaction has been identified. These testing and
treatment limitations do not apply to over-the-counter medications or
prescriptions intended to treat allergy symptoms. Such medications are
covered for affected members in accordance with the pharmacy benefit and
prior authorization requirements

* Medical marijuana - Health Net Access does not cover office visits or any other
services that are primarily for the purpose of determining whether a member
would benefit from medical marijuana

Rehabilitation Therapy

Found in: Operations Manuals > Benefits Effective 01/01/2003

Occupational Therapy

Found in: Operations Manuals > Benefits > Rehabilitation Therapy Effective 07/01/2013

Occupational therapy services are medically prescribed treatments to improve or restore
functions that have been impaired by iliness or injury, or that have been permanently
lost or reduced by illness or injury. Occupational therapy is intended to improve the
member's ability to perform tasks required for independent functioning. Prior
authorization for occupational therapy is required.

Health Net Access covers medically necessary inpatient occupational therapy services
for all members. Outpatient occupational therapy services are covered only for
members under age 21 receiving Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) services, KidsCare members and Arizona Long-Term Care System (ALTCS)
members.

Inpatient occupational therapy consists of evaluation and therapy. Therapy services may
include:

Cognitive training

Exercise modalities

Hand dexterity

Hydrotherapy

Joint protection

Manual exercise

Measuring, fabrication or training in use of prosthesis, arthrosis, assistive device,
or splint

Perceptual motor testing and training
Reality orientation

Restoration of activities of daily living
Sensory re-education
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* Work simplification and/or energy conservation

Physical Therapy

Found in: Operations Manuals > Benefits > Rehabilitation Therapy Effective 03/01/2014

Physical therapy is a covered service when provided by, or under the supervision of, a
registered physical therapist to restore, maintain or improve muscle tone, joint mobility
or physical function.

Health Net Access covers medically necessary physical therapy services for all
members. Physical therapy is covered on an inpatient and outpatient basis. Outpatient
physical therapy visits are limited to both 15 visits to restore a level of function and 15
visits to maintain or help achieve a level of function per contract year (October 1 -
September 30) for adult members ages 21 and older who are not Medicare-eligible. For
those members who are also Medicare recipients, refer to the Arizona Health Care Cost
Containment System (AHCCCS) Medical Policy Manual, Chapter 300, Exhibit 300-

3C regarding the outpatient physical therapy limit.

Speech Therapy

Found in: Operations Manuals > Benefits > Rehabilitation Therapy Effective 07/01/2013

Speech therapy is the medically prescribed provision of diagnostic and treatment
services provided by or under the direct supervision of a qualified speech pathologist.
Prior authorization is required.

Health Net Access covers medically necessary speech therapy services provided to all
members who are receiving inpatient care at a hospital (or a nursing facility) when
services are ordered by the member's primary care physician (PCP). Speech therapy
provided on an outpatient basis is covered only for members under age 21 receiving
Early and Periodic Screening, Diagnostic and Treatment (EPSDT) services, KidsCare and
ALTCS members.

Inpatient speech therapy consists of evaluation and therapy. Therapy services may
include:

Articulation training
Auditory training

Cognitive training
Esophageal speech training
Fluency training

Language treatment

Lip reading

Non-oral language training
Oral-motor development
Swallowing training

Respiratory Therapy

Found in: Operations Manuals > Benefits Effective 07/01/2013
Overview
Found in: Operations Manuals > Benefits > Respiratory Therapy Effective 07/01/2013

Respiratory therapy is a covered treatment ordered by the attending physician to
restore, maintain or improve respiratory functioning.

Services include administration of pharmacological, diagnostic and therapeutic agents
related to respiratory and inhalation care procedures, observing and monitoring signs
and symptoms, general behavioral and general physical response to respiratory care,
diagnostic testing and treatment, and implementing appropriate reporting and referral
protocols.

Health Net Access covers medically necessary respiratory services for all members on
both an outpatient and inpatient basis. Services must be provided by a qualified
respiratory practitioner under ARS §32-3501, respiratory therapist or respiratory therapy
technician, licensed by the Arizona Board of Respiratory Care Examiners.

Skilled Nursing Facility Services

Found in: Operations Manuals > Benefits Effective 07/01/2013

Overview
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Found in: Operations Manuals > Benefits > Skilled Nursing Facility Services Effective 05/18/2016

Health Net Access covers medically necessary services provided in contracting skilled
nursing facilities (SNFs) for members who need defined nursing care 24 hours a day, but
who do not require acute hospital care under the daily direction of a physician.

Prior authorization is required for SNF services prior to admission, except in those cases
for which retro-eligibility precludes the ability to obtain prior authorization. In these
cases, the case is subject to medical review.

Medically necessary SNF services are covered for a period not to exceed 90 days per
contract year (October 1 to September 30). The following criteria apply:

* A participating physician has ordered SNF services.

¢ The medical condition of the member is such that if SNF services are not provided,
it would result in hospitalization, or the treatment is such that it cannot be
rendered safely in a less restrictive setting, such as at home by a home health
services provider.

« The 90 days of coverage is per member, per contract year and does not restart if
the member transfers to a different nursing facility. Health Net Access members
residing in a SNF at the beginning of a new contract year begin a new 90-day
coverage period. Unused days do not carry over.

* The 90 days of coverage begins on the day of admission regardless of whether the
member is covered by a third-party insurance carrier, including Medicare.

« If the member has applied for Arizona Long Term Care System (ALTCS) and a
decision is pending, Health Net Access must notify the ALTCS eligibility
administrator when the member has been residing in the nursing facility for 60
days. This allows time to follow-up on the status of the ALTCS application.

« If the member becomes ALTCS-eligible and is enrolled with the ALTCS program
before the end of the maximum 90 days of coverage, Health Net Access is only
responsible for the SNF coverage during the time the member is enrolled with
Health Net Access. The SNF must coordinate with the member or his or her
representative on alternate methods of payment for continuation of services
beyond the 90-day coverage with Health Net Access until the member is enrolled
in the ALTCS program or until the beginning of the new contract year.

Care Coordination

Participating providers should identify and refer potentially eligible Health Net Access
member to ALTCS. If a Health Net Access member is referred to and approved for ALTCS
enrollment, Health Net Access coordinates the transition with the assigned ALTCS
contractor to assure continuity and quality of care is maintained during and after the
transition.

Limitations
Services that are not covered separately when provided in a SNF include:

* Nursing services, including:
o medication administration
tube feedings
personal care services
routing testing of vital signs and blood glucose monitoring
assistance with eating
catheter maintenance

o0 0 0 0o o

* Basic patient care equipment and sickroom supplies, such as bedpans, urinals,
diapers, bathing and grooming supplies, walkers, and wound dressings or
bandages.

* Dietary services, including, but not limited to, preparation and administration of
special diets and adaptive tools for eating.

+ Administrative physician visits made solely for the purpose of meeting state
certification requirements.

* Non-customized durable medical equipment (DME) and supplies, such as manual

wheelchairs, geriatric chairs and bedside commodes.

Rehabilitation therapies ordered as a maintenance regimen.

Administration, medical director services, plant operations, and capital.

Over-the-counter medications and laxatives.

Social activity, recreational and spiritual services.

Any other services, supplies or equipment that are state or county regulatory

requirements or are included in the SNF's room and board charge.

Sleep Studies (Polysomnography)

Found in: Operations Manuals > Benefits Effective 07/01/2013

Coverage Explanation

https://hnc.healthnet.com/portal/provider/library/print.ndo

51/212



11/1/2016

Provider Library

Found in: Operations Manuals > Benefits > Sleep Studies (Polysomnography) Effective 07/01/2013

Health Net Access provides benefits for standard polysomnography inpatient and
outpatient sleep studies in the following settings:

« A licensed and certified hospital facility
* A nonhospital facility that meets one of the following sets of criteria:
o Is licensed by the Arizona Department of Health Services (ADHS) and the
facility is accredited by the American Academy of Sleep Medicine
o Has a medical director who is certified by the American Board of Sleep
Medicine and has a managing sleep technician who is registered by the
Board of Registered Polysomnographic Technologists
o For sleep electroencephalogram (EEG) only, the facility must have a
physician who is a board-certified neurologist. No ADHS license is required

Criteria for Coverage

Standard polysomnography is covered in the following indications:

* Suspected sleep-related breathing disorders, such as obstructive sleep apnea
(OSA), when one of the following two criteria are met:
o Witnessed apnea during sleep greater than 10 seconds in duration
o Suspected sleep-related breathing disorders, such as obstructive sleep apnea
(OSA) when one of the following two criteria are met:
= Excessive daytime sleepiness - Must rule out as a cause for these
symptoms: poor sleep hygiene, medication, drugs, alcohol,
hypothyroidism, other medical diagnoses, psychiatric or psychological
disorders, social or work schedule changes
» Persistent or frequent snoring
= Obesity (body mass index (BMI) greater than 30 kg/M? or
hypertension)
= Choking or gasping episodes associated with awakenings

o Suspected narcolepsy, demonstrated by symptoms, such as sleep paralysis,
hypnagogic hallucinations and cataplexy

o Suspected period movement disorder, including excessive daytime
sleepiness together with witnessed periodic limb movements of sleep

o Suspected parasomnias that are unusual or atypical based on patient's age,
frequency or duration of behavior

o Suspected restless leg syndrome, when uncertainty exists in the diagnosis

o To assist with the diagnosis of paroxysmal arousals or other sleep
disruptions that are thought to be seizure-related when the initial clinical
evaluation and results of a standard EEG are inclusive

o Under limited circumstances, titration of positive airway pressure in adults
with a documented diagnosis of OSA for whom positive airway pressure has
been approved

o Other health conditions in which sleep studies have been shown to be
medically necessary for their proper diagnosis or treatment

The preferred method is a split night study in which the sleep study is performed during the first half of
the night and positive air pressure system, such as continuous positive airway pressure (CPAP) or biphasic
intermittent positive airway pressure (BiPAP), titration is performed during the second half of the night.

In cases where testing and titration cannot be completed in one session, Health Net
Access may authorize a second night subject to medical necessity criteria.

Limitations

* Polysomnography is not covered for the following symptoms or conditions existing
alone in the absence of other features suggestive of OSA:
o Snoring
Obesity
Hypertension
Morning headaches
Decrease in intellectual functions
Memory loss
Frequent nighttime awakenings
Other sleep disturbances, such as insomnia (acute or chronic), night terrors,
sleep walking, epilepsy where nocturnal seizures are not suspected
o Common uncomplicated non-injurious parasomnias

0O 0 0 0 0 0 0

* Follow-up sleep studies are not covered unless the member's condition has
changed significantly and those changes are likely to modify the need for CPAP or
other treatments

* Sleep studies performed in the home or in a mobile unit are not covered

* Pulse oximetry alone as a sleep study is not covered

* Repeat polysomnography in follow-up patients with OSA treated with CPAP when
symptoms attributable to sleep study have resolved is not covered
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Telehealth and Telemedicine

Found in: Operations Manuals > Benefits Effective 07/01/2013

Coverage Information

Found in: Operations Manuals > Benefits > Telehealth and Telemedicine Effective 07/01/2013
Overview

Health Net Access covers medically necessary consultative and/or treatment
telemedicine services for all eligible members within the limitations described in this
policy when provided by an appropriate Arizona Health Care Cost Containment System
(AHCCCS) registered provider.

Definitions

Term Definition

Consulting Any AHCCCS provider who is not located at the originating site who

provider provides an expert opinion to assist in the diagnosis or treatment of a
member

Store and The transmission of a patient's medical information from the

forward originating site to the distant site. The physician or practitioner at the
distant site can review the medical case without the patient being
present

Telehealth The use of telecommunications and information technology to provide

access to health assessment, diagnosis, intervention, consultation,
supervision, and information across distance

* Telemedicine - The practice of health care delivery, diagnosis,
consultation and treatment, and the transfer of medical data
between the originating and distant sites through real-time
interactive audio, video or data communications that occur in
the physical presence of the member

* Telecommunications technology (which includes store and
forward) - Transfer of medical data from one site to another
through the use of a camera, electronic data collection system,
such as an electrocardiogram (ECG) or other similar device, that
records (stores) an image which is then sent (forwarded) via
telecommunication to another site for consultation. Services
delivered using telecommunications technology, but not
requiring the member to be present during their
implementation, are not considered telemedicine

Distant site The location of the telemedicine consulting provider, which is
considered the place of service

Originating The location where the member is receiving the telemedicine service
site

Telepresenter || A designated individual who is familiar with the member's case and
has been asked to present the member's case at the time of telehealth
service delivery if the member's originating site provider is not
present. The telepresenter must be familiar, but not necessarily
medically expert, with the member's medical condition in order to
present the case accurately

Use of Telemedicine

For the services listed below, Health Net Access provides benefits for medically
necessary services provided via telemedicine. Services must be real-time visits
otherwise reimbursed by Health Net Access. Both the member and the originating
provider or knowledgeable telepresenter must be present. Prior authorization is not
required when covered services are provided as described in this section.

The following medical services are covered:

Cardiology
Dermatology
Endocrinology
Hematology/oncology
Infectious diseases
Neurology
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Obstetrics/gynecology

Oncology/radiation

Ophthalmology

Orthopedics

Pain clinic

Pathology

Pediatrics and pediatric subspecialties

Radiology

Rheumatology

Surgery follow-up and consultations

Behavioral health

Diagnostic consultation and evaluation
o Psychotropic medication adjustment and monitoring
o Individual and family counseling
o Case management

Use of Telecommunications

Services delivered using telecommunications are generally not covered by Health Net
Access as telemedicine services. The exceptions to this are described below:

« A provider in the role of telepresenter may be providing a separately billable
service under the scope of practice, such as performing an ECG or an X-ray. In this
case, the separately billable service is covered, but the specific act of
telepresenting is not covered

« A consulting provider at the distant site may offer a service that does not require
real-time interaction with the member. Reimbursement for this type of service is
limited to dermatology, radiology, ophthalmology, and pathology, and is subject to
review by Health Net Access medical management. The consulting physician
should bill covered services using modifier GQ

« In the special circumstance of the onset of acute stroke symptoms within three
hours of presentation,

Health Net Access recognizes the critical need for a neurology consultation in rural
areas to aid in the determination of suitability for thrombolytic administration.
Therefore, when the member presents within three hours of onset of stroke
symptoms, Health Net Access reimburses the consulting neurologist if the consult
is placed for assistance in determining appropriateness of thrombolytic therapy
even when the patient's condition is such that real-time video interaction cannot be
achieved due to an effort to expedite care

Conditions, Limitations and Exclusions

* Both the referring and consulting providers must be registered with AHCCCS

* A consulting service delivered via telemedicine by other than an Arizona registered
provider licensed to practice in the state or jurisdiction from which the consultation
is provided or, if employed by an Indian Health Services (IHS), tribal or urban
Indian health program, be appropriately licensed based on IHS and 638 tribal
facility requirements

* At the time of service delivery via real-time telemedicine, the member's health
care provider may designate a trained telepresenter to present the case to the
consulting provider if the member's primary care physician (PCP) or attending
physician, or other medical professional who is familiar with the member's
medical condition, is not present. The telepresenter must be familiar with the
member's medical condition in order to present the case accurately. Medical
questions may be submitted to the referring provider when necessary, but no
payment is made for such questions

* Health Net Access provides benefits for nonemergency transportation to and from
the telemedicine originating site to receive a medically necessary covered
consultation or treatment service

Transplants

Found in: Operations Manuals > Benefits Effective 04/18/2013

Covered Services

Found in: Operations Manuals > Benefits > Transplants Effective 07/01/2013

The following describes covered services for transplants under the Health Net Access
product:

* Health Net Access covers medically necessary transplants based on Arizona Health
Care Cost Containment System (AHCCCS) direction. In order to be covered, a
transplant must be medically necessary, cost effective, and federally and state
reimbursable. Arizona state laws and regulations specifically address transplant
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services and related topics as follows: Specific non-experimental transplants which
are approved for reimbursement are covered services (Arizona Revised Statute
(ARS) §36-2907)

« Services which are experimental, or which are provided primarily for the purpose
of research are excluded from coverage (Arizona Administrative Code (AAC) R9-
22-202)

* Medically necessary is defined as those covered services "provided by a physician
or other licensed practitioner of the healing arts within the scope of practice under
state law to prevent disease, disability or other adverse conditions, or their
progression, or prolong life" (AAC R9-22-101)

* Experimental services as defined in AAC R9-22-203

« Standard of care is defined as "a medical procedure or process that is accepted as
treatment for a specific illness, injury or medical condition through custom, peer
review or consensus by the professional medical community" (AAC R9-22-101)

Transplant coverage is limited for members ages 21 and older; however, Health Net
Access covers all medically necessary, non-experimental transplants for members under
age 21 under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT)
program. Transplants are excluded for members who are eligible for only emergency
services under the Federal Emergency Services Program.

Covered transplants must meet nationally recognized criteria for nonexperimental,
noninvestigational and not primarily for purposes of research. Details of transplant
coverage and criteria are available in the AHCCCS Medical Policy Manual located on the
AHCCCS website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-DD.

Covered Transplants for Members Ages 21 and Older

The following organ and tissue transplant services are covered for members ages 21 and
older if prior authorized and coordinated with Health Net Access:

Heart, including transplants for the treatment of non-ischemic cardiomyopathy
Lung

Liver, including transplants for patients with Hepatitis C

Kidney (cadaveric and liver donor)

Simultaneous pancreas/kidney (SPK)

Pancreas after a kidney transplant (PAK)

Autologous and allogeneic related and unrelated hematopoietic cell transplants
Cornea

Bone

Health Net Access may consult with the AHCCCS consultant for guidance in those cases
requiring medical determinations. If Health Net Access does not use the AHCCCS
consultant, Health Net Access obtains its own expert opinion.

Non-Covered Transplants for Members Ages 21 and Older

* Pancreas only, if not performed simultaneously with or following a kidney
transplant

« Partial pancreas (including autologous and allogeneic islet cell transplants)
* Visceral transplantation

o Intestine alone

o Intestine with pancreas

o Intestine with liver

o Intestine, liver, pancreas en bloc

* Any other transplants not specifically listed under Covered Transplants for
Members Ages 21 and Older

Where there is a transplant of multiple organs, only the covered transplants are
reimbursed.

The following transplant and transplant-related services are not covered when the
transplant procedure itself is not covered:

« Artificial or mechanical hearts or xenografts

* Workups to evaluate the patient as a possible transplant candidate
* Hospitalization for the above procedures

e Organ procurement

Transplant Services and Settings

Transplant services are covered only when performed in specific settings, as follows:
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* Solid organ transplantation services must be provided in a Centers for Medicare
and Medicaid Services (CMS) certified transplant center that is contracted with
AHCCCS and that is also a United Network for Organ Sharing (UNOS) approved
transplant center, unless otherwise approved by Health Net Access, and/or the
AHCCCS chief medical officer (CMO), AHCCCS medical director or designee

« Hematopoietic stem cell transplant services must be provided in a facility that has
achieved Foundation for the Accreditation of Cellular Therapy (FACT) accreditation
and is contracted with AHCCCS, unless otherwise approved by Health Net Access
and/or the AHCCCS chief medical officer (CMO), AHCCCS medical director or
designee

Assessment for Transplant Consideration

The first step in the assessment for transplant consideration is the initial evaluation by
the member's primary care physician (PCP) and/or the specialist treating the condition
necessitating the transplant. In determining whether the member is appropriate for
referral for transplant consideration, the PCP and/or specialist must determine that all of
the following conditions are satisfied:

« The member will be able to attain an increased quality of life and chance for long-
term survival as a result of the transplant

* There are no significant impairments or conditions that would negatively impact
the transplant surgery, supportive medical services, or inpatient and outpatient
post-transplantation management of the member

* There are strong clinical indications that the member can survive the
transplantation procedure and related medical therapy (such as, chemotherapy and
immunosuppressive therapy)

« There is sufficient social support to ensure the member's compliance with
treatment recommendations, such as, but not limited to, immunosuppressive
therapy, other medication regimens and pre- and post-transplantation physician
visits. For a pediatric/adolescent member, there is adequate evidence that the
member and parent or guardian will adhere to the rigorous therapy, daily
monitoring and re-evaluation schedule after transplant

« The member has been adequately screened for potential comorbid conditions that
may impact the success of the transplant. When the member's medical condition is
such that the evaluation must proceed immediately, the screenings may be
provided by the PCP concurrent with the transplant evaluation

« The member's condition has failed to improve with all other conventional medical
and surgical therapies. The likelihood of survival with transplantation, considering
the member's diagnosis, age and comorbidities, is greater than the expected
survival rate with conventional therapies. This information must be documented
and submitted to Health Net Access at the time of request for evaluation

Exception for Transplant and Cancer Cases

For members who require medically necessary dental services as a prerequisite to
AHCCCS covered organ or tissue transplantation, covered dental services are limited to
the elimination of oral infections and the treatment of oral disease, which include dental
cleanings, treatment of periodontal disease, medically necessary extractions, and the
provision of simple restorations. A simple restoration means silver amalgam and/or
composite resin fillings, stainless steel crowns or preformed crowns. Benefits are
provided for these services only after a transplant evaluation determines that the
member is an appropriate candidate for organ or tissue transplantation.

AHCCCS Covered Solid Organ and Hematopoietic Stem Cell Transplants

Only solid organ and hematopoietic stem cell transplants that are AHCCCS covered
services when medically necessary, cost effective, nonexperimental, and not primarily
for purposes of research, are covered under the Health Net Access product. Live donor
kidney transplants are covered for pediatric and adult members. Live donor transplants
may be considered on a case-by-case basis for solid organs, other than kidney, when
medically appropriate and cost effective. Detailed criteria regarding specific transplants
are found under the heading Solid Organ Transplants and Related Devices: Specific
Indications and Contraindications/Limitations located in the Medical Policy Manual on the
AHCCCS website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-DD.

Other Transplants and Devices

Following is additional information on coverage for other transplants and devices under
the Health Net Access product.

e Circulatory Assist Device (CAD) is an AHCCCS covered service when used as a
bridge to transplantation and other specific criteria are met, when medically
necessary and prior authorized by Health Net Access. Refer to Solid Organ
Transplants and Related Devices: Specific Indications and
Contraindications/Limitations located in the Medical Policy Manual on the AHCCCS
website at
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www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy
310-DD

« Bone grafts and corneal transplants are AHCCCS covered services, based on
medical necessity and prior authorized by Health Net Access

Transplants

Found in: Operations Manuals > Benefits Effective 04/18/2013

Covered Services

Found in: Operations Manuals > Benefits > Transplants Effective 07/01/2013

The following describes covered services for transplants under the Health Net Access
product:

« Health Net Access covers medically necessary transplants based on Arizona Health
Care Cost Containment System (AHCCCS) direction. In order to be covered, a
transplant must be medically necessary, cost effective, and federally and state
reimbursable. Arizona state laws and regulations specifically address transplant
services and related topics as follows: Specific non-experimental transplants which
are approved for reimbursement are covered services (Arizona Revised Statute
(ARS) §36-2907)

* Services which are experimental, or which are provided primarily for the purpose
of research are excluded from coverage (Arizona Administrative Code (AAC) R9-
22-202)

« Medically necessary is defined as those covered services "provided by a physician
or other licensed practitioner of the healing arts within the scope of practice under
state law to prevent disease, disability or other adverse conditions, or their
progression, or prolong life" (AAC R9-22-101)

* Experimental services as defined in AAC R9-22-203

« Standard of care is defined as "a medical procedure or process that is accepted as
treatment for a specific illness, injury or medical condition through custom, peer
review or consensus by the professional medical community" (AAC R9-22-101)

Transplant coverage is limited for members ages 21 and older; however, Health Net
Access covers all medically necessary, non-experimental transplants for members under
age 21 under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT)
program. Transplants are excluded for members who are eligible for only emergency
services under the Federal Emergency Services Program.

Covered transplants must meet nationally recognized criteria for nonexperimental,
noninvestigational and not primarily for purposes of research. Details of transplant
coverage and criteria are available in the AHCCCS Medical Policy Manual located on the
AHCCCS website at

www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-DD.

Covered Transplants for Members Ages 21 and Older

The following organ and tissue transplant services are covered for members ages 21 and
older if prior authorized and coordinated with Health Net Access:

Heart, including transplants for the treatment of non-ischemic cardiomyopathy
Lung

Liver, including transplants for patients with Hepatitis C

Kidney (cadaveric and liver donor)

Simultaneous pancreas/kidney (SPK)

Pancreas after a kidney transplant (PAK)

Autologous and allogeneic related and unrelated hematopoietic cell transplants
Cornea

Bone

Health Net Access may consult with the AHCCCS consultant for guidance in those cases
requiring medical determinations. If Health Net Access does not use the AHCCCS
consultant, Health Net Access obtains its own expert opinion.

Non-Covered Transplants for Members Ages 21 and Older

* Pancreas only, if not performed simultaneously with or following a kidney
transplant

» Partial pancreas (including autologous and allogeneic islet cell transplants)

« Visceral transplantation

Intestine alone

Intestine with pancreas

Intestine with liver

Intestine, liver, pancreas en bloc

o 0 o0 o
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* Any other transplants not specifically listed under Covered Transplants for
Members Ages 21 and Older

Where there is a transplant of multiple organs, only the covered transplants are
reimbursed.

The following transplant and transplant-related services are not covered when the
transplant procedure itself is not covered:

« Artificial or mechanical hearts or xenografts

* Workups to evaluate the patient as a possible transplant candidate
* Hospitalization for the above procedures

« Organ procurement

Transplant Services and Settings
Transplant services are covered only when performed in specific settings, as follows:

* Solid organ transplantation services must be provided in a Centers for Medicare
and Medicaid Services (CMS) certified transplant center that is contracted with
AHCCCS and that is also a United Network for Organ Sharing (UNOS) approved
transplant center, unless otherwise approved by Health Net Access, and/or the
AHCCCS chief medical officer (CMO), AHCCCS medical director or designee

« Hematopoietic stem cell transplant services must be provided in a facility that has
achieved Foundation for the Accreditation of Cellular Therapy (FACT) accreditation
and is contracted with AHCCCS, unless otherwise approved by Health Net Access
and/or the AHCCCS chief medical officer (CMO), AHCCCS medical director or
designee

Assessment for Transplant Consideration

The first step in the assessment for transplant consideration is the initial evaluation by
the member's primary care physician (PCP) and/or the specialist treating the condition
necessitating the transplant. In determining whether the member is appropriate for
referral for transplant consideration, the PCP and/or specialist must determine that all of
the following conditions are satisfied:

« The member will be able to attain an increased quality of life and chance for long-
term survival as a result of the transplant

* There are no significant impairments or conditions that would negatively impact
the transplant surgery, supportive medical services, or inpatient and outpatient
post-transplantation management of the member

* There are strong clinical indications that the member can survive the
transplantation procedure and related medical therapy (such as, chemotherapy and
immunosuppressive therapy)

« There is sufficient social support to ensure the member's compliance with
treatment recommendations, such as, but not limited to, immunosuppressive
therapy, other medication regimens and pre- and post-transplantation physician
visits. For a pediatric/adolescent member, there is adequate evidence that the
member and parent or guardian will adhere to the rigorous therapy, daily
monitoring and re-evaluation schedule after transplant

« The member has been adequately screened for potential comorbid conditions that
may impact the success of the transplant. When the member's medical condition is
such that the evaluation must proceed immediately, the screenings may be
provided by the PCP concurrent with the transplant evaluation

« The member's condition has failed to improve with all other conventional medical
and surgical therapies. The likelihood of survival with transplantation, considering
the member's diagnosis, age and comorbidities, is greater than the expected
survival rate with conventional therapies. This information must be documented
and submitted to Health Net Access at the time of request for evaluation

Exception for Transplant and Cancer Cases

For members who require medically necessary dental services as a prerequisite to
AHCCCS covered organ or tissue transplantation, covered dental services are limited to
the elimination of oral infections and the treatment of oral disease, which include dental
cleanings, treatment of periodontal disease, medically necessary extractions, and the
provision of simple restorations. A simple restoration means silver amalgam and/or
composite resin fillings, stainless steel crowns or preformed crowns. Benefits are
provided for these services only after a transplant evaluation determines that the
member is an appropriate candidate for organ or tissue transplantation.

AHCCCS Covered Solid Organ and Hematopoietic Stem Cell Transplants
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Only solid organ and hematopoietic stem cell transplants that are AHCCCS covered
services when medically necessary, cost effective, nonexperimental, and not primarily
for purposes of research, are covered under the Health Net Access product. Live donor
kidney transplants are covered for pediatric and adult members. Live donor transplants
may be considered on a case-by-case basis for solid organs, other than kidney, when
medically appropriate and cost effective. Detailed criteria regarding specific transplants
are found under the heading Solid Organ Transplants and Related Devices: Specific
Indications and Contraindications/Limitations located in the Medical Policy Manual on the
AHCCCS website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-DD.

Other Transplants and Devices

Following is additional information on coverage for other transplants and devices under
the Health Net Access product.

« Circulatory Assist Device (CAD) is an AHCCCS covered service when used as a
bridge to transplantation and other specific criteria are met, when medically
necessary and prior authorized by Health Net Access. Refer to Solid Organ
Transplants and Related Devices: Specific Indications and
Contraindications/Limitations located in the Medical Policy Manual on the AHCCCS
website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy
310-DD

« Bone grafts and corneal transplants are AHCCCS covered services, based on
medical necessity and prior authorized by Health Net Access

Transportation Services

Found in: Operations Manuals > Benefits Effective 07/01/2013

Emergency Transportation Services

Found in: Operations Manuals > Benefits > Transportation Services Effective 07/01/2013

Health Net Access covers emergency ground and air ambulance transportation services
within certain limitations. Covered transportation services include:

« Emergency ground and air ambulance services required to manage an emergency
medical condition at an emergency scene and in transport to the nearest
appropriate facility

* Maternal transport program (MTP), newborn intensive care program (NICP), basic
life support (BLS), advanced life support (ALS), and air ambulance services
depending upon the member's medical needs

Coverage Limitations and Exclusions
The following limitations and exclusions apply to emergency transportation services:

« Coverage of ambulance transportation is limited to those emergencies in which
specially equipped transportation is required to safely manage the member's
medical condition

« Emergency transportation is covered only to the nearest appropriate facility
medically equipped to provide definitive medical care

« Emergency transportation to an out-of-state facility is covered only if it is to the
nearest appropriate facility

* Mileage reimbursement is limited to loaded mileage. Loaded mileage is the
distance traveled, measured in miles while a member is on board the ambulance
and being transported to receive emergency services

* A provider who responds to an emergency call and provides medically necessary
treatment at the scene, but does not transport the member is eligible for
reimbursement limited to the approved base rate and medical supplies used

* A provider who responds to an emergency call, but does not treat or transport a
member as a result of the call is not eligible for reimbursement

« When two or more members are transported in the same ambulance, each shall
be charged an equal percentage of the base rate and mileage charges

* Air ambulance services are covered under the following conditions:

o The point of pick-up is inaccessible by ground ambulance

o Great distances or other obstacles are involved in getting the member to the
nearest hospital with appropriate facilities

o The member's medical condition requires air ambulance services and ground
ambulance services will not suffice

Details regarding emergency transportation services are available in the Arizona Health
Care Cost Containment System (AHCCCS) Medical Policy Manual on the AHCCCS website
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at www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-
BB.

Nonemergency Medical Transportation Services
Found in: Operations Manuals > Benefits > Transportation Services Effective 07/01/2013

Health Net Access covers medically necessary non-emergency ground and air
transportation to and from a required medical service.

Round-trip air or ground ambulance transportation services may be covered when a
hospitalized member is transported to another facility for necessary specialized
diagnostic and/or therapeutic services, if all of the following requirements are met:

« The member's condition is such that the use of any other method of transportation
is not appropriate

* Services are not available in the hospital in which the member is an inpatient

« The hospital furnishing the services is the nearest one with such facilities

« The member returns to the point of origin

Medically necessary nonemergency transportation to and from participating Health Net
Access providers is a covered service for members who are not able to arrange or pay
for transportation. Transportation is limited to the cost of transporting the member to
the nearest Health Net Access provider capable of meeting the member's medical needs.
Transportation is only provided to transport the member to and from the required
Access-covered medical service.

Details regarding nonemergency medical transportation services are available in the
Arizona Health Care Cost Containment System (AHCCCS) Medical Policy Manual on the
AHCCCS website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf, Policy 310-BB.

X-Ray and Laboratory Services

Found in: Operations Manuals > Benefits Effective 08/06/2015

Laboratory Services

Found in: Operations Manuals > Benefits > X-Ray and Laboratory Services  Effective 07/01/2013

Laboratory services must be provided by a participating laboratory provider. Services
provided by a non-participating provider or facility must be authorized by Health Net
Access prior to the services being provided or the member is responsible for payment.
Medically necessary diagnostic testing and screening are covered services.

Participating providers may offer laboratory work in their offices; however, some
services are considered bundled charges and are not paid in addition to an office visit
fee.

Genetic Testing Provisions

All genetic testing requires prior authorization. Prior authorization requests must include
documentation regarding how the genetic testing is consistent with the genetic testing
coverage limitations.

* Genetic testing is only covered when the results of such testing are necessary to
differentiate between treatment option specific diagnoses or syndromes when such
diagnoses would not definitively alter the medical treatments of the member

* Genetic testing is not covered to determine the likelihood of associated medical
conditions occurring in the future

* Routine, non-genetic testing for other medical conditions (such as renal disease
and hepatic disease) that may be associated with an underlying genetic condition
is covered when medically necessary

* Genetic testing is not covered as a substitute for ongoing monitoring or testing of
potential complications or sequelae of a suspected genetic anomaly

* Genetic testing is not covered to determine whether a member carries a
hereditary predisposition to cancer or other diseases

* Genetic testing is also not covered for members diagnosed with cancer to
determine whether their particular cancer is due to a hereditary genetic mutation
known to increase the risks of developing that cancer

Radiology Services

Found in: Operations Manuals > Benefits > X-Ray and Laboratory Services  Effective 07/01/2013

Health Net Access provides benefits for medically necessary radiology and medical
imaging services for all eligible members when ordered by a primary care provider
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(PCP) or other practitioner for diagnosis, prevention, treatment, or assessment of
medical conditions.

Radiology services must be provided by a participating radiology provider. Members may
be responsible for copayments that correspond to the type of facility where services are
rendered.

Complete the entire radiology order form when requesting radiology services, including
all insurance information.

Participating providers with applicable radiology equipment can provide diagnostic
radiology services in their office.

Claims and Provider Reimbursement

Found in: Operations Manuals Effective 01/01/2003

Billing the Member

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016
Guidelines for billing Health Net Access members are listed as follows:

« Health Net Access members must not be billed or reported to a collection agency for any
covered service provided.

* Providers may not charge members for services that are denied or reduced due to the
provider's failure to comply with billing requirements, such as timely filing, lack of
authorization or lack of clean claim status.

e Providers must not collect copayments, coinsurance or deductibles from members with
other insurance whether it's Medicare or a commercial carrier. Providers must bill Health
Net for these amounts and Health Net coordinates benefits.

« AHCCCS mandatory copayments should be collected at the time of service, but may be
billed to the member if payment does not occur.

* Providers may bill a Health Net Access member when the member knowingly receives
non-covered services. The provider must notify the member in advance of the charges,
have the member sign a statement that clearly states the services to be performed, the
non-eligible status and the amount of the charge and agreeing to pay for the services.
The document must be retained in the member's medical record.

Claim Status

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

To receive automated claim status information, contact the Health Net Access Provider
Services Center interactive voice response (IVR) system. Providers can also check claims
status online at www.healthnetaccess.com.

Claim Submission Timelines

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

In accordance with Arizona Revised Statutes (ARS) §36-2904 (G), claims for services provided
to an Arizona Health Care Cost Containment System (AHCCCS) member must be received in a
timely manner as follows:

* The initial claim must be received no later than six months from the date of service or
the date of eligibility posting; whichever is later. For inpatient claims, date of service is
the patient's date of discharge.

« Claims initially received after the six-month time frame, are denied.

e If a claim is originally received within the six-month time frame, the provider has up to
12 months from the date of service or date of eligibility posting (whichever is later) to
resubmit the claim in order to achieve clean claim status or to adjust a previously
processed claim.

« If the claim does not achieve clean claim status or is not adjusted correctly within 12
months, Health Net Access is not liable for payment.

« This time limit does not apply to adjustments, which would decrease the original
payment due to collections from Medicare or other third party payers.

Retro-Eligibility Claims

A retro-eligibility claim is a claim where no eligibility was entered in the AHCCCS system for
the date(s) of service, but at a later date eligibility was posted retroactively to cover the
date(s) of service. Timely filing time frames are as follows:

e The initial claim must be received no later than six months from the AHCCCS date of
eligibility posting.
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* Retro-eligibility claims must obtain clean claim status no later than 12 months from the
AHCCCS date of eligibility posting.

« This time limit does not apply to adjustments, which would decrease the original
payment due to collections from Medicare or other third party payers.

Claims Reimbursement

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Claims reimbursement is based on contractual agreements that utilize the Arizona Health Care
Cost Containment System (AHCCCS) pricing methodologies. These are inclusive of, but are not
limited to:

All patient refined diagnosis related group (APR-DRG)

Tiered per diem payment structure.

Outpatient Hospital Fee Schedule (OPFS) for outpatient facilities.
AHCCCS fee schedules and negotiated rates.

Arizona Department of Health Services (ADHS) rates.

Claims Submission Requirements

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 07/01/2016

Health Net participating providers are required to submit claims for all services that are
provided to Health Net Access members.

Submit claims to the Health Net Access Claims Submission address using the most current
CMS-1500 or CMS-1450 (UB-04) form. Claim forms must be printed in Flint OCR Red, 16983, or
exact match ink. Health Net Access no longer accepts handwritten red and black forms or
copied claim forms.

Although a copy of the CMS-1500 and CMS-1450 form can be downloaded, copies of the form
cannot be used for submission of claims, since a copy may not accurately replicate the scale
and OCR color of the form. Paper claims received by the plan are scanned using OCR
technology. This scanning technology allows for the data contents contained on the form to be
read while the actual form fields, headings and lines remain invisible to the scanner.
Photocopies cannot be scanned and, therefore, are no longer accepted by Health Net Access.

CMS-1500 and CMS-1450 completion and coding instructions, as well as the print specifications
are available in Chapter 26 of the Medicare Claims Processing Manual (Pub.100-04).

The following information must be included on the claim:
CMS-1500 Claim Form

* Arizona Health Care Cost Containment System (AHCCCS) identification (ID) number
(paper claims only)

« member's name, gender and date of birth

« diagnosis code number (ICD-10) - enter at least one ICD-10 diagnosis code to describe
the member's condition. Up to 12 ICD-10 codes may be entered. The codes must be
entered in the A, B, C format order indicated on the claim form. Behavioral health
providers must not use DSM-4 or DSM-5 diagnosis codes

* Medicaid resubmission code (box 22 on the CMS-1500), if applicable - enter the
appropriate code (7 to indicate a replaced or corrected claim or 8 to indicate a void of a
previous claim), along with the applicable claim identification number

« date(s) of service - enter the beginning and ending service dates

« place of service

« emergency indicator, if applicable - enter a check mark, X or Y if the service was an
emergency service

« procedures, services and supplies - enter the CPT or HCPCS procedure code that

identifies the service provided

diagnosis code pointer

billed amount for each service line

service units

rendering provider NPI (box 243])

billing provider tax ID number

patient account number, if applicable

total charges for the claim

amount previously paid, if applicable - enter the total payment amount the provider

received for this claim from all sources other than Health Net Access

« signature and date - the provider or his or her representative must sign and date the
claim

e service facility location information, NPI and AHCCCS ID number, if applicable

« billing provider's name, address, telephone number, and NPI

UB-04 Claim Form
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name, address and telephone number of the provider rendering service
patient control number, if applicable

bill type

facility's federal tax ID number

statement covers period - enter the beginning and ending dates of the billing period
patient name, address, date of birth and gender

admission/start of care date

admission hour, if applicable

type of admission

point of origin for admission or visit

discharge hour

patient discharge status

condition codes, if applicable

occurrence codes, if applicable

responsible party name and address, if applicable

value codes and amounts, if applicable

revenue code(s)

revenue code description/NDC code, if applicable

HCPCS/rates - enter the inpatient accommodation rate and the appropriate CPT or
HCPCS code

¢ service date and service units

« total charges for each revenue code

* non-covered charges, if applicable

« payer - enter the name and identification number, if available, of each payer who may
have full or partial responsibility for the charges incurred

billing provider's NPI

diagnosis and procedure code qualifier

principle diagnosis code, admitting diagnosis code

other diagnosis codes, if applicable

principle procedure code and dates, if applicable

attending provider name and identifiers, if applicable

operating physician and identifiers, if applicable

other procedure codes, if applicable

Detailed instructions on how to fill out the claim forms can be found on the AHCCCS website.

Clean Claim Submission Guidelines

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

As defined by Arizona Revised Statutes (ARS) §36-2904 (G)(1) a "clean claim" is a claim that
may be processed without obtaining additional information from the provider of service or
from a third party, but does not include claims under investigation for fraud or abuse or claims
under review for medical necessity.

A claim is considered "clean" when the following conditions are met:

« All required information has been received by Health Net.

e The claim meets all Arizona Health Care Cost Containment System (AHCCCS) submission
requirements.

« The only acceptable claim forms are those printed in Flint OCR Red, 16983 or exact
match ink.

« Any errors in the data provided have been corrected.

« All medical documentation required for medical review has been provided.

Reasons for claim denial include, but are not limited to, the following:

Duplicate submission.

Member is not eligible for date of service.

Incomplete data.

Non-covered services.

Provider of service is not registered with AHCCCS on the date of service.
Information from the primary carrier is required.

Corrected Claims Submission

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Providers must correct and resubmit claims to Health Net within the 12-month clean claim
time frame. When resubmitting a denied claim, the provider must submit a new claim
containing all previously submitted lines. The resubmission indicator (7 for replacement or 8
to void a prior claim) must be indicated in Box 22 along with the original claim reference
number from the remittance advice (RA) must be included on the claim in order for Health Net
to identify the claim resubmitted. If the claim reference number is missing, the claim may be
entered as a new claim and denied for being submitted beyond the initial submission time
frame.
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Corrected claims must be appropriately marked as such and submitted to the appropriate
claims mailing address.

Electronic Claim Submission
Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Health Net contracts with Capario, Change Health Care (formerly Emdeon (WebMD)) and
Ability Network (formerly MD On-Line) to provide claims clearinghouse services for Health Net
electronic claim submission.

The benefits of electronic claim submission includes:

« Reduction and elimination of costs associated with printing and mailing paper claims

« Improvement of data integrity through the use of clearinghouse edits

« Faster receipt of claims by Health Net, resulting in reduced processing time and quicker
payment

« Confirmation of receipt of claims by the clearinghouse

« Availability of reports when electronic claims are rejected and ability to track electronic
claims, resulting in greater accountability

Clearinghouse Health Net Payer Identification (ID) Number
Capario 38309
Change Health Care 38309

As a result of Health Net's partnership with Ability Network, all payer claims can be
submitted electronically via Health Net's website at provider.healthnet.com.

Ability Network 38309

Reports

For successful electronic data interchange (EDI) claim submission, participating providers must
utilize the electronic reporting made available by their vendor or clearinghouse. There may be
several levels of electronic reporting:

* Acceptance/rejection reports from EDI vendor
« Acceptance/rejection reports from EDI clearinghouse
« Acceptance/rejection reports from Health Net

Providers are encouraged to contact their vendor/clearinghouse to see how these reports can
be accessed/viewed. All electronic claims that have been rejected must be corrected and
resubmitted. Rejected claims may be resubmitted electronically.

Providers may also check the status of paper and electronic claims online at
provider.healthnetaccess.com.

For questions regarding electronic claims submission, contact the Health Net EDI Claims
Department .

Filing a Claim
Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Health Net Access encourages the electronic filing of claims whenever possible. When
submitting claims, it is important to accurately provide all required information as described in
Claim Submission Requirements. Claims submitted with missing data may result in a delay in
processing or a denial of the claim. Health Net requires that all facility claims be submitted on
a UB-04 claim form. Professional fees must be submitted on an original (red) CMS-1500 claim
form. Copies of claim forms are not accepted. Participating providers receive a Remittance
Advice (RA) each time a claim is processed.

When Health Net Access is the primary payer, claims must be submitted no later than six
months from the date of service or the date of eligibility posting (whichever is later). For
inpatient hospital claims, the date of service is considered to be the date of discharge. Initial
claims submitted more than six months after the date of service are denied.

When Health Net Access is the secondary payer, claims must be submitted within six months
from the date of service even if payment from Medicare or other insurance has not been
received. A copy of the primary carrier's Explanation of Benefits (EOB) must be attached to
the claim form. Following the initial claim submission, Health Net Access allows submission of
the secondary claim for up to one year from the primary EOB date. The submission must
include the primary carrier's EOB.

If payment is denied based on a provider's failure to comply with timely filing requirements,
the claim is treated as non-reimbursable and cannot be billed to the member.
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Acceptable proof of timely filing includes:

« EOB from another insurance carrier dated within Health Net's timely filing limits.

« Denial letter from another insurance carrier, printed on its letterhead and dated within
Health Net's timely filing limits.

« Electronic data interchange (EDI) rejection report from clearinghouse which indicates
claim was forwarded and accepted by Health Net (showing date received versus date of
service) that reflects the claim was submitted within Health Net's timely filing limits.
Claims that were rejected must be corrected and resubmitted in a timely manner.

Unacceptable proof of timely filing includes:

Screen-print of claim invoice.

Billing ledger.

Copy of original claim.

Denial letter from another insurance carrier without a date and not on letterhead.
Record of billing stored in an Excel spreadsheet.

Health Net Access Interest Calculation

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 10/04/2016

The following information applies to interest rate calculations and turnaround times for
Medicaid claims.

Non-Hospital Claims

Interest is due on payment for clean claims not reimbursed within the required turn-around
time. The interest period begins on the day after payment is due and ends on the date of
payment. Interest is prorated on a daily basis at a rate of 10percent per annum unless
otherwise indicated contractually. It is calculated based on the difference between the date of
claim receipt and the date of payment. Interest is not paid on claims for which no payment is
due or claims that are fully denied.

Claims Payment Standards

Health Net Access insures that 95 percent of all clean claims are adjudicated within 30
calendar days of receipt of the clean claim, and 99 percent are adjudicated within 60 calendar
days of receipt of the clean claim.

Hospital Claims
Turnaround Times

Hospital claims for participating and non-participating providers must be paid or denied within
60 calendar days.

Interest

For outpatient and inpatient acute care hospital clean claims, Health Net applies quick pay
discounts and slow payment penalties for participating and non-participating providers in
accordance with Arizona Health Care Cost Containment System (AHCCCS) guidelines. A quick
pay discount is applied to hospital claims with AHCCCS provider type 02 and C4 at a rate of
one percent when a claim is paid within 30 calendar days of the clean claim receipt date. A
slow payment penalty is applied for claims paid at 61 days or over, and continues to accrue at
the rate of one percent per month (based on a 30 calendar-day month) or partial month until
the claim is paid. The calculation is determined based on the difference between the claim
receipt date and the date of payment.

Clean claims for a skilled nursing facility that is not paid within 30 calendar days after the
claim is received accrues interest at the rate of one percent per month from the date the
claim is submitted. The interest is prorated on a daily basis and must be paid at the time the
clean claim is paid.

Obstetrical Services

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

The global obstetrical (OB) package includes all antepartum visits, delivery, postpartum visits,
and all services associated with admission to and discharge from a hospital.

« Only services not included in the global OB care CPT code (59400 or 59510) may be
billed separately.

« While there is not a separate reimbursement for the evaluation and management
services that are provided during the prenatal and postpartum care periods, AHCCCS
requires that the codes and individual dates of services be included in the global OB
service billing.

« Claims for ineligible services are denied when billed in addition to the global OB code.
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Services not included in the global OB package and may be billed separately include:

amniocentesis

ultrasound

special screening tests for genetic conditions
visits for unrelated conditions

Refer to the Maternity Care and Delivery section of the CPT code book for details regarding
the appropriate coding to use for obstetrical services.

Overpayment Recovery Procedures

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Health Net Access makes every attempt to identify a claim overpayment and indicate the
correct processing of the claim on the provider's remittance advice (RA). An automatic system
offset, where applicable, might occur in accordance with the reprocessing of the claim for the
overpayment, or on subsequent check runs.

In the event that a provider independently identifies an overpayment from Health Net Access
(such as a credit balance), the provider must take the following steps:

« Send a check made payable to the appropriate entity (Health Net of Arizona, Inc. or
Health Net Life Insurance Company)

« Include a copy of the RA that accompanied the overpayment to expedite Health Net
Access' adjustment of the provider's account. If the RA is not available, the following
information must be provided: Health Net Access member name, date of service,
payment amount, Health Net Access member identification (ID) number, vendor name,
provider tax ID number, provider number, vendor number, and reason for the
overpayment refund. If the RA is not available, it takes longer for Health Net Access to
process the overpayment refund

« Send the overpayment refund and applicable details to the Health Net Overpayment
Recovery Department. If a provider is contacted by a third-party overpayment recovery
vendor acting on behalf of Health Net Access, the provider must follow the overpayment
refund instructions provided by the vendor

If a provider believes he or she has received a Health Net Access check in error and the
provider has not cashed the check, he or she should return the check to the Health Net
Overpayment Recovery Department with the applicable RA and a cover letter indicating why
the check is being returned.

Prior Period Coverage

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Prior period coverage refers to the time frame from the effective date of eligibility to the day
the member is enrolled with Health Net Access. Health Net Access is responsible for payment
of all claims for medically necessary covered services, including behavioral health services
provided on or after October 1, 2015 to dual-eligible members with General Mental
Health/Substance Abuse (GMH/SA) needs, during prior period coverage.

Professional Claim Editing
Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Health Net Access claim processing includes programs that support editing related to National
Correct Coding Initiatives (NCCI), bundling/unbundling, multiple procedure/surgical reductions
and global E&M bundling standards. The source logic is obtained through various resources
such as the Centers for Medicare & Medicaid Services (CMS), the American Medical Association
(AMA) and other specialty academies. Health Net Access has the ability to apply advanced
contextual processing for application of Health Net Access edit logic.

Remittance Advice

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Health Net Access' remittance advice (RA) contains important information about claims
submissions and cash receipts for overpayments. The RA should be reviewed upon receipt and
reconciled against billing records. The RA includes Health Net member names and dollar
amounts paid for all claims processed during the course of a week. Processing claims and
adjustments results in one of the following remittance situations:

+ Positive remittance - A remittance that totals to a positive amount and results in a
payment to the provider. The total at the bottom of the RA agrees with the check or
electronic payment the provider receives.

+« Negative remittance - A remittance produced when the adjusted dollars exceed the
total amount of payment on the remittance. The total at the bottom of the RA is
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negative, and does not result in a check or electronic payment to the provider.

Health Net Access makes every attempt to identify a claim overpayment and indicate the
correct processing of the claim on the provider's RA. An automatic system offset, where
applicable, might occur in accordance with the reprocessing of the claim for the overpayment,
or on immediate subsequent check runs.

Providers are encouraged to register to receive Health Net Access' electronic RA (ERA) and
electronic funds transfer (EFT). Providers must submit a registration form to Health Net
Access along with a registration form to one of the approved clearinghouses.

To register for ERA or EFT, contact the Health Net EDI Department.

Specific Billing Requirements
Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016
The following are billing requirements for specific services and procedures.

Anesthesia - Anesthesia services (except epidurals) require the continuous physical presence
of the anesthesiologist or certified nurse anesthetist (CRNA). Anesthesiologists and CRNAs
must enter the approved American Society of Anesthesiologists (ASA) code in field 24D and
the total number of minutes in field 24G of the CMS 1500 claim form.

Assistant Surgeon - Include the name of the surgeon in box 17 of the CMS-1500 form. Use
the appropriate modifiers to reflect the assistant surgeon provider type (80/AS) as well as any
services subject to multiple surgery guidelines.

Billing by Report - Include the operative report or chart notes for "by report" procedures,
including high level examinations or consultations.

Multiple Surgeons - Include the appropriate modifiers to ensure proper payment of claims.
Use modifier 80/AS for assistant surgeon, modifier 62 for co-surgeons and modifier 66 for
surgical team.

Newborn Billing - Health Net's Newborn Data Collection Unit must be notified of all newborn
admissions. Identification of the admitting pediatrician must be provided when calling in the
notification. Notification must be given no later than three days after the birth in order to
ensure proper enrollment of the newborn with the Arizona Health Care Cost Containment
System (AHCCCS) and Health Net Access.

Newborns whose mothers are Health Net Access members are eligible for Health Net Access
from the time of delivery. Newborns receive separate Health Net Access identification (ID)
numbers, and services for a newborn must be billed separately using the newborn's ID
number.

Vaccines for Children Program Billing Procedures

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 09/28/2016

Arizona Health Care Cost Containment System (AHCCCS) providers who have registered for
the Vaccines for Children (VFC) program must submit claims to Health Net Access for the VFC
program supplied immunizations in order to receive reimbursement for the administration.
The vaccines must be on the VFC listing and must be billed as follows:

For each immunization administered, the claim must include:

« Vaccine CPT code with the modifier SL (indicating a state-supplied vaccine)
o No charge

« Applicable administration CPT code with the modifier SL (indicating a state supplied
vaccine) and unit value equal to the code description and number of vaccines provided.
o Usual and customary charge

Providers must submit administration and vaccine codes on one claim form. Multiple claims should not be
submitted.

Providers submitting multiple CMS-1500 for successor forms must staple the completed forms
together and number the pages appropriately.

Use of modifier SL sufficiently identifies the claim as a state-supplied vaccine for which the
billed vaccine charge is not reimbursed. Using modifier SL ensures that the claim is processed,
the provider is reimbursed for the administration fee and the vaccination is included in
performance measurements.

These billing procedures are designed to standardize billing practices and eliminate erroneous
payments for state-supplied vaccines, which necessitate collection of overpayments from
providers. Health Net Access may seek reimbursement of amounts that were paid
inappropriately.
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Failure to bill VFC claims in accordance with the billing procedures noted above results in
denials for both the vaccine and the associated administration.

Remittance Advice Sample

Found in: Operations Manuals > Claims and Provider Reimbursement Effective 07/01/2013
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Claims Coding Policies

Found in: Operations Manuals Effective 01/01/2003

Basic Coding Guidelines

Found in: Operations Manuals > Claims Coding Policies Effective 09/28/2016

Current ICD-10-CM codes, CPT codes, HCPCS codes, and modifiers reflective of the date of
service are required on all Health Net Access claims.

These codes should be used in basic accordance with the publishers' stated guidelines. Three
major publications, the American Medical Association's (AMA) CPT-4 code book, the Centers for
Medicare & Medicaid Services (CMS) HCPCS code book and the ICD-10-CM, represent the basic
standard of service code documentation and reference required by Health Net.

Valid ICD-10-CM diagnosis codes are required on all claims. The first diagnosis on the claim
form is reserved for the primary diagnosis. Up to four diagnoses may be reported.

Code each diagnosis to the highest level of specificity (fourth or seventh digit when available).

Valid AMA CPT-4 and Level II HCPCS procedure codes are required on all claims. A three-
month grace period for submitting deleted codes is allowed. After three months, deleted codes
are denied.

Procedure codes should be chosen based on the publishers' definitions and be appropriate for
the age and gender of the patient.

Procedure code modifiers are to be used only when the service meets the definition of the
modifier and are to be linked only to procedure codes intended for their use.
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If a deleted code and its current replacement code are submitted on the same date of service,
the last code submitted is denied as a duplicate.

Health Net Access does not require documentation at the time of claim submission; however,
in the event the claim is audited, documentation may be required.

Supporting Sources

« AMA CPT code book
+ CMS national policy
« Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Global Surgery

Found in: Operations Manuals > Claims Coding Policies Effective 09/28/2016

The global surgical package includes all necessary services normally provided by the surgeon
before, during and after the surgical procedure. The global surgical package applies to minor
procedures that have a zero or 10-day post-operative period and major procedures that have a
90-day post-operative period as defined by the Centers for Medicare & Medicaid Services
(CMS) Physician Fee Schedule. It also applies to obstetrical procedures that have a 42-day
post-operative period.

The global surgical package policy applies to all places of service.

Services Included in the Global Package

The following services are included in the global surgical package and, therefore, are not
eligible for separate payment:

« Preoperative evaluation and management (E&M) services that are performed one day
prior to major surgery or on the same day as a minor or major procedure.
o Exception: New patient visits (CPT codes 99201-99205) on the same day as a
minor surgery are not included in the global package.

Intraoperative services that are a usual and necessary part of the surgical procedure.
Anesthesia provided by the surgeon.

Supplies.

All additional medical or surgical services required of the surgeon during the post-
operative period because of complications, which do not require additional trips to the
operating room.

* Post-operative E&M services that are related to the surgery.

* Post-operative pain management by the surgeon.

« Dressing changes, local incision care, removal of operative packs, removal of cutaneous
sutures, staples, lines, wires, tubes, drains, and splints, insertion, irrigation and removal
of urinary catheters, routine peripheral intravenous lines, nasogastric and rectal tubes,
and change and removal of tracheostomy tubes.

Services Not Included in the Global Surgery Package

The following services are not included in the global surgical package and are eligible for
separate payment:

« E&M service that was significant and separately identifiable from the minor surgical
procedure performed on the same day. Modifier -25 should be added to the E&M code.

« E&M service performed the day prior to or on the same day of surgery that resulted in
the decision for a major surgical procedure. Modifier -57 should be added to the E&M
code.

+« E&M services that occur during the post-operative period that are unrelated to the
surgery. Modifier -24 should be added to the E&M code.

« Critical care when billed for serious injuries or burns.

« Services of other physicians not in the same provider group of the physician that
performed the surgery, except where a formal transfer of care occurs.

« Diagnostic tests and procedures, including diagnostic radiological procedures.

e Clearly distinct surgical procedures during the post-operative period that are not re-
operations or treatment for complications. Modifiers -58 (staged procedure) or -79
(unrelated procedure or service performed by a physician during the post-operative
period) should be added to the surgical procedure code.

« Treatment of post-operative complications that require a trip to the operating room.
Modifier -78 should be added to the surgical procedure code.

« Immunosuppressive therapy for organ transplants. Modifier -24 should be added to the
E&M code.
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Note: An E&M service that was significant and separately identifiable from the minor surgical
procedure performed on the same day that falls within a global period of a previous service
but is not related to the previous service requires both a modifier -25 and a modifier -24.

Health Net Access does not require documentation at the time of claim submission unless the
service is listed as by report; however, in the event the claim is audited, documentation may
be required.

Supporting Sources
CMS national policy

Multiple Procedure Reduction

Found in: Operations Manuals > Claims Coding Policies Effective 09/28/2016

When multiple procedures are performed by the same provider at the same session, they are
typically subject to the multiple procedure reduction. The primary procedure code is reported
as listed and is reimbursed at the full allowed amount. The additional procedure code(s) is
reported with a modifier -51 and is reimbursed at a reduced amount. Add-on codes and
American Medical Association (AMA) CPT modifier -51 exempt codes should not be reported
with modifier -51 as they are excluded from multiple procedure reduction.

Health Net Access applies the multiple procedure reduction to the list of codes on the Centers
for Medicare & Medicaid Services (CMS) National Physician Fee Schedule that are subject to
multiple surgery guidelines with the exception of the AMA CPT modifier -51 exempt codes on
the list. These codes are not subject to multiple procedure reduction. Final adjudication is
based on information presented in the Arizona Health Care Cost Containment System
(AHCCCS) reference files. If there is a conflict, the AHCCCS reference files will be the
guideline utilized, but a request for review can be initiated with supporting documentation.

Health Net Access reimburses multiple procedures using a 100 percent, 50 percent, 50 percent
methodology. The procedure with the highest reimbursement value is paid at 100 percent of
the allowed amount. Subsequent procedures are paid at 50 percent of the allowed amount.

All procedures should be billed together on one claim to avoid subsequent retractions and
adjustments that may occur when procedures are billed separately.

Health Net Access does not require documentation at the time of claim submission other than
for by report procedures; however, if the claim is audited, documentation may be required.

Supporting Sources

« CMS national policy
« AMA CPT code book
+« AHCCCS reference files

Professional Claim Editing
Found in: Operations Manuals > Claims Coding Policies Effective 09/28/2016

Health Net Access utilizes several sources to validate professional claim editing and associated
policies. Health Net Access has the ability to apply advanced contextual processing for
application of Health Net edit logic.

Provider Preventable Conditions
Found in: Operations Manuals > Claims Coding Policies Effective 09/28/2016

Section 2702 of the Patient Protection and Affordable Care Act reduces or prohibits payments
to health care providers for Medicaid services rendered as a result of certain preventable
health care acquired illnesses or injuries. Health Net Access processes medical claims utilizing
the list of provider preventable conditions (PPCs) and surgical errors and reduces or prohibits
payments for PPCs.

The Centers for Medicare & Medicaid Services (CMS) issued a final rule implementing section
2702, which reduces or prohibits payments related to PPCs. This rule was built on Medicare's
strategies that already reduce or prohibit hospital payments for preventable conditions, and
also improved alignment between Medicare and Medicaid payment policies. Although the new
rule gives states the flexibility to expand the list of other provider preventable conditions
(OPPCs), Arizona currently employs only the Medicare National Coverage Determinations
(NCDs) list as described in the Other Provider-Preventable Conditions definition below.

Definitions
PPCs are defined as either of the following:

e Health Care-Acquired Condition (HCAC) - Applies only to Medicaid inpatient hospital
settings and are included in the following Medicare list of hospital-acquired conditions
(HACs):
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Retained foreign object following surgical procedures.

Air embolism.

Blood incompatibility.

Stage III and IV pressure ulcers.

Injuries resulting from falls and trauma.

Catheter-associated urinary tract infections.

Vascular catheter-associated infections.

Manifestations for poor glycemic control.

Mediastinitis following coronary artery bypass graft (CABG) procedures.
Surgical site infections following orthopedic surgery procedures involving spinal
column fusion or re-fusion, arthrodesis of the shoulder or elbow, or other
procedures on the shoulder or elbow.

o Surgical site infections following bariatric surgery procedures.

o Deep vein thrombosis or pulmonary embolism following total hip or knee
procedures, except in pediatric or obstetrical patients.

0O 0 0 o 0o 0o 0O 0O O 0

« Other Provider-Preventable Condition (OPPC) - Applies to Medicaid inpatient or
outpatient health care settings and includes any of the three Medicare NCDs:
o Surgery on the wrong patient.
o Wrong surgery on a patient.
o Surgery on the wrong site.

Reporting Requirements

Health Net Access requires providers to both report to the proper Arizona authorities and to
Health Net Access incidents of abuse, neglect, as well as any injury (such as falls and
fractures), exploitation, HCAC, and/or unexpected death as soon as the providers are aware of
the incident. In turn, Health Net Access reports all incidents of abuse, neglect, injury,
exploitation, HCAC, and unexpected deaths to the Arizona Health Care Cost Containment
System (AHCCCS) Clinical Quality Management Unit.

Reporting to Health Net Access

« Potential Quality Issue (PQI) Referral Form - Providers must complete a Health Net
Access PQI referral form to report all incidents of abuse, neglect, as well as any injury
(such as falls and fractures), exploitation, HCAC, and/or unexpected death as soon as
the provider is aware of the incident. Submit the completed form directly via secure fax
to Health Net Access at 1-877-808-7024 within one business day of the event or
occurrence

¢ Claim forms (UB-04 and CMS-1500) - Under the federal rule implementing Section 2702,
providers must report the occurrence of any PPC in a Health Net Access member,
regardless of whether the provider has submitted a claim for payment for the services
that resulted in the PPC. Providers should report these occurrences through the use of
the appropriate codes on the UB-04 claim form for facility services or the CMS-1500
claim form for professional services

Codes

HCACs use diagnosis codes E870-E876.9 as well as CMS HAC codes. Unlike HCACs, OPPCs are
not confined to conditions occurring in the inpatient hospital setting, but may occur in either
the inpatient or outpatient setting. In this case, outpatient is not limited to hospital outpatient
departments, but may include other outpatient settings, such as a clinic, ambulatory surgical
center (ASC), federally qualified health center (FQHC), or physician's office. Health Net Access
utilizes the following modifiers to define conditions considered to by OPPCs:

e PA - Surgery wrong body part
e PB - Surgery wrong patient
e PC - Wrong surgery on patient

Compliance and Regulations

Found in: Operations Manuals Effective 01/01/2003

Federal Lobbying Restrictions

Found in: Operations Manuals > Compliance and Regulations Effective 12/18/2012

United States Code Title 31, Section 1352, prohibits the use of federal funds for lobbying
purposes in connection with any federal contract, grant, loan, cooperative agreement, or
extension, or continuation of any of them. Participating providers are required to develop and
comply with filing procedures as follows:

« File a declaration with Health Net certifying that no inappropriate use of federal funds
has occurred or will occur (use Certification for Contracts, Grants, Loans, and
Cooperative Agreements Form). This extends to any subcontract a participating provider
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may have that exceeds $100,000 in value. In these cases, the participating provider is
required to collect and retain these declarations

* File a specific disclosure form if non-federal funds have been used for lobbying purposes
in connection with any Health Net line of business (use Disclosure of Lobbying Activities
Form and Disclosure Form Instructions)

« File quarterly updates, such as a disclosure form at the end of any calendar quarter in
which disclosure is required or in which an event occurs that materially affects the
previously filed disclosure form

While the statute and related regulations do not specify that the $100,000 limit mentioned in
the first bullet is to be calculated annually, Health Net believes it reasonable to apply the
$100,000 threshold to the term of the Provider Participation Agreement (PPA). If the PPA term
is for one year, renewable automatically if not terminated, the threshold would renew at the
beginning of each new one-year term. If it is a multiyear term, the calculation of the threshold
would be based on the payments received throughout the multiyear term.

Participating providers who complete the Certification for Contracts, Grants, Loans, and
Cooperative Agreements Form should send it directly to their assigned Health Net provider
network representative.

Health Net participating providers are required to comply with applicable state laws and
regulations and Health Net policies and procedures. The contents of Health Net's operations
manuals are supplemental to the PPA and its addendums. When the contents of Health Net's
operations manuals conflict with the PPA, the PPA takes precedence.

Provider Right to Advocate on Members' Behalf

Found in: Operations Manuals > Compliance and Regulations Effective 11/11/2014

Health Net Access must ensure that its providers, acting within the lawful scope of their
practices, are not prohibited or otherwise restricted from advising or advocating on behalf of
members for the following:

« The member's health status, medical care or treatment options, including any alternative
treatment that may be self-administered

+ Any information the member needs in order to decide among all relevant treatment
options

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

« The member's right to participate in decisions regarding his or her behavioral health
care, including the right to refuse treatment, and to express preferences about future
treatment decisions

Contracting

Found in: Operations Manuals Effective 01/01/2003
Modifications
Found in: Operations Manuals > Contracting Effective 06/28/2016

A request to add new providers to an existing Provider Participation Agreement (PPA) requires
completion of the AzAHP Practitioner Data Form for physicians or AzZAHP Organizational Data
Form for other provider types. New physicians are not permitted to treat Health Net members
until all credentialing requirements have been met and the physician has been formally added
to the PPA.

Note: Providers must include their National Provider Identifier (NPI) on the Provider
Participation Request form they submit to Health Net. Providers participating in Health Net
Access must include the Arizona Health Care Cost Containment System (AHCCCS)
identification number and NPI. Any subsequent changes to either the AHCCCS identification
(ID) number or NPI require completion and submission of a Demographic Update form, as
described below.

Any changes to demographic information for physicians, clinicians or other entities listed as
participating providers on an existing PPA require completion of the Demographic Update
form. Demographic changes include:

« Name changes.

Tax ID numbers or changes or additions of AHCCCS ID numbers.
Primary address and billing address changes.

Addition or deletion of locations.

Provider termination notifications.

Specialty or sub-specialty changes.

When changing a tax ID number, include a new W-9 and the effective date. Participating
providers may be held responsible for Internal Revenue Service (IRS) fines imposed by Health
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Net associated with incorrect tax IDs if the provider fails to notify Health Net in writing prior
to the change. Health Net is unable to change tax IDs retroactively.

Changes must be submitted in writing to the Health Net Provider Network Management
Department 60 days prior to the change or as soon as reasonably possible.

Health Net must approve any new or modified subcontracts prior to the effective date. Submit
a copy of the proposed agreement to the Health Net Provider Network Management

Department.

Provider Online Demographic Data Verification

Physicians, hospitals, ancillary providers, and medical groups or IPAs are required to provide
advance notification to Health Net or their medical groups or IPAs with changes to their
demographic information. On a monthly basis, providers should validate that their
demographic information is reflected correctly on the provider website under ProviderSearch.

Demographic Information
Providers' demographic data information should include the following:

* name
address

telephone number

fax number

office hours

languages other than English spoken by the physician

handicap accessibility status for parking (P), exterior building (EB), interior building (IB),
restroom (R), exam room (ER), and exam table/scale (T) - if accessibility is not yes to
all, then indicate no

Notification and Maintenance Requirements

Providers directly contracting with Health Net must notify Health Net of changes by completing
the online form, which is available on the provider website under Manage My Account >
Account Management Tools > Update Provider Information.

Providers contracting through a medical group or IPA must notify the medical group or IPA
directly of changes, and the medical group or IPA notifies Health Net. Medical groups or IPAs
must have policies in place that establish and implement processes to collect, maintain and
submit their provider demographic changes to Health Net on a real-time basis. Real-time is
within 30 days, as defined by the Centers for Medicare & Medicaid Services (CMS).

Requesting Participation in the Health Net Network

Found in: Operations Manuals > Contracting Effective 05/13/2014

Providers who are interested in participating in the Health Net network must submit a
completed AzAHP Practitioner Data Form for physicians or AzZAHP Organizational Data

Form for other provider types. Mail or fax the completed form to the Health Net Provider
Network Management Department. A provider network representative will contact your office
via telephone or mail.

Terminations

Found in: Operations Manuals > Contracting Effective 06/01/2009

Participating providers terminating a physician, clinician or other entity from an existing
Provider Participation Agreement (PPA) must submit the following information:

Physician's full name

Specialty type (or entity type if facility or ancillary)
License number

Practice location

Effective date of the change

Covering physician

Contact name, address and telephone number

This information must be submitted in writing to the Health Net Provider Network Management
Department at least 60 days prior to the termination. Upon termination, Health Net may
invoke a 12-month waiting period before the provider may re-apply for a contract; however,
the termination clause varies based on the PPA..

Health Net must be notified of participating providers who terminate a subcontract. This
information must be submitted in writing to the Health Net Provider Network Management
Department at least 60 days prior to the termination.
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Coordination of Benefits

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Coordination of Benefits Effective 07/01/2013

Coordination of benefits (COB) is required before submitting claims for members who are
covered by one or more health insurers other than Health Net Access. Health Net Access is
always the payor of last resort, including Medicare and TRICARE.

Participating providers are required to administer COB. The participating provider should ask
the member for possible coverage through another health plan and enter the other health
insurance information on the claim.

COB Payment Calculations

Found in: Operations Manuals > Coordination of Benefits Effective 07/01/2013

As the secondary carrier, Health Net coordinates benefits and pays balances, up to the
member's liability, for covered services. However, the dollar value of the balance payment
cannot exceed the dollar value of the amount that would have been paid had Health Net
Access been the primary carrier.

In most cases, members who have coverage through two carriers are not responsible for cost
shares or copayments. Therefore, it is advisable to wait until payment is received from both
carriers before collecting from the member. Copayments are waived when a member has
other insurance as primary coverage.

Providing COB Information

Found in: Operations Manuals > Coordination of Benefits Effective 10/01/2014

In order for Health Net to document member records and process claims appropriately,
include the following information on all coordination of benefits (COB) claims:

« Name of the other carrier
e Subscriber identification (ID) number with the other carrier

If a Health Net member has other group health coverage, follow these steps:

* First, file the claim with the other carrier

« After the primary carrier has paid, attach a copy of the Explanation of Payment (EOP) or
Explanation of Benefits (EOB) to a copy of the claim and submit both to Health Net
within the timely filing limit of six months from the date of service. COB claims can also
be submitted electronically with the details from the other payer ERA appropriately
submitted in the 837 transaction COB loops

« If the primary carrier has not made payment or issued a denial, submit the claim to
Health Net prior to the timely filing limit of six months from the date of service. Health
Net must receive a clean claim within 12 months of the date of service

If denied on the basis of timeliness, the claims are treated as non-reimbursable and the
member cannot be billed.

Copayments

Found in: Operations Manuals Effective 01/01/2003

Copayment Requirements

Found in: Operations Manuals > Copayments Effective 07/01/2013
Copayment Requirements

Members eligible for Health Net Access through the Transitional Medical Assistance (TMA) and
Childless Adults/Title XIX Waiver Group (TWG) programs may be subject to mandatory
copayments when receiving covered services. Providers may deny services to members who
do not pay applicable copayments. However, certain services (such as emergency services)
and specific populations (such as members under the age of 19) are exempt from mandatory
copayments.

Copayments are never charged for the following:

* Hospitalizations
« Emergency services
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« Family planning services and supplies
« Pregnancy-related health care and health care for any other medical condition that may
complicate the pregnancy, including tobacco cessation treatment for pregnant women

Copayment Levels

Members are assigned a copayment level, which indicates whether they are exempt from
copayments or subject to copayments. Providers can locate a member's copayment level on
the first page of the member's eligibility screen on the Arizona Health Care Cost Containment
System (AHCCCS) website at https://azweb.statemedicaid.us/home.asp.

Credentialing

Found in: Operations Manuals Effective 01/01/2003

Application Process
Found in: Operations Manuals > Credentialing Effective 07/01/2013

Practitioners or organizational providers subject to credentialing and recredentialing, and
contracting directly with Health Net, must provide a completed application to the specified
vendor. By submitting a completed application, the practitioner or provider:

« Affirms the comprehensiveness and truthfulness of representations made in the
application, including lack of present and illegal drug use

« Indicates a willingness to provide additional information required for the credentialing
process

« Authorizes Health Net to obtain information regarding the applicant's qualifications,
competence or other information relevant to the credentialing review

« Releases Health Net and its independent contractors, agents and employees from any
liability connected with the credentialing review

Health Net does not discriminate in terms of participation, reimbursement or indemnification
against any health care practitioner or provider acting within the scope of licensure and
certification under federal or state law. Assurance of nondiscrimination is met by using
standardized credentialing criteria.

All Health Net Credentialing Committee members sign confidentiality/conflict of interest
statements attesting to adherence to Health Net's non-discriminatory credentialing practices.
Cases reviewed by the Credentialing Committee are blinded and tracking and trending
practices monitor reasons for network denial or termination.

Approval, Denial or Termination of Credentialing Status
Found in: Operations Manuals > Credentialing Effective 07/01/2013

Each month, or more frequently as dictated by business needs, the Health Net Credentialing
Committee or medical director committee chair reviews rosters of delegated and nondelegated
practitioners and organizational providers meeting all Health Net standards for participation
and approves admittance or continued participation in the Health Net network. The
Credentialing Committee also reviews and accepts rosters of practitioners and providers that
do not meet credentialing or recredentialing criteria for administrative reasons, such as
expired license, inadequate malpractice insurance coverage or incomplete work history.
Practitioners and providers who fail to respond to requests for a completed recredentialing
application are administratively terminated from the Health Net network.

Practitioners and providers who have been administratively denied or terminated from
network participation are eligible to reapply as soon as the administrative matter is resolved.

Network applicants are notified in writing of the Credentialing Committee's participation
decision within 180 days of Health Net's receipt of a completed application. Temporary or
provisional credentialing is completed no more than 14 calendar days from receipt of a
completed application packet.

The Credentialing Committee follows a peer-review process for practitioners and providers
with a history of adverse actions, member complaints, negative quality improvement (QI)
activities, impaired health, substance abuse, health care fraud and abuse, criminal history, or
similar conditions to determine whether a practitioner should be admitted or retained in the
Health Net network. If a network denial or termination decision is based on health status,
quality of care or disciplinary action, the practitioner or provider is afforded appeal rights.

All committee decisions regarding approval, denial, limitation, suspension, or termination of
credentialing status are communicated in writing in a manner that is consistent with health
plan, state and federal regulatory requirements, and accrediting entity standards. Such notice,
when applicable, includes information regarding the reasons for denial or termination.

Credentialing Responsibility, Oversight and Delegation

https://hnc.healthnet.com/portal/provider/library/print.ndo 76/212



11/1/2016 Provider Library
Found in: Operations Manuals > Credentialing Effective 06/01/2009

Health Net may delegate to individual practitioners or medical groups the responsibility for
activities associated with credentialing and recredentialing. Credentialing procedures used by
these entities may vary from Health Net procedures, but must be consistent with health plan,
state and federal regulatory requirements and accrediting entity standards.

Prior to entering into a delegation agreement, and throughout the duration of any delegation
agreement, the oversight of delegated activities must meet or exceed Health Net standards.
Health Net oversees delegated responsibilities on an ongoing basis through an annual audit
and semi-annual, or more frequent, review of delegated group-specific data.

Health Net can revoke the delegation of any or all credentialing activities if the delegated
medical group or entity is deemed noncompliant with established credentialing standards.
Health Net retains the right, based on quality issues, to terminate or restrict the practice of
individual practitioners, providers and sites, regardless of the credentialing delegation status
of the group.

Each delegated practitioner or provider losing delegated credentialing status must complete
Health Net's initial credentialing process within six months.

Health Net Standards of Participation

Found in: Operations Manuals > Credentialing Effective 07/01/2013

All practitioners participating in Health Net's network must comply with the following Health
Net standards for participation in order to receive or maintain credentialing.

Applicants seeking credentialing and practitioners due for recredentialing must complete all
items on an approved credentialing application and supply supporting documentation, if
required. The verification time limit for a Health Net-approved application is 180 days. All
practitioner applications are completed and accessed via the Council for Affordable Quality
Healthcare (CAQH) website by selecting the Universal Credentialing DataSource link.
Supporting documentation includes:

¢ Current, unencumbered state medical license

« Valid, unencumbered Drug Enforcement Agency (DEA) certificate, as applicable. A
practitioner who maintains professional practices in more than one state must obtain a
DEA certificate for each state

e Continuous work history for the previous five years with a written explanation of any
gaps of more than six months (initial credentialing only)

« Evidence of adequate education and training for the services the practitioner is
contracting or contracted to provide

* Board certification status (physicians only)

« Evidence of active admitting privileges in good standing, with no reduction, limitation or
restriction on privileges, with at least one Health Net participating hospital or surgery
center. A documented coverage arrangement with a Health Net credentialed/contracting
practitioner of a like specialty or participating hospitalist group meets this requirement

* Malpractice insurance coverage that meets Health Net standards

« Answers to all confidential questions and explanations provided in writing for any
question answered adversely

Additionally, the practitioner must be absent from:

« The Medicare/Medicaid Cumulative Sanction Report

* The Health and Human Services Office of Inspector General (HHS-OIG) List of Excluded
Individuals/Entities (LEIE)

* General Services Administration (GSA) Excluded Parties List System (EPLS)

Only licensed, qualified applicants meeting these standards and participation requirements are
accepted or retained in the Health Net network.

Hiring Non-Participating Provider
Found in: Operations Manuals > Credentialing Effective 11/06/2013

In an effort to comply with applicable federal and state laws and regulations, all participating
providers in Health Net's network must comply with the following Health Net standards when
hiring a non-participating provider to provide services to Health Net members. Health Net's
participating providers must be able to demonstrate that each non-participating provider has
supporting documentation that includes:

e Current, unencumbered state medical license

« Valid, unencumbered Drug Enforcement Agency (DEA) certificate, as applicable or
Chemical Dependency Services (CDS) certificate, as applicable

« Evidence of adequate education and training for the services the practitioner is
contracting to provide

* Malpractice insurance coverage through his or her own practice or through the hiring
Health Net-participating provider

« Absent of any sanctions that would not allow them to see a Medicare member
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Additionally, the practitioner must be absent from:

* The Medicare Opt Out report if treating Medicare members

« The Office of the Inspector General's (OIG) sanctions list of individuals and entities
(LEIE) if treating Medicaid and Medicare members

+ The System for Award Management's Exclusions Extract Data Package (EEDP) if treating
Medicare members

* The Federal Employee Health Benefits Program Debarment Report if treating federal
members

Health Net's participating providers are responsible for ongoing monitoring of sanctions and
validating licensing. All Health Net participating providers are required to comply with
applicable federal, state and local laws and regulations as well as Health Net policies and
procedures as outlined in the Provider Participation Agreement (PPA).

Investigations

Found in: Operations Manuals > Credentialing Effective 06/01/2009

Health Net investigates adverse activities indicated in a practitioner's or provider's initial
credentialing or recredentialing application materials or as identified between credentialing
cycles. Health Net may also be made aware of such activities through primary source
verification utilized during the credentialing process or by state and federal regulatory
agencies. Health Net may require a practitioner or provider to supply additional information
regarding any such adverse activities. Examples of such activities include, but are not limited
to:

State or local disciplinary action by a regulatory agency or licensing board
Current or past chemical dependency or substance abuse
Health care fraud or abuse

Member complaints

Substantiated quality of care concerns

Impaired health

Criminal history

Office of Inspector General (OIG) Medicare/Medicaid sanctions
Federal Employees Health Benefits Program (FEHBP) debarment
Substantiated media events

Trended data

At Health Net's request, a practitioner or provider must assist Health Net in investigating any
professional liability claims, lawsuits, arbitrations, settlements, or judgments that have
occurred within prescribed time frames.

Organizational Providers

Found in: Operations Manuals > Credentialing Effective 07/01/2013

An organizational provider (OP) is an institutional provider of health care services that is
licensed by the state or otherwise authorized to operate as a health care facility. Examples of
OPs include, but are not limited to, hospitals, home health agencies, skilled nursing facilities
(SNFs), and freestanding or and ambulatory surgical centers (FSSCs/ASCs).

Organizational providers that require credentialing and recredentialing by Health Net or its
delegated entities include, but are not limited to:

Hospitals

Home health, hospice and home infusion providers

SNFs

FSSCs/ASCs, including abortion clinics
Dialysis/end-stage renal disease (ESRD) care providers
Laboratories

Office-based surgery suites

Comprehensive outpatient rehabilitation facilities
Physical therapy and speech pathology providers
Portable X-ray suppliers

Radiology/imaging centers

Behavioral health facilities (inpatient, residential and ambulatory)
Sleep study centers

Urgent care centers

Federally qualified health centers and rural health clinics
Outpatient self-management training providers

Other providers, as deemed necessary

Providers contracting directly with Health Net must submit a completed, signed Health Net-
approved organizational provider credentialing application and supporting documentation to
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Health Net's contracting vendor for processing. The documentation, at a minimum, includes:

« Evidence that the provider has met all state and federal licensing and regulatory
requirements

« Copy of a current accreditation certificate appropriate for the facility. If not accredited,
then a copy of the most recent Centers for Medicare and Medicaid Services (CMS)
certification or state licensure review/audit may be substituted. Health Net obtains a
copy of each provider's site survey report and ensures each provider has received a
favorable rating. This may include a completed corrective action plan (CAP) and CAP
acceptance letter. A favorable site review consists of compliance with quality of care
standards established by CMS or the applicable state health department

* Professional and general liability insurance coverage that meets Health Net requirements

« Overview of the facility's quality assurance and quality improvement program upon
request

Organizational providers are recredentialed at least every 36 months to ensure each entity has
maintained prescribed eligibility requirements. Arizona network urgent care centers are
recredentialed within 24 months.

Practitioner Rights
Found in: Operations Manuals > Credentialing Effective 06/01/2011
Right of Review and Request for Current Network Status

A practitioner has the right to review information obtained by Health Net for the purpose of
evaluating that practitioner's credentialing or recredentialing application. This includes non-
privileged information obtained from any outside source (for example, malpractice insurance
carriers, state licensing boards or the National Practitioner Data Bank (NPDB)/Healthcare
Integrity Protection Data Bank (HIPDB)), but does not extend to review of information,
references or recommendations protected by law from disclosure.

A practitioner may request to review such information at any time by sending a written
request via letter or fax to Health Net's credentialing manager or supervisor. The manager or
supervisor of credentialing notifies the practitioner within 72 hours of the date and time when
such information is available for review at Health Net's Credentialing Department. Upon
written request, the Credentialing Department provides details of the practitioner's current
status in the initial credentialing or recredentialing process.

Practitioners are notified in writing, via letter or fax, when information obtained by primary
sources varies substantially from information provided on the practitioner's application.
Examples include reports of a practitioner's malpractice claim history, actions taken against a
practitioner's license or certificate, suspension or termination of hospital privileges, or board-
certification expiration when one or more of these examples have not been self-reported by
the practitioner on his or her application. Practitioners are notified of the discrepancy at the
time of primary source verification. Sources are not revealed if information obtained is not
intended for verification of credentialing elements or is protected from disclosure by law.

A practitioner who believes erroneous information has been supplied to Health Net by primary
sources may correct such information by submitting written notification to the Credentialing
Department. Practitioners must submit a written notice via letter or fax, along with a detailed
explanation to the Credentialing Department manager or supervisor. Notification to Health Net
must occur within 48 hours of Health Net's notification to the practitioner of a discrepancy or
within 24 hours of a practitioner's review of his or her credentials file. Upon receipt of
notification from the practitioner, Health Net re-verifies the primary source information in
dispute. If the primary source information has changed, a correction is made immediately to
the practitioner's credentials file. The practitioner is notified in writing, via letter or fax, that
the correction has been made. If, upon re-review, primary source information remains
inconsistent with the practitioner's notification, the Credentialing Department notifies the
practitioner via letter or fax.

The practitioner may then provide proof of correction by the primary source body to Health
Net's Credentialing Department via letter or fax within 10 business days. The Credentialing
Department re-verifies the primary source information if such documentation is provided. If
after 10 business days the primary source information remains in dispute, the practitioner is
subject to administrative denial or termination.

Primary Source Verification for Credentialing and
Recredentialing

Found in: Operations Manuals > Credentialing Effective 07/01/2013

The Health Net Credentialing Department obtains and reviews information on a credentialing
or recredentialing application and verifies the information in accordance with the Health Net
primary source verification practices. Health Net requires medical groups/IPAs to which
credentialing has been delegated to obtain primary source information (outlined below)* in
accordance with Health Net standards of participation, state and federal regulatory
requirements and accrediting entity standards.

Primary Source Verification Tables*
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Acupuncturist (AC)

Audiologist (AU)

Dentist and dental hygienist

Doctor of chiropractic medicine (DC)

Doctor of dental surgery (DDS)

Doctor of medical dentistry (DMD)

Doctor of medicine (MD)

Doctor of naturopathic medication (ND)

Doctor of osteopathy (DO)

Doctor of podiatric medicine (DPM)

Licensed clinical social worker (LCSW); marriage and family therapist (MFT); marriage,
family and child counselor (MFCC); mental health counselor (MHC)

Optometrist (OD)

Oral and maxillofacial surgeon

Physician assistant (PA)

Physical therapist and occupational therapist (PT/OT)

Psychologist (PhD, PsyD, et al.)

Registered nurse anesthetist (RNA), nurse practitioner (NP) and certified nurse midwife
(CNM)

* Speech therapist/speech pathologist (ST/SP)

Organizational Providers

Behavioral health facilities (inpatient, residential and ambulatory)
Comprehensive outpatient rehabilitation facilities
Dialysis and ESRD providers

Federally qualified health centers/rural health clinics
Freestanding and ambulatory surgery centers

Home health/hospice and home infusion providers
Hospitals

Laboratories

Office-based surgery suites

Outpatient self-management training providers
Physical therapy/speech pathology providers
Portable X-ray suppliers

Radiology and imaging centers

Sleep study centers

Skilled nursing facilities (SNFs)

Urgent care centers

Practitioner and provider types that fall within the scope of Health Net's credentialing program
are subject to change at any time.

Recredentialing of Practitioners
Found in: Operations Manuals > Credentialing Effective 07/01/2013

Health Net's credentialing program establishes criteria for evaluating continuing Health Net
participating practitioners. This evaluation, which includes applicable primary source
verifications, is conducted in accordance with health plan, state and federal regulatory
requirements and accrediting entity standards. Practitioners are subject to recredentialing
within 36 months. Only licensed, qualified practitioners meeting and maintaining Health Net
standards for participation requirements are retained in the Health Net network.

Practitioners due for recredentialing must complete all items on a Council for Affordable
Quality Healthcare (CAHQ) application and supply required documentation. Documentation
includes, but is not limited to:

¢ Current state medical license

« Attestation to the ability to provide care to Health Net members without restriction

« Valid, unencumbered Drug Enforcement Agency (DEA) certificate. A practitioner who
maintains professional practices in more than one state must obtain a DEA certificate for
each state

« Evidence of active admitting privileges in good standing, with no reduction, limitation or
restriction on privileges, with at least one Health Net participating hospital or surgery
center. A documented coverage arrangement with a Health Net credentialed or
contracting practitioner of a like specialty or a participating hospitalist group meets this
requirement

« Malpractice insurance coverage that meets Health Net standards

« Assessment of internal data, including occurrences of member complaints, quality of
care trends, and other performance indicators

Site Evaluations

Found in: Operations Manuals > Credentialing Effective 07/01/2013
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Health Net or its designee conducts initial site visits for primary care physician (PCP) and
obstetrician/gynecologist (OB/GYN) applicants that include:

« Vaccine and medication storage regulations
« Emergency and resuscitation equipment policy
« Americans with Disabilities Act (ADA) requirements

Facility site reviews (FSRs) are also conducted to investigate member complaints relating to
any practice location, regardless of practitioner specialty. This occurs when three or more
complaints are received about a practice site within six months. A review of member
complaint reports or related information is conducted at least every 60 days.

Events that initiate an investigation to conduct a site visit include, but are not limited to:

¢ Physical accessibility
* Physical appearance
+ Adequacy of waiting and examining room space

When there are member complaints, a Health Net medical site coordinator or designee
conduct office site evaluations using an approved Health Net site evaluation tool, which
consists of the following elements:

Physical accessibility

Physical appearance

Adequacy of waiting and examining room space
Equipment

Medical recordkeeping

Other issues, including safety

If any office site visit results in an overall score below 100 percent, Health Net creates a
corrective action plan (CAP) to outline deficient criteria and the actions that need to be taken
by the office. Participating practitioners who refuse an office site evaluation, do not meet the
CAP within a specified time frame or refuse to participate in the CAP are referred to the
Health Net Credentialing Committee for administrative termination. Sites that have complied
with a CAP are retained in the Health Net network.

Terminated Contracts and Reassignment of Members
Found in: Operations Manuals > Credentialing Effective 06/01/2011

Health Net notifies members as required under state and federal law if a practitioner's
contract participation status is terminated. Health Net oversees reassignment of these
members to another participating practitioner where appropriate.

Dispute Resolution and Appeals

Found in: Operations Manuals Effective 01/01/2003

Member Grievances and Appeals
Found in: Operations Manuals > Dispute Resolution and Appeals Effective 01/01/2003

Overview

Found in: Operations Manuals > Dispute Resolution and Appeals > Member Grievances and Appeals
Effective 06/08/2016
Health Net Access members have grievance and appeal rights
mandated by Arizona law. The Arizona Health Care Cost Containment System (AHCCCS)
regulates the appeal process. Health Net Access members may file appeals or
grievances with Health Net Access regarding concerns they may have with the quality of
care or service or in response to a denial. Health Net Access is required to respond to
appeals and grievances within a very short time frame; therefore, when Health Net
Access requests medical records, providers must respond promptly.

An appeal is a request for review of an action that in most cases resulted in Health Net
Access sending a Notice of Action letter to the member. This could be a denial for a prior
authorization request or for a claim payment or reimbursement request that has been
denied. Appeals may be filed up to 60 calendar days from the date Health Net Access
sent the Notice of Action letter to the member.

A grievance is filed when the member is not satisfied with the quality of care or service
he or she has received. There is no time limit for a member to file a grievance.
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A member's authorized representative or provider acting on behalf of the member can
initiate an appeal or grievance by calling the Health Net Access Provider Services Center
or by mailing or faxing the information to the Health Net Access Member Appeals and
Grievances Department.

Participating providers may be asked to provide information needed for Health Net
Access to reach a timely resolution of a grievance or appeal initiated by a member.
Providers are strongly encouraged to have a process in place for responding to member
grievances and appeals and must treat each seriously, since practice patterns and trends
are tracked as part of the recredentialing process.

According to state law, Health Net Access must respond to member appeals within
certain time limits depending upon the urgency of the appeal. The appeal process often
requires Health Net Access to review member records that must be obtained from
providers. It is important that participating providers promptly submit records requested
by Health Net Access.

Appeal Process

Found in: Operations Manuals > Dispute Resolution and Appeals > Member Grievances and Appeals
Effective 06/08/2016
Expedited Appeals

Members can request expedited resolution to an appeal. The expedited resolution to an
appeal is requested when a standard timeframe could seriously jeopardize the member's
life or health or ability to attain, maintain or regain maximum function. The timeframe
for an expedited appeal is no longer than three business days after Health Net Access
receives the appeal.

A member or provider can initiate the expedited medical review by mailing, faxing or
telephoning the request to the Health Net Access Member Appeals and Grievances
Department. Once Health Net Access receives the necessary information, Health Net
Access provides an acknowledgement within one business day.

Standard Appeals

A standard appeal may be requested if Health Net Access has denied a request for prior
authorization or a claim for payment for services already received. A request for an
appeal can be submitted by calling the Health Net Access Member Services Center or by
mailing or faxing the request to the Health Net Access Member Grievances and Appeals
Department. Health Net Access sends the member an acknowledgement within five
business days of receiving the appeal. Health Net Access responds with a decision within
30 days of receipt, and may uphold the original decision or overturn it and approve the
requested medical services or pay the claim.

If an expedited or standard appeal is denied or the resolution is not completed when the
timeframe expires, the member may file a request for a state fair hearing.

Extensions

Health Net Access' time frame for appeal resolution is three business days for an
expedited appeal and 30 calendar days for a standard appeal. Expedited and standard
appeals may have a 14 calendar day extension beyond the usual resolution timeframe.
The member may request the extension, or Health Net Access can request the extension
if there is a need for additional information and the delay is in the member's interest. If
Health Net Access requests the extension, Health Net Access sends the member a
written notice of the reason for the extension.

Continuation of Services

Members may request continued services when they file appeals. Members must make
this request within 10 business days from the date of the Notice of Action or the
intended date of the action, whichever is later. Services are continued if they were
previously authorized and the original period covered by the authorization has not
expired. The benefits must then be continued until one of the following occurs:

e The member withdraws the appeal

* A period of 10 business days passes after the Grievance and Appeal Case
Coordinator mails the notice of resolution (unless within that 10 business day
time-frame the member requested continuation of the benefit pending the hearing
process)

« The member receives an adverse hearing decision

If the appeal decision is unfavorable to the member, he or she may be responsible for
paying for these services provided during the appeal.

State Fair Hearing

If a member disagrees with the resolution of an expedited or standard appeal, he or she
may file a request for a state fair hearing in writing within 30 days of receipt of the
Health Net Access denial. The process for requesting a hearing is provided in the
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decision letter. The hearing is conducted by an administrative law judge at the Office of
Administrative Hearings.

Grievance Process

Found in: Operations Manuals > Dispute Resolution and Appeals > Member Grievances and Appeals
Effective 07/01/2013
A member may file a grievance at any time by telephone, mail or in
person when he or she has a concern about the quality of care or service received.
Health Net Access provides reasonable assistance in completing forms and taking other
procedural steps.This includes, but is not limited to, providing interpreter services and
toll-free numbers that have adequate TTY/TDD and interpreter capability in the filing
process of a grievance. Grievances may be resolved within 10 business days of receipt,
barring extraordinary circumstances, and will not exceed 90 calendar days for
resolution.

Grievances must be filed with Health Net Access. Members are not permitted to file a
grievance directly with the state. The findings and decisions made by Health Net Access
regarding a grievance are final; there is no state fair hearing process available to
members for grievances.

Provider Appeals
Found in: Operations Manuals > Dispute Resolution and Appeals Effective 01/01/2003

Provider Dispute Resolutions Process

Found in: Operations Manuals > Dispute Resolution and Appeals > Provider Appeals
Effective 05/12/2016
General Information

Providers should exhaust all authorized processing or resubmisson procedures before
filing a claim dispute with Health Net Access.

It is recommended that providers follow the guidelines below before filing a claim
dispute:

« If the provider has not received a Health Net Access remittance advice (RA)
identifying the status of the claim, he or she should call the Provider Services
Center to inquire whether the claim has been received, processed and what the
status is.

* Providers should allow ample time following claim submission before inquiring
about a claim. However, providers should inquire well before six months from the
date of service because of the time frame for initial claim submission and for filing
a claim dispute.

« If a claim is pending in Health Net Access' claim system, a claim dispute is not
investigated until the claim is paid or denied. A delay in processing a claim may
be a cause for Health Net Access to entertain a claim dispute on a pended claim
provided all claim dispute deadlines are met.

« If the provider has exhausted all authorized processing procedures, the provider
has a right to request a provider state fair hearing through the Arizona Health
Care Cost Containment System (AHCCCS).

Definition of a Provider Dispute
A provider dispute is a written notice from the provider to Health Net Access that:

* Challenges, appeals or requests reconsideration of a claim (including a bundled
group of similar claims) that has been denied or adjusted.

* Challenges a request for reimbursement for an overpayment of a claim.

* Seeks resolution of a billing determination.

Provider Dispute Time Frame

Health Net Access accepts disputes if they are submitted no later than 12 months from
the date of service, 12 months after the date of eligibility posting or within 60 days after
the payment, denial or recoupment of a timely claim submission, whichever is later and
as described above.

If the provider's contractual agreement provides for a dispute-filing deadline that is
greater or less than 365 calendar days, this time frame continues to apply unless and
until the contract is amended.

Submission of Provider Disputes

Providers should submit provider disputes on a Provider Dispute Resolution Request form
and send to Health Net Access Provider Disputes. If the dispute is for multiple and
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substantially similar claims, a Provider Dispute Resolution Request spreadsheet should
be submitted along with the form.

The provider's dispute must include the provider's name, identification (ID) number,
contact information with telephone number, and the humber assigned to the original
claim. If the dispute is regarding a claim or a request for reimbursement of an
overpayment of a claim, the dispute must include a clear identification of the disputed
item, the date of service, and a clear explanation as to why the provider believes the
payment amount, request for additional information, request for reimbursement of an
overpayment, or other action is incorrect.

A provider dispute that is submitted on behalf of a member for services not billed or
rendered and for which there is an authorization denial will be processed through the
member appeals process, granted the member has authorized the provider to appeal on
the member's behalf. When a provider submits a dispute on behalf of a member, the
provider is assisting the member with his or her member appeal and it should be
submitted through the member appeals and grievances process.

If the provider dispute involves a member, the dispute must include the member's name,
ID number, a clear explanation of the disputed item, the date of service, billed and paid
amounts, and the provider's position. Health Net Access does not request that providers
resubmit claim information or supporting documentation that was previously submitted
to Health Net Access as part of the claims adjudication process unless Health Net
returned the information to the provider.

Health Net Access does not discriminate or retaliate against a provider due to a
provider's use of the provider dispute process.

Acknowledgement of Provider Disputes

Health Net Access acknowledges receipt of each provider dispute, regardless of whether
the dispute is complete, within five business days of receipt.

Resolution Time Frame

Health Net Access resolves each provider dispute within 30 business days following
receipt of the dispute, and provides a written determination.

Past-Due Payments

If the provider dispute involves a claim and it is determined to be in favor of the
provider, Health Net Access pays any outstanding money due, including any required
interest or penalties, within 15 business days of the date of the decision. When
applicable, accrual of the interest and penalties commences on the day following the
date when the claim should have been processed.

Dispute Resolution Costs

A provider dispute is processed without charge to the provider; however, Health Net
Access has no obligation to reimburse any costs that the provider has incurred during
the dispute process.

Provider State Fair Hearing

If a provider disagrees with the resolution of a dispute, he or she may file a request to
Health Net Access for a state fair hearing through the AHCCCS Office of Administrative
Legal Services (OALS). The request must be received in writing within 30 days of the
dispute decision and Health Net Access submits all supporting documentation received to
the OALS no later than five business days from the date Health Net Access receives the
provider's written request.

When a provider files a written request for a hearing, Health Net Access reviews the
matter to determine why the request for hearing was filed and resolves the matter when
appropriate. If Health Net Access decides to reverse its decision, in full or in part,
through the appeal process, Health Net Access reprocesses and pays the claim in a
manner consistent with the decision along with any applicable interest within 15 business
days of the date of the decision.

Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT)

Found in: Operations Manuals Effective 07/01/2013

Program Description

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 05/23/2016
The Early and Periodic Screening, Diagnostic and Treatment program

(EPSDT) is a comprehensive child health program of prevention, treatment, correction, and
improvement (amelioration) of physical and mental health problems for AHCCCS members
under age 21. EPSDT services include screening services, vision services, dental services,
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hearing services, and all other medically necessary, mandatory and optional services listed in
Federal Law 42 USC 1396d (a) to correct or ameliorate defects and physical and
behavioral/mental illnesses and conditions identified in an EPSDT screening, whether or not
the services are covered under the AHCCCS state plan. Limitations and exclusions, other than
the requirement for medical necessity and cost-effectiveness, do not apply to EPSDT services.
All primary care providers (PCPs) who provide services to members under age 21 are required
to provide comprehensive health care, screening and preventive services, including, but not
limited to:

primary prevention

early intervention

diagnosis

medically necessary treatment

follow-up care of physical and behavioral health conditions

all services required to treat or improve a defect, problem or condition identified in an
EPSDT screening

A well child visit is synonymous with an EPSDT visit. EPSDT services include all screenings and

services listed in the AHCCCS EPSDT Periodicity Schedule and AHCCCS Dental Periodicity
Schedule.

EPSDT includes, but is not limited to, coverage of inpatient and outpatient hospital services,
laboratory and X-ray services, physician services, nurse practitioner services, medications,
dental services, therapy services, behavioral health services, medical supplies, prosthetic
devices, eyeglasses, transportation, and family planning services. EPSDT also includes
diagnostic, screening, preventive, and rehabilitative services.

EPSDT services do not include services that are experimental, solely for cosmetic purposes or
not cost-effective when compared to other interventions or treatments.

Arizona Early Intervention Program Procedures

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 02/23/2015
AHCCCS and AzEIP jointly developed procedures for the coordination of
services under Early Periodic Screening, Diagnostic and Treatment (EPSDT) and AzEIP to
ensure the coordination and provision of EPSDT and AzEIP services.

PCP-Initiated Services

When concerns about a child's development are initially identified by the child's primary care
physician (PCP), the PCP requests an evaluation and, if medically necessary, approval of
services from Health Net Access.

Evaluation/Services: Health Net Access may pend approval for services until the evaluation
has been completed by the provider and may deny services if the PCP determines there is no
medical need for services based on the results of the evaluation.

« Requests for services from PCPs, licensed providers or the AzEIP service coordinator
based on the Individual Family Service Plan (IFSP) must be reviewed for medical
necessity prior to authorization and reimbursement.

« If services are approved, Health Net Access authorizes the services with a Health Net
Access participating provider, whenever possible, and notifies the PCP (requesting
provider if other than the PCP) that (a) the services are approved, and (b) identifies the
provider that has been authorized, the frequency, duration, and the service begin and
end dates.

* Health Net Access follows the Code of Federal Regulation 42 438.210 for completion of
prior authorization requests.

o Health Net Access provides a decision as expeditiously as the member's health
condition requires, but not later than 14 calendar days following the receipt of a
standard authorization request, with a possible extension of up to 14 calendar days
if the member or provider requests an extension or if Health Net Access justifies a
need for additional information and the delay is in the member's best interest.

o In the event that a provider indicates or Health Net determines that using the
standard time frame could seriously jeopardize the member's life or health or
ability to attain, maintain or regain maximum function, Health Net Access makes
an expedited authorization decision and provide notice as expeditiously as the
member's health condition requires no later than three business days following the
receipt of the authorization request (date of receipt of request), with a possible
extension of up to 14 calendar days if the member or provider requests an
extension or if Health Net Access justifies a need for additional information and
the delay is in the member's best interest.

« Referral to AzEIP: After completing the evaluation, the provider who conducted the
evaluation submits an evaluation report to the PCP (requesting provider if other than the
PCP) and Health Net Access Prior Authorization Department for authorization of
medically necessary services.

o If the evaluation indicates that the child scored two standard deviations below the
mean, which generally translates to AzEIP's eligibility criteria of 50 percent
developmental delay, the child continues to receive all medically necessary EPSDT
covered services through Health Net Access. The Health Net Access EPSDT
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coordinator refers the child to AzEIP for non-medically necessary services that are
not covered by Medicaid, but are covered under IDEA Part C.

o If the evaluation report indicates that the child does not have a 50 percent
developmental delay, the EPSDT coordinator continues to coordinate medically
necessary care and services for the child.

Health Net Access and AzEIP continue to coordinate services for Medicaid children who are
eligible for and enrolled in both AzEIP and Medicaid. The EPSDT coordinator assists the parent
or caregiver in scheduling the EPSDT covered services, as necessary or as requested. The
EPSDT services are provided by Health Net Access's participating provider (or AzEIP service
provider reimbursed by Health Net Access) until the services are determined by the PCP and
provider to no longer be medically necessary.

AzEIP-Initiated Service Requests
When concerns about a Medicaid enrolled child's development are initially identified by AzEIP:

« If an EPSDT-eligible child is referred to AzEIP, AzEIP screens and, if needed, conduct
evaluation to determine the child's eligibility for AzEIP. AzEIP obtains parental consent to
request and release records to and from Health Net Access and the child's PCP.

e The PCP reviews all AzEIP documentation and determines which services are medically
necessary based on review of the documentation.

* The PCP takes no longer than 10 business days from the date the EPSDT coordinator
faxes the documentation to the PCP to determine which services are medically
necessary and returns the signed AzEIP AHCCCS Member Service Request form (Exhibit
430-4) to the EPSDT coordinator.

« The PCP will determine the requested services are medically necessary:

o Within two business days, the EPSDT coordinator sends the completed AzEIP
AHCCCS Member Service Request form (Exhibit 430-4) to the AzEIP service
coordinator and PCP advising them that: (a) the services are approved, and (b)
identifying the provider that has been authorized, the frequency, duration, and the
service begin and end dates.

o Health Net Access authorizes services with a Health Net Access participating
provider whenever possible.

o AzEIP providers may only be reimbursed (a) if they are AHCCCS registered and
(b) for the categories of services for which they are registered and that were
provided. Billing must be completed in accordance with AHCCCS guidelines.

« When services are determined by the PCP and service provider to be no longer
medically necessary, the AzEIP service coordinator implements the process for
amending the IFSP, which may include (a) non-medically necessary services covered by
AzEIP, and (b) changes made to IFSP outcomes and IFSP services, including payer,
setting, etc.

 The AzEIP service coordinator, family and other IFSP team members review the IFSP at
least every six months or sooner if requested by any team member. If services are
changed (deleted or added) during an annual IFSP or IFSP review, the AzEIP service
coordinator notifies the EPSDT coordinator and PCP within two business days of the IFSP
review. If a service is added, the AzEIP service coordinator's notification to the EPSDT
coordinator initiates the process for determining medical necessity and authorizing the
service as outlined above.

Care Coordination

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 07/01/2013
Primary care physicians (PCPs) in their care coordination roles serve as

referral agents for specialty and referral treatments and services provided to Health Net
Access members assigned to them, and attempt to ensure coordinated quality care that is
efficient and cost effective. PCP responsibilities include, but are not limited to:

* Supervision of physician extenders, ongoing care and the coordination of all services
their members receive

« Verify any suspected serious medical condition, such as heart murmur, scoliosis and
developmental problems. If needed services fall outside the PCP's scope of practice,
appropriate referrals must be made with the initiation of treatment to occur within 60
days from the health assessment appointment when the condition was identified

« Refer potentially eligible children to Children's Rehabilitative Services (CRS)

* Provide the appropriate authorization to have the services provided by a nonparticipating
provider when the member requires services that are unavailable in Health Net's
provider network

« Request care coordination from Health Net's Health Care Services Department if
indicated for the member's condition

* Process for coordination of care and services by appropriate state agencies for Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT) eligible members (such as
Children's Rehabilitative Services (CRS), Arizona Early Intervention Program (AzEIP),
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC),
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Vaccines for Children (VFC), Arizona State Immunization Information System (ASIIS),
Head Start)

Documentation Requirements

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 07/01/2013
All Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
participating providers who deliver care to members under age 21 must complete the
appropriate EPSDT Tracking form. The EPSDT Tracking form is used for Medicaid members and
to monitor compliance with EPSDT and Dental periodicity schedules. Electronic medical records
must include all the elements of the most current age appropriate EPSDT Tracking form. The
provider who performed the screening must sign the tracking form and provide a valid
National Provider Identifier (NPI) number (if an electronic medical record is used an electronic
signature must be used).

A copy of the EPSDT Tracking form must be filed in the member's medical record. In addition,
EPSDT exams, services and findings must be documented in the medical record progress
notes.

A second copy must be sent to the Health Net Encounter Department.

EPSDT Screening Schedule

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 07/01/2013

Participating providers are required to provide Early and Periodic

Screening, Diagnostic and Treatment (EPSDT) screenings to Medicaid members under age 21.
EPSDT screening services should reflect the age of the child and should be provided
periodically according to the following schedule:

Neonatal exam (2-4 days)
Under 6 weeks (1 month)
2 months

4 months

6 months

9 months

12 months

15 months

18 months

24 months

3 years

4 years

5 years

6 years

7-8 years

9-12 years

13-17 years

18-21 years

Reminders are mailed to Health Net Access members who have not received EPSDT screening,
advising them to contact their primary care physician (PCP) to schedule an appointment for
the screening.

Follow-Up for Missed Appointments

No-show appointments must be followed up with a telephone call or a letter from the
provider's office to the member's parent or guardian to schedule another appointment (this
includes the member's failure to follow-up on a referral to a specialist). Place a copy of the
letter and documentation of any follow-up attempts in the member's medical record. After two

no-shows, PCPs should contact Health Net's maternal child health (MCH)/EPSDT manager. The
MCH/EPSDT manager:

« Coordinates with members and providers to reduce no-show appointment rates for
EPSDT services

* Provides targeted outreach to those members who do not show for appointments

« Encourages providers to schedule the next periodic screen at the current office visit,
especially for children ages 24 months and younger

Other Covered EPSDT Services

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 05/23/2016
Eye Examinations and Prescriptive Lenses

EPSDT includes eye exams and prescriptive lenses to correct or ameliorate defects, physical
illness and conditions. PCPs are required to perform basic eye exams and refer members to
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the contracting vision provider for further assessment.
Tuberculin Skin Testing

Providers should perform tuberculin skin testing as appropriate to age and risk. Children at
increased risk of tuberculosis (TB) include those who have contact with individuals:

+ Confined due to TB or suspected of TB.

e In jail during the last five years.

¢ Living in a household with an HIV-infected individual or the child is infected with HIV
traveling/emigrating from, or having significant contact with individuals indigenous to,
endemic countries.

Conscious Sedation

AHCCCS covers conscious sedation for members receiving EPSDT services. Coverage is limited
to the following procedures except as specified below:

* bone marrow biopsy with needle or trocar

bone marrow aspiration

intravenous chemotherapy administration - push technique

chemotherapy administration into central nervous system by spinal puncture
diagnostic lumbar spinal puncture

therapeutic spinal puncture for drainage of cerebrospinal fluid

Additional applications of conscious sedation for members receiving EPSDT services are
considered on a case-by-case basis and require medical review and prior authorization by
Health Net Access for enrolled members.

Religious Non-Medical Health Care Institution Services

Services received in religious non-medical health care institutions are covered for members
eligible for EPSDT.

Chiropractic Services

Chiropractic services are covered when ordered by a member's PCP and approved by Health
Net Access.

Personal Care Services
Personal care services are covered, as appropriate, for EPSDT members.
Incontinence Briefs

Health Net Access covers incontinence briefs, including pull-ups and incontinence pads, for
EPSDT members to prevent skin breakdown and to enable participation in social, community,
therapeutic, and educational activities when the following conditions are met:

« Member is over age 3 and under age 21.

e Member is incontinent due to a documented disability that causes incontinence of bowel
or bladder.

« PCP or attending physician has issued a prescription ordering the incontinence briefs.

Prior authorization is required for incontinence products and must be renewed every 12
months. Supplies must be obtained from Health Net Access's DME preferred provider. Up to
240 briefs per month are covered unless the member's PCP or attending physician provides
documentation to support medical necessity for a larger supply.

Medically Necessary Therapies

Physical therapy, occupational therapy and speech therapy necessary to correct or ameliorate
defects and physical and mental illnesses discovered by screening services are covered under
both inpatient and outpatient bases as medically necessary.

Organ and Tissue Transplantation Services

Organ and tissue transplantation services are covered, as appropriate, for EPSDT members
(see Transplant Services for additional information).

Parent's Evaluation of Developmental Screening Tool

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 07/01/2013
Primary care physicians (PCPs) must use the Parent's Evaluation of
Developmental Screening (PEDS) tool for developmental screening at each visit for neonatal
intensive care unit (NICU) discharged members from birth to age eight. The PEDS tool can be
obtained by contacting the maternal child health MCH/EPSDT manager.
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The PEDS tool is designed for use in conjunction with the well-child (EPSDT) visit for further
assessment of developmental milestones, including social, emotional and cognitive
development for NICU graduates. Providers must be trained prior to using the tool. All PCPs
must complete PEDS tool training in order to bill Health Net Access. PEDS tool trained
providers are reimbursed for using the tool on members who are graduates from the NICU.

The Health Net maternal child health MCH/EPSDT manager:

« Works with providers to ensure utilization of the Arizona Health Care Cost Containment

System (AHCCCS)-approved standard developmental screening tools and complete

training in the use of the tools

Assist families with NICU-discharged children in the selection of PEDS-trained providers

Notify PCPs when a NICU-discharged member is assigned to their panel

Monitor providers for compliance with training and use of the PEDS tool

Implement specific interventions to improve provider compliance of PEDS training and

use

« Ensures that the newborn screening tests are conducted, including initial and second
screening, in accordance with 9 AAC 13, Article 2

Problem Resolution

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 07/01/2013
Health Net's maternal child health (MCH)/EPSDT manager resolve disputes
that arise regarding responsibility for necessary Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) services. The Health Net Health Services staff continues to coordinate and
authorize all immediate health care needs in collaboration with the primary care physician
(PCP) until the matter is resolved.

Procedural Requirement for EPSDT Providers

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 05/23/2016
PCPs are required to comply with EPSDT regulatory requirements, including
the following:

« Document immunizations within 30 days of immunization to the Arizona State
Immunization Information System (ASIIS).
o Enroll every year in the Vaccines for Children (VFC) program.

* Provide all screening services according to the AHCCCS Periodicity Schedule and
community standards of practice.
* Ensure all infants receive both the first and second newborn screening tests.
o Specimens for the second test may be drawn at the PCP's office and mailed
directly to the Arizona State Laboratory, or the member may be referred to the
contracting laboratory for the draw.

« Providers must use the standardized EPSDT Tracking Forms provided by AHCCCS (or an
electronic equivalent that includes all components from the hard-copy form) at every
EPSDT visit. EPSDT Tracking Forms are available on the AHCCCS website at
www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/AppendixB. pdf.

+ Send copies of EPSDT tracking forms to Health Net Access on a monthly basis, at a
minimum. Fax forms to the EPSDT fax line.

¢ Use all clinical encounters to assess the need for EPSDT screening and services.

e Document in the medical record the member's decision not to participate in the EPSDT
program, if appropriate.

« Make referrals for diagnosis and treatment when necessary and initiate follow-up
services within 60 days.

* Schedule the next appointment at the time of the current office visit for children ages 24
months and younger.

« Report all EPSDT encounters on required claim forms, using the Preventive Medicine
Codes.

« Refer members to Children's Rehabilitative Services (CRS) when they have conditions
covered by the CRS program.

+ Referring members to Women, Infants and Children (WIC), the Arizona Early
Intervention Program (AzEIP) and Head Start as appropriate.

« Initiate and coordinate referrals to behavioral health providers as necessary.

An EPSDT well-child visit must include the following basic elements:

« Comprehensive health and developmental history, including growth and development
screening (includes physical, nutritional and behavioral health assessments).

« Developmental screening (using an AHCCCS-approved developmental screening tool) for
members ages 9, 18 and 24 months.

« Comprehensive unclothed physical examination.

« Appropriate immunizations according to age and health history.

* Laboratory tests appropriate to age and risk for blood lead, tuberculosis skin testing,
anemia testing and sickle cell trait.
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+ Health education, counseling, chronic disease self-management, counseling about child
development, healthy lifestyles and accident and disease prevention.

e Appropriate dental screening and referral.

« Fluoride varnish application every six months (by providers who have completed

training) for members' age 6-24 months with at least one tooth eruption.

Appropriate vision and hearing/speech testing.

Nutritional assessment.

Obesity screening using the body mass index (BMI) percentile for children.

Behavioral health screening and services.

Tuberculin skin testing.

Preventive guidance.

Health Education

PCPs are responsible for ensuring health counseling and education are provided at each EPSDT
visit. PCPs should discuss preventive guidance, so parents or guardians know what to expect
with respect to the child's development. PCPs should also cover accident and disease
prevention, and the benefits of a healthy lifestyle.

Screenings

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 05/23/2016
Periodic Screenings

The AHCCCS EPSDT Periodicity Schedule specifies the screening services to be provided at
each stage of a child's development. The schedule follows American Academy of Pediatrics
recommendations.

Children may receive additional interperiodic screening at the discretion of the provider.
Health Net Access does not limit the number of well-child visits that members under age 21
receive.

Annual well-child visits are comprehensive and should include all of the services required for
sports or other activities. Physicals completed solely for the purpose of sports activities are
not covered by AHCCCS; therefore, no additional payment would be made.

Developmental Screening Tools

Primary care providers (PCPs) must be trained in the use and scoring of developmental
screening tools. Training resources may be found at Arizona Department of Health Services
website at www.azdhs.gov/clinicians/training-opportunities/developmental/index.php.

The following developmental screening tools are available for members at their 9-, 18- and
24-month EPSDT visit:

« Ages and Stages Questionnaires Third Edition (ASQ) is a tool used to identify
developmental delays in the first five years of a child's life. The sooner a delay or
disability is identified, the sooner a child can be connected with services and support
that make a real difference. The tool is available online at www.agesandstages.com.

* Ages and Stages Questionnaires®: Social-Emotional (ASQ: SE) is a tool used to identify
developmental delays for social-emotional screening. The tool is available at
www.agesandstages.com.

« The Modified Checklist for Autism in Toddlers (M-CHAT) used only as a screening tool by
a PCP, for members ages16 to 30 months, to screen for autism when medically
indicated. The tool is available online at www.m-chat.org.

« The Parents' Evaluation of Developmental Status (PEDS) used for developmental
screening of EPSDT-aged members. The tool is available online at www.pedstest.com or

www.forepath.org.

Payment for use of screening tools is covered when the following criteria are met:

« The member's EPSDT visit is at 9, 18, or 24 months.

« Prior to providing the service, the provider must complete the required training for the
developmental screening tool being utilized and submit a copy of the training certificate
to the Council for Affordable Quality Healthcare (CAQH).

* The code is appropriately billed (96110-EP).

Providers must retain copies of the completed tools in the member's medical record and
submit it to Health Net Access with the completed EPSDT Tracking Form.

EPSDT Oral Health Care Screening and Referrals

The PCP must screen children younger than age three at each EPSDT visit to identify those
who require a dental referral for evaluation and treatment.

PCPs and attending physicians must refer EPSDT recipients to dentists for appropriate services
based on the needs identified through the screening process and for routine dental care at
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least annually based on the AHCCCS EPSDT Periodicity Schedule. The American Association of
Pediatric Dentistry recommends that dental visits begin by age one, but the referral isn't
mandatory until age three. Evidence of the referral must be documented on the ESPDT
Tracking Form and in the recipient's medical record. Documented dental findings and treatment
must be included in the member's medical record in the PCP's office. Depending on the results
of the oral health screening, referral to a dentist should be made according to the following
time frames:

e Urgent (within 24 hours) - pain, infection, swelling and/or soft tissue ulceration of
approximately two weeks duration or longer.

e Early (within three weeks) - decay without pain, spontaneous bleeding of the gums
and/or suspicious white or red tissue areas.

« Routine (next regular checkup) - none of the above problems identified.

The member's parent or guardian may also self-refer and schedule dental appointments for
the member with any contracting general dentist. Members may go directly to the dentist
without seeing the PCP first and no authorization is required.

Health Net Access assigns members under age 21 to a dental home and encourages referrals
to the dentist begin at age one for routine preventive care and according to the AHCCCS
EPSDT Periodicity Schedule. The physician may refer EPSDT recipients for a dental assessment
at an earlier age, if their oral health screening reveals potential carious lesions or other
conditions requiring assessment and/or treatment by a dental professional.

PCP Application of Fluoride Varnish

Physicians who have completed the AHCCCS required training may be reimbursed for fluoride
varnish applications completed at the EPSDT visit for recipients who are at least age six
months, with at least one tooth eruption. Additional applications occurring every six months
during an EPSDT visit, up until the recipient's second birthday, are also reimbursed.

AHCCCS recommended training for fluoride varnish application is located at the Smiles for Life
website under Training Module 6 that covers caries risk assessment, fluoride varnish and
counseling. Upon completion of the required training, providers should upload a copy of their
certificate to the Council for Affordable Quality Healthcare (CAQH) site. This certificate is used
in the credentialing process to verify completion of training necessary for reimbursement. An
oral health screening must be part of an EPSDT screening conducted by a PCP; however, it
does not substitute for examination through direct referral to a dentist. PCPs must refer EPSDT
members for appropriate services based on needs identified through the screening process
and for routine dental care based on the AHCCCS EPSDT Periodicity Schedule. Evidence of this
referral must be documented on the EPSDT Tracking Form and in the member's medical
record.

Blood Lead Screening

All children are considered at risk of and must be screened for lead poisoning. Children at
ages 12 and 24 months must receive a blood lead test. Children between ages 36 and 72
months must receive a blood lead test if they have not been previously screened.

A verbal risk assessment must be completed at each EPSDT visit for children 6 through 72
months to determine risk category and the need for any follow-up services.

Providers must report blood lead levels equal to or greater than 10 micrograms of lead per
deciliter of whole blood to the ADHS.

Hearing and Speech Screening

Hearing evaluation consists of appropriate hearing screens given according to the EPSDT
schedule. Evaluation consists of history, risk factors, parental questions, and impedance
testing. Pure-tone testing should be performed when medically necessary.

Speech screening must be performed to assess the member's language development at each
EPSDT visit.

Cochlear and Osseointegrated Implantation

When determined medically necessary, Health Net Access covers cochlear implantation and
osseointegrated implants for EPSDT members. Cochlear implantation is limited to one
functioning implant per member. Cochlear and osseointegrated implantation require prior
authorization.

Behavioral Health Screening

Screenings for mental health and substance abuse problems must be conducted at each EPSDT
visit. Treatment services are a covered benefit for members under age 21.

PCPs are expected to:

« Initiate and coordinate necessary referrals with the Regional Behavioral Health Authority
(RBHA) for behavioral health services.

Monitor whether a member has received services.

Keep any information received from a behavioral health provider regarding the member
in the member's medical record.
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« Initial and date copies of referrals or information sent to a behavioral health provider
before placing in the member's medical record.

o If the member has not yet been seen by the PCP, this information may be kept in
an appropriately labeled file in lieu of actually establishing a medical record, but
must be associated with the member's medical record as soon as one is
established.

PCPs may treat attention deficit hyperactivity disorder (ADHD), depression and anxiety. All other behavioral
health conditions must be referred to the RBHA. PCPs that elect to prescribe medications to treat ADHD,
depression or anxiety disorders must complete an annual assessment of the member's behavioral health
condition and treatment plan.

Health Net Access requests PCPs to implement postpartum depression screenings to identify
and refer mothers who would benefit from additional treatment due to concerns related to
postpartum depression during EPSDT visits for infants up to age one.

Nutritional Assessment & Nutritional Therapy

Nutritional therapy for EPSDT members on an enteral, parenteral or oral basis is covered
when determined medically necessary to provide either complete daily dietary requirements,
or to supplement a member's daily nutritional and caloric intake.

The following requirements apply:

+ Medical foods must be essential to sustain the member's growth within nationally
recognized height/weight or body mass index (BMI) levels, maintain health and support
metabolic balance.

e« PCPs must complete the Certificate of Medical Necessity for EPSDT members form and
fax to Health Net Access Prior Authorization Department.

* PCPs must reassess needs at each visit.

e« PCPs must refer members in need of nutritional therapy for consult with both a
metabolic nutritionist and genetic specialist.

o Health Net Access utilizes the metabolic nutritionist at Phoenix Children's Hospital.

o The metabolic nutritionist works with the member and guardian to develop a
treatment plan to meet the member's needs and requests prior authorization from
Health Net Access, as applicable.

* The diagnosis must be documented in the medical record and should include the test
results used in establishing the diagnosis.

« Nutritional therapy requires prior authorization and approval by the Health Net Access
medical director or other qualified health professional designee.

e After prior authorization has been issued, the Health Net Access Prior Authorization
Department sends the request to the medical foods vendor.

Body Mass Index

Primary care providers (PCPs) should calculate each child's body mass index (BMI) starting at
age three until the member is age 21. BMI is used to assess underweight, overweight and
those at risk for overweight. BMI for children is gender and age specific. PCPs are required to
calculate the child's BMI and percentile. Additional information is available at the Centers for
Disease Control and Prevention (CDC) website regarding BMI.

The following established percentile cutoff points are used to identify underweight and
overweight in children:

BMI Table
BMI (kg/m?2) Classification
>= 95t percentile Obese

85t to < 95t percentile || Overweight

5th to < 85t percentile || Healthy Weight

< 5t percentile Underweight

State Programs

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Effective 05/23/2016
Arizona Early Intervention Program

The Arizona Early Intervention Program (AzEIP) is an early intervention program that offers a
statewide system of support and services for children who have disabilities or developmental
delays, from birth through age three and their families. This program was jointly developed
and implemented by AHCCCS and AzEIP to ensure the coordination and provision of EPSDT and
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early intervention services, such as physical therapy, occupational therapy, speech/language
therapy, and care coordination under Section 1905 [42 U.S.C 1396d]. Concerns about a child's
development may be initially identified by the child's primary care provider (PCP) or by AzEIP.

Health Net Access coordinates with AzEIP to ensure that members receive medically necessary
EPSDT services in a timely manner to promote optimum child health and development. For
additional information, contact the Health Net Access EPSDT coordinator.

Head Start Program

Head Start and Early Head Start programs are federal programs provided at no cost to
families.

Head Start promotes school readiness of children from birth to age five from low-income
families by enhancing their cognitive, social and emotional development. Head Start programs
provide a learning environment that supports children's growth in many areas, such as
language, literacy, and social and emotional development. Head Start emphasizes the role of
parents as their child's first and most important teacher. These programs help build
relationships with families that support family well-being and many other important areas.

Early Head Start Programs serve infants, toddlers and pregnant women and their families who
have incomes below the federal poverty level.

PCPs and other community advocates may directly refer members to the Head Start program.
Parents and guardians may self-refer.

Visit the Head Start website for additional information ateclkc.ohs.acf.hhs.gov/hslc. Providers
may also contact Maternal Child Health Case Management for referral assistance.

Women Infant and Children

The Arizona Supplemental Nutrition Program for Women, Infants, and Children (WIC) provides
nutrition education and breastfeeding support services, supplemental nutritious foods and
referrals to health and social services. WIC serves pregnant, breastfeeding and postpartum
women; infants; and children under age five who are determined to be at nutritional risk. The
WIC program is funded by the United States Department of Agriculture.

For more information about WIC, visit the ADHS website at

azdhs.gov/prevention/azwic/index.php.

Children's Rehabilitative Services

The Arizona Children's Rehabilitative Services (CRS) program provides medical treatment,
rehabilitation and related support services to AHCCCS members who meet the eligibility
criteria to be enrolled in CRS.

Providers may fax CRS referrals for eligible Health Net Access members and supporting
medical records to the Health Net Access CRS coordinator . For more information and
assistance with referrals, contact Health Net Access Behavioral Health Case Management.

Providers may access the CRS Application forms and instructions at AHCCCS website at:
azahcccs.gov/PlansProviders/CurrentProviders/CRSreferrals.html.

For general questions regarding the CRS Program contact the AHCCCS CRS Enrollment Unit or
contact the United Healthcare Community Plan CRS Provider Ombudsman.

Vaccine for Children Program

Found in: Operations Manuals > Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

Effective 05/23/2016
EPSDT covers all child and adolescent immunizations. Immunizations must
be provided according to the Arizona Health Care Cost Containment System (AHCCCS)
Recommended Childhood Immunization Schedules, which follow the CDC guidelines and must
be up-to-date. Providers are required to coordinate with the Arizona Department of Health
Services (ADHS) Vaccines for Children (VFC) program to obtain vaccines for Health Net Access
members who are ages 18 and under.

Current immunization schedules are available on the CDC website at
www.cdc.gov/vaccines/schedules/index.html. Additional information can be attained by calling
VFC or by accessing the ADHS website at www.azdhs.gov/preparedness/epidemiology-disease-
control/immunization/index.php#vaccines-children-home.

Arizona law requires the reporting of all immunizations administered to children under age 19.
Immunizations must be reported at least monthly to ADHS. Reported immunizations are held
in a central database, the Arizona State Immunization Information System (ASIIS), and can be
accessed online to obtain complete, accurate records.

Health Net Access requests that all primary care providers (PCPs) and pediatricians caring for
newborns review each member's immunization records fully upon the initial visit, and
subsequent follow-up visits, regardless of where the child was delivered. Newborns must
receive all required vaccines and those who have not received the birth dose of the hepatitis B
vaccine in the hospital must be caught up by their PCP.

EPSDT Program - AHCCCS EPSDT Periodicity Schedule
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ExHIBIT 430-1
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Effective 05/18/2016
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ExHIBIT 430-1
ARFONA HEALTH CARECOSTO0
EPSDT PERICDICTTY

MENT SVSTEM

#% Sor Separate Schedules within AMPM Chapter 400 for Vision, Hearing'Spesch, aid Tmimunizat s

1 Utilizsmion of one AHCCCS ap proved developmental sereening tolds (ASQ) ar PEDS Toel) for members a0 9, 18, and 24 momhs of age. The MCHAT may be used for members 1630 manths of sge o msess
the risk of aurksm spectrum disondens in ploce of the ASCH or PEDS Tool when madically indicaed.

2 Mewharm metabale screening should be done socording to stare kaw, Resulis shoald be reviewed an visies ad approgric

e renesting or reforrad done as needed.
5 Oral health sencenings: to be conducted by the POP at each visit starting @ 6 months of ase.

= Fluaride vamish is limited in o primary care provider's office 1o onee every six months, duringan EPSDT visit for children whao have reschead six months of age with ar kast one toath enpred, with recarrent
ap phcal e up 1o s years of age.

+First dental exnmination is encouraged 10 aceur by age 1. Repeat every  months or as indicated by child’s risk status/susceptibility to disense.

Thise ane minimum reguirements, IF ab any time ofher procedures, Lests, et are medically indicated, the physician is abligibed to perfoom theme 1 a child comes under care For the first time ot any poing on e
schedube, or iF any itens are noC sccomplished o the sugpested age, the schedule shoukd be brought up 19 date s the earliest possible time.

Key:  w = tobe completed
- = to be performed for members at fsk when indicaied
— % e = the ranpe during which a servios may be provided. with the x indicating the preferred age

*
"

Members nol previously sereened who fall within this rnge (4 10 72 months of age) must have o blod kead test performed

NOTE: IF Ancrican Academy of Pedioies muidelines ane used forthe sercening schedule andior more sereenings are medically neocssary . thase sdditional interperiodic sereenings will be eovered.

NOTE: The American Associution of Pediatrie Dentistry recsmimends thit dental visits begin by age one { 1) Referrals should be enceuragsd by one (1) yearof age. Parents of yoangchibdren may seff-refertoa
deniisi within ihe Condmctor’s network at any time

Rezvlud: QR4 1S, DAL LN 1, DOV 2008, 40002007, IV 06

Exmusrm 430-1 (continued)

ARBFONA HEALTH CARE COSTCONTAINMENT SYSTEM
VISI0N PERIODICITY SCHEDULE
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These are minimum requiremenis: IF af any ime other procedores, tesis, eie. are medically indicated, the physician is obligaied to perform them.

Key: 5= Subjective, by history
0= Ohjective. by a standard testing method
o= the member is uncopperative, resereen in b months.
+=  Nay be done more frequently i indicated or at inereased ris

Oeular photosercening with interpretation and repor, bilateralis covered for chikdren ages thiee to five as pant of the EPSDT visit due to challenges with a child s ability 1o cosperate with
traditional viston screening echnigues, Ocular photosereening is Bmited 1o a lifetime coverage Bmit of one,

Fevised; Q4TS D410 14, 4 12007, 12006

ARIFONA HEALTH CARE COSTCONTAINMENT SYSTEM
HEARINGSS PEEC H SCHEDULE

w
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PROCEDUREMAGE | New | 35 | 2 Br | &

born | doys | Whs | g | Wi [ mo | mo | mo | mo | mo | mo | mo | me | wr| | ww [ ar | oor | wr | ar yro[gr | ww | yr [ pr [ ¥r | wr ¥r

o|lo| s|lo|S|ofls|ofs|Ss|o]s]S]a]ls]|s

g & | T 8 [ % | e | on1 | om2 | a3 | d | 18|06 | 17| 18] 19|
w ¥r

Hearlng’S . [ S | e ] 5 s B s E s 5 EN

These are minimum regulrements: IF af any tive other peocedures. tests, ete.are medically indicated, the phiysician is obigated to perforon them.

5=  Sohjective, by history

= Ojective, by a standard testing method

# = All children, includng newlorns, meeting risk eriteria for hearing loss should be objectively screened

= My be done more frequently iF indicated or at inerepsed risk

%= All newborns should be sereened for hearing loss at birth and again 2 to 6 weeks aftervard it indicated
by the first sereening or ifa screening wos not completed at birth.

Revied: (400115, L2004, 47172007, 81112008

Eligibility

Found in: Operations Manuals Effective 01/01/2003
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Overview
Found in: Operations Manuals > Eligibility Effective 07/01/2013

Eligibility for Arizona Health Care Cost Containment System (AHCCCS) is determined by
different agencies depending on the program to which the member is applying. These
agencies/entities include AHCCCS, Department of Economic Security (DES) and the Social
Security Administration (SSA).

For most members, eligibility is effective from the first day of the month of application or the
first day of the month in which the member meets the qualification for AHCCCS coverage or
the date of birth, whichever is later.

Eligibility Verification
Found in: Operations Manuals > Eligibility Effective 06/08/2016

Providers are responsible for verifying eligibility each time a member schedules an
appointment and when all medical services are provided. The member's assigned primary care
provider (PCP) must also be verified prior to rendering primary care services. Health Net
Access does not reimburse providers for services rendered to members who lost eligibility or
were not assigned to the PCP's panel unless the provider is a physician covering for a PCP.

Providers may verify member eligibility with one of the following:

« Health Net Access provider website at www.healthnetaccess.com. Providers must be
registered and have a password.

* MediFax: An electronic system available through AHCCCS that stores key member
information. Use to verify member eligibility for pharmacy, dental, transportation and
specialty care.

¢ AHCCCS interactive voice response (IVR). There are two contacts, one for providers
within Maricopa County and another for providers outside of Maricopa County.

« Health Net Access telephone verification through the Provider Services Center (to be use
as the last resort). To protect member confidentiality, providers are asked for at least
three pieces of identifying information, such as member identification number, date of
birth and address, before any eligibility information can be released. When calling, use
the prompt for the providers.

Newborn Eligibility

Found in: Operations Manuals > Eligibility Effective 07/01/2013

All babies born to Arizona Health Care Cost Containment System (AHCCCS)-eligible mothers
are also AHCCCS-eligible and may remain eligible for up to one year if the newborn continues
to reside in Arizona.

Newborns born to mothers receiving Federal Emergency Services (FES) are also eligible for up
to age one. The mother is covered under FESP; the newborn is enrolled in an AHCCCS health
plan.

Newborns born to mothers enrolled in KidsCare are approved for KidsCare beginning with the
newborn's date of birth unless the child is eligible for Medicaid.

Newborns receive separate AHCCCS identification (ID) numbers and services for them must be
billed separately using the newborn's ID. Services for a newborn that are included on the
mother's claim are denied.

Encounters

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Encounters Effective 05/23/2016

An encounter is a claims record of medical services provided to a member enrolled in the
Health Net Access plan. Providers are required to submit claims to Health Net for all services
rendered to Access members on the most current CMS-1500, UB-04 or other appropriate claim
form. Providers may access Claims Submission Requirements in the Claims and Provider
Reimbursement section of the provider operations manual for claims submission details.

Health Net is required to send encounter data electronically to AHCCCS. Accordingly,
providers' reporting of complete and accurate claims data to Health Net is critical.

Enroliment

Found in: Operations Manuals Effective 01/01/2003
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Overview

Found in: Operations Manuals > Enroliment Effective 07/01/2013

Arizona Health Care Cost Containment System (AHCCCS) pre-enrolls most acute care
members in the health plan of their choice when they apply for eligibility through the Arizona
Department of Economic Security (DES) and the Social Security Administration (SSA).

Members who select a health plan while waiting for eligibility determination are enrolled on
the same day as the eligibility determination date. Members who do not select a health plan
are auto-assigned a health plan and have 30 days to enroll in a different health plan if desired.

Providers are reimbursed for covered services during the prior period coverage (PPC) time
frame. The PPC is the period between the member's starting date of AHCCCS eligibility and the
date of enrollment with Health Net.

Health Net Access members who maintain eligibility may change plans once a year during
their enrollment anniversary month. The enrollment anniversary month is the month in which
a member was first enrolled in one of the state health program plans.

Coverage Out of State

Found in: Operations Manuals > Enroliment Effective 07/01/2013

A member who is temporarily out of state, but still an Arizona resident, is entitled to receive
Arizona Health Care Cost Containment System (AHCCCS) benefits under any of the following
conditions:

Medical services are required due to a medical emergency

Documentation of the emergency must be submitted with the claim

The member requires a particular treatment that can only be obtained in another state
The member has a chronic illness necessitating treatment during a temporary absence
from the state, or the member's condition must be stabilized before returning to the
state

Services furnished to AHCCCS members outside the United States are not covered.

Glossary of Terms

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Glossary of Terms Effective 10/01/2015

This glossary is provided for reference purposes and is not intended to supersede definitions
or explanations contained in controlling or governing documents, such as the Provider
Participation Agreement (PPA) or the member's Evidence of Coverage (EOC).

ARIZONA DEPARTMENT OF INSURANCE (ADOI) - State of Arizona regulatory body responsible
for oversight of insurance companies, including HMOs and PPOs.

ARIZONA EARLY INTERVENTION PROGRAM (AzEIP) - Provides services to children from birth
through age three, who are at risk of or have a developmental delay, and their families.

ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM (AHCCCS) - State of Arizona regulatory
body responsible for Medicaid.

ARIZONA STATE IMMUNIZATION INFORMATION SYSTEM (ASIIS) - The central database
maintained by the Arizona Department of Health Services to record all immunizations
administered to children under age 19.

APPEAL - A means to provide physicians, practitioners, facilities, and members with an avenue
for reconsideration of Health Net's action, including, but not limited to, non-payment of
services or authorization denial.

APPEALS AND GRIEVANCES DEPARTMENT - Health Net department designated to resolve
member appeals and complaints.

CAPITATION PAYMENT - Predetermined periodic payment, which can be based upon the rate
code, age and gender of assigned members that is made to a participating physician or other
provider by Health Net for providing covered services.

CARVE-OUT - Any service identified by an ICD-10-CM diagnosis code, CPT procedure code,
patient age, or CPT modifier that is eligible for fee schedule reimbursement.

CLAIMS FILING DEADLINE - All claims where Health Net is the primary payer must be
submitted within 120 calendar days of the service date. Claims submitted more than 120 days
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after the date of service are denied. In no event does Health Net consider the filing of a claim
or appeal of a denial of a claim more than one year from the date of service.

CLAIMS RECOVERY UNIT - A multiunit recovery area for Health Net that encompasses
coordination of benefits (COB), medical-pay benefits, subrogation, refunds, and cash-receipt
tracking.

CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS) - A federal agency within the
Department of Health and Human Services, responsible for oversight of the federal
requirements of the health care industry for Medicare recipients and Medicare benefits. It is
the governing body over Medicare Advantage (MA) plans.

COINSURANCE - Portion of a covered charge that the member must pay for covered services
and supplies. Coinsurance amounts are shown in the Schedule of Benefits. For example,
coinsurance may be shown as 20 percent. This means the member pays 20 percent of covered
charges and Health Net pays 80 percent of covered charges.

COMPLAINT - Any verbal or written expression of dissatisfaction by a physician or member.

CONCURRENT REVIEW NURSE - Nurse assigned to coordinate inpatient discharge needs or
services.

COPAYMENT - Fixed amount of out-of-pocket expenses that a member is required to pay a
participating provider when receiving covered services. Copayments are due to the provider at
the time covered services are received. Copayments may be in addition to coinsurance or
deductible amounts the member must pay under his or her plan, dependent upon the plan
selected by the member's employer.

COVERED SERVICES - Medically necessary health and medical services, as defined in the
member's plan document. Some services may be noted as covered only with prior
authorization.

CUSTOMER SERVICE - Health Net staff designated to coordinate communication with members
and act as member advocates. Customer service representatives also assist physicians,
clinicians and other providers with claims and eligibility questions.

DEDUCTIBLE - Amount of money that must be paid each year by the member before Health
Net's obligation to provide covered benefits arises.

DENIAL - An unfavorable determination made regarding any claim, service or appeal.

EARLY AND PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (EPSDT) PROGRAM - A
comprehensive child health program to prevent, treat, correct, and improve physical and
mental health problems for Medicaid members under age 21.

EMERGENCY MEDICAL CONDITION - Health care services provided to a member for a medical
condition that manifests itself by symptoms of sufficient severity (including severe pain) that a
prudent layperson, with an average knowledge of health and medicine, could reasonably
expect the absence of immediate medical attention to result in any of the following:

« Serious jeopardy to the patient's health, or, in the case of a pregnant woman, the health
of the woman or her unborn child

e Serious impairment to bodily functions

« Serious dysfunction of any bodily organ or part

EMERGENCY SERVICES - Covered inpatient and outpatient services:

« Furnished by a provider qualified to furnish emergency services; and
« Needed to evaluate or stabilize an emergency medical condition

ENCOUNTER - Record of medical services provided to a member where services were prepaid.

ENROLLMENT - Process by which a person who has been determined eligible becomes a
member of Health Net.

GRIEVANCE - Any member's complaint or dispute other than one involving an organization
determination. Examples include office waiting times, and physician and staff demeanor and
behavior.

HEALTH MAINTENANCE ORGANIZATION (HMO) - An entity that provides, offers or arranges for
coverage of designated health services by plan members, usually for a fixed amount.

INTERNATIONAL CLASSIFICATION OF DISEASES - 9TH REVISION - CLINICAL MODIFICATION
(ICD-10-CM) - Coding schemata used by physicians to classify a disease into a code value.

INDEMNITY INSURANCE - "Traditional" insurance that provides insurance for health care costs
incurred by the member in exchange for a monthly premium. Insurance coverage is generally
based on a percentage of the member's actual medical expenses, subject to maximum
allowable amounts as determined by the insurance carrier. The member is financially
responsible for charges not covered by the insurance carrier. The member does not have a
primary care physician (PCP) and may see any physician.
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INITIAL DETERMINATION - Written notice that must be provided to a physician denying a
request for payment that advises the physician of his or her right to an appeal.

IN-NETWORK - For PPO and Point of Service (POS) plus plans, it refers to care delivered by
participating physicians or preferred providers. Also refer to Out-of-Network.

LENGTH OF STAY - Number of days a patient is an inpatient, per admission, either totally or in
a particular unit or level of care.

MEDICAL SERVICES - Covered services pertaining to medical care performed at the direction
of a physician on behalf of members or eligible persons by physicians, dentists, nurses, or
other health-related professionals and technical personnel. Services determined to be
necessary for prevention, diagnoses or treatment of a patient or patient condition.

MEDICALLY NECESSARY - CMS defines medical necessity and medically necessary services as

services or supplies that: are proper and needed for the diagnosis and treatment of illness or

injury, or to improve functioning of a malformed body member, or for prevention of an illness,
or for the palliation and management of terminal illness; meet the standards of good medical

practice in the local area; and are not mainly for the convenience of the patient or health care
provider.

For HMO and PPO plans, medically necessary services or medical necessity is defined as
health care services that a physician, exercising prudent clinical judgment, would provide to a
patient for the purpose of preventing, evaluating, diagnosing, or treating an illness, injury,
disease, or its symptoms, and that are:

« In accordance with generally accepted standards of medical practice. For these
purposes, "generally accepted standards of medical practice" means standards that are
based on credible scientific evidence published in peer-reviewed medical literature
generally recognized by the relevant medical community, physician specialty society
recommendations, the views of physicians practicing in relevant clinical areas, and any
other relevant factors

« Clinically appropriate, in terms of type, frequency, extent, site, and duration, and
considered effective for the patient's iliness, injury or disease

+ Not primarily for the convenience of the patient, physician or other health care provider,
and not more costly than an alternative service or sequence of services at least as likely
to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment
of that patient's illness, injury or disease

Preventive care may be medically necessary, but coverage for medically necessary preventive
care is governed by the terms of the Provider Participation Agreement (PPA) and the
member's Evidence of Coverage (EOC).

When considering whether a service or treatment is experimental or investigational, if such
service or treatment is medically necessary, as defined above, said service or treatment is
paid for unless specifically excluded from Health Net coverage. "New technology" is defined as
a service, procedure, device, test, or other item that, as of the effective date of this
agreement (i) is not performed by provider, or (ii) is not covered by Health Net under a
benefit program, or (iii) for which there is no CPT or other relevant code defined.

MEDICAID - A health care coverage program that is jointly financed by the state and the
federal government for children, pregnant women, parents, seniors, and individuals with
disabilities.

MEDICARE - A federal health insurance program for people age 65 or older, some people under
age 65 with certain disabilities and people with end-stage renal disease (ESRD) (generally
those with permanent kidney failure who need dialysis or a kidney transplant).

MEDICARE ADVANTAGE ORGANIZATION (MAO) - Public or private entity organized and licensed
under state law as a risk-bearing entity that is certified by CMS as meeting MA contract
requirements. Health Net of Arizona is an MAO.

MEDICARE ADVANTAGE (MA) PLAN - Health benefits coverage and pricing structure that the
MAO offers to beneficiaries. SeniorCare and SeniorCare Gold are MA plans.

MEMBER - Individual who has been determined eligible by Health Net and enrolled with Health
Net or one of its affiliates to receive services.

NOTICE OF ACTION LETTER - A written denial letter to a member regarding a prior
authorization request and action by Health Net Access.

NOTICE OF EXTENSION LETTER - A written notice to a member extending the time frame by up
to 14 days for making an urgent/expedited or standard prior authorization decision if criteria
for a service authorization extension are met.

OUT-OF-AREA CARE - Care received by a Health Net member when outside of the member's
service area.

OUT-OF-NETWORK - For PPO and POS plus plans, it refers to care delivered by non-
participating/non-preferred physicians. Also refer to In-Network.

PARTICIPATING PHYSICIAN - Physician who has entered into an agreement, or on whose behalf
an agreement has been entered into, with Health Net to provide medical services to enrolled
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members.

PARTICIPATING PROVIDER - Any person or entity that has entered into a contract with Health
Net to provide covered services to enrolled members. Participating providers include, but are
not limited to, hospitals, urgent care facilities, physicians, pharmacies, and other health
professionals within the

Health Net service area.

PER MEMBER PER MONTH (PMPM) - Dollar amount used to calculate the capitation budget
pools.

PHYSICIAN - A person who:

« Is recognized and licensed under the laws of the state where treatment is received as
qualified to treat the type of injury or illness for which a claim is made.

e Is practicing within the scope of his or her license.

« Is a duly licensed doctor of medicine (M.D.), doctor of osteopathy (D.O.) or other health
professional for whom reimbursement is mandated under applicable Arizona or federal
law, when licensed in the state where services are received.

PHYSICIAN SERVICES - Services provided within the scope of practice of medicine or
osteopathy or under the personal supervision of an individual licensed under Arizona law to
practice medicine or osteopathy.

POINT OF SERVICE (POS) - Health care system in which the patient may choose varied benefit
levels based on the desire to control costs (in-network) or to obtain care not coordinated by
the primary care physician (PCP) (out-of-network).

PREFERRED PROVIDER ORGANIZATION (PPO) - Health care system in which the patient may
choose varied benefit levels based on the desire to control costs (in-network) or to obtain care
outside of the Health Net participating or preferred network (out-of-network).

PRIMARY CARE PHYSICIAN (PCP) - Participating physician who provides, arranges and
coordinates a member's health care, usually associated only under an HMO plan. PCPs are
physicians in the areas of family practice, general medicine, internal medicine, and pediatrics.
Upon enrollment, a member selects a physician from the list of participating physicians.
Obstetricians may also act as a member's PCP during pregnancy and postpartum periods.
Members do not need to contact Health Net to change their PCP to an obstetrician during
pregnancy and postpartum periods.

PRIOR AUTHORIZATION/PRE-CERTIFICATION - Prior assessment that proposed health care
services are medically appropriate and a covered benefit for a particular member using
standard guidelines.

PRIORITY ASSIGNMENT - PCPs who are in good standing with Health Net and have excellent
availability are eligible for this program. Priority assignment reflects eligible PCPs as "priority
for membership assignment.

"

PROVIDER INQUIRY DEPARTMENT - Health Net staff designated to assist physicians with
questions regarding complaints, appeals and grievances.

PROVIDER NETWORK MANAGEMENT (PNM) - Health Net staff designated to coordinate
communication and education between Health Net and physicians or clinicians, and other
health care facility and ancillary providers. PNM representatives also assist physicians with
network changes and questions regarding policies and covered services.

QUALITY IMPROVEMENT (QI) STAFF - Provides technical support to the QI committees, and
conducts QI studies and activities.

REFERRAL - Request made through the PCP for authorization of specialty services or
equipment on behalf of a member.

RETROSPECTIVE REVIEW - Formal process of reviewing Health Net/payer-requested medical
documentation or invoices to support medical appropriateness of services, medications, costs,
or durable medical equipment (DME) submitted for reimbursement, regardless if such service
rendered or any procedure involving a member requires authorization.

SERVICE AREA - Geographic area approved by CMS within which a Medicare Advantage (MA)-
eligible individual may enroll in a particular MA plan offered by Health Net. For HMO and PPO
plans, it is the geographic area serviced by Health Net, as authorized by the state of Arizona
and designated by Health Net for the provision of covered services. These areas may change
from time-to-time, as designated by Health Net.

SERVICE DENIALS - Medical service authorization requests that are not approved.
URGENT CARE - CMS defines urgently care services as covered services that:

« Are not emergency services as defined by CMS

« Are provided when an enrollee is temporarily absent from the Medicare Advantage (MA)
plan's service (or, if applicable, continuation) area, or the plan network is otherwise not
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available, and,

+ Are medically necessary and immediately required, meaning that:

o The urgently needed services are a result of an unforeseen illness, injury or
condition, and

o Given the circumstances, it was not reasonable to obtain the services through the
MA plan's participating provider network

For HMO and PPO plans, services provided for the relief of acute pain, initial treatment of
acute infection, or a medical condition that requires medical attention, but a brief time lapse
before care is obtained does not endanger life or permanent health. Urgent conditions include,
but are not limited to, minor sprains, fractures, pain, heat exhaustion, and breathing
difficulties, other than those of sudden onset and persistent severity.

ID Cards

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > ID Cards Effective 09/13/2016

A new identification (ID) card is automatically sent when:

A member enrolls

A member changes his or her name

A dependent is added or deleted from the policy

Other changes are made to provider or health plan information

Refer to the sample Health Net Access member ID card to view a picture and general
description of a Health Net Access member ID card.

CommunityCare HMO Member ID Card
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Found in: Operations Manuals > ID Cards
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Identification (ID}) Card Components

1

10

9

=

Plan —Mama of plan undar which tha subscriber
is anrcllad

Group name — Employer group name under which the:
subscriber is enrciled

Subscriber name - Name of the policy holder

Mernbes name — Narme of the member enrolled undes
the: subscribers plan

Subscaber & — Health Net-assigned subscrber
10 nunnber

Plan —Plan code and additional benefit inforrmation

Important telephone numbers — Health Mat contact
telephone numbeans

Prescripgtion bensfit information — Claims informiation for
prescription medication processing vandor

Issue date — Date ID card was issued

Mamber # - Heallh Mel-assigned three-character ID
number that idantfies the member's relationship to

the subscriber

Group # = Hizsallh Nel-assigned number thal idenlifies
the employer group

12

19

Mermber efective date < Dabe the member was effective
wilh the plan

Rerate month - Month in which the membens benefls ane
reneid dach year

Plan information — Contact inforrmation for plan
Copayments — Out-of-pockel expense the member is
required 1o pay for coverad senvices (copayments vany

by plany

Pharmacy infermation — Contact information for

Health Met Pharmacy Department and prescription
medication procassing wendor

Claims and correspondence information — Addresses

for claims submission and general comespondence,

and tebephone numiber for electronic claims submission
Emargancy information — Instructions to member on what
to do for an urgent or emeargency health problem

Wendor contact — Contact information for participating
wandor administaring ceriain plan benefits

MultiPfan logo — Oul-of-natwork claims negotliation wendor

Hy

Health Net’

Health Net Access Member ID Card Sample
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Found in: Operations Manuals > ID Cards Effective 07/01/2013

Sample Health Net Access Member ID Card

799

aasasd

Identification (ID) Card Components

1 Member name - Mame of the Health Net Access member 7 Member Sarvices, Dental Senvces or Frovider Inguiries -
Telephone numbers and wwaebsite address for

2 AHCCCS ID¥ - Arizona Health Care Cost Cortainmerit
Health Mat Access

Systemn (AHCCCS)-assigned memier ID numbsar

3 Health Met Group |0 - Group number under which the
rmarniber 5 enrolled

4 Health Plan Mame = Health Mt plan mowhich the
rrsermber 5 enrolled

@ Physician information - Name, telephone number
and address of the member's azsigned primary care
physician (PCF)

9 Pharmacy information — Contact and claims information
or prescription medication processing vendor

5 Health Met Acgess Plan Phone - Heaglth Met Member
Services telephone numbes

& Behaaoral Health Sendce Phone — Telephone number
for the Health Net Access benaword health prondes

10 Subemit Medical Clasms to - ED payer ID and address
for dlaim submission

Hy

Health Net
Medical Records
Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Medical Records Effective 07/01/2013

A physician or other clinician must establish a record at the time of the member's first visit or
contact and maintain adequate records throughout the course of the member's medical care.
Health Net and its participating providers must maintain books, records, documents, and other
evidence of accounting procedures and practices for 10 years. If the member is a child,
records must be kept for at least three years after the child's 18th birthday, or for at least six
years after the date the child received medical or health care services, whichever occurs last.

All participating providers must comply with applicable state and federal laws, regulations and
requirements regarding confidentiality of member medical records. All participating providers
are required to implement and maintain procedures that guard against disclosure of
confidential information to unauthorized persons.

Health Net has the right to review medical records for the purposes of research for appeals or
grievances and for quality and safety of care and services, unless otherwise prohibited by law
or a member's express written refusal to permit such access to records. When requested,
unless otherwise indicated in the provider's contract, the provider must produce copies of
medical records to Health Net at no charge. When a member signs his or her Health Net
enrollment form, the signature gives Health Net authorization to obtain certain medical
records on the member's behalf. A medical records release form is sent to the physician
stating, "Member's Signature on File," when requesting records for appeals and

grievances. This statement is valid to obtain medical records on behalf of the member.
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Behavioral health records contain information that must not be released as part of the regular
medical record and subject to more stringent legal requirements regarding

confidentiality. Therefore, when receiving correspondence from a behavioral health clinician, it
is recommended that the medical physician keep all behavioral health correspondence in a
separate, removable section of the record.

Advance Directives
Found in: Operations Manuals > Medical Records Effective 07/01/2013

Health Net complies with all state and federal laws regarding advance directives. Participating
practitioners and providers are required to provide information regarding advance directives to
members ages 18 and older to educate them about their rights to create an advance directive.
Advance directive education provided to the member, whether a member has executed an
advance directive, and the location of the advance directive must be documented in a
prominent part of the member's medical record. Health Net monitors medical records to
ensure compliance with requirements regarding advance directives.

Annual Medical Record Review
Found in: Operations Manuals > Medical Records Effective 07/01/2013

Health Net has established standards to ensure that medical records are current, detailed and
organized, and permit effective, continuous and confidential member care and services.

Primary care physicians (PCPs), OB/GYNs and high-volume specialists are monitored at a
minimum of every three years in accordance with the credentialing cycle. Organizational and
service providers are monitored annually.

Providers are required to maintain records in an accurate and timely manner in accordance
with industry standards and regulatory requirements, and document all care in a manner that
meets these standards. In addition, the records should reflect all aspects of member care
including past, current and future health status or treatment in order to develop a
comprehensive picture of member needs and utilization patterns over time.

The medical record documentation audit tool is a review tool approved by the Quality
Management (QM) Committee and used to ensure consistent review. Each element in the
review is given a point value. Upon completion of the review, the score is tabulated. The
threshold is 85 percent. Scores below 85 percent require corrective action and a subsequent
re-audit. Those scoring below the threshold are notified in writing of the results and the need
for a corrective action plan. Any results of a re-audit that remain below the threshold of 85
percent are presented for further review and discussion at the QM Peer Review Committee.

The medical record policy, audit tool and guidelines are available by contacting the Health Net
Access Quality Management Department.

Changes to PCP

Found in: Operations Manuals > Medical Records Effective 07/01/2013

When a member changes his or her primary care physician (PCP), the current PCP must
forward a copy of the member's medical record to the new PCP within 10 business days from
the request for transfer.

HIV-Related and Substance Abuse Information
Found in: Operations Manuals > Medical Records Effective 07/01/2013

A release of confidential HIV related information must be signed by the member or a legally-
authorized person consenting for the member if the member lacks capacity to consent. A
release must be dated and specify to whom disclosure is authorized, the purpose for
disclosure and the time period for which the release is effective. A general authorization for
the release of medical or other information is not a release of confidential HIV related
information unless the authorization specifically indicates its purpose as a general
authorization and an authorization for the release of confidential HIV related information and
complies with the state requirements.

Health Net requires that all participating providers respect each member's right to
confidentiality and treat member information in a respectful, professional and confidential
manner consistent with all applicable federal and state requirements. Discussion of member
information must be limited to what is necessary to perform the duties of the job. Reports
from specialty behavioral health services and consultations are placed in the member's
medical record. Behavioral health services are considered confidential and sensitive. Health
Net recommends that any written follow-up consultation the PCP receives from the specialist
or therapist is placed in a confidential section of the member's medical record.

According to A.R.S. § 36-568.02, a competent adult or emancipated minor may restrict the

release of the adult's or the minor's medical or behavioral health records, or both, and
information that is otherwise allowable under state and federal law.

Medical Record Elements

Found in: Operations Manuals > Medical Records Effective 07/01/2013
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Each participating provider must have in place policies and procedures to ensure member
medical records are legible, complete and current. The following are elements that must be
noted in all member medical records:

Member's name or identification (ID) number on each page
Demographic data

Initial history

Past medical history

Immunization records

Dental history

Current problem list

Current medication list, including dosage, frequency and diagnosis
Current & complete EPSDT forms

Documentation of clinical findings and evaluation for each visit
Laboratory, X-ray and imaging consultant reports initialed and filed
Advance directives

Release of information documentation, when applicable

Continuity of care documentation

Signed informed consents, when applicable

In lieu of establishing a medical record, behavioral health information, when received from the
behavioral health provider about an assigned member, even if the medical provider has not
yet seen the assigned member, may be kept in an appropriately labeled file, but must be
associated with the member's medical record as soon as one is established.

Medical Record Requests
Found in: Operations Manuals > Medical Records Effective 07/01/2013

Under Arizona law, members are entitled to a copy of their medical records annually at no
cost from any health care professional who has treated them. If a member's appeal or request
requires Health Net to review medical records, the provider must release the records to
Health Net. Certain restrictions may apply if the records contain information regarding the
member's behavioral health status or genetic testing results.

Providers must ensure availability and accessibility of members' medical records to the
member in a timely manner in accordance with industry standards.

Release of medical information guidelines must address:

« Requests for personal health information (PHI) via telephone

« Demands made by subpoena duces tecum

« Timely transfer of medical records to ensure continuity of care when a Health Net
member chooses a new primary care physician (PCP)

« Availability and accessibility of member medical records to Health Net and to state and
federal authorities or their delegates involved in assessing quality of care or
investigating enrollee grievances or other complaints

« Availability and accessibility of member medical records to the member in a timely
manner in accordance with industry standards 422.118(d)

« Requirements for medical record information between providers of care requesting
information from another treating provider as necessary to provide care

Requests by the State or Health Plan

Found in: Operations Manuals > Medical Records Effective 07/01/2013

Arizona Health Care Cost Containment System (AHCCCS) is not required to obtain written
approval from a member before requesting the member's medical record from the PCP or any
other organization or agency. Health Net may obtain a copy of a member's medical record
without written approval from the member if the request is directly related to the
administration of the AHCCCS program. The medical record must be sent within 20 business
days of receipt of request or sooner if necessary.

Written Protocols

Found in: Operations Manuals > Medical Records Effective 07/01/2013

Participating providers are required to have systems and procedures in place that provide
consistent, confidential and comprehensive record-keeping practices. Written procedures must
be available upon Health Net's request for:

« Confidentiality of patient information - Policy and procedure must address the protection
of confidential protected health information (PHI) of the patient in accordance with the
Health Information Portability and Accountability Act (HIPAA), 45 CFR 164.530(i)(1) and
applicable state law. The policy must include a written or electronic functioning
mechanism designed to safeguard records and information against loss, destruction,
tampering, unauthorized access or use, and additional safeguards to maintain
confidentiality during verbal discussions about patient information. Information about
written, electronic and verbal privacy, periodic staff training regarding confidentiality of
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PHI, and securely stored records that are inaccessible to unauthorized individuals must
also be included

Release of medical records and information, including faxes

Medical record organization standards - Policy and procedure must include information
about individual medical records; securely fastened medical records; medical records
with member identification on each individual page; and a consistent area in the medical
record designated for the member's history, allergies, problem list, medication list,
preventive care, immunizations, progress notes, therapeutic, diagnostic operative, and
specialty physician reports, discharge summaries, and home health information

Filing system for records (electronic or hardcopy)

Formal system for the availability and retrieval of medical records - allow for the ease
of accessibility to medical records for scheduled member encounters within the facility
or in an approved health record storage facility off the facility premises

Filing of partial medical records - must outline the process for filing partial medical
records offsite, including a process that alerts authorized staff regarding the offsite filing
of the partial record

Retention of medical records in accordance with federal laws and regulations (for
providers who accept Medicaid patients)

Preventive care guidelines for pediatric (including the use of AHCCCS-approved EPSDT
forms) and adult members

Referrals to specialists

Accessibility of consultations, diagnostic tests, therapeutic service and operative reports,
and discharge summaries to health care providers in a timely manner

Inactive medical records - Policy and procedure must include guidelines that describe
how and when a medical record becomes inactive. Member medical records may be
converted to microfilm or computer disks for long-term storage. Every health care
provider who creates, maintains, preserves, stores, abandons, or destroys medical
records must do so in a manner that preserves the confidentiality of member
information and is in compliance with federal and state regulations

Member Rights and Responsibilities

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Member Rights and Responsibilities Effective 10/01/2014

Members have the right to:

Be treated with respect, and recognition of their dignity and right to privacy

Not be discriminated against based on race, color, creed, ancestry, national origin,
religion, gender, age, intellectual or physical disability, sexual preference, genetic
information, marital status, or source of payment

Have services provided in a culturally competent manner, with consideration for
members with limited English proficiency or reading skills, diverse cultural and ethnic
backgrounds, or visual or auditory limitations

Select a primary care physician (PCP) from Health Net's participating PCPs, including the
right to refuse care from specific providers

Participate in decision-making regarding their health care, including the right to refuse
treatment and have a representative facilitate care or treatment decisions when the
member is unable to do so

Receive information on available treatment options and alternatives, presented in a
manner appropriate to the members' conditions and ability to understand the information
Be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation

Be provided with information about formulating advance directives with his or her health
care providers

Receive information in a language and format that they understand

Know about providers who speak languages other than English

Be provided with information regarding grievance, appeals and request for hearing
Complain about the managed care organization

Have access to review medical records in accordance with applicable federal and state
laws

Request and receive annually, at no cost, a copy of their medical records

Receive a response from Health Net Access within 30 days to the members' request for
a copy of medical records (response may be the copy of the medical record or written
denial, which includes the basis for the denial and information on how to seek review of
the denial in accordance with 45 CFR Part 164)

Amend or correct their medical records

Freely exercise their rights without adversely affecting their treatment by Health Net
Access or associated providers

Members have the responsibility to:
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« Provide, to the extent possible, information needed by professional staff to care for the
member

« Follow instructions and guidelines given by those providing health care

« Know the name of his or her assigned PCP

* Schedule appointments during office hours whenever possible instead of using urgent
care facilities or emergency rooms

e Arrive for appointments on time

+ Notify the provider in advance when it is not possible to keep an appointment

« Bring immunization records to every appointment for children ages 18 or younger

Advance Directives
Found in: Operations Manuals > Member Rights and Responsibilities Effective 07/01/2013

Advance directive information (English or Spanish) must be documented in a prominent place
in the member's chart, including the date of discussion of an advance directive. Members have
the right to make and control their own health care decisions. Health Net is not required to
pay for care that is in direct conflict with an advance directive.

Information about advance directives is provided by Health Net in the member's Evidence of
Coverage (EOC) or Member Handbook, which is updated annually. The EOC or Member
Handbook includes the following information:

+ Advance directives are written instructions prepared or completed by members that
advise the member's family, friends and physicians what the member wants done in
case of serious injury or illness causing them to be unable to speak for themself

« Participating providers must honor any member's advance health care directive in
accordance with federal and state laws. Health Net does not condition the provision of
coverage or discriminate against a member based on whether or not he or she has
executed an advance directive

If the member has completed a living will or health care power of attorney, he or she is
responsible for delivering it directly to his or her primary care physician (PCP), to be placed in
the member's medical record.

Americans with Disabilities Act of 1990

Found in: Operations Manuals > Member Rights and Responsibilities Effective 07/01/2013

Health Net and its participating providers do not discriminate against members who have
physical disabilities. The Americans with Disabilities Act of 1990 (ADA) requires that places of
public accommodation, including hospitals and medical offices, provide auxiliary aids and
services (for example, an interpreter for deaf members) to disabled members. Health Net's
policy describes nondiscrimination toward members with physical disabilities and the
participating provider's responsibility to provide needed auxiliary aids and services.

Member Confidentiality

Found in: Operations Manuals > Member Rights and Responsibilities Effective 06/01/2009

Participating providers must respect each member's right to confidentiality. Providers are
expected to treat member information in a respectful, professional and confidential manner
that is consistent with all applicable federal and state requirements. Confidentiality is the
principle that member information and medical records are protected against unlawful
disclosure and that those with access to member information and medical records do not
share such information inappropriately.

Notice of Non-Discrimination
Found in: Operations Manuals > Member Rights and Responsibilities Effective 11/11/2014

When Health Net makes decisions about employment of staff or provides health care services,
it does not discriminate based on a person's race, disability, religion, sex, sexual orientation,
ethnicity, creed, age, national origin, or any factor that is related to health status, including,
but not limited to the following:

Medical condition, including behavioral, as well as physical illness

Claims experience

Receipt of health care

Medical history

Genetic information

Evidence of insurability, including conditions arising out of acts of domestic violence
Disability

Additionally, the participating provider must have practice policies that demonstrate that he or
she accepts for treatment any member in need of the health care services that are offered by
the provider.
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Health Net and its participating providers must not discriminate against any provider that
serves high-risk populations or specializes in conditions that require costly treatment.

All organizations that provide Medicaid, including Health Net and its participating providers,
must obey federal laws against discrimination, including Title VI of the Civil Rights Act of
1964, the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, the Americans with
Disabilities Act (ADA), and all other laws that apply to organizations that receive federal
funding, and any other laws and rules that apply for any other reason.

Primary Care Physician Assignment
Found in: Operations Manuals > Member Rights and Responsibilities Effective 05/12/2016
Selection Criteria

Member assignment is based on the member's choice and auto-assignment; therefore, Health
Net Access does not guarantee that a provider will receive a set number of members.
Members reserve the right to select another primary care provider (PCP) after initial
assignment and anytime thereafter. Health Net Access auto-assigns PCPs to new members
enrolled in the Health Net Access plan using the following process:

e PCPs are located within 10 miles of the member's residence, which is broadened in five-

mile increments, if necessary, until a PCP is located.

PCPs must not have reached Health Net Access's maximum capacity.

Members under ages 12 are assigned to a pediatrician.

Members under ages 18 are not assigned to an internal medicine PCP.

New members under age 18 who share the same case number as an existing Health Net

Access member under age 18 are assigned to the same PCP regardless of the maximum

capacity designated by Health Net Access.

e Members who are currently in Health Net's Medicare Advantage Special Needs Plan are
assigned to the same PCP, when possible, if the PCP is registered with Arizona Health
Care Cost Containment System (AHCCCS).

« Members previously enrolled with Health Net Access are assigned to the same PCP if the
member was dis-enrolled for less than 90 calendar days.

Member Capacity
PCPs must follow the below guidelines regarding member capacity:

« The PCP must contact his or her Health Net Access Services representative if he or she
declared a specific member capacity for his or her practice and want to make a change
to that capacity.

« The PCP must not refuse to treat members as long as the PCP has not reached requested
member capacity.

* Providers must notify Health Net Access at least 45 days in advance of their inability to
accept additional Medicaid members.

Health Net Access prohibits all providers from intentionally segregating members from fair
treatment and covered services provided to other non-Medicaid members.

Health Net Access mails a member identification (ID) card to the member after the PCP is
assigned.

Welcome Kit

Health Net Access mails a welcome letter and Member Handbook to new members or their
families, as applicable. Additionally, Health Net Access sends a PCP notice letter to new
members detailing the PCP's contact information and how to request a PCP change. These
letters are mailed within 12 business days following Health Net Access' receipt of the
enrollment file from AHCCCS.

Second Opinion
Found in: Operations Manuals > Member Rights and Responsibilities Effective 07/01/2013

Health Net Access members have the right to seek a second opinion for diagnosis and
treatment at no cost from a qualified health care provider in or out of Health Net's
participating provider network. Prior authorization is required to access a non-participating
provider.

The Advance Directive - Spanish
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La Instruccion Previa

Una instrucci n previa por escrito es un documento legal que informa sobre el tipo de
cuidado de la salud y de tratamiento que usted prefiere. Ademas, proporciona el nombre
de la persona gue tomard las decisiones por usted en caso de que usted ya no pueda
tomar decisiones sobre el cuidado de su salud. Esta persona también se llama agente.
Cualquier adulto mayor de 18 a os tiene derecho a hacer una instrucci n previa

Por qué es importante
La instrucci n previa puede darle mucha tranquilidad en caso de que usted ya no pueda
tomar decisiones sobre la atenci n de su salud, ya sea a causa de una enfermedad o una
lesi n. Los beneficios incluyen los siguientes:
+ Podra asegurarse de gue oblendra los cuidados y servicios que desea.
+ Podra rechazar un tratamiento en un punto determinado de su enfermedad o
afecci n.
+ Podra indicar el nombre de su agente para que tome las decisiones del cuidado de su
salud cuando usted ya no pueda expresar su voluntad.

Si usted no explica su voluntad de manera clara, su familia podré tomar esas decisiones por
usted, Si ellos no llegan a un acuerdo sobre el tipo de tratamiento, esto podria resultar en
indecisi ny en un posible retraso legal.

Quién "puede” y quién "no puede” tomar estas decisiones

Su agente puede ser un familiar o un amigo, pero no podrd ser su médico. El agente podra
tamar todas |as decisiones sobre el cuidado de su salud en su nombre si usted pierde la
capacidad de expresar su voluntad, Su agente podra decidir si rechazar o detener los
tratamientos de manutenci n de vida si usted le da la autoridad. Alguncs ejemplos de
tratamientos de manutenci n de vida son; alimentaci n por sonda, manutenc n de la vida
con asistencia respiratona o dialisis renal,

Déjelo asentado por escrito

Mo necesita un abogado para completar una instrucc n pravia. La instrucci n previa por
escrito debe estar firmada por dos testigos. Estos testigos no podrdn ser su médico, su
enfermera ni otro profesional para el cuidado de la salud.

Para preparar una instrucci n previa, usted debe incluir la siguiente informaci n:

« Instrucciones acerca de sus deseos con respecto al tratamiento médica, incluido
cuando rechazar 0 aceptar tratamientos de manutenc n de vida.

+ El nombre completo, la direcci ny los n meros de teléfono de contacto del agente
que usted elija para que tome las decisiones del cuidado de salud en su nombre
cuando usted ya no pueda tomar dichas decisiones.

« Daos testigos deberan firmar este aviso e incluir sus nombres completas, direcciones y
n meros de teléfono.
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Estar preparado con una instrucci n previa le brinda opciones para decidir qué tipos de
tratamientos desea recibir y quién debe hablar por usted cuando no pueda expresarse por
sus propios medios. Usted tambien puede entregar copias a su meédico, a sus familiares y a
la institucl n donde es probable que lo internen.

La informaci n gue se proporciona no debe reemplazar al asesoramiento medico ni a la
atenci n médica profesional. Siempre recurra al asesoramiento de su médico u otro
proveedor de salud por cualguier inguietud que tenga con respecto a su condici n médica
y siga las instrucciones de su proveedor de cuidado de la salud.

Health MNet es una organizaci n de Medicare Advantage que tiene contrato con Medicare.
La informaci n sobre beneficios provista es un breve resumen y no constituye una
descripci ncompleta de los beneficios disponibles, Para obtener mas informadi n,
comuniquese con el plan. Pueden aplicarse limitaciones, copagos y restricciones, Los
beneficios pueden cambiar el 1.° de enero de cada a o,

Health Net of California, Inc.,, Health Met of Arizona, Inc., Health Net Health Plan of
QOregon, Inc. y Health Net Life Insurance Company son subsidiarias de Health Net, Inc.
Health Net es una marca de servicio registrada de Health Net, Inc. Todos los derechos
reservados.

M.® de identificaci n del material Y0035_2012_1173_SPN {HO351, HO562, H5439, H5520,
HE&15, EG) Cumplimiento aprobado 10092012

The Advance Directive
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(W Health Net

The Advance Directive

Aowritten advance directive is a legal document that communicates what type of health
care and treatment you prefer. It also provides the name of the persen who will speak for
youl, also known as your agent, if you can no longer make decisions abaut your own health
care. Any adult age 18 or older has the right to create an advance directive

Why it's important
In the event you can no longer make health care decisions for yourself, either because of
an illness or injury, an advance directive can offer great peace of mind. Benefits include:
+  Making sure you get the care and services you want.
+ Allowing you to refuse treatment at a certain point in your illness/condition.
« Providing the name of your agent to make health care decisions for you when you
can no longer expraess your wishes.

If you do not make your wishes clear, your family could make these decisions for you. If
they da not agree on the type of treatment, a disagreement may lead to indecision and
possible legal delay,

Who “can” and “cannot” make these decisions

Your agent may be a family member or friend, but cannot be your attending doctor, The
agent can make any and all health care decisions for you if you become unable to express
your wishes, Your agent can decide to refuse or stop life-sustaining procedures if you give
the agent this authority. Examples of life-sustaining procedures include tube feeding, being
kept alive with a breathing machine, or kidney dialysis.

Get it in writing

You do not need an attorney to complete an advance directive. The written advance
directive must have signatures of two witnesses. These witnesses cannot be your doctor,
nurse or other health care professional.

Ta prepare an advance directive, include the following information:

+ Instructions about your wishes for medical treatment, including when to refuse or
accept life-sustaining procedures

+ The full name, address and contact telephone numbers of the agent you choose to
make health care decisions on your behalf when you reach a point where you can no
longer make decisions for yourself.

« Two witnesses must sign this natice and include their full names, addresses and
telephone numbers.

Being prepared with an advance directive gives you choices to decide what types of
treatments you want and who you want to speak for you when you cannot speak for
yourself. You may also give copies to your doctor, family members and any facility where
you are likely to be admitted.
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The information provided is not intended as medical advice or as a substitute for
professional medical care. Always seek the advice of your physician or other health
provider for any questions you may have regarding your medical condition, and follow your
health care provider's instructions.

Health Net is a Medicare Advantage organization with a Medicare contract. The benefit
information provided is a brief summary, not a complete description of benefits. For more
information contact the plan. Limitations, copayments, and restrictions may apply. Benefits
may change on lanuary 1 of each year. Health Net of California, Inc., Health Net of
Arizona, Inc., Health Net Health Plan of Oregon, Inc., and Health MNet Life Insurance
Company are subsidiaries of Health Met, Inc. Health Met is a registered service mark of
Health Net, Inc. All rights reserved

Material 1D #¥0035_2012_1173 (H0351, HO562, H5439, H5520, HEB15, EG) Compliance
Approved 10092012

Prescription Drug Program

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Prescription Drug Program Effective 05/16/2016

Health Net offers a prescription medication program with comprehensive medication coverage.
The Health Net Access Drug List was developed by the Pharmacy and Therapeutics (P&T)
Committee, with involvement and recommendations from physicians, pharmacists and other
health care professionals. Development and maintenance of the Health Net Access Drug List is
a detailed and ongoing process. The Health Net Access Drug List is continually reviewed and
revised in response to recommendations from participating providers, and as new scientific
and clinical data and pharmaceuticals become available. Therapeutic needs and cost-
effectiveness are also considered when adding or removing medications from the Health Net
Access Drug List.

The Health Net Access Drug List only applies to outpatient prescription medications. It does
not apply to inpatient medications (received in a hospital, skilled nursing facility or nursing
home) or to medications obtained from or administered by a health care professional.

Self-injectable medications are available through Health Net Access outpatient prescription
medication benefits. Most self-injectable medications, except preferred insulins in vials,
require prior authorization.

Select medications, including both brand-names and generics, may require prior authorization.
Prior authorization is required for medications not listed on the Health Net Access Drug List. To

request medication prior authorization, complete the Prior Authorization/Formulary Exception
Request Fax Form. Quantity limits may apply to medications obtained at a participating
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pharmacy. Members may refer to their plan documents or the Health Net Access Drug List for

specific limitations.
Diabetic Supplies

Diabetic supplies are limited to a one-month supply (to the nearest package size) with a
prescription.

Exclusions
The following items, by way of example, are not reimbursable:

« Drug efficacy study implementation (DESI) medications (those considered less than
effective by the Food and Drug Administration (FDA)).

Non-FDA approved agents.

Any medication limited by federal law to investigational use only.

Medications used for cosmetic purposes.

Medications for erectile dysfunction.

Medications used to increase fertility.

For more information regarding pharmacy benefits, contact the Health Net Access Provider

Services Center.

Generic Substitutions

Found in: Operations Manuals > Prescription Drug Program Effective 05/16/2016

Health Net Access and its participating providers must utilize a mandatory generic medication
substitution policy that requires the use of a generic equivalent medication whenever one is

available. The exceptions to this requirement are as follows:

« A brand-name medication may be covered when a generic equivalent is available when
Health Net Access' negotiated rate for the brand-name medication is equal to or less

than the cost of the generic medication.
e AHCCCS may require Health Net Access to provide coverage of a brand-name

medication when the cost of the generic medication has an overall negative financial

impact to the state of Arizona. The overall financial impact to the state includes
consideration of the federal and supplemental rebates.

Prescribing providers must clinically justify the use of a brand-name medication over the use

of its generic equivalent through the prior authorization process.

Health Net Access Drug List

Found in: Operations Manuals > Prescription Drug Program Effective 09/13/2016

The Health Net Access Drug List identifies the medications, selected by the Pharmacy and

Therapeutics (P&T) Committee, that are clinically appropriate to meet the therapeutic needs of
members in a cost effective manner. The Health Net Access Drug List is developed, reviewed
and updated monthly, as necessary by the P&T Committee. Medications are added or removed

based on objective, clinical and scientific data. Considerations include efficacy, side-effect

profile, and cost and benefit comparisons to alternative agents, if available. At a minimum,
the Health Net Access Drug List includes all medications on the AHCCCS Drug List. Additional

medications may also be included.
Key considerations for the Health Net Access Drug List are as follows:

* Preferred medications on the AHCCCS Drug List for specific therapeutic classes

« To view or to print a hard-copy of the AHCCCS Drug List, go to
www.azahcccs.gov/Resources/GuidesManualsPolicies/pharmacyupdates.html.

« Therapeutic advantages outweigh cost considerations in all decisions to change

medications on the Health Net Access Drug List. Market-share shifts, price increases,
generic availability, and varied dosage regimens may affect the actual cost of therapy.
* Products are not added to the Health Net Access Drug List if there are less expensive,

similar products on the formulary.

« When a medication is added to the Health Net Access Drug List, other medications may

be removed.

« Participating physicians may request additions or deletions for consideration by the P&T

Committee. Requests should include the following:

o Basic product information, indications for use and its therapeutic advantage over

medications currently on the list.

o Which medication(s), if any, the recommended medication would replace in the

current Health Net Access Drug List.
o Any published supporting literature from peer-reviewed medical journals

Health Net Access may invite the requesting physician to the P&T Committee to support the addition to the
Health Net Access Drug List and answer related questions. Health Net Access does not permit pharmaceutical
representatives to participate in or attend P&T Committee meetings. All requests for additions to the Health Net

Access Drug List should be sent to the Health Net Access Pharmacy Department.
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Prescription medications may be prescribed by any authorized provider, such as a primary
care provider (PCP), attending physician, dentist, etc. Prescriptions should be written to allow
generic substitution whenever possible and signatures on prescriptions must be legible in
order for the prescription to be dispensed.

The Health Net Access Drug List is available electronically on the Health Net provider website
at www.healthnetaccess.com under Pharmacy Information > Pharmacy Information Overview
> Drug Lists. Providers can request a printed version of the Health Net Access Drug List by
calling the Health Net Access Provider Services Center.

For more information regarding pharmacy benefits, contact the Health Net Access Provider
Services Center.

Notification of Formulary Updates

Health Net Access provides 60-day advance notice to affected members and their prescribing
providers of medication removal from the Health Net Access Drug List to allow time to
prescribe an alternative medication.

Health Net Access is not required to send a hard copy of the Health Net Access Drug List each
time it is updated, unless requested. Health Net Access notifies members and providers of
updates and changes and may refer providers to view the updated Health Net Access Drug List
on the Health Net Access website. Providers and members may request a printed version of
the Health Net Access Drug List by calling Member Services.

Prior Authorization Requirements

Found in: Operations Manuals > Prescription Drug Program Effective 05/16/2016
Prior authorization may be required as follows:

« If the medication is not included on the Health Net Access Drug List.
« If the prescription requires compounding.
For injectable medications dispensed by a pharmacy, with the exception of insulins on
the Health Net Access Drug List.
o Note: If the member has a primary health plan that reimburses for injectable
medications, Health Net Access will only coordinate benefits as the secondary
payer if the Health Net Access pharmacy prior authorization process was followed.

For injectable medications requiring prior authorization dispensed by the physician and
billed through the member's health plan, call Health Net Access Pharmacy Department at
1-800-410-6565 to initiate prior authorization for the requested specialty medication.

For medication quantities that exceed recommended doses.

For specialty medications that require certain established clinical guidelines be met
before consideration for prior authorization.

« For certain medications that may require additional documentation.

Allow up to 14 calendar days for the prior authorization review process.

In instances where a prescription is written for medications not on the Health Net Access Drug
List, the pharmacy may contact the prescriber to either request an alternative or to advise the
prescriber that prior authorization is required for non-covered medications.

Prior authorization requests submitted for review must be evaluated for clinical
appropriateness based on the strength of the scientific evidence and standards of practice that
include, but are not limited, to the following:

* Food and Drug Administration (FDA)-approved indications and limits.

« Published practice guidelines and treatment protocols.

« Comparative data evaluating the efficacy, type and frequency of side effects and

potential medication interactions among alternative products as well as the risks,

benefits and potential member outcomes.

Drug facts and comparisons.

American Hospital Formulary Service Drug Information.

United States Pharmacopeia drug information.

DRUGDEX Information System.

UpToDate®, an evidence-based clinical decision support resource

* Peer-reviewed medical literature, including randomized clinical trials, outcomes,
research data, and pharmacoeconomic studies.

A non-FDA indication may not be the sole basis of denial, as off-label prescribing may be
clinically appropriate as outlined above. Prescribing providers must submit a prior
authorization request to Health Net Access for review and coverage determination.

Smoking Cessation Therapy

Found in: Operations Manuals > Prescription Drug Program Effective 03/20/2015
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Health Net Access covers nicotine replacement therapy (NRT) (such as nicotine transdermal
patches), Zyban® or Chantix™", for members ages 18 or older, subject to formulary limitations.
The maximum a member may receive of a tobacco cessation product is a 12-week supply in a
six-month time period, which begins on the date the pharmacy fills the first tobacco cessation
product. A prescription from the primary care physician (PCP) is required for coverage of
tobacco cessation products, including over-the-counter (OTC) products.

Health Net Access encourages members to enroll in the Health Net Access's Arizona Smokers'
Helpline (ASHLine) program, which offers a variety of options to members to help them quit
smoking and stay tobacco-free.

Prior Authorization

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Prior Authorization Effective 09/14/2016

Prior authorization is the process by which Health Net Access determines in advance whether
a service is covered, based on the initial request and information received from the provider.
To ensure a complete review, Health Net Access may request additional documentation to
substantiate whether the requested service meets Health Net Access criteria. Prior
authorization does not guarantee payment. Reimbursement is based on the accuracy of the
information received with the prior authorization request, on whether or not the service is
substantiated through concurrent and medical review, and/or on whether the claim meets
claim submission requirements. All other coverage requirements must also be met in order for
a claim to be eligible for payment. Prior authorization does not replace the participating
provider's judgment with respect to the member's medical condition or treatment
requirements. Obtaining prior authorization is the provider's responsibility; the member must
not be billed if the provider fails to obtain prior authorization before performing services.

When Health Net Access is the member's secondary coverage, no prior authorization is
required; however, Health Net Access determines whether a requested service meets the
criteria for medical necessity when the primary carrier denies a service for lack of medical
necessity. Health Net Access covers the requested service after medical necessity is
determined.

Emergency Services

Found in: Operations Manuals > Prior Authorization Effective 09/14/2016

Health Net Access provides coverage for emergency services to all members. An emergency
medical condition is defined as the treatment for a medical condition, including emergency
labor and delivery, which manifests itself by acute symptoms of sufficient severity, including
severe pain, such that a prudent layperson with an average knowledge of health and medicine,
could reasonably expect in the absence of immediate medical attention to result in:

e Serious jeopardy to the health of the individual or, in the case of a pregnant woman, the
health of the woman or her unborn child

e Serious impairment to bodily functions

« Serious dysfunction of any bodily organ or part

Emergency services are covered both in-network and out-of-network and do not require prior
authorization. In accordance with the Arizona Health Care Cost Containment Systems
(AHCCCS) and 42 CFR 438.114, emergency room screening and stabilization services do not
require prior authorization to be covered by Health Net Access. Refer to the Emergency
Services section for additional information.

Non-Delegated Medical Group/IPA Denials

Found in: Operations Manuals > Prior Authorization Effective 07/01/2013

Medical groups and independent practice associations (IPAs) that are not delegated for denial
determinations must notify Health Net of all potential authorization denials. The prior
authorization request and pertinent documentation must be faxed to the Health Net Prior
Authorization Department (HMO and Medicare Advantage HMO or Health Net Access) within
one business day.

Prescription Medication Prior Authorization Requests

Found in: Operations Manuals > Prior Authorization Effective 07/01/2013

Some in-office injectables and medications listed on the Health Net Access Drug List may
require prior authorization. Physician or pharmacy must obtain prior authorization by
telephone or fax through Health Net Pharmaceutical Services (HNPS). Prior authorization
request turnaround times are as follows:

e Standard request is less than 72 hours
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« Expedited request is less than 24 hours

If approved, the approval notice is faxed to the physician or pharmacy.

Prior Authorization Process

Found in: Operations Manuals > Prior Authorization Effective 09/14/2016

Health Net Access uses established clinical criteria guidelines for making medical
determinations based on medical necessity. Health Net Access' utilization management and
prior authorization criteria are based on sound clinical evidence. Prior to Health Net Access
making a determination based on medical necessity, a member must meet all eligibility and
coverage of benefit requirements.

Health Net Access adopted medical necessity criteria for medical necessity review, including
all regulatory criteria for medical necessity that have been established for the program, which
may include the following evidence-based guidelines:

InterQuaI®

Medicare national and local coverage guidelines

National Institutes of Health (NIH) consensus statements

National Guidelines Clearinghouse (NGC)

American Medical Association (AMA)

American Psychological Association (APA)

Agency for Healthcare Research and Quality (AHRQ)

American Association of Health Plans (www.guidelines.gov) as approved by the Medical
Practice Committee and the Quality Council

e Arizona Health Care Cost Containment Systems (AHCCCS) Medical Policy Manual content

Health Net's national medical and behavioral health policies are reviewed at least annually
with input from network practitioners and updated as necessary, and are available on the
Health Net Access provider website at www.healthnetaccess.com.

Medical directors are always available to discuss prior authorization requests and denials with
the requesting physician. They can be reached by contacting the Prior Authorization
Department. The denial letter includes criteria used in a decision that results in a denial
determination (Notice of Action) and an explanation of the appeal process. A copy of the
criteria utilized in the decision can be obtained upon request and all criteria are available for
review at the Health Net Access office.

Utilization management decisions are based on appropriateness of care and service and the
eligibility of coverage. Health Net Access does not reward individuals for issuing denials of
coverage or service care. There are no financial incentives or other rewards for decisions that
result in underutilization.

Prior Authorization Responses

Found in: Operations Manuals > Prior Authorization Effective 07/01/2013

Upon receipt of all necessary information, Health Net processes all routine requests within 14
calendar days. Expedited requests are turned around within three business days of the receipt
of the request. If Health Net needs additional information, the request determinations may be
extended up to 14 calendar days, when justified.

In the event the request fails to meet established medically necessary criteria, a letter is
automatically sent to the member and the requesting physician, and the primary care
physician (PCP), if applicable, for all denied service requests. The letter includes an
explanation of how a copy of the criteria utilized in the decision can be obtained and an
explanation of the appeal process. The physician may discuss the case with a medical
management reviewer or physician reviewer by contacting the Health Net Prior Authorization
Department.

Participating providers and their staff are prohibited from giving Health Net members verbal
denials. All requests, regardless of coverage, must be processed.

Requesting Prior Authorization

Found in: Operations Manuals > Prior Authorization Effective 10/01/2015

Completion of the Health Net Access Request for Prior Authorization form is the primary
method used by Health Net to manage the referral process for providers directly contracting
with Health Net. It enables Health Net to monitor the care provided to members and provides
instructions to the specialist regarding authorized services.

Prior Authorization requests for dual-eligible General Mental Health and Substance Abuse
(GMHSA) members should be submitted to the Health Net Prior Authorization Department.
Prior authorization requests for Health Net Access only members (non- dual-eligible)
behavioral health and substance abuse services must be referred to the Regional Behavioral
Health Authority (RBHA). If coordination assistance with RBHA is needed, contact the Health
Net Access Member Services Department.
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When faxing a prior authorization request, attach pertinent medical records, treatment plans,
test results, and evidence of conservative treatment to support the medical appropriateness of
the request.

Guidelines for Referrals

Primary care physicians (PCPs) and specialists should follow the guidelines below when
completing the Health Net Access Request for Prior Authorization form to request prior
authorization of services. Providers are required to complete all fields within the form to
expedite processing of prior authorization requests.

« If the number of units or visits is not indicated in the Professional field, only one visit is
authorized by Health Net. That visit must take place within 60 days of the order date. If
more than one consultation is required, another request must be submitted to Health Net
for review.

« Select the product line (Health Net Access). This field assists the Health Net Prior
Authorization Department in determining the sets of prior authorization guidelines as it
varies by product line.

« Designate the type of request (urgent or elective).

« Designate service requested to determine prior authorization requirements.

* The "From" provider information refers to who is requesting the prior authorization for
services. The "To" provider information refers to where the services will be rendered. A
PCP or specialist can be the "From" provider information.

« ICD-10 and CPT codes as well as descriptions are required fields.

« Requesting providers (PCPs or specialists) must sign the Request for Prior Authorization
form.

e Providers need to attach all pertinent medical information in order for the request to be
reviewed for medical necessity.

Providers can submit the Health Net Access Request for Prior Authorization form to request
standard or urgent authorization. Requests for prior authorization for services must be
directed to the Health Net Prior Authorization Department.

Prior Authorization Requirements

Based on medical necessity, the services, procedures and equipment listed in the Prior
Authorization Requirements - Health Net Access require prior authorization.

Behavioral Health Services Not Requiring Prior
Authorization

Authorization is not required for some services, including outpatient visits, as long as the
member meets medical necessity criteria based on population-based care shaping with the
treatment providers.

Services that do not require prior authorization include:

« office or home visits for evaluations and/or counseling

e crisis intervention services and behavioral health professional services in an emergency

room

emergency transportation services via air or ground

telehealth and telemedicine services for services that do not require authorization

multisystemic therapy for juveniles (MST)

methadone maintenance treatment

developmental testing

behavioral health day programs - supervised, therapeutic community treatment and day

programs

« behavioral health rehabilitation services - personal care services, home care training,
unskilled respite care, supported housing

« behavioral health support services - skills training; developmental, cognitive and
psychosocial rehabilitation; health promotion; psychoeducational services; and ongoing
support to maintain employment

« home passes

Health Net Access Prior Authorization Requirements
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Found in: Operations Manuals > Prior Authorization Effective 07/01/2016
Effective: m is:él;l;”et
Arizona
»*_ Prior Authorization Requirements

Hea

—
i 1 Net Aceess,
P

The following services, procedures and equipment are subject to prior authorization requirements (unless noted as nedification required only ). When faxing
a request, please sttuch pertinent medical records, treatment plans, test resulis, and evidence of conservative treatment to support the medical
approprigteness of the request. All services are subject 1o benefit plan coverage limitations, members must be eligible, and medical necessity must exist for
any plan benefit to be a covered service irrespective of whether or not prior authori zation is required.

Providers should refer to Health Net Access privr authorization limitations and exclusions on page 4 for additional information. Unless noted
differently. all services listed below require prior authorization from Health Net Access, Refer to page 5 for submission information and prier
authorization contacts.

INPATIENT SERVICES'

Acute rehabilitation facility
Behavioral health or detoxification = applies 1o dual eligible members enly*
* includes hospital, psychiatric hespital, subacute facility, and residential
treatment center or related bed halds
Hospice facility
Hospital facil

ity
MNewborns — births (including stillborn and unexpected deaths) within « Providers must complele and submit the Newborn Reporting Form, in
12 hours of delivery conjunction with the Health Net prior authorization requast, by secure fax fo
the Health Net Hospital Notification Unit.
The Mewbarn Reporting Form is available in the Forms saclion of the
Provider Library an the Health Net provider website at
provider_ haallhnel.com.

Mursing facility/skilled nursing facility

Observation services Nolification required only If less than 24 hours. If greater than 24 hours,
‘authorization is required; contact the Health Met H tal Notification Unit
Urgent/'emergent admission Motification required only as soon as possible, but no later than 24 hours or

by the nexl business day; contacl the Health Net Hospital Netification Unit

*Dual aligible mambers are mambars who are eligible and enrolled for covarage thraugh Madicare and Madicaid. Dual eligible mambers have access to behavioral services
through Health Mel Access, Regional Behavioral Health Authorities (REHAs), and'or the Tribal/Ragional Behavieral Health Autharities [T/RBHAS) will continueg o adminislar
thiz penelits tor childrizn, individuals with serous mental illness (SMI), and those who are not dually eigible lor Medicare and Medicaid,

Page 1015

Arizona Health Met Access

. ___________________________________________________________________________|
OUTPATIENT PROCEDURES, SERVICES OR EQUIPMENT COMMENTS

All non-contracted and out-of-state services

Ambulance Applies to nen-emergency fixed wing air transportation
Back/spinal surgery ncledes laminotomy, diskectomy, vertebroplasty, and nucleoplasty
Bariatric-related services surgical procedure

Blepharaplasty surgical procedure

Breast im s removal surgical procedure

Breast reconstruction surgical procedure

Breast reduction and augmentation Surgical procedure

Chondrocyte Implants
Cleft palate reconstructive surgery, including dental and orthodontic Surgical procedure

services
Clinical trials
[+ ic services, uation and p dure
Custom ortholics
Dantal Dental procedure coverad by medical benafit requires PA. Contac! Dental
Benefit Providers for all other dental services.
Dermatology Procedure Including but nat limited to;
» chemical exfoliation and electrolysis
+ dermabrasicn/chemical peel
+ laser realment
# skininjactions and implants
Eleelr Isive thi (ECT) Applies lo dual eligible members only”
Genetic lesting
Durable medical equipment (DME) (see pre-authorization tool for
guidance)
Enteral'parenteral/medical foods services and supplies i
Experimental/investigational services and new technologies Includes, but is nat limited to, those listed in the Investigafional

Procedures
List located on the Health Net provider website at provider healthnel.com >
View aur Medical Policies » Investigational Procedure List,

Home health services
Hospice/palliative care
Hyperbaric oxygen therapy

ntensity modulated radiation therapy (IMRT)

*Dual eligible mambers are members who are eligible and enrolled tor coverage through Medicare and Madicald, Dual eligible members have access lo behavional services
through Health Met Access. Regional Behavioral Health Authoriies (REHA=), and'or the Tribal/Regional Behavieral Health Authorities (T/RBHA=s) will continue e administer
the benefits for children, individuals with serious mental illness (SMI}, and those who are not dually eligible for Medicare and Medicaid.

Effective: July 1, 2016 Page 201 5
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|
OUTPATIENT PROCEDURES, SERVICES OR EGUIPMENT OMMENTS
CONT INUED

Provider Library

s Prior authorization is required at the time of first prenatal visit. The
autharization will apply 1o the total obstetrcal care dale range Providers are
required 1o identify nisk factars by completing a comprehensive todl that
covers psychosocial, nutritional, medical, and educational factars {(such as
the American Congress of Obstetricians and Gynecclogists (ACOG) or
Mutual Insurance Company of Arizona (MICA] assessment fools).
Providers are required to submit the risk factor assessment, such as the
ACOG or MICA assessment tool, in conjunction with the Health Met
Request for Prior Authorization form, when requesting prior autharization.
o The Health Met Access Reguest for Prior Authorization form available
in the Forms saction of the Health Nat Access wabsite at

wiwnw health CESS,COM.
Meura or spinal cord stimulators
MNeuropsych testing
nathic ures (including TM.J) treatment) Surgical procedure
Outpatient diagnostic procedures Contact eviCore healthcare for the following procedures:
+ computed tomagraphy (CT)
= magnetic resonanca angiography (MAA) scans
+ magnetic resonance imaging (MR} scans
+ nuclear cardiac imaging procedures
»_positron emission tomography (PET)
Outpatient physical, occupational, and speech therapy Rehahllltatlve and habilitative services
Perinatology referral and care Hnﬂﬂcﬁtlm required only
Posterior tibial neuro stimulation/pelvic floor stimulation _Surgical procedure
Pregnancy termination Surgical procedure
Prosthetics (see pre-authorization tool for guidance) )
Proton beam therapy i
Psychological testing Applies to dual eligible members anly”
Rhinopla Surgical procedure
‘Septoplasty Surgical procedure
Stereotactic radi and stereotactic body radiother SBRT) _
Sterilization Surgical procedure
Transplant-related services, including evaluation )
Treatment of varicose veins Surgical procedure
MgﬂMgMnﬂﬂ (UPPP) and laser-assisted UPPP Surglcal procedure
Surglcal procedurg

*Dual eligible members are members who are eligible and enrolied tor coverage through Medicare and Medicaid. Dual eligible members have access o behawvoral services
through Health Met Access. Regional Behavioral Health Authoriies (REHA=), and'or the Tribal/Regional Behavieral Health Authorities (T/RBHAs) will continue e sdminister
the bensfita for children, individueals with serious mental iliness (SMI), and those who are not dually eligibls for Medicare and Medicaid.

Effective: July 1, 2016 Page 3ol 5

Anzona Health Net Access

OUTPATIENT PHARMACEUTICALS (SUBMITTED UNDER (COMMENTS
MEDICAL BEMEFIT)

Hemophilia f; Prior autherization required from HNPS
Saell-injectables Prioe autherization required from HNPS

« Actemra” « llaris” « Remodulin” = Prior autharization reguired from HNPS
= Alduraz + Immune globulin = Hlmun'{nnn- + Immune globulin examples: intravenous immunoglobulin (IVIG), Hizentra®,
« Ara Krystexxa® oncology only) HYQVIA

+ Aranesp® = Lemtrada” = Sim Arig™

« Benlysta® » Lucentis® . Eblrls

« Botox™ . « Lumizyme® .

» Cerezyme = Makena™ . ﬁyrmga

« Cinryze® « Myobloc® » Tysabri®

« Cosenlyx® . Ilwzmnu‘ « Ventavis”

+ Dysport™ . lazzme = Vpriy™

« Entyvio™* . + Xeomin®

« Fal o . nnnoh‘ « Niaflex®

= Flola + Prolastin® » Xolair®

+ Glassia™ + Provenge” + Zemaira®™

« H.P. Acthar® Gel ~ » Remicade”

*Dual eligible members are members who are eligible and enrolled for coverage through Madicare and Medicaid. Dual eligible memibers have access to behavioral services
through Health Mel Access, Regional Behavioral Health Authorilies (RBHAs), andor the TribalRegional Behavioral Health Authorities (T/REHAS) will continue o administer
hi benelits Tor childran, individuals with serious mental ilness (SMI}, and those who are not dually eligitle lor Medicare and Medicaid,

Prior Authorization Limitations and Exclusions

Listed below are prior authorization limitations and exclusions, and sensitive, confidential or other services that do not require prior authorization for
Health Net Access members.

*  Autharizations for Children’s Rehabilitation Services (CRSp-eligible conditions for members under age 21 and enrolled in CRS require prior
authorization from CRS. Contact CRS ar 1-866-273-3776 or by email at CRS_Special Needs @ uhe.com

+  Routine laboratory services must be performed at participating facilities

*  Authorization requesis for behavioral health and substance abuse services for children, individuals with serious mental illness {(SM1) and those
who are not dually eligible for Medicare and Medicaid must be referred 1o RBHASTRBHAS, If coordination assistance with RBHASTRBHAS is
needed, contact the Health Net Aceess Member Services Department. For dual eligible non-SMI members, behavioral health and substance abuse
services arc excluded,

*  Emergency room {ER) services after stabilization of an emergency medical condition or when the medical screening exam iMSE) does not
demonstrate an emergency medical condition are subject to review by Health Net and may not be paid

Effective: July 1, 2016 Page 4 of 5
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Prior Authorization Contacts

Listed below are contact numbers for requesting prior authorization via telephone and fax. Also included is contact information for commenly requesied
Health Met and other departments.

CONTACT INFORMATION
Prior authorization request + 1-BBE-926-1736; fax: 1-855-764-8513
# Health Net Access Prior Authonzation Request available in the Forms section
on the Health Nat Access provider website 21 www_healthnetaccass com
Behavioral health Coordinated by Mercy Maricopa Inlegrated Care: www.mercymaricopa.org;
1-602-586-1841 or 1-800-564-5465 (TODTTY: 711)
Behavioral health (inpatient behavioral health or detoxification; 1-888-926-1736; fax: 1-855-764-8513
ECT; and paychological testing) for dual eligible members only*

Dental Benefit Providers 1-855-866-2620 Health Nt Dental
Dental Benefit Providers
AZ Medicaid
PO Box 306
Milwaukes, WI 53201
Eligibility and banefits pravider. healthnel.com or 1-B88-758-4408
Health Net Access Member Services Depariment 1-888-760-4408 (TTD/TTY: (BIB) 780-4872)
Health Net Hespital Motification Unit 1-888-926-1736: lax: 1-855-764-8513
After hours and weskends: 1-885-926-1736
Medicaid general infermation — Arizona Health Care Cost www.azahooos, gov
Conlainment System {AHCCCS)
Health Net Pharmaceutical Services (HNPS) 1-800-410-6565: fax: 1-800-977-4170
eviCore healthcare for listed outpatient diagnostic procedures 1-888-693-3211; fax: 1-B88-693-3210; www.medsclutionsonling.com

*Dual eligible members ane members who are eligible and enrolled tor coverage through Medicare and Medicaid, Dual eligible memibers have access 1o behavioral services
Through Health Mel Ascess, Regional Behavioral Health Autharilies (EBEHAS), and’or Ine TribalAegional Behavieral Health Authoriles {T/RBHAS) will conlinue @ sdminislern
the penslits for children, indiviguats with serious mental lliness (SMI), and those who are not dually eligible for Medicare and Medicald.

Effective: July 1, 2016 Page §of 5§

Product Description

Found in: Operations Manuals Effective 01/01/2003

Health Net Access

Found in: Operations Manuals > Product Description Effective 09/13/2016

The Arizona Health Care Cost Containment System (AHCCCS) administers the state's Medicaid
managed care programs. Health Net is a contractor for AHCCCS and offers Health Net Access,
Health Net's Medicaid managed care program in Maricopa County. Medicaid managed care
differs from commercial managed care in that it integrates private health care with publicly
funded health programs.

Health Net Access sends members Health Net Access identification (ID) cards that members
use in place of the state Medicaid card to receive covered services from Health Net Access
participating providers. Members select a primary care provider (PCP) to provide primary care
services and coordinate medically necessary specialty care; however, members may access
some covered services, such as family planning services, without referral or prior
authorization from their PCPs or Health Net Access.

Medical care is provided to Health Net Access members through private physicians practicing
individually or together in multispecialty medical groups.

Provider Oversight

Found in: Operations Manuals Effective 01/01/2003
Advertising
Found in: Operations Manuals > Provider Oversight Effective 07/01/2013

All advertising bearing any Health Net name, mark or logo must by approved by the Arizona
Department of Insurance (ADOI) or Arizona Health Care Cost Containment System (AHCCCS)
before use. The Centers for Medicaid and Medicare Services (CMS) and accreditation entities
have additional restrictions and requirements. Providers must submit any advertising bearing
a Health Net name, mark or logo to Health Net prior to use in order to secure regulatory
approval.
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After-Hours Template
Found in: Operations Manuals > Provider Oversight Effective 07/01/2013

Directing members to the appropriate level of care using simple and comprehensive
instructions can improve the coordination and continuity of the member's care, health
outcomes and satisfaction. Health Net has designed an after-hours script template that
providers who have a centralized triage service or other answering service can use as a guide
for staff answering the telephone. For physicians or providers who use an automated
answering system/answering machine, this template can be used as a script to advise
members on how to access care. The script includes basic information that members need to
access after-hours care. The appropriate time frame should be modified, as applicable,
according to each line of business.

Health Net makes the script available in the following threshold languages:
Chinese/Cantonese

English

Spanish

Contact the Health Net Quality Improvement Department or Quality Managment
Department for more information on the script templates.

Appointment Accessibility Standards

Found in: Operations Manuals > Provider Oversight Effective 10/01/2015

The following appointment access guidelines ensure timely health services are available to
Health Net Access members.

Appointment accessibility standards are subject to change as regulatory requirements are
updated.

Type of Care Accessibility Standard
Primary Care
Emergency Same day or within 24 hours of member's call
Urgent care Within 2 days of request
Routine Within 21 days of request
Specialty Referral
Emergency Within 24 hours of referral
Urgent care Within 3 days of referral
Routine Within 45 days of referral
Maternity
1St trimester Within 14 days of request
2nd trimester Within 7 days of request
3 trimester Within 3 days of request
High-risk pregnancies || Within 3 days of identification
Dental
Emergency Within 24 hours of request
Urgent care Within 3 days of request
Routine Within 45 days of request

The wait time in the office must be less than 45 minutes, except when the provider is
unavailable due to an emergency.

The following are behavioral health appointment access guidelines:

Appointment Description Standard

Type

Immediate Behavioral health services provided Within 2 hours - may include
within a time frame indicated by telephonic or face-to-face
behavioral health condition, but no interventions

https://hnc.healthnet.com/portal/provider/library/print.ndo
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later than 2 hours from identification
of need or as quickly as possible
when a response within 2 hours is
geographically impractical

services

Urgent Behavioral health services provided Within 24 hours
within a time frame indicated by
behavioral health condition but no
later than 24 hours from identification
of need
Routine - Appointment for initial assessment Within 7 days of referral
initial with a BHP within 7 days of referral
assessment or request for behavioral health

Routine - first
behavioral
health service

Includes any medically necessary
covered behavioral health service
including medication management
and/or additional services

Within 7 days of assessment

Appointments
for
psychotropic
medication

The member's need for medication
is assessed immediately and, if
clinically indicated, the member is
scheduled for an appointment
within a time frame that ensures:

1. The member does not
run out of any needed
psychotropic
medications; or

2. The member is
evaluated for the need
to start medications to
ensure that the member
does not experience a
decline in his or her
behavioral health
condition.

Referrals or
requests for
psychotropic
medications

Screening, consultation, assessment,
medication management,
medications, and/or lab testing
services, as appropriate

Assess the urgency of the need
immediately. If clinically indicated,
provide an appointment with a BHP
within a time frame indicated by
clinical need, but no later than 30
days from the referral/initial
request for services.

Non-
emergency
transportation

Member must not arrive sooner
than one hour before his or her
scheduled appointment; and

Member must not have to wait for
more than one hour after the
conclusion of his or her
appointment for transportation
home or to another pre-arranged
destination.

In-office wait
times

The member must not wait more than
45 minutes in the office to see his or
her provider; except when the
provider is unavailable due to an
emergency.

Within 45 minutes

After-Hours Access Guidelines

As required by applicable statutes, under Code of Federal Regulations (CFR) 42 Section
422.112(a)(7) and 42 Section 438.206(c)(1)(iii)) and according to the signed Provider
Participation Agreement (PPA), Health Net participating providers must ensure that, when

medically necessary, services are available 24 hours a day, seven days a week; and PCPs are
required to have appropriate back-up for absences. Medical groups and PCPs who do not have

services available 24 hours a day may use an answering service or answering machine to
provide members with clear and simple instruction on after-hours access to medical care.

https://hnc.healthnet.com/portal/provider/library/print.ndo
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After office hours (outside of normal business hours or when the offices are closed), PCPs or
on-call physicians are required to return calls and pages within four hours. If an on-call
physician cannot be reached, the after-hours answering service or machine must direct the
member to a medical facility where emergency or urgent care treatment can be provided.
According to Arizona Administrative Code (AAC) Section R-20-6-1914(4), in-area urgent care
services from a participating provider must be available seven days per week.

The PCP or the on-call physician designee must provide urgent and emergency care. The
member must be transferred to an urgent care center or hospital emergency room as
medically necessary.

Answering Services

The provider is responsible for the answering service he or she uses. There must be a
message immediately stating, "If this is an emergency, hang up and call 911 or go to the
nearest emergency room." If a member calls after hours or on a weekend for a possible
medical emergency, the practitioner is liable for authorization of, or referral to, emergency
care given by the answering service. After office hours (outside of normal business hours or
when the offices are closed) physicians are required to return calls and pages within four
hours. If the member indicates a need to speak with the physician or calls for an urgent
matter, PCPs or on-call physicians should return telephone calls and pages within four hours
and be available 24 hours a day, seven days a week.

Answering service staff handling member calls cannot provide telephone medical advice if
they are not a licensed, certified or registered health care professional. Staff members may
ask questions on behalf of a licensed professional in order to help ascertain the condition of
the member so that the member can be referred to licensed staff; however, they are not
permitted, under any circumstance, to use the answers to questions in an attempt to assess,
evaluate, advise, or make any decision regarding the condition of the member, or to
determine when a member needs to be seen by a licensed medical professional. Unlicensed
staff should have clear instructions on the parameters relating to the use of answers in
assisting a licensed provider.

Additionally, non-licensed, non-certified or non-registered health care staff cannot use a title
or designation when speaking to a member that may cause a reasonable person to believe
that the staff member is a licensed, certified or registered health care professional. Answering
services frequently have high staff turnover, so providers should monitor the answering
service to be sure that it follows emergency procedures.

Health Net encourages answering services to follow these steps when receiving a call:

« Inform the member that if they are experiencing a medical emergency, they should hang
up and call 911 or proceed to the nearest emergency medical facility.

« Question the member according to the PCP's or medical group's established instructions
(who, what, when, and where) to assess the nature and extent of the problem and offer
interpreter services assistance as needed.

« Contact the on-call physician with the facts as stated by the member.

« After office hours, the on-call physician must return telephone calls and pages within
four hours. If an on-call physician cannot be reached, direct the member to a medical
facility where he or she can receive emergency or urgent care treatment. This is
considered authorization, which is binding and cannot be retracted.

« In the event of a hospitalization, the medical group/IPA or hospital must contact the
Health Net Hospital Notification Unit within 24 hours or the next business day of the
admission

* Document all calls.

Conditions of PCP Practice Closure
Found in: Operations Manuals > Provider Oversight Effective 06/01/2011

Participating primary care physicians (PCPs) may close their practices to new Health Net
members while remaining open to members of other insured or managed health care plans,
provided that the PCP meets Health Net of Arizona's threshold of 300 Health Net members
before closing the panel.

If a patient of the PCP, while a member of another health care plan, joins Health Net, the PCP
must continue to accept the member as a patient even if his or her practice is closed to new
Health Net members.

A PCP may close his or her practice to all new patients from all insurance or health plans at
any time.

Covering and Collaborating Physicians
Found in: Operations Manuals > Provider Oversight Effective 07/01/2013

Health Net providers who use other physicians to cover their practice while on vacation
or leave must use their best efforts to find a Health Net participating physician within the
same specialty. If a Health Net participating physician is unable to cover the practice, the
following must occur:
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* The non-participating physician must agree in writing to abide by the terms of Health
Net's contract and all Health Net policies and procedures
* Health Net must give prior approval for the use of a non-participating physician

Providers may request approval to use a non-participating, covering physician by contacting
Health Net's Provider Network Management Department.

When choosing a provider to collaborate on a case, providers must use participating providers.
Payment for surgical assistants as well as second opinions may be the responsibility of the
requesting provider if the provider utilized is not participating with Health Net. Payment by
Health Net for these services is dependant on medical appropriateness, contract status,
member eligibility, and the member's benefit plan.

Deficit Reduction and Federal False Claims Act
Found in: Operations Manuals > Provider Oversight Effective 05/12/2016

The Provider Participation Agreement (PPA) requires all providers to adhere to Deficit
Reduction Act (DRA) requirements. The DRA requires that any entity that receives or makes
payments under a state plan approved under Title XIX or under any waiver of such plan,
totaling at least $5 million annually, must establish written policies for its employees,
management, contractors, and agents regarding the federal False Claims Act (FCA).

The FCA applies to claims presented for payment by federal health care programs. The FCA
allows private persons to bring a civil action against those who knowingly submit false claims
upon the government. The following are activities for which one may be liable under the FCA:

« Knowingly presenting to an officer or employee of the United States government a false
or fraudulent claim for payment or approval.

« Knowingly making, using or causing a false record or statement to get a false or
fraudulent claim paid or approved by the government.

« Conspiring to defraud the government by getting false or fraudulent claims allowed or
paid.

« Having possession, custody or control of property or money used, or to be used by the
government, and intending to defraud the government by willfully concealing property,
delivering or causing to be delivered less property than the amount for which the
individual receives.

« Authorizing to make or deliver a document, certifying receipt of property used by the
government and intending to defraud the government and making or delivering a receipt
without completely knowing that the information on the receipt is true.

« Knowingly buying, or receiving as a pledge of an obligation or debt, public property from
an officer or employee of the government, or a member of the Armed Forces, who
lawfully may not sell or pledge the property.

+ Knowingly making, using or causing to be made or used, a false record or statement to
conceal, avoid or decrease an obligation to pay or transmit money or property to the
government.

The definition of "knowing" and "knowingly" as it relates to the FCA includes actual knowledge
of the information, acting in deliberate ignorance of the truth or falsity of the information,
and/or acting in reckless disregard of the truth or falsity of the information. Proof of specific
intent to defraud is not required for reporting potential violations of the law.

Penalties under the Federal False Claims Act

Any individual or corporation who violates the FCA is subject to civil monetary penalties

ranging from $5,500 to $11,000 for each false claim submitted in violation of the FCA. In
addition to the civil penalty, individuals are liable to the government for three times the

amount of damages the government sustains.

Required Training and Education
Providers must train their staff on the FCA, including, but not limited, to the following topics:

e FCA provisions

« Administrative remedies for false claims and statements

« State laws related to civil or criminal penalties for false claims and statements
« Whistleblower protections under state laws

All training must be conducted in a manner that can be verified by Health Net Access.

Fraud, Waste and Abuse
Found in: Operations Manuals > Provider Oversight Effective 05/12/2016

Health care fraud contributes to the rising cost of health insurance, reduces the amount of
funds available to pay providers, and increases premiums to employers and members. Health
Net Access investigates allegations of fraud, waste, and abuse (FWA) and reports of
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noncompliance at every level. Below are examples of health care fraud and unethical or
noncompliant activities:

« Consumer health care fraud: Filing claims for services or medications not received,
forging or altering bills or receipts, or using someone else's coverage or insurance card.

« Provider health care fraud: Billing for services not actually performed, falsifying a
patient's diagnosis to justify tests, surgeries or other procedures that are not medically
necessary, or upcoding - billing for a more costly service than the one actually
performed.

+ Unethical or noncompliant activities: Falsifying or tampering with company documents or
records, accepting gifts or favors that may influence a business decision, violating
Health Net Access' Code of Business Conduct and Ethics, or accessing personal
information or protected health information (PHI) without authorization.

FWA Authority and Responsibility

The Health Net Special Investigations Unit has overall responsibility and authority for carrying
out the provisions of the compliance program. Health Net Access is committed to identifying
and reporting cases of suspected fraud and abuse. Health Net Access is required to report
cases of suspected fraud or abuse to the Arizona Health Care Cost Containment System
(AHCCCS) Office of Inspector General (OIG). Other agencies may have involvement in cases of
criminal activity or abuse. The AHCCCS OIG is responsible for determining whether suspected
fraud or abuse cases warrant referral to the State Attorney General's office. The AHCCCS
Office of Inspector General has the authority to levy civil monetary penalties, issue
recoupment letters and utilize other types of sanctions if fraud, waste or abuse is
substantiated.

Reporting FWA

State law requires that Health Net Access report instances of suspected insurance fraud. Such
instances may include, but are not limited to:

* Material misstatements of facts or omissions on insurance applications.
* False claims.

« False, forged or altered prescriptions.

* Misuse of Health Net Access identification (ID) cards.

Health Net Access has adopted processes to receive, record and respond to compliance
questions, reports of potential or actual noncompliance, and fraud, waste and abuse from
contractors, agents, directors, enrollees, first-tier, downstream and related entities (FDRs),
and providers. Health Net Access maintains confidentiality to the extent possible, allowing
callers to remain anonymous if desired and ensuring nonretaliation against those who report
suspected misconduct.

Anyone who suspects member or provider fraud or abuse may report it to the Health Net
Special Investigations Unit. Providers must report suspected fraud involving a Health Net
Access member to the_Health Net Fraud Hotline. Health Net Access also asks providers to
assist Health Net Access and, if necessary, the Arizona Department of Insurance (ADOI) or
Arizona Health Care Cost Containment System (AHCCCS) in investigating instances of
suspected fraud.

FWA State References

To prevent and detect fraud, waste and abuse, many states have enacted laws similar to the
FCA but with state-specific requirements, including administrative remedies and relater rights.
Those laws generally prohibit the same types of false or fraudulent claims for payments for
health care related goods or services as are addressed by the federal FCA. Additional
information on the Deficit Reduction Act and FCA is available on the following websites:

e www.azleg.state.az.us/ArizonaRevisedStatutes.asp (ARS 13-1802 Theft; 13-2002
Forgery; 13-2310 Fraudulent schemes and practices/willful concealment; 36-2918 Duty
to report fraud).

e Www.azsos.gov/rules/arizona-administrative-code (AAC R9- 22-1101 Civil Monetary

Penalties and Assessments).

Health Net Policies and Procedures
Found in: Operations Manuals > Provider Oversight Effective 06/01/2009

All participating providers agree to abide by Health Net's policies and procedures. Failure to
comply with Health Net's policies and procedures may result in claim delays, denials or
sanctions, up to and including termination of the Provider Participation Agreement (PPA).

Questions regarding Health Net's policies and procedures and complete policies and
procedures are available through Health Net's Provider Network Management Department.
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Missed Appointments/No Show
Found in: Operations Manuals > Provider Oversight Effective 07/01/2013

Providers are expected to follow up with members who miss or cancel appointments and to
notify Health Net when a member has missed or cancelled three or more visits. Providers may

utilize the Health Net Access Missed Appointment/No Show Log.

Providers are encouraged to use the recall system in order to reduce the humber of missed or
cancelled appointments.

Monitoring Medicaid Provider Exclusions
Found in: Operations Manuals > Provider Oversight Effective 02/17/2014

Arizona's Health Care Cost Containment System (AHCCCS) requires contractors and their
subcontractors to monitor federal exclusions lists. The parties or entities on these lists are
excluded from various activities, including rendering services to Medicaid enrollees (unless in
the case of an emergency, as stated in 42 CFR §1001.1901), and employing or contracting with
excluded parties to provide services to Medicaid enrollees. Health Net requires that its medical
groups, hospitals, ancillary providers, and physicians frequently monitor federal exclusion
lists.

Monitoring for Excluded Parties

The names of parties that have been excluded from Medicaid participation are published in the
Office of the Inspector General U.S. Department of Health and Human Services (OIG-HHS) List
of Excluded Individuals and Entities (LEIE), and on the General Services Administration's (GSA)
Exclusions Extract Data Package (EEDP) (or Excluded Parties List System (EPLS), which was
replaced by the EEDP), as referenced through the System for Award Management (SAM)
website at www.sam.gov. In addition, Medicaid providers who are excluded by AHCCCS are
listed on the AHCCCS website at www.azahcccs.gov/OIG/ExludedProviders.aspx.

Medicaid managed care programs and their subcontractors must abide by the regulations
documented in the Social Security Act 1862(e)(1)(B), 42 CFR §422.503(b)(4)(vi)(F),
422.752(a)(8), and 1001.1901. These federal exclusion requirements are further interpreted
and communicated as guidance in the AHCCCS contract with Health Net. Additional regulations
that require sponsors to include CMS requirements in their contracts, as well as monitor their
subcontractors, are available in 42 CFR §422.504(i)(4)(B)(v).

Health Net and Provider Responsibilities

Health Net is required to monitor federal exclusion lists to ensure that Health Net is not hiring,
contracting or paying excluded parties or entities for services rendered to enrollees in Health
Net's Medicaid plans. Medicaid managed care entities and their subcontractors must check the
LEIE and EEDP federal exclusion lists prior to hiring or contracting with any new employee,
temporary employee, volunteer, consultant, governing body member, or subcontractor for
Medicaid-related activities. Medicaid managed care entities and their subcontractors must
frequently monitor these lists at least monthly to ensure parties or entities that were
previously screened have not become excluded later.

LEIE

The OIG-HHS imposes exclusions under the authority of sections 1128 and 1156 of
the Social Security Act. A list of all exclusions and their statutory authority are
available on the Exclusion Authority website at

https://oig.hhs.gov/exclusions/authorities.asp.

The current LEIE is available on the OIG-HHS website at
https://oig.hhs.gov/exclusions/exclusions list.asp. Frequently asked questions
(FAQs) and additional information on the LEIE is available at

https://oig.hhs.gov/fags/exclusions-fag.asp.
EEDP

The GSA's EEDP is a government-wide compilation of various federal agency
exclusions, and replaces the EPLS. Exclusions contained in the EEDP are governed
by each agency's regulatory or legal authority. The EEDP also includes parties and
entities from other federal exclusion databases. All parties or entities listed on the
EEDP are subject to exclusion from Medicaid participation. The current EEDP is
available on the SAM website at www.sam.gov, with additional information located
under Help > User Guides > Quick User Guides > Helpful Hints for Public Users.

AHCCCS - 0IG

AHCCCS - OIG provides a list of excluded Medicaid providers on the AHCCCS
website at www.azahcccs.gov/OIG/ExludedProviders.aspx.

Health Net, its medical groups, hospitals, and ancillary providers cannot pay participating and
non-participating parties or entities included on these lists for any services using federal
funds, except for emergency services provided by excluded providers under certain
circumstances. Contracting providers must have a documented process in place to ensure
compliance with these guidelines, and notify enrollees who obtain services from excluded
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parties and make claims payments as allowed under these exceptions. This documentation is
subject to audit upon request from Health Net or CMS.

Office Hours and Equipment

Found in: Operations Manuals > Provider Oversight Effective 08/25/2011

Participating providers must maintain offices, equipment and personnel required to provide all
contracting services within the scope of their licensure. Offices must be open during normal
business hours and available by telephone 24 hours a day, seven days a week for
emergencies. After-hours availability may be through a coverage arrangement.

PCP Responsibilities

Found in: Operations Manuals > Provider Oversight Effective 05/12/2016
Primary care providers (PCPs) are responsible for the following:

e Supervising, coordinating and providing care to each assigned member (except for
children's dental, emergency, OB/GYN, family planning, and behavioral health services
when provided without a PCP referral).

e Initiating referrals for medically necessary specialty care.

« Maintaining continuity of care for each assigned member.

« Maintaining the member's medical record, including documentation of all services
provided to the member by the PCP, as well as any specialty or referral services
including behavioral health.

« Utilizing the Arizona Health Care Cost Containment Systems (AHCCCS)-approved Early
and Periodic Screening, Diagnosis and Treatment (EPSDT) tracking form.

* Providing clinical information regarding members' health and medications to the treating
provider (including behavioral health providers) within 10 business days of a request for
information from the provider.

« If serving children, enrolling as a Vaccines for Children (VFC) provider.

Provider Responsibilities
Found in: Operations Manuals > Provider Oversight Effective 05/12/2016

Participating providers are responsible for:

« Providing health care services to Health Net Access members within the scope of the
provider's practice and qualifications.

* Providing care that is consistent with generally accepted standards of practice prevailing
in the provider's community and the health care profession.

¢ Accepting Health Net Access members as patients on the same basis that the provider
accepts other patients (non-discrimination).

+« When consistent with provision of appropriate quality of care, referring Health Net
Access members only to participating providers in compliance with Health Net Access'
written policies and procedures.

e Obtaining current insurance information from the member.

+ Cooperating with Health Net Access in connection with health plan performance of
utilization management and quality improvement activities, including prior authorization
of necessary services and referrals.

« Informing the member that referral services may not be covered by Health Net when
referring to non-participating providers.

* Providing Health Net Access with medical record information if requested for a member
for processing his or her application for coverage; prior authorizing services or
processing claims for benefits; or for purposes of health care provider credentialing,
quality assurance, utilization review, case management, peer review, and audit. Health
Net Access has a valid signed authorization from our members authorizing any
physician, health care provider, hospital, insurance or reinsurance company, the Medical
Information Bureau, Inc. (MIB), or other insurance information exchange to release
information to Health Net Access if requested. Participating providers may obtain a copy
of this authorization by contacting Health Net Access. Health Net Access does not
reimburse for the cost of retrieval, copying and furnishing of medical records.

« Cooperating with any authorized Health Net Access employee who may need to access
member records that may include payment or medical records to determine the proper
application of benefits, as well as the propriety of payments (including any claims
payment recovery actions performed on behalf of Health Net Access.

« In the event of provider termination, cooperating with Health Net Access and other
participating providers to provide or arrange for continuity of care to members
undergoing an active course of treatment, subject to the requirements and limitations of
Arizona statute.

« Operating and providing contracting services in compliance with all applicable local,
state and federal laws, rules, regulations, and institutional and professional standards of
care, including federal laws and regulations designed to prevent or ameliorate fraud,
waste and abuse, including, but not limited to, applicable provisions of federal criminal
law, the False Claims Act (31 U.S.C. 3729 et. seq.), the anti-kickback statute (section
1128B(b)) of the Social Security Act), and Health Insurance Portability and Accountability
Act (HIPAA) administrative simplification rules at 45 CFR parts 160, 162, and 164.
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The following responsibilities are minimum requirements to comply with contract terms and all
applicable laws. Providers are contractually obligated to adhere to and comply with all terms
of Health Net Access, provider contract and requirements in this manual. Health Net Access
may or may not specifically communicate such terms in forms other than the contract and this
manual. This section outlines general provider responsibilities; however, additional
responsibilities are included throughout the manual.

Participating providers must ensure the following described below in detail:

« Adhere to the Arizona Health Care Cost Containment Systems (AHCCCS) appointment

standards; refer to Appointment Standards section for more information.

Provide service coverage on a 24/7 basis (including on-call).

Respect AHCCCS member rights.

Provide services in a culturally sensitive manager.

Adhere to Americans with Disability Act (ADA) requirements.

Provide services in a non-discriminatory manner.

Report suspected fraud, waste and abuse.

PCPs must utilize the AHCCCS-approved and Periodic Screening, Diagnosis and

Treatment (EPSDT) tracking form.

« PCPs must provide clinical information regarding a member's health and medication to a
treating physician (including behavioral health) within 10 business days of the request.

« If treating children, enroll as a Vaccines for Children (VFC) provider.

* Provider complaint and appeal procedures.

Participating providers must complete initial, annual and ongoing Health Net Access trainings
that include, but are not limited to, the following topics:

Member appeals and grievances.

Appointment standards and wait times.

Language line services.

Proper emergency department usage.

Fraud, waste and abuse/ false claims act training.
Contacting the health plan.

How to file claims and claim disputes.

Other provider rights and responsibilities are included in the Provider Participation Agreement
(PPA).

Regulatory Agency Information
Found in: Operations Manuals > Provider Oversight Effective 07/01/2013

Health Net is required to comply with all state and federal regulations set forth by the Centers
for Medicare and Medicaid Services (CMS), Arizona Health Care Cost Containment System
(AHCCCS) and the Arizona Department of Insurance (ADOI).

After-Hours Sample Script - Chinese
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Found in: Operations Manuals > Provider Oversight
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AFTER HOURS SAMPLE SCRIPT
One of the following scripts may be used by physicians and medical groups as a template t2 ensure
Health Net members have access 1o timely medical care after business hours or wher your offices are closed.

IMPORTANT: Effective telephone service after business hours ensures callers are able to reach a live voice or
answering machine within 30 seconds.

. CALLS ANSWERED BY A LIVE VOICE (such as an answering service or centralized triage):

If the caller believes that he or she is experiencing a medical emergency, advise the caller te hang up and call
911 immediately or proceed 1o the nearest emergency roomémedical facility.

If the caller believes the situation is urgent or indicates a need to speak with a physician, facilitate contact
with the physician by deing one or mare of the folkowing:
«  Put the caller on hold momentarily and then connect the caller to the on-call physician
»  Get the caller's number and advize him or her that a physician will return the call within four hours
fimmediately send a message to physician)
»  Give the caller the pager number for the an-call physician and advise the caller that the physician will
call the member within four haurs, or direct the caller to the nearest urgent care center lecatian
= If acaller indicates 2 need for interpreter services, facilitate the contact by accessing interpeeter
SENICES

Examples:

Hell, pou have reached the <answenng senicelcentralized triages for Or. <Last Mame=, If this 5 3 medical
emergency, pease hang up and dial 911 immediately or go fo the nearest emergency room, Jf you wish fo

speak with the on-call physician, please stay on the line and | wal connect pou.

Hell, pou have reached the <answening senacefcentralized triages for Dr. <Last names, IF this is & medical
amergency, pease hang up and dial 971 immediately or go to the nesrest emergency room, Jf pou wish o

speak with the on-call physician, O, <Last Narne> can assist you. Please <pagefcall> hmifier at <telephane
number=, You may expect & call back within four hours

ll. CALLS ANSWERED BY AN ANSWERING MACHIME:

Helle, pou have reached <insert Mame of Doctorfedical Group>, IF this 5 3 medical emergency, please hang
up and dial 911 immediately or go to the negrest amergency room. Jf pou wish to spesk with the physician
an call select appropriate option):

»  Flease hold and pou will be connected fo Or, <Last Name >

«  ¥Yow may reach the physician on call directly by calling =felephone numbers

*  Fress <numbers (o fransfer to aur urgent care center. Cur urgent care canter [s located at <urgent

care center addresss (Apprapriate language aptions should be pravided far the focation,)
e Press cnumbers to page the physician on call, You may expect 3 return call within four hours

Examples:

Hello, TDU have reachied the <Mame of DocforMedical Groups for Dr. <last Name=. if this is a medical
emergency, please hang up and dial 971 immediately or go to the rearest emengendy rom. If pou wish to
speak with the physician on call, piease leave 8 message with your name, telephone number and reason for
calling, and you may expect a call back within four hows.

Hell, pou have reached <Name of Doctoriedical Group>. IF this s & medical emergency, please hang up
and aial 971 immediataly or go to the nearest emergency raom, if o wish to spesk with the physician on
call, you may reach fimffer directly by calling <teiephone numbers or press <numbers to page the physician
an call. You may expect a call back within four hoors,

After-Hours Sample Script - Spanish
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Found in: Operations Manuals > Provider Oversight Effective 08/21/2012

EJEMPLO DE TEXTO PARA USAR FUERA DEL HORARIO DE ATENCION

Lovs médicos y grupas médicos pueden wtitzar uno de los siguientes texfos coma plantilla para garantizar que
s afiffados a Health Net tengan acoeso a una atend n médica opartung fuera del horano de atend o
cuando sus consultonos estan cerrados

IMPORTANTE: Un servicio telef nico eficaz fuera del horario de atenci n garantiza que las personas que
llamarn puedan comunicarse £on WNa woz en vive o un contestader automatico dentro de los 30 segundas.

l. LLAMADAS RESPONDIDAS POR UNA VOZ EN VIVO (como un servicio de mensajes telefonicos o
un servicio centralizado de dasificacion segun las prioridades de atencion):

%i la persona que llama ree que esta teniendo una emergencia médica, indiguele que cuelgue y gue llame al
911 de inmediata, a bien, gue se dirija a 1z sala de emergenciasfl centro médico mas cercana.

5i la persona gue llama cree gue la situaci n es de urgendia o indica que necesita hablar con wun médico,
p ngala en contacte con el médico siguwendo uno a mas de kos pasos a continuaci n:
»  Diédjela en espera por un momento y luego comuniguela con el médica de guardia
«  Solicitele el n mero de teléfono e indiguele que un médico be devolvera la llamada dentro de las
cuatra horas (envie un mensaje al médico de inmediata)
«  Propora nele el n mero del buscapersonas del médico de guardia e indiguele gue el médico lamara
al afiliado dentro de las custro horas, o bien, dirfala al centro de atend n de urgendia més cercano
»  Siuna persona gue llama indica que necesita servicics de intérprete, p ngala en contacto con gquien
pueda brindarle dichos senvicios
Ejemplos:
Hala, usted s2 ha cormunicada con el <seraco de mensajes telel ncosfsanacia centralizads de clasificac n
5eg N ias prionidaoes de atencs A= agl Or.fde ia Ora, <Apelido=. 5 es una emergencia médica, por favon
cuelgue y marque 911 de inmediato, o bien, vaye & Iz sala de emergencizs mas cercana. 5i desea habilar con
el médico de guardia, por favor, permanesca en linea mientras le comurco.

Hola, usted se ha comunicado Con &l <sendcio de mensajes tefel nicasisenicio centralizado de clasificacl n
seg 0 las priondades de atenc n> del Or.fde la Dra, <Apelidos. 5 es una emergencia medica, par favor,
cuelgue p margue 971 de inmedialo, o ben, vaya & la sala de emergeancias mas cercana. 5 desed hallar con
el midico de guardia, ef Dr fla Dra. <Apefido= puede apudare. For favor, <lameladas af <n mera de
teiefana=, Calcule que se le devatverd ia lamada dentro de las cuatro horss

Il. LLAMADAS RESPONDIDAS POR UN CONTESTADOR AUTOMATICO:

Hoia, usted se ha comunicado Con <insertar ef nombee ael MédicorGrovp Méalicos. 51 es una emengencia
meédica, por favar, cuelgue y manque 811 de inmedisto, 0 bien, vaya a la sala de emergencias mas cercana, 51
desea hablar con ef médico de guardia (selecoione la cpdl n correspondiente):

= For favor, espere un momenta mientras e comunice con &f Or.fa Dra, <Apetidos

*  Lisied puede comunicarse directamente con ef médico de guardia famando al =n mero de feléfonos

o Corima <n merss para franstenr & lamans & nuestro contro de aterd 0 de urgencia, que esfd ubicad en
<rfireco o centro ds atend n de urgendias (Se deben proporoonar las opciones de idioma
carmespendientes a b ubicad n)

*  Oprima <n mero> para lamar &/ buscapersonas del medico de quardia. Caloule que se le devolvers
la lMamacda dentro de las coatro horas.

Ejemplos:

Hiolz, usted 58 ha comunicada con <Mambrs del MedicodGraup Medicos= pare e Dr.fla Dre. <Apsiido=, 5 s
U erfiergencia médica, por favor, cuelgue v margue 917 de mmedialo, o bien, vaya a la sala de emergencias
mas cercana. S desea hablar con ef médico de quardia, por favar, deje L mensaje con su oombine, Su o mea
e teldfono p el motive par ef que lama, p calcule que se e devolvera [z lamada dentro de las cuatia horas.

Hods, usted se ha comuricao con <Nombre del WMédieodGroup Médicrs. 5 es una emengencia miémcs, por i,
cLalue v rargue 51T de inmediata, o ben, vaa 4 6 sals de emergencias mds oercana. S desea hablar con &f midalco
e guarda, pusde Comumicarse crectamente con &ste lamanalo al <n - mers de TelSfonos L ovirmisna < merts
[para accensr & buscapersonas del meédicn de guardia. Calule que se e devalerd la Namacda dentro de las cuafro fovas,

Quality Improvement

Found in: Operations Manuals Effective 01/01/2003

Quality Management Program
Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

The Health Net Access quality management (QM) program is designed to monitor and evaluate
the adequacy, safety and appropriateness of health care and administrative services provided
to Health Net Access members on a continuous basis, and to support the identification and
pursuit of opportunities aimed at improving health outcomes, as well as member and provider
satisfaction. The QM program maintains full compliance with the QM requirements of
regulatory agencies, such as the Arizona Healthcare Cost Containment System (AHCCCS) and
the Centers for Medicare and Medicaid Services (CMS).

The QM program is conducted using a comprehensive, systematic and continuous
multidisciplinary approach, integrating efforts and input from affiliated providers, members,
Health Services Advisory Group (HSAG), Arizona Quality Improvement Organization, public
health agencies, and community entities.

The program includes standards for clinical care and service, the measurement of compliance
to the standards, and implementation of actions to improve performance. The scope of these
activities takes into account the enrolled populations' demographics and health risk
characteristics, as well as current national, state and regional public health goals. The QM
program impacts the following:

+ Health Net Access members in all demographic groups and in all Health Net Access
contracting and licensed service areas.
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+ Network providers, including practitioners, facilities, hospitals, ancillary providers, and
any other contracting or subcontracting provider types.

« Aspects of care, including level of care, health promotion, maternal and child health,
continuity of care and transitions, appropriateness, timeliness, safety, and clinical
effectiveness of care, and Health Net Access covered services.

« Communication ensuring the provision of culturally and linguistically appropriate care.

« Integration of behavioral health aspects of care to monitor and evaluate the care and
service provided to improve behavioral health care, in coordination with other medical
conditions and services.

* Provider performance related to professional licensing and credentialing, accessibility
and availability of care, and quality and safety of care/service, including practitioner and
office associate behavior, medical record keeping practices, environmental safety and
health, and health promotion.

« All covered Health Net Access health care services.

« Internal administrative processes related to service and quality of care, provider
qualifications and selection, confidential handling of medical records and information,
preventive services, health education, information services, and quality management.

The program is reviewed, evaluated and updated at least annually or more often as necessary.
On request, the Health Net Access Quality Management Department makes available to
providers and members information about the QM program, including a description of the QM
program and a report on Health Net Access' progress in meeting its goals and minimum
performance standards.

Clinical Practice Guidelines

Found in: Operations Manuals > Quality Improvement Effective 01/01/2003

Overview

Found in: Operations Manuals > Quality Improvement > Clinical Practice Guidelines

Effective 05/18/2016
Health Net Access has clinical practice guidelines available to assist
in the care of members. Guidelines are developed utilizing recommendations from
national organizations, including, but not limited to, the American Diabetes Association
(ADA), the Centers for Disease Control and Prevention (CDC), National Institutes of
Health (NIH), American College of Cardiology (ACC), American Academy of Pediatrics
(AAP), and the Centers for Medicare and Medicaid Services (CMS), as well as analysis of
peer-reviewed literature. Many of the metrics in the guidelines are measured and
reported to regulatory agencies, such as CMS or the Arizona Healthcare Cost
Containment System (AHCCCS). Guidelines are posted on
www.healthnet.com/ahcccsprovider and are accessible through Medical Policies link,
which provides more condensed guidelines for the management of such conditions as
asthma, chronic obstructive pulmonary disease (COPD), coronary artery disease (CAD),
diabetes, and heart failure (HF).

To receive a hard copy of the clinical practice guidelines, contact the Health Net Access
Provider Network Management Department.

Compliance Monitoring

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

The Health Net Access Quality Management (QM) program includes the development and
implementation of standards for clinical care and service, the measurement of compliance to
the standards and implementation of actions to improve performance. The scope of these
activities takes into account the enrolled populations' demographics and health risk
characteristics, as well as current national, state and regional public health goals. The Health
Net Access QM program develops an annual work plan addressing all Arizona Health Care Cost
Containment System (AHCCCS) requirements and supports the Health Net Access QM goals
and objectives, including compliance with all AHCCCS requirements.

Health Net Access established the Quality Management/Performance Improvement (QM-PI)
Committee structure to foster quality management discussions and activities from
multidisciplinary areas to ensure compliance with regulatory requirements. The Health Net
QM-PI Committee structure promotes plan integration and provider network accountability for
the identification, evaluation and measurement of key clinical and service activities.

Cultural and Linguistic Community Referral Resources
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Found in: Operations Manuals > Quality Improvement

(Hy

Health Net
Access”

Cultural and Linguistic Community Referral Resources

Effective 09/24/2015

Organization

Populations | Services Languages |Website
Served Spoken®

Phone Number

Alzheimer's
Association

All Pravides infarmation and | Spanish, w3z orgfdswin . my
senvicas to empower and | French, mimLeni ¥
supperl individuals, Chinesa,
families, caregivers, and | Korean,
communities alfected by | Japanese,
dementia and Alzheimer's. | Vietnamese

(602) 528-0545

Amencan Red
Cross Grand
Canyon Chapter

=

| Provides religf 1o victims
of disaster and helps Spanish
prevent, prepare for and
raspond fo amergencies.,

W, ArZonaredcross,org

(602) 336-6660

Andra House

www, andrehouse.on

=

| Provides transitional
services from Spanish
homelessness into stable
amployrment and stable
housing. They also
provide a clathes closat,
boot vouchers, laundry,
showers, sleeping bags,
blankets, and lockers.
Office hours are Monday
through Thursday, 10:00
am. o 12:00 p.m. and
1:00 p.m. ta 3:00 p.m.;
Saturday and Sunday,
1:00 p.m. fo

3:00 pm.

(602) 255-0580

Area Agancy on
Aging

A

I Ofters information arnd All
services ta seniors and
their caregivers.

hitp:aaaph arg!

(602) 264-2255

Anzong 2-1-1
Program

A

I Provides information and | All
referrals to various
COMmmunity resources,
24 hours a day, seven
days a week. Resources
include housing, food,
legal support, school
clothes, and ofher social
support services.

hitp:211 Arizons ong

21

*In addition 1 English,

fcontinued)

Health MNet Access, Inc. s a subsidiary of Healih Net, Inc. Health Net i a registered senice mark of Heatih Net, Inc. Al rights resansed.
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Cultural and Linguistic Community Referral Resources

Organization

Populations
Served

Services

Languages
Spoken™

‘Website

Phone Number

Arizana
Department of
Hausing

Arizana Early
Intervention
Pragram
(MzEIF)

All

Arizona's slale housing
agency provides
information on aparimant
rentals, emergency
repair and housing
rehabilitation, eviction or
foreclosure assistance,
fair housing laws,
homaownearship
assistance, and section &
howusing. Also ollers
unemployment,
underemploymant and
reinstatement mortgage
payment assislance, shorl
sale assistance, and
principal reduction
assistance 1o qualified
Arizona homeowners.

Arizona’s statewide
interagency system of
supports and services for
infants and toddlers with
developmental delays or
disabilities and their
tamilies.

Spanish

All

W azhousing qov

W 5z0es gowiazsip

(602) 771-1000

(602) 532-9960

Anzana Health
Care Cost
Caontainment
System
(AHCCCE)

=

Offers Medicaid-related
information to Arlzona
residents.

Al

www. 578 hcces.goy

(602) 417-4000

Arizona
Smokers
Helpline

All

Service and information
for Arizonans who wish to
quit tehEseo.

All

http:ffashling.org

1-800-556-6222

Arizona's
Childran
Association

All

Pravides foster care and
adoption assisiance;
behavioral health and
fraumalcrisis response;
family preservation and
reunification; kinship
SEMVICES, panenting
aeducation; and transitional
living services. Al
programs are famiky-
focused, strength-based,
culturally sansitive and
outcome-driven.

Spanish

www arizonaschildren.org

1-800-544-7611

“In additon to English.

Page 20iT
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Cultural and Linguistic Community Referral Resources

Organization

Populations
Served

Services

Languages
Spoken™

‘Website

Phone Number

AZLinks

All

Arizona's Aging and
Disability Resource
Cansorlium (ADRC) halps
Arizona seniors, pecple
with desabilities,
caregivers, and family
members locate resourcas
and services.

Spanish

wwew azdas gowALLinks aspx

M

Behavioral
Health Services

All

Offers a brief overview of
public behaviaral health
services in Arizona with
links to each of the
Fegicnal Behavioral
Health Autharities (RBHA)
in Arizona for women,
rmen, children, leens,
seniors, velerans,
clinicians, and schaol
representatives.

Spanish

www azdhs govindex pho

(602) 364-4550

Birth to Five:
Hatline

Staffed by early childhood
development specialists,
registered nurses,
disabilities specialists,
aarly lleracy specialists,
and mental health
counselons, the hatline
provides a toll-irse
number for all Arzona
families with young
children and parents-lo-be
1o call with questions or
conecerns about thair
infants, toddlers and
preschoclers,

Spanish

www azfif gov/WhatWaDa/
Programs/Pages BirthtaFiveH

elpling. aspx

1-877-705-5437

Bureau af
Tobacco and
Chranic Diseass

All

Pravides infarmation on
tobacco use, diabetes,
heart haalth, and other
chronic diseases.

Spanish

www azdhs gowiphis’
chronicdisegse

(602) 364-0824

Central Arizona
Shelter Services

A

Provides shelter and
support services to
homeless adults and
families. Sarvices include
showers, food, clothing,
hygiene iterns, and case
management. They also
have a medical and dental
facility, and offer
employment services.

Spanish

W, CASSAZ 0rg

(602) 256-6345

*In additon to English.
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Cultural and Linguistic Community Referral Resources

Organization | Populations
Served

Services

Languages
Spoken™

‘Website

Phone Number

Chandler All
Christian
Community
Center

City of Phoenix | A

Meeals basic neads,
including praviding
amergency lood boxes lor
peaple in crisis in the
Chandler community, and
waorks (o empower
individuals and familkes by
providing programs that
develop skills needed for
self-gufficiency and long-
term change.

Otfers bow-rent public
housing, scattered sites
home ownership, the
affordable housing
program, and sanio and
disabled housing
programs for incormsa-
eligible individuals and
families. Applications ara
required, and most
programs have a wait list.
Additional voucher
programs offered are
Mative American
Connections, Veterans
Affairs, Child Support
Services, Care Directions,
Waikins Shefter, and
Magellan.

Spanish

Spanish

www.chandlerfocdbank.org

www phoenix.govihausing

(480) 963-1423

(602) 262-4422

Community 18+
Kitchan

All-expense-paid 16-week
lood sarvice job
development program
{offered through St.
Mary's Food Bank
Alance) thal provides
training and job placement
in the food services
industry. It iz a second-
chance program that
wiarks wilh lew-income
adults who are facing
barriers to employment.
Upon graduation, 942 of
students are employsd
within the first manth.

Spanish

www firstioodbank.ong!
community-kilchan

(602) 343-B622

“In additon to English.

Page d4oi T

https://hnc.healthnet.com/portal/provider/library/print.ndo

feontinued]

136/212



11/1/2016

(Hy

Health Net

Access’

Provider Library

Cultural and Linguistic Community Referral Resources

Organization

Populations
Served

Services

Languages
Spoken™

‘Website

Phone Number

Departiment af
Economic
Securily

A

Pravides infarmatian on
assistance senvices and
programs available 1o
Arizona families.

All

W az08s qav

(602) 542-5065

Find Help
Phaenix

All

Simple website for
community members ta
find information and
referrals for community
SEMICES.

Spanish

WA, IANCODE, QoYY
findhelnphx'cateqaornas.
aspx

R

Head Start

=

Mational school readiness
program for low-income:
children and their families.
Also includes a wide
range of education,
hiealth, nutrition, and
soclal services to enrolled
families.

Spanish

www,hsd marcopa gov/
headstart

(B02) 506-3811

Health Care for
the Homeless

=

Free health care for
hometass individuals on a
wialk-in basis, Proof of
cilizanship nat required.
Offers referrals to Gircle
The Cily lor assistance
with specialty health care,
VISION Sarvices,
specialized mental health
counseling, housing
assistance, and general
assistance for the
homeless, as needed.

Spanish

W, A . li

health/servicesthomeless!

(602) 372-2100

Health-e-
Anzana PLUS

A

‘Website connacting
individuals and families to
health care coverage,
benefits and services.
Also useful for applying for
or renawing AHCCCS
benefis

All

www niealthearizonaplus
govDetault/ Datault. aspx

1-855-232- 7587

*In additon to English.
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Cultural and Linguistic Community Referral Resources

Organization

Populations
Served

Services

Languages
Spoken™

‘Website

Phone Number

Phoenix Rascus
Mission

A

Pravides homaless
emergency senices by
sarving meals 365 days a
year o men, women and
children in the community.
In addition 1o meals,
provides showers, clean
clathing, toiletries, and
ather needed ilems. It
three-acre campus offers
a comprahensive
approach to breaking the
cycle of addiction, abuse,
trauma, and
nomelessness. The Hope
Coach van travels the
sireels ol Phoenix,
offering water, fond,
hygiene kits, socks, and
ather items to homeless
men, womean and families
without shelter,

Spanish

hitp:/phoanixrascuamission.
org

(602) 233-3000

Salvation
Army —
Southwest

All

Offers healing; rescue
from homelessness for
families; safe haven from
domestic abuse; freadom
from alcohol, reatment for
drug and gambling
addictions; nourishment to
the hungry and those in
need, shelter and support
o the hamalass, sheltar
fior seniors,
developmentally disabled
adulis, and streggling
families.

Spanish

hiipi‘satvationarmysouthwest,
org

(602) 267-4122

Special
Supplemental
Mutrition
Program for
Women, Infants
and Children
(WIC)

Women and
children undar

age s

Provides nuidrition
aducaton and
breastieading support
senvices, supplemental
niutriticus foods and
referrals to health and
social services. WIC
sarves pregnant,
breastiesding, and
posiparlum women,
infants, and children under
age five determined to be
at nuiritional risk.

Spanish

Wy, maricopa. govipubli

health/programsisic

(602) 506-9333

“In additon to English.
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Health Net Cultural and Linguistic Community Referral Resources
Access’
Organization Populations | Services Languages | Website Phone Number
Served Spoken”
us. All Offers information and All (602) 379-7100
Department of referral assistance on
Hausing and home buying, avoiding
Urban foreclosure, rental
Development assislance, fair housing

laws, subsidized housing
oplions, and assistance
locating affordable local
housing.

“In additon to English.

Page Toi T

Cultural and Linguistic Services

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

Cultural and linguistic services are available in written and verbal form for all identified
threshold languages. Health Net Access provides 24-hour access to interpreter services.
Cultural and linguistic services representatives develop, establish and monitor programs for
members that meet the contractual requirements established by the Arizona Health Care Cost
Containment System (AHCCCS).

For more information about cultural and linguistic services provided by Health Net Access,
contact the Health Net Cultural and Linguistic Services Department.

For more information on how to work with an interpreter, providers should refer to the
Industry Collaboration Effort (ICE): Provider Tools to Care for Diverse Populations.

To obtain a comprehensive list of community referrals, refer to the Cultural and Linguistics
Community Referrals contact sheet.

Disease Management

Found in: Operations Manuals > Quality Improvement Effective 01/01/2003

Overview

Found in: Operations Manuals > Quality Improvement > Disease Management

Effective 06/01/2011
Health Net is committed to producing better outcomes for members
through the promotion of evidence-based disease management programs. Health Net
coordinates disease management programs for select disease states. This includes
member education, regular contact with a case manager and coordination with the
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member's physician to ensure the member receives the appropriate information and
level of service. These programs are available to all Health Net members at no cost.

Arizona Smokers" Helpline (ASHLine) Tobacco
Cessation Program

Found in: Operations Manuals > Quality Improvement > Disease Management

Effective 03/20/2015
Health Net Access's Arizona Smokers' Helpline (ASHLine) program
offers a variety of options to members to help them quit smoking and stay tobacco-free.
Health Net Access members may access free telephone counseling from ASHLine in
English and Spanish. ASHLine's telephone support includes:

* Treatment sessions scheduled at the participant's convenience

* Access to tobacco treatment specialists for the duration of treatment

« Recommendations on type, dose and duration of medication, if appropriate
* Educational materials

In addition to free telephone-based coaching services, members may also use an online
tobacco cessation program through WebQuit. Members can work through activities, set
goals and monitor their progress 24 hours a day, 7 days a week. WebQuit is available at
www.ashline.org.

Decision Power Disclaimer

Found in: Operations Manuals > Quality Improvement > Disease Management

Effective 12/07/2015
Health Net members have access to Decision Power® through their
current enrollment with any of the following Health Net companies: Health Net of
Arizona, Inc., Health Net Access, Inc. and Health Net Life Insurance Company. Decision
Power is not part of Health Net's commercial medical benefit plans nor affiliated with
Health Net's provider network and it may be revised or withdrawn without notice.
Decision Power is part of Health Net's Medicare Advantage benefit plans. It is not
affiliated with Health Net's provider network. Decision Power services, including
clinicians, are additional resources that Health Net makes available to enrollees of the
above listed Health Net companies. Health Net and Decision Power are registered
service marks of Health Net, Inc. All rights reserved.

Decision Power Program

Found in: Operations Manuals > Quality Improvement > Disease Management

Effective 05/18/2016
The Decision Power® program provides a fully integrated, health
management solution to improve the health and quality of life for Health Net Access
members. Through personalized interventions and contemporary behavior change
methodologies, an experienced clinical staff can assist members at-risk and diagnosed
with chronic health conditions to better manage their conditions through education,
empowerment and support. Decision Power includes disease management, case
management and complex case management programs.

The Decision Power program provides support 24 hours a day, seven days a week,
through Nurse24 services. Health Net Access members can refer to the back of their
member identification (ID) cards for this telephone number. Decision Power clinicians
are specially trained professionals, who are always available to support Health Net
Access members through telephone interaction. The goal of the Decision Power program
is to support members' self-care skills, increase their self-confidence and help them
work effectively with their physicians to manage their health conditions. Providers may
also refer Health Net members to the Decision Power program by fax, or they can call
Decision Power to discuss referrals.

Disease Management Program

The Health Net Access disease management program provides support to members with
chronic conditions, including heart failure (HF), chronic obstructive pulmonary disease
(COPD), coronary heart disease (CAD), diabetes, and asthma. Decision Power disease
management helps increase the efficiency and effectiveness of care, leads to more
timely actions by the member, and helps develop more personalized and actionable
solutions that ultimately lead to improved health outcomes. Health Net Access provides
participants and their providers the programs, tools, connectivity, and information to
make better health care decisions to:

* Slow the progression of the disease and the development of complications through
proven program interventions.

« Change behaviors and improve lifestyle choices by using demonstrated behavior
change methodologies.

* Improve compliance with guidelines and physician care plans.

« Manage medications and enhance symptom control.

« Educate members regarding recommended preventive screenings and tests in
accordance with national clinical guidelines.
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* Reduce emergency room visits, hospitalization and medication errors, and prevent
future occurrences.

Case Management

The Health Net Access complex case management program targets members with the
most complex cases, often with life-limiting diagnoses, and assists members who have
critical barriers to their care. A trained nurse case manager provides intensive, face-to-
face contact with Health Net Access members, their families and caregivers. These
members often have multiple comorbid conditions and need assistance in planning,
managing and executing their care.

This ambulatory case management program is available to high-risk members with less
complex needs. The initial assessment is conducted over the telephone with a minimum
follow-up contact every other week until the members' needs are met and the case can
be closed. Use the Health Net Case Management Referral Form for Health Net Access
members to refer members for case management.

Neonatal Intensive Care Management

Neonatal intensive care management is available for Health Net Access members who
are admitted to neonatal intensive care units (NICUs) or specialty care nurseries. A
trained neonatal nurse case manager monitors the progress of the infant from initial
admission into NICU through the transition to home. This trained clinician ensures that
parents and family members are prepared to take their newborn home, and assists with
arranging necessary home-based services for the family.

Health Education Materials

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

Printed information for Health Net Access members, including health education brochures and
fact sheets, is provided at a sixth-grade (or lower) reading level in an easy-to-read format.
Diverse cultural backgrounds are taken into consideration when these materials are created
and translated. The Health Net Cultural and Linguistic Services Department reviews these
materials for accuracy of translation, cultural content and reading level.

Providers are required to have educational materials available in approved threshold
languages. Health Net Access evaluates member materials with the assistance of experts,
focus groups, and individual and group interviews when appropriate.

Health health education materials may be ordered by mailing or faxing a completed copy of
the Provider Order Form for Health Education Materials to the Health Net Health Education

Department .

Health Net Quality Management-Performance
Improvement Committee

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

The Health Net Access Quality Management-Performance Improvement (QM-PI) Committee
structure includes various sub-committees and workgroups. The Health Net Access QM-PI
Committee has been delegated the responsibility for oversight of the Health Net Access
Quality Management (QM) program from the board of directors and is responsible for
monitoring the quality and safety of care and services rendered to Health Net Access
members. The Health Net Access QM-PI Committee ensures the QM program, work plan and
annual evaluation are implemented effectively and result in improvements in care and service.
The Health Net Access QM-PI also assesses and recommends, as needed, resources to
implement quality improvement activities

The following committees report to the Health Net Access QM-PI Committee:

Health Net AccessMedical Management/Utilization Management (MM/UM) Committee
Health Net Access Credentialing/Peer Review Committee

Pharmacy and Therapeutics Committee

Delegation Oversight Committee

Health Net Access Network QM Subcommittee

Health Net Access Medical Management/ Utilization
Management Committee

The MM/UM Committee is responsible for the review of the medical management and
utilization management data and management activities and utilizes the data to make
recommendation for action. The committee monitors the effectiveness of any action taken and
reports significant findings to the Health Net Access QM-PI Committee. The MM/UM Committee
monitors the activities and patterns in:
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« Pharmacy management

e Prior authorization and referral management

Development and/or adoption of practice guidelines

Concurrent review

Continuity and coordination of care

Over- and under-utilization patterns

New medical technologies and use of existing technologies
Disease management and chronic care programs

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Maternal child health

The MM/UM Committee is chaired by the Health Net Access medical director.

Credentialing/Peer Review Committee

The Health Net Access Credentialing/Peer Review Committee verifies and reviews practitioners
and organizational providers who contract to render professional services to Health Net Access
members for training, licensure, competency, and qualifications that meet established
standards for credentialing and recredentialing. The Credentialing Committee ensures
credentialing and recredentialing criteria for participation in the Health Net Access network are
met and maintained. The Health Net Access QM-PI Committee delegates authority and
responsibility for credentialing and recredentialing and peer reviews to this committee. This
committee is also responsible for peer review activities and decisions regarding quality
management follow-up on service and clinical matters, including quality of care cases. The
committee provides a forum for instituting corrective action as necessary, and assesses the
effectiveness of these interventions through systematic follow-up for both inpatient and
outpatient care and services.

This committee reports to the Health Net Access QM-PI Committee and provides a summary of
activities to the Health Net Access board of directors.

Pharmacy and Therapeutics Committee

The Pharmacy and Therapeutics (P&T) Committee ensures appropriate and cost-effective
delivery of pharmaceutical agents to Health Net Access membership. Committee
responsibilities include the review and approval of policies that outline pharmaceutical
restrictions, preferences, management procedures, explanation of limits or quotas, delineation
of Preferred Drug List (PDL) exceptions, substitution and interchange, step-therapy protocols,
and adoption of prescription safety procedures.

The P&T Committee includes a Health Net medical director, practitioners and clinical
pharmacists and reports to the Health Net Access QM-PI Committee.

Delegation Oversight Committee

The Delegation Oversight Committee (DOC) is responsible for overseeing the formal process
by which another entity is given the authority to perform functions on behalf of Health Net
Access. The DOC ensures there is a contractual agreement between Health Net Access and the
delegate, which outlines responsibilities, activities, reporting, evaluation process, and
remedies for deficiencies. The DOC's responsibilities include:

« Monitoring and evaluating a delegate's performance through due diligence prior to
granting delegation.

« Monitoring and evaluating a delegate's performance through routine reporting and an
annual evaluation of the delegate's processes in compliance with all regulatory and
accreditation standards.

« Taking action when monitoring reveals deficiencies in the delegate's processes.

Industry Collaboration Effort (ICE): Provider Tools to Care
for Diverse Population
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BETTER COMMUNICATION,
BETTER CARE:

PROVIDER TOOLS TO CARE FOR DIVERSE POPULATIONS

(P Health Net’
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{igen
\\I} Introduction for Healthcare Professionals:

Why was this tool kit ereated? How can it help my practice?

This set of materials was produced by a nation-wide team of healthcare professionals
whao, like you, are dedicated to providing high quality, effective, and compassionale care
Lo their patients, Because of changes in demography, in our awareness of  differences in
individual belief and behavior, and new legal mandates, we are constant] v presented with
new challenges in our attempts to deliver health care to a diverse patienmt population. The
material in this ool kit will provide you with resources to address the  very specific
operational needs that often anse in a busy practice because of the cha nging service
requirements and legal mandates,

The tool kit contents are organized into Four sections, each containing helpful backgr  ound
information and tools that ean be reproduced and used as needed. Below v ou will find a
list of the section topics and a small sample of their contents.

Interaction with a diverse patient base: cncounter tips for providers and their
clinical staff, a mnemonic to assist with patient interviews, help in id entifying
literacy problems, and an interview guide for hiring clinical staff who  have an
awareness of diversity issues,

Communication across language barriers: tips for locating and working with
imterpreters, common signs and commaon sentences in many languages, langu  age
identification flashcards, and language skill self-assessment tools.

Understanding patients I'rom various cultural backgrounds: tips for talking
with a wide range of people about sex, pain management across cultures, and
information about different cultural backgrounds.

References and resources: some key legal requirements, a summary of the
“Culturally and Linguistically Appropriate Service (CLAS) Standards,” which
serve as o guide on how to meet legal requirements, a bibliography of pr int
resources, and a list of internet resources.

We consider this tool kit a work in progress. Patient needs and the tool s we use toovk
with those changing needs will continue to evolve. We understand that so - me portions of
this tool kit will be more useful than others for individual practices o r service seltings,
after all, practices vary as much as the places where they are located.  We encourage vou
to use what is helpful, disregard what is not, and, if possible communic  ate your reaction
to  the contents to the ICE  Cultural  and  Linguistics Workgroup  at;

CL_TeamGiceforhealth.org
On behalf of the ICE Cultwral and Linguistic Workgroup.

Margie Akin, Ph.» Diana Carr, MA Peggy Payne, MA

Molina Healthcare, Inc. Health Net of Califormnia, Ine.  SCAN Health Plan
Research Anthropologist Medical Anthropolegist Centified Gerontalogist
University of Califomia, Riverside Certified Diabetes Educator
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Better Communication, Better Care:
Provider Tools to Care for
Diverse Populations

A RESQOURCES TO ASSIST COMMUNICATION WITH A DIVERSE PATIENT POPULATION

A Guide to Information in Section A

Waorking with Diverse Patients: Tips for Successful Patient Encounters

Partnering with Diverse Patients: Tips for Office Staff to Enhance Communication
Monverbal Communication and Patient Care

“Diverse™: A Mnemonic for Patient Encounters

Tips for Identifying and Addressing Health Literacy Issucs

Interview Guide for Hiring Office/Clinic Staff with Diversity Awareness

B RESOURCES TO COMMUNICATE ACROSS LANGUAGE BARRIERS

A Guide to Information in Section B

Tips for Communicating Across Language Barriers

10 Tips for Working with Interpreters

Tips for Locating Interpreter Services

Telephonic Interpreting Companies

Language Identification Flashcards

Common Signs in Multiple Languages (English-Spanish-Vietnamese-Chinese)

Common Sentences in Multiple Languages (English-Spanish-Vietnamese-Chinese
and English-Spanish-French Creole)

Employee Language Skills Self-Assessment Tool

C RESOURCES TO INCREASE AWAREMESS OF CULTURAL BACKGROUND AND ITS
IMPACT ON HEALTH CARE DELIVERY

A Guide to Informaiion in Section C
Let's Talk Abour Sex
Pain Management Across Cultures

Cultural Background: Information on Special Topics

D REFERENCE RESOURCES FOR CULTURAL AND LINGUISTIC SERVICES

A Guide to Information in Section [

Title ¥ of the Civil Rights Act of 1964

Standards to Provide “CLAS™ Culturally and Linguistically Appropriate Services
Executive Order 13166, August 2000

Bibliography of Major Sources Used in the Production of the Tool Kit

Cultural Competence Web Resources

Acknowledgement of Contributors from the 1CE Cultural and Linguistic
Workgroup
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fﬂu@‘E" A Guide to Information in Section A

!
RESOURCES TO ASSIST COMMUNICATION

WITH A DIVERSE PATIENT POPULATION BASE

We recognize that every patient encounter is unigue. Every patient is difTerent in age, sex,
ethnicity, religion or sexual preference and will bring to the medical encounter their unique
perspectives and experiences. This factor will always impact communicati  on, compliance and
health care outcomes.

The suggestions presented here are intended to help build sensitivity o differences and styles,
mimimize patient-provider and patient-office staff miscommumcation, and foster an environment

that is non-threatening and comfortable to the patient.

This information may assist you fo;

*  Improve health care delivery and outcomes

*  Decrease repeat visits
#  Decrease unnecessary lab tests
*  [ncrease adherence

Aviid Civil Rights Act violations

*  ldentify opportunities to improve office staff cultural and linguistic ¢ ompetency

The following materials are available in this section:

Working with Diverse Patients: Tips
for Successful Patient Encounters

Partnering with Diverse Patients:
Tips for Office Staff to Enhance
Communication

Non-verbal Communication and
Patient Care

“Diverse”: A Mnemonic for Patient
Encounters

Tips for Identifving and Addressing
Health Literacy Issues

Interview Guide for Hiring
Office/Clinie StafT with Diversity
Awareness

A one-page tip sheet designed to help providers
enhance their patient communication skills,

A one-page tip sheet designed to help office
staff enhance their patient communication
skills.

A two-page overview of the impact of non-
verbal  communication  on patient-provider
relations and communication,

A mnemonic to help vou individualize care
based on cultural/diversity aspects,

A two-page handout elabocating on the signs of
low health literacy and how to address them.

A list of interview guestions to help determine

if a job candidate is likely to work well with
individuals of diverse backgrounds.

A0 (pg. Lol 1)
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ﬂ (= ‘ WORKING WITH DIVERSE PATIENTS:
\{:ﬁ:‘f} TIPS FOR SUCCESSFUL PATIENT ENCOUNTERS

To enhance patient/provider communication and to avoeid being unintention  ally insulting or patronizing, be
aware of the following:

Siyles of Speech: Peaple vary grearly in lengthe af thne between comment and response, the speed of their
spreech, und their willingness o interrgn,

*  Tolerate gaps between quesiions and answers, impatience can be seenasa  sign of disrespect,

#  Listen to the volume and speed of the patient's speech as well @ the content. Modify your own specch to
more closely mateh that of the patient w make them moere comfortable.

*  Rapid exchanges. and even interruptions, are a part of some conversation  al styles. Don't be offended if no
offense is intended when a patient interrupis you.

*  Stay aware of your own pattern of interruptions, especially if the patie o1 is older than you are.

Eye Contact: The wey peaple interpret varions tipes of eve coniaet is ded to culinra
experience,

#  Most Euro-Amenicans expect o look people directly in the cyes and interpret failure to do s0 8 = a sign of
dishonesty or disrespect.

*  For many other cultures direet gazing is considered rude or disrespectfu |, Never force a patient to make eye
contagst with vou,

*  If'a patient scems uncomfortable with direct gazes, try sitting next to them instead of a  cross from them,

Body Language: Sociofogists say that 80% of comivation is gem-vertal, The mieaning of body langiage
varies greatly by culture, class, gender, ond age.

*  Faollow the patient’s lead on physical distance and wuching. 17 the patient mo  ves closer 1o you o touches
you, you may do the same.  However, slay sensitive 1o those who do not T oeel comforable, and ask
petinission to touch theim.

*  Gestures can mean very different things to different people. Be very conservative in your own use of
estures and body language. Ask patients about unknown gestures or resct  ons.

* Do not interpret o patient’s feelings or level of pain just from faci al expressions. The way that pain or feas i
expressed is closely tied 1o a person’s culiural and personal backgro  und.

Gently Guide Patient Conversation: English predisposes us o a direct commenication sivle, however

eiher lnguages and culiures differ.

* [nitial greetings can set the tone for the visit Many older people from traditional societies expect to be
addressed more formally, no matter how long they have known their phyvsic an, 1f the patient’s prefercnee is
not clear, ask how they would like t be addressed,

*  Patients from ather language or cultural backgrounds may be less likely to ask questions and more like Iy to
answer guestions through narrative than with direct responses. Facilita  te patiestentered communication
by asking open-ended questions whenever possible.

*  Avoid questions that can be answered with “yes”™ or “no.” Research indicates that w hen patients, regardless
of cultural background, are asked, *Do you understand,” many will - answer, “yes” even when they really do
not understand. This tends to be more commaon in teens and older patients.

*  Steer the patient back to the topic by asking a question that clearly de monstrates that you are listening.
Some patients can tell you more sbout their health through story telling  than by answering direct questions.

A02-04 {pg. Lof 1)
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PARTNERING WITH DIVERSE PATIENTS:
Fe & E!"'] _ s S

w TIPS FOR OFFICE STAFF TO ENHANCE COMMUNICATION

1. Build rapport with the patient.

Address patients by their last name, If the patient's preference is n ot clear, ask, “How would
you like to be addressed?™

Focus your attention on patients when addressing them.

Learn basic words in your patient’s primary language, like “helle™  or “thank you™.
Recognize that patients from diverse backgrounds may have different comm  unication needs,
Explain the different roles of people who work in the office,

2. Malie sure patients know what you do,

Take a few moments to prepare a handout that explains office hours, how  to contact the office
when it is closed, and how the PCP arranges for care (i.e. PCP is the first point of contact and
refers to specialisis),

Have instructions available in the common languages) spoken by your p - atient base,

3. Keep patients” expectations realistic.

Inform patients of delays or cxtended waiting times. If the wait is long er than 15 minutes,
encourage the patient to make a list of questions for the doctor, review  health materials or view
waiting room videos.

4. Waork to build patients” trust in you.

Inform patients of office procedures such as when they can expect a call  with lab resultshow
follow-up appointments are scheduled, and routine wait times.

Determine if the patient needs an interpreter for the visit,

Document the patient’s preferred language in the patient chart,

Have an interpreter access plan. An interpreter with a medical background is preferred to family
or friends of the patient.

Assess your bilingual staft for interpreter abilities. (see Emplovee La nguage Skills Self
Assessment Tool).

Possible resources for interpreter services are available from health pl mo the state health
department, and the Internet. See contracted health plans for applicable  payment processes.

6. Give patients the information they need.

Have twopic-specific health education materials in languages that reflect vour patie nt bhase.
(Contact vour contracting health plans/contracted medical groups for resour  ces.)

Offer handouts such as immunization guidelines for adults and children,  screening guidelines, and
culturally relevant dictary guidelines for diabetes or weight loss,

7. Make sure patients know what to do.

Review any follow-up procedures with the patient before he or she leaves vour office.
Verify call back numbers, the locations for follow-up services such as labs, X-ray or
sereening tests, and whether or not a follow-up appointment is necessary.
Develop pre-printed simple handouts of frequently vsed mstructions, and

translate the handouts into the common language(s) spoken by vour pati  ent base. (Contact your
contracting health plans/contracted medical groups for resources.)

A03-0M (pg, 1 ol 1)
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{uc % NON-VERBAL COMMUNICATION AND PATIENT CARE

MNon-verbal communication is a subtle form of communication that takes place  in the initial three seconds
after meeting someone for the first time and can continue through the en tire interaction, Research
indicates that non-verbal communication accounts for approximately 70% of a communication episode.
Non-verbal communication can impact the success of communication more acutel v than the spoken word.
Our culturally informed unconscious framework evaluates gestures, appearance, body language, the face,
and how space is used.  Yet, we are rarely aware of how persons from oth  er cultures perceive our non-
verbal communication or the subtle cues we have used to assess the perso .

The following are case studies that provide examples of non-verbal miscommunication that can sabotage a
patient-provider encounter. Broad cultural generalizations are wsed for illustr ative purposedhey should
not be mistaken for stercotvpes, A stereotype and a gencralization may a ppear similar, but they function
very differently. A stereotype is an ending point; no attempt is made to learn whether the individual — in
question fits the statement, A generalization is a beginning point; it indicates common trends, but further
information is needed to ascertain whether the statement is appropriate to a particu  lar individual.

Generalizations can serve as o gutde 1o be accompanied by individualized

vude, ask the petiens, racher than asseme you know the patient's needs and wanes, 1 asked, patients will
usually share their personal beliefs, practices and preferences related  to prevention, diagnosis and
treatment.

Eve Coniaet

Ellen was trying to teach her Navaho patient, Jim Nez, how to live with

soon became extremely frustrated because she felt she was not getting th
guestions dnd wever miet fer eves. She reasoned from this that fe was i
lissening to her,'

It is rude to meet and hold eye contact with an elder or someone in a position of autho  rity such as health
professionals in most Lating, Asian, American Indian and many Arab count  ries. It may be also considered
a form of social aggression if a male insists on meeting and holding eve contact with a female.

Touch and Use of Space

A pliysician with a large medical growp reguested assisiance encouraging
and keep theiv first well wesnan appointment.  The physician srared that eh na-show
vate e appointments did not go as smoothly as the physician would Iike

Talk the patient through each exam so that the need for the physical con  tact is understood, prios to the
initiation of the examination. Ease into the patients” personal space. If there are any concerns, ask before
entering the three-foot zone. This will help ease the patient’s level of discomfort and — avoid any
misinterpretation of physical contact,  Additionally, physical contact  between a male and female is strictly
regulated in mamy cultures. An older female companion may be necessary dur  ing the visit.

A0 {pg, 1 0r2)
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QJE;E’ NON-VERBAL COMMUNICATION AND PATIENT CARE (Continued)

Gestures

An Anglo patienr named James Todd called our to Elena, a Filiping nirse: came to
Mr. Todd's door and politely asked, *May 1 help you?™ Mr, Todd

mietioning with his right index finger. Elena remained where she was and

Wit o yow wand 77 My, Todd was confised. Why had Elena’s manner suddendy change, 7

Gestures may have dramatically different meanings across eultures. Iti s best to think of gestures as a
local dialect that is familiar only to insiders of the culture. Conserv  ative use of hand or body gestures is
recommended o avoid misunderstanding, In the case above, Elena wok offense o Mr. Todd’s innocent
hand gesture. 1o the Philippines {and in Korea) the “come here™  hand gesture is used to call animals.

Body Posture and Presentation

Carrie was surprised to see thar Mr, Ramirez was dressed very elegantly for his doctor's visit,

confused by hiy appearance because she knew vhat he was receiving servic

thought the frong office either made o misiake documeniing his ability ¢ pay for service, or that he falsely
presenred his income.

Many cultures prioritize respect for the family and demonstrate family r - espect in their manner of dress and
presentation in public. Regardless of the economic resources that are a vailable or thghysical condition

of the individual, going out in public invoelves creating an image that r - eflects positively on the family - the
clothes are pressed, the hair is combed, and shoes are clean. A person’ s physical presentation is not an
indicator of their economic situation,

Use of Voice

D, Moore had thiree parients waiting and was feeling rushed. He began a

af his Viemamese patient Tanya. She looked tense, staring at the grownd

information. No matter how clearly he asked the qeestion he couldn't ger Tanva to ke
the visil.

The use of voice is perhaps one of the most difficult forms of non-verbal communication to change, as we
rarely hear how we sound to others, If vou speak too fast, you may be seen as not being interested in the
patient. I you speak too loud, or e soft for the space involved, yvou  may be perceived as domineering or
lacking confidence. Expectations for the use of voice vary greatly betw  een and within cultas, for male
and female, and the voung and old.  The best suggestion is fo search for non-verbal cues fo deiermine

how your vaice is affecting your patient,

= Galane, G, {19%7), Caring for Pavicars from Diffencm Caftires. University of Pennsylvania Press,
Hall, ET. {1585 ). Hidddere Differences: S in fotermaions! Commmication. Hamburg: Gruner & lahr.
Hall, ET, { 1990 Dnderstanding Calured Differences. Yamouth, ME: Intercultusal Press
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“DIVERSE”

A MNEMONIC FOR PATIENT ENCOUNTERS

A mnemonic will assist you in developing a personalized care plan based  on cultural/diversity aspects. Place in the
patient’s chart or use the monemonic when gathering the patient’s b istory on a SOAP progressote,

Assessment Information/

D

Assessment Sample Questions Recommendations
Demographics- Explore Where were vou bom?

regronnl huackgronnd, feved of
accufinraiion, age and sex gs
they influence fealti core
Belaavionrs.

Where was “home” before coming to the U587
How long have you lived in the LS.
What is the patient's age and sex?

Tdeas- ask she poviens fo
explain fusfer ideas or
concepts of health ad itliess.

What do vou think keeps you healthy™

What do you think makes you sick?

What do you think is the cause of your illness?
Why do you think the problem stanted?

<

Views of health eare
treatmentss ask alour
dreeiment preference, use of
liesiet remcdies, il ircatuent
evaidanice praclices.

Are there any health care procedures that might
niot be acceptable?

Da you use any traditional or home health
remedies o improve your health?

What have you wsed before?

Have you used alternative healers? Which?
What kind of treatment do you think will work?

Expectations- ask s wihat
VOUF paien? expects from
hisfaer dewctor?

What do you hope to achieve from today’s
visit?

What do you hope to achieve from treatment?
Da you find it easier to talk with a male/female?
Someone younger/older?

Religion- ask about vour
grertinr’s veligions and spirinil
sradinients.

Will religious or spiritual observances affect
your ability 1o follow wreatinem? How?

Do you avoid any particular foods?

During the year, do you change your diet in
celebration of religious amd other holidays?

Speech- ideniifv vour pasien:s
femmyuerge mevey including
Deadnh frevacy fevels.

Avntd using o fimdly meoeher as
i |l|'”t"]'"l'|'l'|'|

What language do vou prefer o speak?
Do you need an interpreter?

What language do vou prefer to read?

Are vou satisfied with how well you read?
Would you prefer printed or spoken
instructions?

H »n T =

Environment = idenifi
rienr's howe environment aod
the curlturlddiversity aupects
ahat are gt af e

enviconnent, Home
environmens iecludes the
grertivnt s daily sehedule,
st systent and Tevel af
independence,

Do wou live alone?

How many other people live in your house”
Da you have transportation?

Who gives you cmotionzal support?

Who helps you when you are ill or need help?
Do you have the ability o shop/cook for
yourself?

What times of day do you usually em?

What is your largest meal of the day?

https://hnc.healthnet.com/portal/provider/library/print.ndo
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! ‘ TIPS FOR IDENTIFYING AND ADDRESSING

‘\E_/I HEALTH LITERACY ISSUES

Low health literacy can prevent patients from understanding their health

Health Literacy is defined by the Mational Health Education Standards ™ as "the capacite of an individual
oy oltain, interpret, and wnderstand basic fealth dnfornation and servic
dngformation aned services fn ways which are hewlth-enfurcing, "

This includes the ability to undersiand written instructions on prescrip  tion drupoitles, appointment slips,
medical education brochures, docior's directions and consent forms, and — the ability to negotiate complex
health care systems. Health literacy is not the same as the ability w v ead and 15 not necessanly related (o
years of education. A person who functions adequately at home or work may have margin al or inadequate
literacy in a health care environiment.

rri H 1. ¥

*  The ability to read and comprehend health information is impacted by a r ange of factors including

age, socioeconomic background, education and culture,
Example: Some senicrs muy not ave had the same edwcational opporiunise

® A patient’s culture and life experience may have an effect on their b ealth lireracy.

Examge: A putient's background cultiure muy siress verlal, nes weitten, conpmanication siles,

# Anaccent, or a lack of an accent, can be misread as an indicator of o person’s ability to read English.
Example: A patiens, whe has learned 1o speak English with very linle ac nat e able to recad
instriciions o a preseription borde,

»  Different family dynamics can play a role in how a patient receives and  processes information.

*  In some cultures it is inappropriate for people to discuss certain body  pants or funetions leaving somse
with a very poor vocabulary for discussing health issues.

*  In aduhs, reading skills in a second language may take 6-12 years to develop.

igns of 1 Health Li

Your patients” may frequently sav: Yaur patients' belavior may include:

» | forgot my glasses, » Mot getting their prescriptions filled, or not taking their
* My eves are tired. medications as preseribed.

= I'll take this home for my = Consistently ariving late to appointmeints,

family 1o read, Returmning forms without completing them.
®  What does this say” [ don’t undersiand  »  Requiring several calls between appointments o clarify
this, instructions,

Tips for Dealing with Low Health Literacy

*  Use simple words and avoid jargon, *  Give information in small chunks,
*  Never use acronyms. *  Anticulate words.
*  Avoid technical language (if possible). = “Resd™ written instructions our lowd,
®  Repeat imponiant information - a »  Speak slowly (don't shout)
patient’s logic may be different from *  Use body language to support what you are saying.
yours. ®  Daw piciures, use posters, models or physical
*  Ask patients to repeat back to you demonstrations.
important information. *  Use video and avdio media as an altemative to written
*  Ask open-ended questions, communications,

*  Use medically rained interpreters
familior with cultural nuances,

" Joint Committee on National Health Education Standards, |95

Aie0d (pe. Lol 1)
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\ J INTERVIEW GUIDE FOR HIRING
OFFICE/CLINIC STAFF WITH DIVERSITY AWARENESS

The following set of questions are meant to help you determine whether a job candidate will be sensitive
to the cultural and linguistic needs of vour patient population. By int egting some or all of these
questions into your interview process, you will be more likely to hire s taff that will help you ereste an
office/clinic atmosphere of openness, affirmation, and trust between pat ients and staff. Remember that
bias and diserimination can be obvious and flagrant or small and subtle. Hiring practices  should reflect
this understanding.

INTERVIEW QUESTIONS
(. What experience da you have in working with people of diverse backgro

ethnicities? The experiences can be in or out of a health care environment,

The interviewee should demonstrate understanding and willingness to serve diverse communities. Any
experience, whether professional or volunteer, is valuable.

(: Please share any particalar challenges or successes you have experienced in working with people
JSrom diverse backgrounds.

You will want to get a sense that the interviewee has an appreciation fo r working with people from
diverse backgrounds and understands the accompanying complexities and ne  eds in aoffice setting.

Q. In the health care field we come across patients of different ages, 1

arientation, religions, cultures, genders, and immigration status, etc.
skills from yvour past eustomer service or commaenitv/healtheare work do you think are relevant to this

Job?

This question should allow a better understanding of the interviewees ap proach to customer service
across the spectrum of diversity, their previous experience, and if thei r skillste transferable to the
position in question. Look for examples that demonstrate an understandin g of varying needs. Answers
should demonstrate listening and clear communication skills.

. Whar would you do to make all patients feel respected? For example, some Medicaid or Medicare
recipients may be concerned about receiving substandard care because the

The answer should demonstrate an understanding of the behaviors that fac  ilitate respect and the type of
prejudices and bias that can result in substandard service and care.

AOT-04 {pg. 1ol 1)
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f % A Guide to Information in Section B
T
IGEl
RESOURCES TO COMMUNICATE

ACROSS LANGUAGE BARRIERS

This section ofTers resources (o help health care providers identify the  linguistic needs of their
Limited English Proficient (LEP) patients and strategies w meet their communication needs.

Research indicates that LEP patients face linguistic barriers when acces  sing health care services.,
These barriers have a negative impact on patient satisfaction and knowledge of diagnosis and
treatment.  Patients. with linguistic barmers are less likely o seek treatment and preventive
services. This leads to poor health outeomes and longer hospital stays.

This scetion contains usceful tips and ready-to-use tools to help remove the linguistic barriers and
improve the linguistic competence of health care providers. The tools are intended to assis t
health care providers in delivering appropriate and effective linguistic  services, which leads to:

Increased patient health knowledge and compliance with treatment

Decreased problems with patient-provider encounters and increased patient satisfaction
Increased appropriate utilization of health care services by patients

Potential reduction in liability from medical errors

The following materials are available in this section:

Tips for Communicating Across Suggestions 1o help identify and

Language Barriers document language needs.

10 Tips for Working with Interpreters Supgestions  to maximize  the
effectiveness of an interpreter,

Tips for Locating Interpreter Services Information to know when locating
interpreter services.

Telephonic Interpreting Companies Sample list of organizations that

provide interpreter services.

Common Signs in Multiple Languages
(English-Spanish-Vietnamese—Chinese)

Common Sentences in Multiple Languages
(English-Spanish-Vietnamese=Chinese)

Simple signs that can be enlarged and
posted in your facility.

Simple phrases that can be used to
communicate with LEP patients while

wailing for an interpreter.

Employee Language Skills Self- Self-assessment ol w0 capture the
Assessment Tool language  capability  of  bilingual
health care providers.

BO1-04 (pg. Lol 1)
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Tips for Working with Limited English Proficient (LEP) Members

= California law requires that health plans and insurers offer free interpreter services to
hoth LEP members and health care providers and also ensure that the interpreters are
professionally trained and are versed in medical terminology and health care benefits.

= Whaois a LEPF member?
Individuals who do not speak English as their primary language and who have a
limited ability o read, speak, write, or understand English, may be considered limited
English proficient (LEP).

=  How to identify a LEP member over the phone
o Member is quiet or does not respond to questions
©  Member simply says ves or no, Or gives inappropriste or inconsistent
LNSWETS 10 VOUur guestions
o Member may have trouble communicating in English or you may have a
very difficult time understanding what they are trying o communicate
o Member self identifies as LEP by requesting language assistance.

*  Tips for working with LEP members and how o offer interpreter services
1} Member speaks no English and you are unable to discern the language
= Connect with contracied telephonic interpretation vendor to identify language
needed,

2) Member speaks some English:
= Speak slowly and clearly. Do not speak loudly or shout. Use simple words
and short sentences.

= How o offer interpreler services:
8 thind T aere having srouble with explaining thiv o vou, and T really wand o make
sure veur undersiand. Wenld vou mind I we connecied with an imerpreier o help
us? Which language do vou speak?”

“May I put you on held? 1 am going 1 commect us with an interpreter,” (IF you
are having a difficult time communicating with the member)

= Best practice to capture language preference
For LEP members it is a best practice w capure the members preferred language and
recond it in the plan’s member data system.
e rder for me (or Health Plan) o be able wo compunivare wmost effectively with
your, may D ask what vour preferved spoken and weitten language is?™

#This universal symbol for interpretive services at the top right of this document is from
Hablamos Juntos, a Robert Wood Johnson funded project found at:
hitpedfveww hablumosjuntos.orgdsignagedsy mbolsfdefauliusing_symbaols.aspbpw

B-10-10 (pz.l of 1}
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Limited English Proficient (LEP) patients are faced with language barr iers that undermine their ability
to wnderstand information given by healthcare providers as well as instr uctions on prescriptions and
medication bottles, appointment slips, medical education brochures, doct  or’s directions, and consent
forms. They experience more difficulty (than other patients) processi ng information necessary 1o care
for themselves and others.

Tips to Identi ient’s P Lan

& Ask the patient for their preferred spoken and writlen language.
* Display a poster of common languages spoken by patients; ask them to poi 0t to
their language of preference.
*  Post information relative to the availability of interpreter serviees,
*  Make available and encourage patients Lo carry “1speak.. " or *  Language 1D™ cards.
{Nore: Many phone interpreter companies provide language posters and cards at - no charge. )

Tips to Document Patient Languape Needs

*  Forall Limited English Proficient (LEP) patients, document preferred language in paper and/or
electronic medical reconds.,

*  Post color stickers on the patient’s chart to flag when an interprete 1 is needed.
(e.g. Orange =Spanish, Yellow=Vietnamese, Green=Russian).

Tips to Assessing which Type of Interpreter to Use

¢ Telephone interpreter services are easily accessed and available for sho it conversations or
unusual language requests,

*  Face-to-face interpreters provide the best communication for sensitive, legal or  long
COMIMUNICAtions.

*  Trained bilingual staff provide consistent patient interactions for a larg e number of patients.

*  For reliable patient communication, avoid using minors and family member s,

Tips to Overcome Language Barriers

*  LUse simple words; avoid jargon and * Use pictures, demonstrations, video or
ACTONYMS, audiotapes o inerease understanding.

*  Limit/avoid technical language. *  Give information in small chunks and

*  Speak slowly {don"t shout). verify comprehension before going on,

*  Articulate words completely. *  Always confirm patient’s understanding

*  Repeat important information. of the information - patient’s logic may

+  Provide educational material in the be different from yours.

languages your patients read.

B-0240 (pg. Lol 1)
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Tips for Working with Interpreters

Telephonic Interpreters

»  Toll the imerpretes ihe purpose of your call, Deseribe the type of infermation you are planning ko comvey, *

= Ermumciate your words and try 1o avoid contractions, which can be sasily misunderstood as the opposite
of your meaning, e.g., “can’t - cannot” *

»  Spaak i chon sontencas, exprassing one idea at a tima.®

®  Speak slower than your normal speed of taking, pausing after each phrasa.®

*  Avoid the use of double negatives, e.9., “If you don't appear in person, you won't get your benefits.” *
Inetead, “You must come in person in order 1o get your benefits.”

#  Speak in the first parson. Avoid the “he said‘she said.” *

*  Avoid using colloguialisms and acronyms, =.g., “MFIP." i you must do so, please explain their
meaning.*

#  Provide bref explanatons of technizal termas, or terma of art, e.g., “Spend-down® means the client must
u=e up some of hig'her monles or assats in order to be eligible for services.” *

*  Pause cccaslonally to ask the imerpreter |f he of she understands the information that you are
providing, or if you nesd to siow down or spesd up in your speech patierns. If the interpreter s
confused, 5o s the client. *

* Mgk [he interpreter #, in his or her opinion, The client seems fo have gragped the informalon hal you are
conveying, You may have o repeat or clarily certain infermation by saying it in a dilferent way, *

= ABOVE ALL, BE PATIENT with the inlerprater, the client and yourselll Thank tha inlerprater for
pardarming a dificull and valuable senace, *

*  Theinterpreter will wail lor you fo indfiate the closing of the call and will be the last to disconnect from the
call,

‘Whan working with an interpreder over a speakerphone o with dual head'handsels, many of the principles of
on-site interprating apply. The only additional thing to ramembar is that the intenpretar is “blind” to the wisual
cugs In the neom. The following will help the interpreter do a better [ob. ™

* When the imerpreter comes onto the line k2t the imerpreter know the followsng: **
= Who you ane
= Who efse is in the room
s What sort of office practice this s
*  Whal son of appoiniment this is

For example, “Hello interprater, this is Dr. Jameson. | have Mrs. Dominguez and her adult daughter
here for Mrs. Dominguez” annual exam.”**

*  (ve the interpretes the oppartunity to introduce emself or herset quickly 1a the patient. =
#  |f you point to & chart, a drawng, a body part or & plece of equipment, describe what you are peinting 1o

as you do it ™

On-site Interpreters

#  Hold a brief mesting with the intenpreter beforahand 1o clarify any temns or issues thet require special
attention, such as transiation of comples Ireatment scenarios, lechnical 18rMs, acrenyms, sexling
arrangemants, lighting or athar needs.

BUa-08 (pg 1 af 2}
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*  For face-1o-face interpreting, position the interprster off to the side and immediately behind the patient
50 1hat direc] communication and eye contac] belween e proviger and palient is mantained. For sign
language (ASL) imarprating, it is best to position the imarpreter baside the patient 5o the patient can
capture the hand signals easiy.

»  Be aware of possible gender conflicts that may arise between interpreters and patients. In some
culures, males should net B requestad o inlerprat for lemalas,

= B alenbve 10 culteral biases in the form of prelerences of incinations thal may hinder clear
communication. For example, in some culiures, especially Asian cultures, “yes” may not always mean
“yes." Instead, “yea® might be a polite way of acknowledping 2 statement or question, & way of politaly
resening one's judgmend, or simpdy a polite way of declining 1o give a definile answer al thal junciure,

*  Greelihe patlent first, not he inerpretes, =

= During the medical interview, speak direcly b the paten, not toe the intenpretar: “Tell me winy you cams
i today” instead of *Ask her why she came in today.” **

» A professional inberpretar will wse the first person i interpreting, reflecting exactty what the patient said:
e.g. "My stomach hurts® mstead of *She says her stomach hurls.” This allows you 1o haar the patient's
“woice” most accurately and deal with the patient directly. **

*  Speak ai an aven pace in relalively short segments; pause ofien to allow the interpreter to interpred. You
do not need 1o speak especially slowly; this aclually makes a competent interpreter’s job more difficult, =

»  Dor't say anything that you don'l want interpreted; it is the interpreter's job o inferprat ewerything, =

® | you must address the sarprales aboul an issee of commuomcation or cultune, kel the patient know first
what you are going to be discussing with tha imarprater. **

#  Speak in: Standard English (zvoid slang) =
= Layman's terms [avold medics! terminalogy and jargon)
= Straightiorward semencs struciune
»  Complete sentences and ideas

*  Ask one guestion at a time. **

»  Ask the interpretar to point out potential culural misunderstandings that may arise. Respect an
Inferpreter's judgment that & particular guestion |s cufturally iInappropriate and either rephrese the
quishion or ask the interpratars halp in aliciting the information @ a more approgriate way, =

= Do hold the intenpreler responsibhe for what the patient says or doesn't say. The interpreler is the
madium, not the source, of the message. **

*  Avnid interrupting the interpretation. Many concepts you exprass hawva no linguistic or conceptual
equivalent in other languages. The interpreter may have to paint word pletures of many 1erms you use.
This may fake longer than your original speech. **

= Don't make assemplions about the patient’s eduecation level, An inability 1o speak English does not
necessarily indicate a lack of education. **

»  Acknowledge the imterpreter as a professional in communication. Aespect his or her role. **

Foatnotes:

#= = hddressing Language Access bsves in Your Proctice - A Toolkii for Physicians and Their Staff Members.”
Culifornia Endewment website

© “Limited English Proficiency Flan” Minnesota Department of Human Services: Helplal hints for using
telephone interpreters (puge 6.

BUa-08 (pg. 2 af 2}
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% TIPS FOR LOCATING INTERPRETER SERVICES
{ed |

First, assess the oral linguistic needs of your Limited English Proficie nt (LEP) patients. Second,
assess the services available to meet these needs,

Assess the language capability of vour staff( See Emplovee Langwage Skills Self-Assessment )
+  Keep a list of available bilingual staff who can assist with LEP patient s on-site,

Assess services available through patient health plans

+  Ask all health plans vou work with if and when they provide interpreter — services, including
American Sign Language interpreters, as a covered benefit for their memb  ers,

*  ldentify the policies and procedures in place to access interpreter serv iees for each plan you
work with.

+  Keep an updated list of specific telephone numbers and health plan contacts for language
SErVIces.

*  Ask the ageney providing the imterpreter for their training standards an - d methods of assessing
interpreter quality.

*  Don’t forget to inguire about Telecommunication Device for the Deaf {  TDD) services for the
hard of hearing/deaf.

If services are covered, identifv the appropriate contact and request the health plan’s process

10 BCCeSS Services.

+  Determine if face-to-face and’or telephone interpreters are covered.

# If face-to-face interpreters are covered. have the following information ready before
requesting the interpreter; gender, age, language needed, date/time of a  ppointment, type of
visit, and office specialty.

F Remember to follow all HIPAA regulanions when transmitting any pafieni-ideniifioble
frtferartcition to parties oulside your office.

+ If telephone interpreters are covered, relay the pertinent patient infor
will help the interpreter better serve the needs of the patient and the

IF interpreter services are NOT eovered by the patient’s health plan, find other resources to

meet the linguistic needs of your LEP patients.

+  Use trained/capable internal staff.

*  Contract with a telephonic interpreting company. (See Telephonic Interpreting Compunies.)
It is recommended that vou assess the quality of the services provided by these vendors.

+ Check for services available through Community Based Organizations. Some  provide free
face-to-face interpreter services for the community or they may offer low fees.

+  Depending on the linguistic necds of your LEP population, vou may have to consider hiring a
professional interpreter,

#  For further information, you may contact the Mational Council on Interpr etation in Health
Care, the Society of American Interpreters, the Translators & Interprete rs Guild, the
American Translators Association, or any local Health Care Interpreters association in your
area,

G004 dpg. Lol 1)
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TELEPHONIC INTERPRETING COMPANIES

Price per Minute: Prices may range from $1.25 to $4.50 per minute. Some companies charge different rates depending on the
language requested. Other companies charge the same rate regardless of 1 anguage. Most rates are negotiable depending on volume.
Start-up Costs: There might be a $150 set-up charge and a $50 monthly service fee, but often these costs are waive .

Staff Training: On-site and teleconferencing training on how to use telephonic interpretati on is availdib.

Connection Time: Connection times range from 30 to 60 seconds.

Other Services: All companies have training materials, custom reports and equipment availab le. Some have dual handset telephones available.

This list ix imtended
ter give vime i

imterpretation
services, and is not

a reconimendation.

You showld conduct
your own research

by these verdors.

Industry
Specialization

Standards for Interpreters
Seveening/Evaluaiion Process.
T of lnrerpreters

Location

CyraCom International

Completion of the CyraCom Interpreter

STR0 North Swan Road
Tucson, AZ B3T1R

S00-713-4950 Medical Qualification Process Phone $00-713-4950  Fax 520-T745-9022
Interpreting Services Completion of the 5] Interpreter G180 Lavrel Canyon Blvd,, Suvite 245
i Medical - -
International, Inc. (IST) e 2 and Assessment Program North Hollywood, CA 91606
R18-753.9181 (ITAP) Phone 818-753-9181 / Fax 818-T53-9617
u.._.n_. _..._mn___hnm Line Services All industries Completion of the Language Line 1 Lower Ragsdale Drive, Bldg, 2
o Medical Certification Program Monterey, CA 93940
#77-886-3885 Phone 877-886- 3885
. . . 4353 Park Terrace Drive
Network Omni Services Not specified Westlake Village, CA 91361
BO0-543-4244 Phone 800-543-4244 / Fax #18-T35-6305
Pacific Inte te e 2 yrs of college education o »
the nferprefers Medical *  Formal training as interpreter 70T SW Washington, Suite 200
800-311-1232 *  Professional certification Portland, OR 97205
»  Active membership in a Phone 800-311-1232 / Fux 503-445-5501
professional or
. 500 North Brand Blvd., Suite 1700
Tele-Inte: g M 1
ele-nterpreters _hn.m.“u_p__...ﬁ rily recruit frem interprefation Glendale, CA 31203
B00-811-7881 Insurance Phome S00-811-78%1

B05-04 {pg. | of 1)

162/212

https://hnc.healthnet.com/portal/provider/library/print.ndo



11/1/2016 Provider Library

Language Identification
Flashcards

The sheets in this tool can be used to assist the office staff or physic  ian in identifying the language that
your patient is speaking. Pass the sheets to the patient and point to t  he English statement. Motion to
the patient to read the other languages and 1o point to the language tha  ©the patient prefers.
{Conservative gestures can communicate this.) Record the patient’s  language preference in their
medical record.

The Language Identification Flasheards were developed by the ULS, Census Department and can be
used o identify most languages that are spoken in the United States.

B-06-04 (pg. | of 4)
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LAMGLAGE IDENTIFICATION FLASHGARD

1 Tl st 6 152 1 el 15 W)

ul bp fu by b

L Irugpon | B i Qpuunupbp wgu pusnly e,
h[th il Tl Gusgn

l—a

b e <l AITEE T AEE W OTE ¥ T W W

i - .
AR S D emat (e

Matka i kahhon konm un witai par un sing i Chamaormo,

Oznadice ova) kvadratic ake Cilate 13 movomilz hevalski jesh,

Zadkrmnre tate kolonkw, pobwd Clete o hivafite Zeshy,

Ermis dit wakje aan als u Nederlands kunl lesen ol spreken,

Mark thiz box il you read or speak Toghish,

[— gl e i anm Ol ety can B oA e i S

0-2ae

https://hnc.healthnet.com/portal/provider/library/print.ndo

Avrabic

Arrnenian

i Benpali

Camhadisn

Chamarro

Chinesa

Croole

Croatian (Sarho-Crostian)

Czech

Dhitch

English

Farsi
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Cocher el si vons lisez ou paclez le trangais,

Kreuzen Sie dieses Kisochen an, wern Sie Deursch lezen oder sprechen,

i Truenence v o mhalmar o fuefaens q pihedee Thlpelk.

Dmmﬁ?ﬁ'#ﬁmﬁmﬁﬂsﬁmﬁm%mﬁl

Ko bub o no your kej paub vamn thiab bais Tos Hrooob,

Jeslisdjier o it a0 kowkdt, ha mepdrtd vagy besalioa magyar nyelvel
] 4 ¥ ) Lyar wy

Marksam daytoy nza kabon no makabass wenno mubasacka it Tocans.

" Marchi quasta casella se feppe o parla icabano,

: - EFSELiaLy, BESRSR o EANTCESV.

gol HAIU ST A G o) de] BAEA S

L zse - TrrE

T Zarmacz t¢ kratkejezeli czyvta Pan/Pani luh miwi per poslsho

Assinale esoe quadrale se vooe 18 ou Ty Porlugues.

[ERek!s )
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French

German

Greek

Hindi

Himung

Hunyarian

Hocana

Italian

Jepaneas

Koream

Laotian

Falish

Portuyuuse
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frvsern i aceastd clsulh dacd oitig sau worlvifi Romdineste.

TTOME TETE FFT T BLapraT HE, eCOH BEl THTAETE HIIH IHOETS TI0-PYCCEH.

C

Muky po 4’ ailoga le pusa Jea pe athl ¢ te faitn pe msiwsi i le paguna Samos,

URY] KHANTA e FRCLIKGE e Wan § O HG e e

|I: Ofcne L ns

4 CPOORH JUEHE,

Oznadie tento stvorfol, ak victe St aleho hovonid® po slvenskoy,

— -
T Wurgue esta casilla s les o hubly espaicl.

T Muarkaben ang kahon m it kg ik gy nngsasalitg o nagbuabasy v Tugalig,

T i o w S uen i nd e wofigneae far,

Faka'ilonga'l "ae peha ko eni kapan "ok te lan pe lea 'ac bea fakatonga,

s THWT RIE I KA TAHEY, AR BA a0 e afics 1 OB Te

FRPUTHCRE DR MOHOH.

BT VNPT - PR T A e

Kin ddnh dfu vao & niv ndu ony bide doc i nol duge Vies Nei,

TR 1T 0TR 91070 e MR PRODY 00T B11TE

L2130
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Romanian

Russgian

Famaan

Selbian (Serbo-Croatian

Slovak

Spanish

Tagaloo

Thai

Torgan

Lerainian

Urdu

Vielnamuese

 Yiddish
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r COMMON SIGNS IN MULTIPLE LANGUAGES
J =] (ENGLISH-SPANISH-VIETNAMESE-CHINESE)

You may use this wol w mark special areas in your office w help your Limited
English Proficient (LEP) patients. Itis suggested that you laminate each sign and post it

English Welcome
Espafiol Spanish Bienvenido/a
Tieng Viet Vietnamese Han hanh tiep don quy vi

l'-F 1 Chinese ‘ ﬂ

English Registration
Espesiol Spanish Oficina de Registro !
Tieng Viet Vietnamese Quay tiep khach |

*1 Chinese ! E ‘ |

English Cashier
w Spanish cﬂjm
Tieng Viet Vietnamese Quay tra tien

*I Chinese l& l H

English Enter |
Espafiol Spanish Eﬂmda !
Tieng Viet Vietnarmese LOi vao |

b4 Chinese A0 |

Espafiol Sparish Salida
Tieng Viet Vieenamese Loi ra

* I Chinese H D

English Restroom :
Espafiol Sparish Bafios |
mm Vietnamese Phong ve Sinh |

Hl]t Chinese ﬁ * . |

B-07-04 { po. | of 1)
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COMMON SENTENCES IN MULTIPLE LANGUAGES
(ENGLISH-SPANISH-VIETNAMESE-CHINESE)

This teel is designed for office staff wo assist in basic entry-level communication with Limited English Proficient { LEP) patients. Point to the

ntence you wish to communicate and your LEP patient may read i
____.nrzZE._n“ﬂ.

hisfher language of preference. The patient can then point to the next

English Spanish / Espaiiol

Vietnamese / Tigng Vit Chinese / 3

¢ ¢

Point to a sentence Sefiale una frase

P Xin chi P EBEAT

¥ao cau

Instructions Instrucciones

We can wse these cards to help Podemos urilizar estas

us understand each other, tarjeias para entendernos,
Point tor the sentence vou want Seiale la frase que desea
o communicate. If needed, conmunicar, Si necesiia,
lerter we will call an después Hamaremos a un
fnterpreter. intérprete.

Chi Dan _ R

Chung ta co the dung nhing _ EETUESATES S
the nay de giup chung ta hieu | = g
nhaw. Xin chi vao cau dung | HE. BECCERELY
nghia guy vi muon noi. Chung o7, NEEE, BER
toi se nha mor thong dich vien _ P TN A O EFES,

den giup new chung ta can noi |
nhien from, |

B804 (pg. | of 4)
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English Spanish / Espaiiol Vietnamese / Tieng Viet Chinese / 3
P Point to a sentence 13 Seale una frase #  Xinchi vae cau ¥ pIRBATF
Couriesy statemenis Frases de cortesia Tu ngu lich su R
Please wait. Por favor espene (un momento). Xin vui long chi, HEE
Thank vou, Gracias, Cdm an, =
Omne moment, please. Un momento, por favor, Xin defi mit chat. BE-a
[ Point to a sentence 13 Seifiale una frase f  Xin chi vao can t pHRARTF
Patient may say.... El paciente puede decir... Benh nhan co the noi... F 28
My name is... Mi nombre es ... Tai tén b BHEFR. .

I need an interpreter.

Mecesito un intérprete.

Chiing tHi ciin thing dich vién.

BEEE—{EEA..

I came o see the doctor, Vine a ver al doctor porgue ... Tai mudin gip bic 7 vi... BEBHERERAN..
because. .,
I don’t understand. No entiendo. Téri khing hiéu. BFEH

Be08-04 {pg. 2 of 4)
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English Spanish / Espaiiol Vietnamese / Tieng Viet Chinese / 13X
P Point to a sentence 13 Seale una frase #  Xinchi vae cau ¥ pIRBATF
Patient may say... El paciente puede decir... Benh nhan co the noi... WA TR ..

Please hurry, It is urgent,

Por favor apirese, Es urgente,

Wui ling nhanh 1&n. Téi co

Wl ERIIEFNES.

gidip chilng ta.

chuyén khin cip.
Where is the bathroom? Dénde queda el bafio? Phiong v sinh & diu? HEMERE ?
How much do [ owe you? Cudnto le debo? Tdi cdn phii trd bao nhiéu tién? b3 ik B e
Is it possible to have an Es posible tener un intérprete? Ci the nhis mét thing dich vién AER—{TWER 7
interpreter? dén gitip chiing ta khimg?
[ Point to a sentence 13 Sefiale una frase #  Xin chi viio ciin 7 daeF
Staff may ask or say... El personal del médico Nhin vién cd thé hoi hedc RATHEERE. . .
le puede decir... e
How may 1 help vou? LEn qué puedo avudarle? Téi ¢6 the giup duge gi? FERTLEERE?
1 don't understand. Please wait. Mo entiendo. Por favor espere. Téi khong hi€u. Xin ddi mitchit. | EFEE | BES.
What language do you prefer? Qué idioma prefiere? Qui vi thich diing ngdn ngii nao? EERATEREER
®  Cantonese IR
*  Mandarin B
We will call an interpreter. Vamos a lamar a un intérprete. Chiing tHi s& goi thong dich vién EPESE—TWEE.
An interpreter is coming. Ya vieng un intérprete. S& o miit thing dich vién dén WEE LT,

Be08-04 {pg. 3of 4)
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English Spanish / Espaiiol Vietnamese / Tieng Viet Chinese / 13X
P Point to a sentence 13 Seale una frase #  Xinchi vae cau ¥ pIRBATF
Staff may ask or say... El personal del médico Nhin vién cd thé héi hodc |  METEEERE. . .
le puede decir... BOEh
What is your name? Cudl es su nombre? Qriy vi tén gi? ENTEEF?
Wha is the patient? (Quién es el paciente? Ai 2 bénh nhin? HEREA?
Please write the patient’s: _.a_..m:.o- escriba, acerca del Xin viEt 19 lich ciia bénh nhin: R A
paciente:
Name Nombre Tén HE
Address Direccidn Bia Chi sk
Telephone number Numero de teléfono S& Pién Thoai BEHE
Identification number Miimero de identificacion 41D EAEREE
Birth date: Fecha de nacimiento: Ngiy Sinh: HEEH
Month/Dray/Year Mes/Diaf Ao Thing/Mghy/MNim R/B/E
Naw, Ahara, por favor By gidr xin dién BE, BAEEhE

Sill out chese forms, please

conteste estas formas,

nhitng dom néy.

B0 {pg. 4 of 4)
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h -
’i’.“\ COMMON SENTENCES IN MULTIPLE LANGUAGES
(ENGLISH-SPANISH-FRENCH CREOLE)

nol is designed for office staff to ¢ in hasic entry-level communication with Limited English Proficient (LEP) patients. Point to the
sentence you wish o communicate and your LEP patient may read it in histher language of preference. The patient can then point to th next
message.

English Spanish / Espaiiol Creole/ Kreyil
# Point to a sentence ¥ Sefiale una frase PLonje dwit ou sou yon fraz
Instructions Instrucciones Esplikasyon
We can use these cavds o help us Hnbﬁ:“__ﬁhﬂ\.ﬁnﬂ H%H.harl'__.:M B _|._;..t”.f:”1u _“_ :m'.ft“...:ﬂm .._M__a. H. .ZH_; N__:%: M |

wnderstand each other. Paint to the  entendernos. Sefiale la frase que desea _ Lowje dweér ou sou sa ou vie di a. 8§ nou bezwen yon entéprer,

sentence vou wet § rcete, o car. Sinmecesita, desp _ n apr vove clche your apre.

Il needed, later we will call an [lerrarenos o it fRiérprete.

interpreter, _

B 1-04 (pg. 1 of 4)
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COMMON SENTENCES IN MULTIPLE LANGUAGES
(ENGLISH-SPANISH-FRENCH CREOLE)

English Spanish / Espanol Creole/ Kreyol
# Point to a sentence P Sefale una frase PLonje dwét ou sou yon fraz
Courfesy statemenis Frases de cortesia Pawal pou Kontwazi
Please wail. Por favor espere (un momento). Tanpri, tann (yon moman)
Thank you, Gracias, Mesi,

Omne moment, please,

Un momento, por favor,

Tann yon moman, tanpri.

Patient may say....

_ El paciente puede decir...

Pasyan an kapab di

My name is._..

Mi nombre es ...

Mon mwen se...

I need an interpreter.

Necesito un intérprete.

Mwen berwen yon ertpit

1 came to see the doctor, because ...

Wine a ver al doctor porque ...

Mwen vin & dokl a, paske...

I don’t understand.

No entiendo.

Mwen pa konpranmn.

Please hurry. It is urgent.

Por favor apiirese. Es urgente.

TanpriY vit. Sa ijan.

Where is the bathroom?

Ddinde gueda el baiio?

Kote twillt la vo?

How much do 1 owe you?

Cuinto le debo?

Konbyen pou mwen peye’

15 it possible to have an interpreter?!

Es posible tener un intérprete?

ske mwen ka gen yon entpht?

B 1-04 (pg. 2of 4)
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COMMON SENTENCES IN MULTIPLE LANGUAGES
(ENGLISH-SPANISH-FRENCH CREOLE)

English

Spanish / Espanol

Creole/ Kreyil

# Point to a sentence

¥ Sedale una frase

Staff may ask or say....

El personal del middico le puede decir...

FLonje dwit ou sou yon fraz

Anplwaye medikal la kapab di oubyen mande...

Please hold. | will be right back

How may I help you?

Por favor espere un momento. Y regreso.

LEn qué puedo ayudarle?

Tanpri. tann yon moman. M ap tounen touswit,

Kisa mwen ka ¥ pou ou?

1 don’t understand. Please wail.

No entiendo. Por favor espere,

Mwen pa konprann. Tanpri, [nn yon moman.

What language do you prefer?

Qué idioma prefiere?

Ki lang ou pito?

We will call an interpreter.

An interpreter is coming.

Wamos a llamar @ un intérprete.

Ya viene un intérprete.

Nou pral rele yon edipii.

Gen yon et ki nan wout,

What is your name!

Who is the patient?

Cuidl es su nombre?

{Quién es el paciente?

Kouman ou rele?

Ki moun ki pasyan an?

B-IE.1-04 (pg. 3of 4)
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COMMON SENTENCES IN MULTIPLE LANGUAGES
(ENGLISH-SPANISH-FRENCH CREOLE)

English

Spanish / Espanol

Creolef Kreyil

# Point to a sentence

# Sefale una frase

Staff may ask or say....

El personal del médico Ie puede decir...

#Lonje dwit ou sou yon fraz

Anplwaye medikal la kapab di oubven mande...

Please write the patients:

MName

Por favor escriba, acerca del paciente:

Nombre

Tanpri, ekr enfimasyon a vo pou pasvan hn:

Mon

Address

Direccion

Adts

Telephone number

MNimero de teléfonoe

Nimewo telefin

Identification number

Birth date:

Namero de identificacian

Fecha de nacimiento:

Nimewn didantite

Dat nesans:

Meonth f Day [ Year

Mes / Dia/l Afo

Mwa { Jou / Ane

Now, fill out these forms, please

Alwora, por favor conteste estas_formas,

Kounye a, ekri enfimasyon yo mande nan papye sa yo.

B 1-04 (pg. 4of 4)
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EMPLOYEE LANGUAGE SKILLS
l GE SELF-ASSESSMENT TOOL

LDUSTEY COLLABORATION [FFORT

Dear Physician:

The attached sell-assessment (ol is provided as a resource o assist you in identifying language skills and
resources existing in your health care setting. This voluntary tool will provide a basic and subjective idea of
the bilingual capabilities of your staff. This screening tool is not meant to meet the CA Language
Assistance Program law reguirements.

You may distribute the tool o inii ini i ir non-English

language skills in_the workplace. The information collected may be used as a first step w improve

communication with your diverse patient base.
You may wish to write an introductory note along the following lines:

“We are committed to maintaining our readiness to serve the needs of our
paticnis, Many of our cmployees could wse their skills in languages other than
English,

We are compiling information about resources available within our work
force, Please complete and retum this survey 1o <department/contact=> no later
than <date=.

This survey will not affect your performance evaluation. It is just a way for us
o improve our customer service, and to make you part of such efforts.

Thank you for your assistance.”
Onece bilingual staff have been identified, they should be referred to professional language assessment

agencies to evaluate the level of proficiency. There are many sources that will help you assess the bilingual
cupacity of staff,

Depending on their level of confirmed Muency, your practice would be able 10 make use of this added value
o help vour practice better communicate with your patients in the client’s language of preference.

B-09-08% (pg. 1 of 3)
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Employee Language Skills Self Assessment Key

Key | Spoken Language

(1) | Satisfies elementary needs and minimum courtesy requirements. Able to understand and respond 1o
2-3 word eniry-level questions. May require slow speech and repefition.

(2) | Meets bagic conversational needs. Able to understand and respond 1o simple questions. Can handle
casual conversation about work, school, and family. Has difficulty with vocabulary and grammar.

(3) | Able to speak the language with sufficient accuracy and vocabulary to have effective formal and
informal conversations on most familiar topics related 1o health care.

(4] | Able to use the language Nuently and accurately on all levels related 1o health care work needs. Can
understand and participate in any conversation within the range of hisher experience with a high
degree of flusncy and precision of vocabulary. Unaffected by rate of speech.

(5) | Speaks proficiently equivalent to that of an educated native speaker. Has complete fluency in the
language, including health care topics, such that speech in all levels is fully accepled by educated
native speakers in all its features, including breadth of vocabulary and idioms, colloguialisms, and
pertinent cultural preferences. Usually has received formal education in target language.

Key | Reading

(1) Mo functional ability to read. Able to understand and read only a few key words.

(2) | Limited to simple vocabulary and sentence structure.

(3) | Understands conventional topics, non-technical terms and heath care terms.

(4) | Underslands malterials that contain idiems and specialized heallh care terminology: understands a
broad range of literature.

i5) | Understands sophisticated matenials, including those related to academic, medical and technical
wocabulary.

Key Writing

(1) | No functional ability 1o write the language and is only able to wrile single alementary words.

(2) | Able to write simple senfences. Requires major editing.

(3) | Writes on conventional and simple health care topics with few errors in spelling and structure,
Requires minor editing.

(4) | Writes on academic, technical, and most health care and medical topics with few errors in structure
and spelling,

(5) | Writes proficiently equivalent to that of an educated native speaker/writer. Writes with idiomatic ease
of expression and feeling for the style of language. Proficient in medical, healthcare, academic and
technical vocabulary,

Interpretation: Involves spoken communication between two parties, such as
between a patient and a pharmacist, or between a family member and doctor,
Interp“ IGn Translation: Involves very different skills from interpretation. A translator takes a
T = tio written document in one language and changes it into a document in another
ranslation language, preserving the tane and meaning of the original.
Source: Universily of Washington Medical Center
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EMPLOYEE LANGUAGE SKILLS SELF-ASSESSMENT TOOL
(For Clinical and Non-Clinical Employees)

This self assessment is intended for clinical and non-clinical employees who are bilingual and communicate with a patient in a
language other than English.

Employee's Mame: Department/Job Title: 1

Work Days: Mon / Tues/ Wed/ Thurs/ Fri/ Sat/ Sun  Work Hours (Please Specify):

Directions: (1) Write any/all language(s) or dialects you know.
{2) Indicate how fluently you speak, read and/or write each language (See attached key).
(3) Specify if you currently use the language regularly as a par of your job responsibilities.

Aspariof your | As partofyour | As par of your job, do
job, do you wse | job, do you read | you write this language?
Language Dialect, regicn, or Fluency: see attached key this language to | this language®
country speak with (Circla)
[Circle} patients? (Circle)
{Circla}
Speaking Reading Writing
1. 12345 12345 12345 Yes No Yes No Yes Mo
2. 12345 12345 12345 Yes Mo Yes  No Yes Mo
3. 12345 12345 12345 Was Mo Yes  No Yes Mo
4. 12345 12345 12345 Yes  No Yes No Yes Mo

Please check off additional qualifications/credentials that support language proficiency level, and attach them to this form.
Mote: Per state guideling, bilingual providers and staff who communicate with patients in a language other than English must identify and
maintain qualifications of their bilingual capabilities on file,
Formal language assessment by qualified agency Mative speaker with a higher education in language, which demonstrates
sufficient accuracy and vocabulary in health care setting.
© Documentation of successiul completion of a specific © Documentation of years employed as an interprater and/or translator
type of interpreter training
1 Other [Please specify):

Indwiduals who rate themselves with speaking, reading, or writing capabilities below level 3 as defined on the Employee kil 3elf Assessment Key,
allached to ths document, should not eir bilingual gkills or serve as interpreters and/or ranslators. For assistance, please contact the
patient’s contracted health plan for immediate telephonic interpreter assistance.

TO BE SIGNED BY THE PERSON COMPLETING THIS FORM

1, , attest that the information provided above is accurate., Date:

B-09-0% (pg. 3 of 31

178/212

https://hnc.healthnet.com/portal/provider/library/print.ndo



11/1/2016

Provider Library

Section C

https://hnc.healthnet.com/portal/provider/library/print.ndo

179/212



11/1/2016

Provider Library

GEl
A Guide to Information in Section C

RESOURCES TO INCREASE AWARENESS
OF CULTURAL BACKGROUND AND ITS IMPACT ON HEALTH CARE DELIVERY

Everyone approaches illness as a result of their own experiences, including education, social
conditions, economic factors, cultural background, and spiritual traditi  ons, among others. In our
increasingly diverse society, patients may experience illness in ways that are difTerent from their
health professional’s experience.  Sensitivity to a  patient’s view of the world enhances the
ability to seek and reach mutually desirable outcomes. I these differences are ignored,
unintended owteomes could result, such as misunderstanding instructions and poor compliance.

The following tools are intended to help you review and consider important factors that may
have an impact on health care. Always remember that even within a specific wadition, local and
personal varations in belief and behavior exist.  Unconscious stercotyping and uniested
gencralizations can lead to disparities inaccess to service and quality of care. The bottom line is:
if you don’t know your patient well, ask respectful questions. Most people will appreciate your
openness and respond in kind.

The following materials are available in this section:

"
Let’s Talk About Sex A guide to help you understand and discuss

gender reles, modesty, and privacy preferences
that vary widely among different people when
taking sexual health history information,

Pain Management Across Cultures A guide to help you understand the ways
people may use to deseribe pain and approach
to treatment options,

Cultural Background: Information on Points of reference to become familiar with
Special Topies diverse cultural backgrounds.

C-014 (pg. 1 0f 1)

https://hnc.healthnet.com/portal/provider/library/print.ndo

180/212



11/1/2016

iet)

S

Provider Library

LET'S TALK ABOUT SEX

Consider the following strategies when navigating the culiural issues
Surrounding the collection of sexual health histories.

AREAS OF
CULTURAL
VARIATION

POINTS TO CONSIDER

s

SUGGESTIONS

Gender roles

Gender roles vary and change as the
person ages (i.e. women may have
much more freedomn w openly
discuss sexual issues as they age).
A patient may not be permitted to
visit providers of the opposite sex
unaccompanied (e, & woman’s
husband or mother-in-law will
accompany her to an appointment
with a male provider).

Some cultures prohibit the use of
sexual terms in front of someone of
the opposite sex or an older person.
Several family members may
accompany an older patient o a
medical appointment as a sign of
respect and family support.

Before entering the exam room, tell
the patient and their companion
exactly what the examination will
include and what needs to be
discussed. Offer the option of
calling the companionis) back into
the exam room immediately
following the physical exam.

As you invite the companion or
guardian to leave the exam room,
have a health professional of the
same gender as the patient standing
by and re-assure the companion or
guardian that the person will be in
the room at all times.

Use same sex non-family members
as interpreters.

Sexual health
and patient
cultural
hackground

If & sexual history is requested during
a non-related illness appointment,
patients may conclude that the two
issues — for example, bloed pressure
and sexual health are related,

In many health belief systems there
are connections between sexual
performance and physical health that
arg different from the Western
tradition, Example: Chinese males
ety iscuss sexual performance
problems in terms of a “weak lver.”
Be aware that young adults may not
be collecting sexual history
information is part of preventive care
and is not based on an assumption
that sexual behaviors are taking
place.

Printed materials on topics of sexual
health may be considered
inappropriate reading materials,

Explain to the patient why you are
requesting sexually related
information at that time.

For young adults, clarify the need
for collecting sexual history
information and consider explaining
how vou will protect the
confidentiality of their information.
Offer sexual health education
verbally, Whenever possible,
provide sexval health education by
a health care professional who is
the same gender as the patient,

https://hnc.healthnet.com/portal/provider/library/print.ndo
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LET'S TALK ABOUT SEX

Consider the following strvegies when navigating the cultural issues
Surrounding the collection of sexual health hisiories.

AREAS OF
CULTURAL
VARIATION

POINTS TO CONSIDER

SUGGESTIONS

Confidentiality .
preferences

Patients may not tell you about their
preferences and customs surrounding
the discussion of sexual issues. You
must watch their body language for
signals or discomfort, or ask directly
how they would like to proceed.

A patient may be required to bring
family members to their appeintment
as companions or guardians, Printed
materials on topics of sexual health
may be considered inappropriate
reading materials,

He attentive to a patient’s body
language or comments that may
indicate that they are uncomfortable
discussing sexual health with a
companion or guardian in the roam,

-
-

-

It may help w apologize for the
need (o ask sexual or personal
questions, Apologize and explain
the necessity,

Try to ofler the patient a culturally
acceptable way to have a
confidential conversation.

For example: “To provide complete
care, | prefer one-on-one
discussions with my patienls.
However, i you prefer, you may
speak with a femaledmale nurse 1o
complete the iniiial informarion,”
Inforn the patient and the
accompanying companion(s) of any
applicable legal requirements
regarding the collection and
protection of persomal health
information.

FNOTE: Avoid using fumily members as interpreters. Minors are prohibited 1o be wsed as interpreters, Fimd an

interpretel
the patient's medical chart

https://hnc.healthnet.com/portal/provider/library/print.ndo

th a health care background. Make sure the request for or

refusal of an interpreter is documenteth
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PAIN MANAGEMENT ACROSS CULTURES

Your ability to provide adequate pain management to some patients can be  improved with a
better understanding of the differences in the way people deal with pain. Here is some important
information about the cultural variations you may encounter when you tre at patients for pain

management.

These tips are generalizations only. It is important to remember that each patient should
be treated as an individual,

https://hnc.healthnet.com/portal/provider/library/print.ndo

AREAS OF POINTS
CULTURAL TO SUGGESTIONS
VARIATION CONSIDER

*  Cultures vary in what is Do not mistake lack of verbal or Facial
considered acceptable expression for lack of pain.  Under-treatment of
expression of pain. Asa pain is a problem in populations where stoicism

Reaction to result, expression of pain is a cultural norm.

pain and will vary from stoic to Because the expression of pain varies, ask the
expression of extremely expressive for the patient what level, or how much, pain relief they
pain same level of pain. think they need.

* Some men may not Do mot be judgmental about the way someone is
verbalize or express pain expressing their pain, even if' it seems excessive
because they believe their or inappropriate to you. The way a person in
maseulinity will be pain behaves is socially learned.
questioned.

+  Members ol several [aiths Consultation with the family and Spirital
will not take pain relief Counselor will help you assess what is
medications on religious appropriate and acceptable, Varation from
fast days, such as Yom standard treatment regimens may be necessary to
Kippur or daylight hours of accommodate religious practices,

Spiritual and Ramadan. For these Accommaodating religious preferences, when

religious patients, religious possible, will improve the effectiveness of the

beliefs about observance may be more pain relief treatment,

using pain important than pain relicf. Offer a choice of medication delivery. [f the

medication *  Other religious traditions choice is less than optimal, ask why the patient
forbid the use of narcotics, has. that preference and negotiate reatment for

*  Spiritual or religious best results.
traditions may affect a
patient’s preference for the
form of medication
delivery, oral, IV, or IM.

C-0344 (pg. 1 of 2)
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PAIN MANAGEMENT ACROSS CULTURES (continued)

AREAS OF POINTS
CULTURAL TO SUGGESTIONS
VARIATION CONSIDER
Recent research has shown that | »  Be aware of potential differences in the way
people from different genetic medication acts in different populations. A
backgrounds react to pain patient’s belief that they are more easily
medication differently. Family addicted may have a basis in fact.
Beliefs about history and community *  Explain how the determination of type and
drug tradition may contain evidence amount of medication is made. Explain
addiction about specific medication changes from past practices.
effects in the population. *  Agsure your patient vou are watching their
Past negative experience with particular case,
pain medication shapes current
community beliefs, even if the
medications and doses have
changed.
Your patient may be using ®  Respectfully inguire about all of the ways the
traditional pain relicf patient is treating their pain.
Use of treatment, such as herbal *  Use indirect questions about community or
alternative COMPresses or (eas, nassage, family traditions for pain management to
pain reliel acupunciure or breathing provide hints about what the patient may be
treatment cXercises, using, There may be some reluctance to tell
you about alternative therapies until they feel
it is "safe” to talk about them.
*  Accommodate or integrate your treatments
with alternative treatments when possibile,
Most patients are able to #  Ask the patient specifically how they can best
deseribe their pain using a describe their pain.
progressive scale, but others *  Use multiple methods of assessing pain -
are not comfortable using a seales and analogies, if you feel the
Methods numerical seale, and the scale assessment of pain is producing ambiguous or
needed to of facial expressions (smile to incorrect results.
ssess pain grimace) may be more useful. | s Once the severity of the pain can be assessed,
explain in detail the expected result of the use
of the pain medication in terms of whatever
descriptive tools the patient has used. Check
comprehension with teach-back technigues.
® Instead of using scales, which might not be
known to the patient, asking for comparative
analogies, such as "like a bum from a stove,”
"cutting with a knife," or "stepping on a
stone,” may produce a more accurate
description.

* NOTE: Avoid using family members as interpreters.  Minors are prohibited from being used as interpreters.
Findd an imerpreter with a health care background. Document in the patient’s medical chart the request for or
retusal of an interpreter.
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Information on Special Topics

Use of Alternative or Herbal Medications

People who have lived in poverty, or come from places where medical trea  wment is difficult
Lo get, will ofien come 1o the doctor only after iryving many traditional or home treatments.
Usually patients are very willing to share what has been used if asked i n an accepting, non-
Judgmental way. This information is important for the accuracy of the ¢ linical assessment.

Many of these treatments are effective for treating the symptoms of illnesses,  However,
some patients may not be aware of the difference between treating sympto  ms and treating the
disease.

Some treatments and “medicines” that are considered “folk™ m edicine or “herbal”
medications in the United States are part of standard medical care i other countries.  Asking
about the use of medicines that are “hard to Aind™ or that are pur  chased “at special stores™
may get you a more accurate understanding of what people are wsing than  asking about
“alternative,” * traditienal,” “folk,” or “herbal™ medicine.

Pregnancy and Breastfeeding

-

Preferred and acceptable ages for a first pregnancy vary from culture to  cultwre, Latines are
more accepling of teen pregnancy: in fact it is quite common in many of  the countries of
origin,  Russians tend to prefer wo have children when they are older, It is important to
understand the cultural context of any particular pregnancy. Determine  the level of social
support for the pregnant women, which may not be a function of age.

Acceptance of pregnaney outside of marriage also varies from culture to - culture and from
family to family. In many Asian cultures there is often a profound stigm  a associated with
pregnancy outside of marriage. However, it is important to avoid making saumptions about
how welcome any pregnancy may be,

Some Vietnamese and Lating women believe that colostrum is not good for  a baby. An
explanation from the doctor about why the milk changes can be the best t ool to counter any
negative traditional beliefs.

The belief that breastfeeding works as a form of birth control is very s trongly held by many
new immigrants. It is imporant to explain to them that breastfeeding d - oes not work as well
for birth control if the mother gets plenty of good food. as they are more able to do here than
in other parts of the world.

L0440 (pge. 1 ol 4y
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Weight

+ In many poor countries, and among people who come from them, “chubby™  children are
viewed as healthy children becanse historvically they have been better able (o survive
childhood discases, Remind parents that sanitary conditions and medical  treatment here
protect children better than extra weight,

* Inmany of the countries that immigrants come from, weight is seen as a  sign of wealth and
prosperity, It has the same cultural value as extreme thinness has in our culture — treat it as a
cultural as well as a medical issue for better success,

Infant Health

+  [tis very important to avoid making too many positive comments about 2 baby’s general health.
F Among traditional Hmong, saying a baby is “preity™ or “cute” ma y be seen as a threat
because of fears that spirits will be attracted to the child and take it away
¥ Some traditional Latinos will avoid praise to avoid attracting the e vil eye™
= Some Vietnamese consider profuse praise as mockery

* Iuis often beter w focus on the quality of the mother’s care — “the baby looks like you take
care of him well.”

+  Talking about a new baby is an excellent time to introduce the idea that  preventive medicine
should be a regular part of the new child’s experience. Well-baby visits may be an entirely
new concept to some new mothers from other countries, Protective immuni  zations are often
the most accepted form of preventive medicine. 1t may be helpful to exp  lain well-baby visits
and check-ups as a kind of extension of the immunization process.,

Substance Abuse

*  When asking question regarding issues of substance (or physical} abuse |, concerns about
family honor and privacy may come into play. For example, in Vietnamese  andChinese
cultures family lovalty, hierarchy, and filial piety are of the utmost i mportance and may
therefore have a direct effect on how a patient responds to questioning,  especially if family
members are in the same room, Separating family members, even if there 15 some resistance
to the idea, may be the only way to accurately assess some of these prob  lems.

*  Gender roles are often expressed in the use or avoidance of many substan  ces, especially
alcohol and cigarcttes. When discussing and treating these issucs the social component of
the abuse needs to be considered in the context of the patient’s cult ure.

*  Alcohol is considered part of the meal in many societies, and should be  discussed together
with eating and other dietary issues.

Col0d (g 2 ol 4y
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Physical Abuse

Ideas about accepiable forms of discipline vary from culture to culture,  In particular, various
forms of corporal punishment are accepted in many places, Emphasis must  be placed on what
is acceptable here, and what may cause physical harm.

Women may have been raised with different standards of personal control  and autonomy
than we expect in the United States. They may be accepting physical abu  saor because of
feelings of low sell-esieem, bul because it is socially accepted among their peers, or because
they have nobody they can go to with their concerns. It is important to treat these cases as
social rather than psychological problems.

Immigrants leamn quickly that abuse is reported and will lead w interve  ntion by police and
social workers. Even vietims may not trust doctors, social workers, o police. Tt may take
time and repeated visits to win the trust of patients. Remind patients  that they do not have to
answer questions (silence may tell you more than misleading answers), Using depersonalized
conversational methods will increase success in reaching reluctant patic  nts,

Families may have members with conflicting values and rules for acceptab  le behavior that
may result in conflicting reports about suspected physical abuse. This does not necessarily
mean that anyone is being deceptive, just seeing things differently. Thi s may cause special
difficulties for teens who may have adopted new cultural values common t o Westem society,
but must live in families that have different standards and behaviors.

Behavioral indicators of abuse are different in different cultures. Man v people are not very
emotionally and physically expressive of physical and mental pain. Lear n about the cultural
norms of your patient populations o avoid overlooking or misinterpreting unknown signs of
Lranmi.

Do naot confuse physical evidence of traditional treatments with physical — abuse, Acceptable
traditional treatments, such as coin rubbing or cupping, may leave marks  on the skin, which
look like physical abuse. Always consider this possibility if you know the fa mily uses
traditional home remedies.

L0440 (pge. 5ol 4y
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Communicating with the Elderly

*  Always address older patients using formal terms of address unless you a e direetly told that
you may use personal names. Also remind staff that they should do the s ame.

* Stay aware of how the physical setting may be affecting the patient. Ba ckground noise,
glaring or reflecting light, and small print forms are examples of things that may imerfere
with communication, The patients may not say anything, or even be aware  that something
physical is interfering with their understanding.

*  Stay aware that many people believe that giving a patient a terminal pro  gnosis is unlucky or
will bring death sooner and families may not want the patient to know ex  actly what is
expected to happen.  If the family has strong beliefs along these lines  the patient probably
shares them. Follow cthical and legal reguirements, but stay cognizant o f the patient’s
cultural perspective, Offer the opportunity to leam the truth, at whate ver level of detail
desired by the patient.

* It is important to explain the specific needs for having an advance dire ctive before talking
about the treatment choices and mstructions,  This will help alleviate concerns that an
advance directive is for the benefit of the medical staft rather than th e patient.

*  Elderly, low-literacy patients may be very skilled at disguising their lack of readin - g skills and
may feel stigmatized by their inability to read. 1f you suspect this is the case vou shou  |d not
draw attention to this issue but seck out other methods of communication

Codd (pa. 4 of 4)
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% A Guide to Information in Section D
fUCSEI
\\H./’ REFERENCE RESOURCES FOR CULTURAL AND LINGUISTIC SERVICES

Cultural and linguistic services have been mandated for federally funded — program recipients in
response to the growing evidence of health care disparities and as partial compliance with Title V1
of the Civil Rights Act of 1964, The major reguirements for the provisio n ol cultural and linguistic
services for patients in federally funded programs are included in this  section.

This section includes:
®  Current eultural and linguistic requirements for federally funded programs,
*  Guidelines for cultural and linguistic services.
*  Web based resources for more information related diversity and the deli very of cultural
and linguistic services,

The following materials are available in this section.

Title VI of the Civil Rights Act of The Civil Rights Act of 1964 text.

1964

Standards to Provide “CLAS™ A summary of the fourteen *CLAS" standards.
Culturally and Linguistically

Appropriate Services

Executive Order 13166, August 2000 The text of the Executive Order signed in

August 2000 that mandated language services
for Limited English Proficient (LEP) members

Bibliography of Major Sources
Used in the Production of the Tool
Kit

Cultural Competence Web
Resources

Acknowledgement of Contributors
fro the ICE Cultural and Linguistic

enrolled in federally funded programs.

A listing of resources that informed the work of
the ICE Culwral and Linguistic Waorkgroup.

A listing of internet resources related to
diversity and the delivery of cultural and
linguistic services,

A listing of the contributors from the ICE
Cultural and Linguistic Workgroup.

Workgroup

D0 (g Lol 1)
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\‘:‘J Title VI of the Civil Rights Act of 1964

“Nao person in the United States shall, on the ground of race, color o [
national origin, be excluded from participation in, be denied the
benefits of, or be subjected to discrimination wnder any program or
activity receiving federal financial assistance.™

Under Title 1V, any agency, program, or activity that receives funding  rom the federal
government may not diseriminate on the basis of race, color or national ~ origin.  This is
the oldest and most basic of the many federal and state laws requiring “meaningful
access” to healthcare, and “equal care” for all patients. Othe  r federal and state legislation
protecting the right o “equal care” outline how this principle wi 11 be operationalized.

State and Federal courts have been interpreting Title V1, and the legislation that it
generated, ever since 1964, The nature and degree of enforcement of the  equal access
laws has varied from place to place and from time o time, Recently, ha  wever, botkhe
Office of Civil Rights and the Office of Minority Health have become more active i n
imterpreting and enforcing Title VI

Additionally, in August 2000, the U5, Department of Health and Human Se  rvices Office
of Civil Rights issued “Policy Guidance on the Prohibition Against Mational Origin
Discrimination As it Affects Persons with Limited English Proficiency.”  This policy
established ‘national origin® as applying to limited English-speaking recipients of
federally funded programs.

D024 ipg, | of 1)
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STANDARDS TO PROVIDE “CLAS ™
CULTURALLY AND LINGUISTICALLY APPROPRIATE SERVICES

Below follows an informal summary of excerpts from the Office of Minoris
pullication entitled “Asswring Culiural Competence in Health Care: Re
Sfor National Standards and an Ourcomes-Focused Research Agenda.”

Patients/consumers must receive from all stafft effective, understandabl e, and respectful care
that is provided in a manner compatible with their cultural health belie  fs and practices of
prefemed language,

Strategies should be implemented to recruit, retain, and promote a diver  se staff and

organizational leadership that are representative of the demographic cha  ractenistics of the servic
area.

Staff at all levels and across all disciplines should receive ongoing education and training in
culturally and linguistically appropriate service delivery.

Language assistance services musi be offered and provided, including bil  ingual staff and
interpreter services, at no cost o each patient/consumer with limited English proficiency at all
points of contact, in a timely manner, during all hours of operation.

Patients/consumers must be provided verbal and written notices about the  ir right to receive
language assistance services; these notices must be in their language of preference.

Language assistance provided to Limited English Proficient (known as . LEP") patients must be
prowided by competent interpreters and bilingual seafT. Family and frien  ds should not be used fo
Inlerpretalion services,

Easily understood patient-related materials and signage must be made available/posted in
languages of the commonly encountered groups represented in the service  area.

A written strategic plan should be developed, implemented and promoted,  outlinjnelear goals,
policies, operational plans, and management accountability/oversight mee  hanisms to provide
culturally and linguistically appropriate services.

Organizational self-assessments must be conducted regarding CLAS-related activities, and
cultural and linguistic competence measures should be incorporated into intern al audits,
performance improvement programs, patient satisfaction assessments, and  outcorbased
valuations.

10

Data on race, cthnicity, and language difference should be collected in patient/consumer health
records, integrated into the information management systems and updated  periodically.

12

Current demographic, cultural, and epidemiological profiles of the commu  nities served should
be maintained, as well as necds assessments to accurately plan for and implement services that
respond to the cultural and linguistic characteristics of the service ar ea,

Participatory and collaborative pantnerships with communities should be  established and a
variety ol formal and informal mechanisms should be used to facilitate community and
patient/consumer involvemnent in designing and implementing CLAS-related activities.

Conflict and gricvance resolution processes must be culturally and lingu  istically sensitive, and
capable of identifying, preventing and resolving cross-cultural conflicts or complaints by
patients/consumers.

14

Information should be made public regularly regarding progress and succe  ssful innovations in
implementing CLAS standards, and inform the public and the impacted communities about the
availability of such information.

D-03-48 {pg. 1 of 1)
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U EXECUTIVE ORDER 13166, AUGUST 2000

IMPROVING ACCESS TO SERVICES FOR PERSONS WITH
LIMITED ENGLISH PROFICIENCY]

{Verbatim)

By the authority vested in me as President by the Constitution and the 1 aws of the United States of
America, and to improve access to federally conducted and federally assisted programs and activities
for persons who, as a result of national origin, are limited in their En - glish proficiency (LEP), it is
hereby ordered as follows:

Section L. Goals.

The Federal Government provides ad funds an array of services that can be made aceessible o
otherwise eligible persons who are not proficient in the English languag e, The Federal Government
15 commitied to improving the accessibility of these services o eligibl e LEP persons, a goal tha
reinforces its equally important commitment to promoting programs and ac  tivities designed to help
individuals leam English. To this end, each Federal agency shall examin e the services it provides
and develop and implement a system by which LEP persons can meaningfully access those serviees
consistent with, and without unduly burdening, the fundamental mission o f the agency. Each Federal
agency shall also work to ensure that recipients of Federal financial as sistance (recipients) provide
meaningful access to their LEP applicants and beneficiaries. To assist the agencies with  this
endeavor, the Department of Justice has today issued a general guidance  document { LEP Guidance),
which sets forth the compliance standards that recipients must follow 1o ensure that the programs
and activities they normally provide in English are accessible to LEP pe rsons and thus do not
discriminate on the basis of national origin in violation of title VI of  the Civil Rights Act of 1964, as
amended, and its implementing regulations. As deseribed in the LEP Guidance, recipients must take
reasonable steps o ensure meaningful access to their programs and activ  ities by LEP persons.

Sec. 2. Federally Conducted Programs and Activities.

Each Federal agency shall prepare a plan to improve access to its federally conducted programs and
activities by eligible LEP persons. Each plan shall be consistent with t he standards set forth in the
LEP Guidance, and shall include the steps the agency will take to ensure  that eligible LEP persons
can meaningfullv access the agency’s programs and activities. Agencies shall  develop and begin to
implement these plans within 120 days of the date of this order, and sha 11 send copies of their plans
to the Department of Justice, which shall serve as the central repository of the ageneies’ plans.
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Sec. 3. Federally Assisted Programs and Activities.

Each agency providing Federal financial assistance shall draft title VI guidance specifically tailored
Lo its recipients that is consistent with the LEP Guidance issued by the Department of Justice. This
agency-specific guidance shall detail how the general standards established in the LEP Guidance
will be applied to the agency’s recipients. The agency-specific guidance shall take into account the
types of services provided by the recipients, the individuals served by the recipients, and other
factors set out in the LEP Guidance, Agencies that already have developed  title V1 guidance that the
Department of Justice determines is consistent with the LEP Guidance shall examine their existing
cuidance, as well as their programs and activities, to determine if addi  tional guidance is necessary to
comply with this arder. The Department of Justice shall consult with the  agencies in creating their
guidance and, within 120 days of the date of this order, cach agency sha 1l submit its specific
guidance to the Department of Justice for review and approval, Following — approval by the
Department of Justice, each agency shall publish its guidance document in the Federal Register for
public comment,

Sec, 4, Consultations.

In carrying out this order, agencies shall ensure thar stakeholders, suc h as LEP persons and their
representative organizations, recipients, and other appropriate individu als or entitse have an

adequate opportunity to provide input. Agencies will evaluate the partic ular needs of the LEP
persons they and their recipients serve and the burdens of compliance on  the agency and iis
recipients. This input from siakeholders will assist the agencies in developing an approach o

ensuring meaningful access by LEP persons that is practical and effectiv e, fiscally responsible,
responsive to the particular circumstances of each agency, and can be re adily implemented.

Sec. 5, Judicial Review.
This order is intended only 1o improve the internal management of the execut  ive branch and does not

create any right or benefit, substantive or procedural, enforeeable at | aw or equity by a party against
the United States, its agencies, its officers or cmployees, or any person,

WILLIAM ). CLINTON
THE WHITE HOUSE

Office of the Press Secretary
{Aboard Air Force (One)

For Immediate Release August 11, 2000

Reference: http:/'www.usdoj.gov/ert/cor/Pubs/eolep.htm
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Please refer to the " Web Resowrces ™ puges of this toolkit o find
work af the Commiitee.
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Mational Academy Press
Oregon State University
Mational Center For Cultwral

Nhelp Racul’ Cultural Issues
Oifice of Minority Health
DHHS Offfce of Civil Rights

Medical Policy Institute

Mational [nstitutes of Health
Culewre and nutrition
AMSA Diversity in Medicine

Aging

*  Administration on Aging
= Culiure and Aging
-
.

Center on an Aging Society
AARP Aging and Minarities

Alrican American

National Medical Association

University of Pennsylvania Health Systems
World Education Culture health, literacy

.
-

-

-

.

.

*  The Cross Culiural Health Care Program

*  The Plain Language Associntion [nemationsl

+  Kmser Family Foundition Minerity Healih

= Federal Registry (enter key woed "linguistic™)

= Yale University Cultural Competence Resources
.

.

.

.

-

.

Providing care t diverse populations

Center for Cross Cultural Health

Cultural Competence Web Resources

General Cultural Competence

Resources for Cross-Culral Health Care
Prawidier's Guide o Oneality and Culure

Competense, Georgetown University sl !
Mational Couneil en Interpreting in Health Care - hapearww.neibic.ong
Deepartment of Justice — Office of Civil Rights i
The State of Literscy in America

i, W s o] movertooe’] 3 L htim

Py o Ao

Farww.ahepr gov/news ulpul peulie him

LU W il Tieal

hitpwwow stlec.oc.mo.usm o/ usersyritis/aging, him]
:iherp.georgetown cdwagingsocicty!

1w, ;b teral!

Congress of National Black Churches g fwww ok o’
NAACPE Mational Health Commitiee aeww maacp.ocghealth |
Mational Asseciation of Black Cardiologists
Mational Black Nurses Association

Mational Caweus and Center on Black Aged, Inc.

ww abcardio.org’
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American Indian/Alaskan Native

Associaiion of American Indian Physicians
Wamve American Cancer Research

Matsonal Lndian Council on Aging

Mamsonal Indian Health Board
Breast Cancer Survivors Neework

Asian American/ Pacific Islander American

Asian & Pacific Iskader Amencan Health Forum
Chinese Amencan Medical Society

Mational Asian Pacific Center on Aging

Mational Asian Women's Health Organization
Mational Ressurce Center on Mative American
Aging (Native Hawaiian)

Hispanic/Latinog American

Hispanic Cemter for Excellence Ul Chicago
Inter- American College of Physicians and Surgeons
Mational Alliance for Hispanic Health

Matronal Association of Hispanic Nurses
Mautsonal Council of La Raza

Mational Hispanic Couneil on Aging
Mational Hispanic Medical Association

Cultural Competence Web Resources iconinured)

hitpewww aaip.com’
Rt erbers ol com/mimein /

hitp:fweww micoa.org

et wwwnihb.org/
hitpzimembers.aol.com/natamean'neework_him

it www apiihlorg

it www canmsodiety ong
W Tapea.onyg

e nawhooorg™

hatpsfwww undnodak eduw/dept nnenan’

hupefuic.edu/depismeamhee
hatpausers.ren.com/icps
hitpzwrww hispanichenalth.org’

hitpzwoww nahnhg.org
hitpzwww.nelromg

Tty ww.nhcoaorg
hitpedhome earthlink_ et/ -nhma’

Remember- web can pages expire often. If the web address provided does not work  use Google
and search under the organization’s name.
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Language Assistance Services
Found in: Operations Manuals > Quality Improvement Effective 07/21/2016

As required under federal regulations, Health Net Access provides no-cost language assistance
services to members. Health Net Access provides the following in order to comply with
mandated cultural and linguistic appropriateness standards:

« Telephone interpreter services for medical appointments.

« Sign-language services for medical appointments.

« A statement in all notices Health Net Access sends to members that indicates how to
access language services in any applicable non-English language.

All Health Net Access hearing impaired members can contact the Health Net Customer Contact
Center by using 711 and giving the relay operator Health Net Access Customer Contact Center
toll free number.

Requirements

Health Net Access participating providers are required to support language assistance services
by complying with the following:

« Interpreter services - Use qualified interpreters for limited-English proficient (LEP)
members. Telephonic interpreter services are provided by Health Net Access at no cost
to providers or members.

* Medical record documentation - Document the member's language preference (including
English) and the refusal or use of interpreter services in the member's medical record.
Health Net Access strongly discourages the use of family, friends or minors as
interpreters. If, after being informed of the availability of no-cost telephonic interpreter

https://hnc.healthnet.com/portal/provider/library/print.ndo 201/212



11/1/2016

Provider Library

services, the member prefers to use family, friends or minors as interpreters, the
provider must document this in the member's medical record.

Interpreter Services

Information regarding telephonic interpreter services is available by contacting the Health Net
Access Member Services. When calling, the following information is required:

e Member name
« Member Health Net Access ID number
« Appointment date and time, if necessary

For more information about how to work with an interpreter, refer to the Industry

Collaboration Effort (ICE): Provider Tools to Care for Diverse Populations.

Cultural Competency Training

Health Net Access recommends that all providers participate in a cultural competency training
course as part of their continuing education. The HHS' Office of Minority Health (OMH) offers a
computer-based training (CBT) on cultural competency for health care providers. This program
was developed to furnish providers with competencies enabling them to better treat the
increasingly diverse population. For more information, refer to the OMH Think Cultural Health
website.

Providers who would like information about topics such as cross-cultural communication,
health literacy or accessing interpreter services, may contact Health Net's Cultural and

Linguistic Services Department .

Medical Record Documentation

Found in: Operations Manuals > Quality Improvement Effective 05/16/2016

In accordance with Health Net Access Quality Management (QM) policies, providers are
responsible to ensure that complete and accurate content and confidentiality of members'
medical records is maintained. Health Net Access requires its providers to maintain current,
organized and detailed clinical records in order to permit effective and confidential patient
care. These records must be consistent with standard medical and professional practice. All
protected health information (PHI) must be handled in accordance with established policies
and procedures, and federal and state regulations, in order to safeguard patient
confidentiality. Health Net Access requires that providers safeguard the confidentiality of those
records and member information in accordance with applicable laws.

Health Net Access QM policies also establish basic standards for the administration of clinical
records and medical record documentation requirements for providers in order to ensure
quality care and service are provided to enrolled Health Net Access members. Primary care
providers (PCPs), obstetricians/gynecologists (OB/GYNs), pediatricians, high-volume
specialists, dentists, and medical groups are required to maintain a legible clinical record for
each Health Net Access member who has been seen for medical and dental appointments or
procedures, or has received medical/ behavioral health/dental records from other providers
who have seen the member. Organizational providers are also required to maintain a
comprehensive medical record for each enrolled Health Net Access member as appropriate.
The record must be up-to-date, well organized and comprehensive with sufficient detail to
promote effective patient care and quality review. The Health Net Access QM Department has
implemented a process for monitoring contracting providers' medical record documentation to
ensure compliance with established AHCCCS and Health Net Access standards. PCPs, OB/GYNs,
pediatricians, high-volume specialists, dentists, and medical groups are included in the
monitoring process.

Performance Improvement Projects

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

The Health Net Access' Quality Management (QM) program participates in Arizona Health Care
Cost Containment System (AHCCCS)-mandated Performance Improvement Projects (PIPs) on
topics that take into account comprehensive aspects of members' needs, care and services. In
addition, the QM Department may select and design, with AHCCCS approval, additional PIPs
that are specific to members' needs and identified through internal monitoring of data for
trends. Selected PIP topics take into account comprehensive aspects of member needs, care
and services for a broad spectrum of members, or focused subset of the AHCCCS population.
PIPs include measuring the impact of the interventions or activities toward improving the
quality of care and service delivery. Clinical focus topics for PIPs may include:

Primary, secondary and/or tertiary prevention of acute conditions.
Primary, secondary and/or tertiary prevention of chronic conditions.
Care of acute conditions.

Care of chronic conditions.

High-risk services.
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e Continuity and coordination of care.

Non-clinical focus topics may include:

« Availability, accessibility and adequacy of the service delivery system.

e Cultural competency of services.

« Interpersonal aspects of care (such as quality of provider/member encounters).
* Appeals, grievances and other complaints (such as quality of care).

For each PIP, Health Net Access assesses performance using indicators that are objective,
clearly and unambiguously defined, and based on current clinical knowledge or health services
research. Interventions are implemented to improve performance, based on an evaluation of
barriers to care or use of services, and an evidence-based approach to improving
performance, as well as any unique factors of Health Net Access membership, provider
network or geographic area served. Health Net Access reports interventions, analysis of
interventions, internal measurements, changes or refinements to interventions, as well as any
actual or projected results annually to AHCCCS as required.

Quality Improvement Referrals

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

Health Net Access members, associates, participating providers, and community citizens may
make written or verbal referrals to the Health Net Access Quality Management (QM)
Department when a suspected or identified problem exists in the delivery of health care to a
member by a Health Net Access provider.

Potential quality of care issues include preventable and avoidable conditions, delays in
obtaining treatment, surgical complications, morbidity or mortality, and poor medical record
documentation.

The QM Department documents and tracks all QM referrals. The QM Referrals Report
documents the type of concern, severity, provider involved, and outcomes. Health Net Access
medical directors make the final determinations on whether referrals are presented to the
Peer Review Committee for further discussion or action (Health Net Access complies with
federal law 42 U.S.C. 1112 and Arizona Statute A.R.S. 36-2404, which provides for
confidentiality of peer review and regulatory agency information).

Reports specific to a provider are included as part of the recredentialing process.

Quality of Care Issues

Found in: Operations Manuals > Quality Improvement Effective 05/18/2016

In compliance with regulatory requirements, Health Net Access monitors and evaluates
potential quality issues (PQIs) involving Health Net Access members. Use the Potential Quality
Issue (PQI) Referral form to fax reports of potential or suspected deviation from standards of
care that cannot be justified without additional review or investigation.

The Health Net Access Quality Management (QM) program monitors and reports performance
and processes related to the quality of care and services provided. QM program policies have
established standards for both the quality and safety of clinical care and service delivery for
enrolled members. All Heath Net Access contracting providers are required to report to the
appropriate regulatory agency, such as Adult Protective Services (APS) or Arizona Department
of Child Safety (DCS), and to the Health Net Access QM Department any suspected incidences
of member abuse, neglect, exploitation, or unexpected death as soon as they become aware
of the incident. The QM program monitors and evaluates the adequacy and appropriateness of
health care and administrative services on a continuous and systematic basis. The QM
program also supports the identification and pursuit of opportunities, based on input from
affiliated providers and members, to improve health outcomes, the continuum of care, and
both member and provider satisfaction.

Referrals

Found in: Operations Manuals Effective 01/01/2003

Behavioral Health Referral
Found in: Operations Manuals > Referrals Effective 10/01/2015

Primary care physicians (PCPs) may provide outpatient behavioral health services for select
behavioral health diagnoses, including attention deficit hyperactivity disorder (ADHD),
depression and anxiety within the scope of their practice. PCPs must coordinate referrals for
members requiring specialty or inpatient behavioral health services through Health Net Access
for members eligible for both Medicare and Medicaid. For Medicaid-only members, PCPs must
coordinate referrals for behavioral health services with the Regional Behavioral Health
Authority (RBHA)/Tribal RBHA (TRBHA) system. Tribal members and veterans retain choice in
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where they access all or part of their care, including through Indian Health Services/638
facilitates or the Veterans Administration. Refer to the Behavioral Health section for additional
information.

Referrals to Specialists
Found in: Operations Manuals > Referrals Effective 07/01/2013

Most specialty services can be provided by Health Net participating specialists. When making a
referral, the following guidelines apply:

« If a member requires specialty services, available specialists in the medical group/IPA's
specialty network must be utilized as the primary resource

« If a member requires services that cannot be provided by the medical
group/IPA's specialty network, Health Net's entire network may be available to the
member; however, prior authorization is required

e The primary care physician (PCP) must also take into consideration input from the
member regarding proposed treatment plans

If Health Net's network of specialists cannot perform the services required, prior authorization
is required to refer outside Health Net's network.

Providers may complete the Health Net Referral Form or use their own forms or script to
facilitate the referral process.

Role of the Primary Care Provider
Found in: Operations Manuals > Referrals Effective 05/17/2016

The primary care provider (PCP) is responsible for providing or ensuring the provision of
comprehensive first contact and continuing covered primary care services for Health Net
Access members and supervising preventive, acute and chronic health care for those
members. These services include, at a minimum, the treatment of routine illness, maternity
services if applicable, immunizations, Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) services for eligible members under age 21, adult health screening services, and
medically necessary treatments for conditions identified in an EPSDT or adult health screening.
This responsibility includes initiating, supervising and coordinating referrals for specialty care
inpatient and skilled facilities, home health care and similar services. Generally, PCPs are
expected to understand and coordinate the total course of their patients' care and ensure
continuity in their care. The PCP must also take into consideration input from the member
regarding proposed treatment plans. In this way, the PCP serves a critical role in helping the
member obtain the highest coverage levels available.

PCPs in their care coordination role serve as referral agents for specialty treatments and
services provided to Health Net Access members assigned to them, and attempt to ensure
coordinated quality care that is efficient and cost effective. Coordination responsibilities
include, but are not limited to:

« Referring members to providers or hospitals within the Health Net Access network, as
appropriate, and if necessary, referring members to out-of-network specialty providers.

« Coordinating with Health Net Access for prior authorization procedures for members.

« Conducting follow-up for referral services that are rendered to their assigned members
by other providers, specialty providers and/or hospitals, including maintenance of
records of services provided in the members' medical records.

« Coordinating medical care of Health Net Access members assigned to them, including, at
a minimum:

o Oversight of medication regimens to prevent negative interactive effects.
o Follow-up for all emergency services.

Coordination of inpatient care.

Coordination of services provided on a referral basis.

Assurance that care rendered by specialty providers is appropriate and consistent

with each member's health care needs.

o o o

The PCP must maintain medical records, including records on preventive care, past medical treatment, past and
current health status, and treatment plans for the future in the member's medical record. When initiating a
referral to a specialist, it is the referring physician's responsibility to forward all pertinent information to the
specialist for the referral. In order to promote continuity of care, the PCP must also have on record all treatment,
examination and results performed by other physicians or clinicians, including service dates. Summaries are
acceptable in lieu of complete chart notes.

Role of the Specialist

Found in: Operations Manuals > Referrals Effective 05/17/2016

Primary care providers (PCPs) must provide a written referral for a member to receive
services from a specialist, Coverage is not available for services rendered to a member by a
specialist unless the member has a written referral from the member's PCP (except for
services for which a member may self-refer. The referral allows for a specialist to provide an
initial consultation, in-office treatment and follow-up care. The PCP is responsible for
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coordinating the specialist referral and must forward all pertinent information to the specialist
for the referral.

If the member needs to be referred to another physician for the same medical condition, the
specialist may refer the member to another in-network specialist or may contact the
member's PCP for assistance.

The PCP must maintain a record of treatment, examination and results performed by other
physicians or clinicians, including service dates in the member's medical record. Treatment
plans, follow-up needs, any complications, and prescribed medications must be included.
Summaries are acceptable in lieu of complete chart notes.

Self-Referral Benefits

Found in: Operations Manuals > Referrals Effective 05/17/2016

Members may self-refer to a specialist or may request the assistance of the primary care
provider (PCP) for the following services (subject to benefit limitations)

+ Behavioral health care.

e OB/GYN for annual Pap smear and pelvic examination.
+ Dental services (children under age 21).

+« Emergency services.

Members must receive these self-referral services from a Health Net Access participating
provider who is registered with the Arizona Health Care Cost Containment System (AHCCCS).
The member must work with his or her PCP to receive referral and authorization to an out-of-
network provider when there is no Health Net Access participating provider available that can
provide these services.

The PCP should inquire about all services a member has received in order to facilitate a
complete medical record for the member.

Standing Referrals

Found in: Operations Manuals > Referrals Effective 07/01/2013

Health Net is required to have and follow a procedure by which a member may receive a
standing referral to a specialist. Standing referrals are referrals by a primary care physician
(PCP) to a specialist for more than one visit without the PCP having to provide a specific
referral for each visit. A treatment plan may limit the number of visits to the specialist, limit
the period of time for which the visits are authorized, and require that the specialist provide
the PCP regular reports on the health care provided to the member.

Third Party Liability

Found in: Operations Manuals Effective 01/01/2003
Overview
Found in: Operations Manuals > Third Party Liability Effective 07/01/2013

If a Health Net Access member is injured through the act or omission of another person, the
participating provider must provide benefits in accordance with the Evidence of Coverage
(EOC). If the member is entitled to recovery, Health Net is entitled to recover and retain the
value of the services provided from any amounts received by the member from sources,
including, but not limited to, the following:

Uninsured/underinsured motorist insurance
Workers' compensation

Estate recovery

First- and third-party liability insurance
Tort feasors, including casualty

Restitution recovery

Special treatment trust recovery

Provider and Member Responsibilities
Found in: Operations Manuals > Third Party Liability Effective 07/01/2013
Provider Responsibilities

The participating provider must question the member for possible third-party liability (TPL)
and workers' compensation in injury cases. Often, the member does not mention that this
liability exists, having received complete care without charge from the participating provider
and may not feel that it is necessary. The participating provider must check for this liability
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where treatment is being provided. The participating provider must develop procedures to
identify these cases.

After TPL has been established, the participating provider must provide Health Net with the
information using the Authorization to Treat a Health Net Member form or other
correspondence. The participating provider must continue to provide benefits in accordance
with the Evidence of Coverage.

Workers' Compensation

If the provider identifies that the member's injuries are due to a workers' compensation injury,
the provider must bill the employer's industrial insurance carrier first when responsibility has
been established. Health Net pays for claims denied by the employer's industrial insurance
carrier if all of the following occurs:

1. A copy of the denial is sent with the claim to Health Net.

2. All Health Net authorization requirements have been met.

3. The service provided is a covered benefit under the member's benefit
plan.

Pending Cases

In cases pending settlement or possible legal action, providers should bill Health Net as usual,
giving all details regarding the injury or illness. Health Net pays usual benefits and may then
file a lien for reimbursement from the responsible party when permitted under law.

Member Responsibilities
An injured member entitled to recovery is required to:

« Inform Health Net and participating providers of the name and address of the third
party, if known, the name and address of the member's attorney, if using a attorney, and
describe how the injuries were caused

« Complete any paperwork that Health Net or the participating providers may reasonably
require to assist in enforcing the lien

« Promptly respond to inquiries from the lien holders about the status of the case and any
settlement discussions

« Notify the lien holders immediately upon the member or the member's attorney
receiving any money from the third parties or their insurance companies

« Hold any money that the member or the member's attorney receives from the third
parties or their insurance companies in trust, and reimburse Health Net and the
participating providers for the amount of the lien as soon as the member is paid by the
third party

Utilization Management

Found in: Operations Manuals Effective 01/01/2003

Avoidable Admissions
Found in: Operations Manuals > Utilization Management Effective 07/01/2013

An avoidable admission is broadly defined as a hospital admission that may not have occurred
had the patient received timely coordinated and appropriate ambulatory care. An avoidable
admission is categorized as an admission to an inpatient level of care that could have been
appropriately managed at an alternative level of care. Health Net uses national criteria in
determining whether an admission could have been avoided. Examples of avoidable
admissions include hospitalizations for immunizable conditions, asthma, gastroenteritis,
dehydration, ear nose and throat (ENT) conditions, and kidney or bladder infections.

An impacted inpatient day is defined as an additional inpatient day resulting from a delay in
treatment, discharge or other service delay. An avoidable admission may result in denial of
payment to the practitioner or facility.

Case Management

Found in: Operations Manuals > Utilization Management Effective 05/24/2016

Health Net case management functions operate according to Case Management Society of
America standards. Health Net case managers, or delegated medical group assure that
potential medically catastrophic cases are managed in cooperation with the member's primary
care physician (PCP) to achieve optimum care and coverage benefits for the member. Case
manager provide assistance by working with members, caregivers, physicians, and the Health
Net Claims Department.

The following referral criteria are used for case management:
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« Lack of an established or ineffective treatment plan - for example, a member with
multiple providers and multiple services who continues to use the emergency room or
continues to have multiple admissions for the same conditions

« Over-, under- or inappropriate utilization of services - for example, a member who
inappropriately over-utilizes emergency room services, or who does not have an
established PCP or specialty care provider, when appropriate

e Permanent or temporary alteration of functional status - for example, a member with a
hip replacement who is discharged with no home support or is unable to get to medical
appointments and/or physical therapy

+ Medical/psychosocial/functional complications - for example, an elderly member with
multiple medical conditions (comorbidity) and depression who is unable to manage
activities of daily living, medications and diet

« Barriers to receiving appropriate care within the system - for example, a newly
diagnosed cancer patient who has been educated by coaches, but who would also benefit
from coordination of care services through Health Net's case management

+ Nonadherence to treatment or medication regimens or missed appointments - for
example, a member with transportation needs who is unable to get to physician
appointment, or who has transportation or financial barriers to filling medication
prescriptions

« Compromised patient safety - for example, an elderly member, post hip replacement,
who lives on the second floor requires home evaluation for safety concerns

e High cost injury or illness - for example, a member in a severe motor vehicle accident
with multiple injuries would require coordination of and authorization for multiple
services for an extended period of time

* Lack of family or social support - for example, a post-operative member with wound
care, but without family support to assist with dressing needs

e Lack of financial resources to meet health needs - for example, a member requiring
extensive wound vacuum services but who has exhausted benefits, or a senior member
who needs transportation, home help or other noncovered items

« Transition of care - for example, a new member who needs assistance in coordinating
services or interpreting benefits beyond the assistance available through Health Net
Member Services

« Exhaustion of benefits - for example, a member with medical necessity for a specialized
hospital bed, but the member's durable medical equipment (DME) benefit is exhausted

« Member asks to speak with a Health Net nurse or case management - for example, a
member who requests evaluation for case management services or assistance in
coordinating services or obtaining medications

* Pregnant women at risk - for example, a woman who is pregnant with triplets, has
hyperemesis, is at risk for premature delivery, or is over age 45

« Non-urgent behavioral health referrals - for example, suspected reports of substance
abuse, neglect, physical abuse, and/or depression

Physicians should complete a Health Net Case Management Referral Form for
commercial/Medicare members or Health Net Access members to facilitate a member
considered for case management, or contact the Case Management Department
(commercial/Medicare or Health Net Access) for referrals and additional information.

Concurrent Review

Found in: Operations Manuals > Utilization Management Effective 07/01/2013

Concurrent review is the process of reviewing an inpatient stay at admission and throughout
the stay to determine the medical necessity for an inpatient level of care utilizing appropriate
resources, level of care and service according to professionally recognized standards of care,
such as McKesson's InterQual® Severity of Iliness, Intensity of Service criteria. Concurrent
review validates the medical necessity for admission and continued stay and evaluates quality
of care. Concurrent review is initiated upon notification to the Health Net Hospital Notification
Unit that a member has been admitted (in the case of an urgent or emergency admission).
Concurrent review includes, but is not limited to:

e Quality of care

¢ Plan of treatment
e Severity of illness
« Intensity of service
« Treatment plan

e Length of stay

* Level of care

« Discharge plan

Based on the concurrent review process, the hospital stay is approved or denied. If the stay is
approved, the hospital receives an authorization tracking number. The authorization tracking
number must be indicated on the billed hospital claim to Health Net.

All potentially nonapproved services identified by the Health Net concurrent review nurse are
reviewed with a Health Net medical director or a specialty advisor. Physicians and members
have the right to appeal denied services.

Continuity of Care
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Found in: Operations Manuals > Utilization Management Effective 07/01/2013

Continuity of care refers to the system of directing and monitoring a member's care among
multiple health care providers, encounters, and procedures so that the member receives
timely, medically necessary health services without interruption.

The system comprises several procedural components that are required to the extent of the
severity of the member's health condition. Primary care physicians (PCPs) must adhere to the
following basic procedures to maintain continuity of care:

+« Documentation of member encounters, missed appointments, extensions of appointment
waiting time (noted that a longer waiting time for appointment will not have a
detrimental impact on the health of the member), and referrals in members' medical
record

« Referring members who need specialty health services

« Forwarding summaries of pertinent medical findings to specialists

+« Documentation of services provided by a specialist in the member's primary care
medical record

« Monitoring members who have ongoing medical conditions

+ Notifying Health Net of member referrals to specialists, care management or public
health programs

Additional procedures are required of PCPs when members' health conditions require urgent,
emergency or inpatient health services, including:

e Documentation in members' medical record of emergency and urgent medical care and
follow-up

e Coordinated hospital discharge planning

* Post-discharge care

Health Net suggests that each provider develop protocols to maintain continuity of care. A log
system for tracking prior authorizations, referrals to specialists, follow-up of missed
appointments, and acknowledgment and verification of such things as lab and X-ray findings is
recommended. The system can be manual or computerized.

Definition of Medical Necessity

Found in: Operations Manuals > Utilization Management Effective 07/01/2013

Medically necessary services or medical necessity is defined as health care services that a
physician, exercising prudent clinical judgment, would provide to a patient for the purpose of
preventing, evaluating, diagnosing or treating an illness, injury, disease, or its symptoms, and
that are:

e In accordance with generally accepted standards of medical practice

« Clinically appropriate, in terms of type, frequency, extent, site, and duration, and
considered effective for the patient's iliness, injury or disease

« Not primarily for the convenience of the patient, physician or other health care provider,
and not more costly than an alternative service or sequence of services at least as likely
to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment
of that patient's illness, injury or disease. For these purposes, "generally accepted
standards of medical practice” means standards that are based on credible scientific
evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, physician specialty society recommendations, the views of
physicians practicing in relevant clinical areas, and any other relevant factors

Preventive care may be medically necessary, but coverage for medically necessary preventive
care is governed by the terms of the Provider Participation Agreement (PPA) and the
member's Evidence of Coverage (EOC).

When considering whether a service or treatment is experimental or investigational, if such
service or treatment is medically necessary, as defined above, the service or treatment is
paid for unless specifically excluded from Health Net coverage.

Hospital Discharge Planning

Found in: Operations Manuals > Utilization Management Effective 07/01/2013

The Health Net Concurrent Review Department collaborates with inpatient facilities in
appropriate and timely discharge planning for Health Net members, including post-hospital
care. The admitting physician is responsible for all aspects of the member's medical care,
including making the determination regarding the appropriateness of discharge and post-
hospitalization services.

Each hospital must have a written discharge planning policy and process that includes, but not
limited to:
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* Counseling for the member or family members to prepare them for post-hospital care, if
needed

« A transfer summary accompanying the member upon transfer to a skilled nursing facility
(SNF), intermediate-care facility, or a part-skilled nursing or intermediate care service
unit of the hospital

« Information regarding durable medical equipment (DME)

« Reconciliation of discharge medications with medications the member was taking prior
to admission

e Providing member with each medication dispensed upon discharge

+ Making a post-discharge follow-up call to ensure members' needs are met

The concurrent review nurse is available to assist with authorization for post-discharge
services.

Medical Policy Development and Evaluation of Medical
Technologies

Found in: Operations Manuals > Utilization Management Effective 01/01/2013

As part of Health Net's quality assurance and utilization management programs, Health Net's
National Medical Policy Unit reviews published scientific literature pertaining to the efficacy
and safety of existing and emerging technologies or new uses of existing technologies. The
Medical Policy Unit prepares proposed draft utilization review guidelines (national medical
policies) designed to assist Health Net medical directors in making utilization review
determinations relevant to the effectiveness and appropriateness of medical technology,
including a service, procedure, device, medication, technique, or biological. This determination
is based upon the principles of evidence-based medicine and a review of currently available
clinical information from peer-reviewed published medical literature, the regulatory status of
the technology, public health and health research agencies, guidelines and positions of leading
national health professional organizations, views of expert physicians practicing in relevant
clinical areas, and other factors. Health Net may revise these policies as new clinical
information becomes available.

Health Net evaluates medical technologies based upon principles of evidence-based medicine.
Results of multicenter, randomized, prospective clinical trials published in peer-reviewed
medical literature that show the treatment to be at least as effective or more effective as
other established modalities of therapy and/or to be associated with fewer adverse effects are
considered the most scientifically rigorous evidence. Factors that are taken into account during
the evaluation process include, but are not limited to:

« Whether the procedure, device, medication, technique, or biological has final approval
from the appropriate governmental regulatory bodies

« Whether peer-reviewed scientific evidence is sufficient to permit conclusions about the
effect of the technology on health outcomes

« Whether the technology is capable of demonstrating improvement in overall health
outcomes

« Whether the technology is at least as beneficial as any established alternatives

« Whether the improvement demonstrated is attainable outside of investigational settings

« Whether specific clinical situations can be identified under which the technology will be
used

« Decisions are based on safety, efficacy and effectiveness

In addition to available evidence, policy decisions are also based on established nationally
accepted governmental and professional society recommendations, as well as other

recognized sources. Examples include Hayes, Inc. Technology Assessments, InterQual® criteria
and the Food and Drug Administration (FDA). If relevant, information from manufacturers
about procedures and training issues may be considered.

Health Net's national medical policies are provided to Health Net's National Medical Advisory
Council (MAC), which reviews proposed policies and revises, rejects or approves them. MAC's
membership consists of a clinically and geographically diverse group of Health Net medical
directors and medical management team representatives. Final approved national medical
policies are made available to participating providers through the Health Net website.

Health Net's national medical polices are developed to assist in administering plan benefits;
however, they do not constitute a description of plan benefits nor can they be construed as
medical advice. They represent a determination of whether or not certain services or supplies
are considered cosmetic, medically necessary or appropriate, or experimental and
investigational. The policies do not constitute authorization or guarantee coverage for a
particular procedure, device, medication, service, or supply. In the event a conflict of
information is present between a medical policy, legal and regulatory mandates and
requirements, and any Health Net plan document under which a member is entitled to covered
services, the plan document and regulatory requirements take precedence. Plan documents
include, but are not limited to, subscriber contracts, summary plan documents and other
coverage documents prepared by Health Net.

For Medicare Advantage members, Health Net provides coverage of, by furnishing, arranging
for, or making payment for, all services that are covered by Part A and Part B of Medicare and
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that are available to beneficiaries residing in the plan's service area. Health Net complies with
CMS' National Coverage Determinations (NCD), general coverage guidelines included in
original Medicare manuals and instructions, and written Local Coverage Determinations (LCD),
coverage decisions of local Medicare contractors, with jurisdiction for claims in the geographic
area in which services are covered under the MA plan. In some instances, however, a Medical
Advisory Contractor (MAC) outside of Health Net's service area may have exclusive jurisdiction
over a Medicare-covered item or service and processes all claims for a particular Medicare-
covered item or service for all Medicare beneficiaries around the country. This generally
occurs when there is only one supplier of a particular item, medical device or diagnostic test,
such as certain pathology and lab tests furnished by independent laboratories. In these
situations, MA plans must follow the coverage requirements or LCD of the MAC that enrolled
the supplier and processes all of the Medicare claims for that item, test or service.

Notification of Admissions

Found in: Operations Manuals > Utilization Management Effective 10/01/2015

To notify Health Net of an urgent or emergent inpatient and outpatient observation admissions
and skilled nursing facility (SNF) admissions, providers must contact Health Net's Hospital
Notification Unit within 24 hours of admission, the next business day or as outlined in the
Provider Participation Agreement (PPA). Elective inpatient admissions require authorization
from the Health Net Prior Authorization Department.

For behavioral health admissions for Health Net Access General Mental Health/Substance
Abuse (GMH/SA) members, fax or call in admission notifications to the Health Net Hospital
Notification Unit.

Notify Health Net of a newborn within 24 hours or no later than three days of delivery, by
contacting the Health Net Hospital Notification Unit.

When reporting inpatient admissions, the following information is required:

facility name

name of caller reporting admission

telephone number of caller reporting admission

member's full name

member's Health Net identification (ID) number

member's date of birth

admission date

admission time

room number (for emergency room (ER) notifications, there may not be a room number
assigned)

admit type (elective, direct, urgent, or emergent)

admitting diagnosis or chief complaint

type of admission (medical, surgical, observation, detox, telemetry, or intensive care)
admitting or attending physician (ER physicians cannot be identified as they are not
going to follow the member during the facility stay. When notifying Health Net of a
newborn admission, identify the admitting pediatrician.)

« other insurance if Health Net is not primary carrier

« status of admission (inpatient, skilled nursing or sub-acute rehabilitation)

Services denied for late or non-notification are considered non-reimbursable and cannot be
billed to the member.

Notification Process

Found in: Operations Manuals > Utilization Management Effective 10/01/2015

When Health Net is notified of hospital admissions, the hospital notification unit staff verifies
eligibility, hospitalist, behavioral health provider, or primary care physician (PCP) assignment
and whether the service requires prior authorization. Health Net enters the notification into the
system to generate a case tracking number and issues the number to the caller. If Health Net's
systems are unavailable, a temporary tracking number is assigned. The facility is responsible
for obtaining the permanent tracking number by contacting Health Net prior to claim
submission.

All elective detox, urgent and emergency inpatient, and skilled nursing facility (SNF)
admissions must be reported to the Health Net Hospital Notification Unit within 24 hours or the
next business day, unless otherwise stated in the facility contract.

Services may be reviewed after they are provided to determine medical appropriateness.
Payment is not made for services that are inappropriate, not a covered benefit or not
medically necessary.

Retrospective Review
Found in: Operations Manuals > Utilization Management Effective 07/01/2013

Retrospective review is review of the quality and medical necessity of services after care has
been rendered. Retrospective professional review involves an evaluation of services that fall
outside Health Net's established guidelines for coverage. These claims are reviewed by Health
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Net's professional review specialists (registered nurse reviewers) and a Health Net medical
director or a specialty advisor where the initial reviewer recommends that a claim be denied
for lack of medical necessity.

Separation of Medical Decisions and Financial Concerns

Found in: Operations Manuals > Utilization Management Effective 07/24/2009

Medical decisions regarding the nature and level of care to be provided to a member, including
the decision of who renders the service (for example, primary care physician (PCP) instead of
specialist or in-network provider instead of out-of-network provider), must be made by
qualified medical providers, unhindered by fiscal or administrative concerns. Utilization
management (UM) decisions are, therefore, made by medical staff and are based solely on
medical necessity. Providers may openly discuss treatment alternatives (regardless of
coverage limitations) with members without being penalized for discussing medically
necessary care with the member. Health Net requires that each medical group and hospital's
UM program include provisions to ensure that financial and administrative concerns do not
affect UM decisions, and that each member of the medical group's UM staff sign an
acknowledgment of this. Failure to comply may result in withdrawal of delegated UM and
ultimately, termination of the Provider Participation Agreement (PPA) with Health Net.

Specialist Reports

Found in: Operations Manuals > Utilization Management Effective 07/01/2013

Specialists are required to submit a written report to the referring physician. This written
report must include the specialist's findings, recommended treatment, results of any studies,
tests, procedures, and recommendations for continued care. The primary care physician (PCP)
must receive the report within two weeks of the member's visit with the specialist. Emergency
care reports or findings must be called to the PCP within 24 hours or by the next business day.

The PCP is required to review the specialist's findings to determine whether follow-up care is
medically necessary. The PCP is responsible for directing all member care through the referral
process.

Services Received in an Alternate Care Setting
Alternative care settings must send the member's PCP the following:

« Report with findings, recommended treatment and results of treatment for services
performed outside the PCP's office

« Emergency department reports, hospital discharge summaries and other information

« Home health care agencies treatment plans after an authorized evaluation visit and
every 30 days afterward for review of home health care and authorization

¢ Reports regarding diagnostic or imaging services with abnormal findings or evaluations
and subsequent action

Utilization/Care Management Program
Found in: Operations Manuals > Utilization Management Effective 05/16/2016

Health Net Access' Utilization/Care Management program is designed to manage the use of
resources to maximize the effectiveness of care provided to members. The program involves
pre-service, concurrent and post-service evaluation of utilization of health services and
assessment of utilization practices. The program requires cooperative participation of Health
Net Access, participating medical and behavioral health practitioners, delegates, hospitals, and
other providers to ensure a timely, effective and medically sound program. It is structured to
ensure that medical decisions are made by qualified health professionals, using written criteria
based on sound clinical evidence, without undue influence of Health Net Access management
or concerns for the plan's fiscal performance. The model is patient-centric and when members
actively work with a case manager, it empowers members with knowledge that allows them to
become more active participants in health care decisions.

The Utilization/Care Management program is designed to promote fair, safe and consistent
utilization management decision-making. The program is under the clinical supervision of
Health Net Access' chief medical officer, who has substantial involvement in developing and
implementing the program. It is updated as necessary and evaluated and approved annually
by the Health Net Access Medical Management/Utilization Management Committee (MM/UM).

Pre-service, concurrent review and post-service review components are conducted, as
applicable, in accordance with the type of service and the member's clinical condition. Health
Net Access clinical associates, or delegates, conduct utilization management reviews in
collaboration with Health Net Access medical directors. Non-emergency services provided
outside the network receive concurrent or post-service review.

The objectives of the Utilization/Care Management program are to:

« Ensure that members have equitable access to care across the network.

« Ensure that qualified health professionals using appropriate clinical information and
criteria sets make appropriate utilization management decisions.

« Establish standards for the timeliness of utilization management decision-making and
operate within the standards established by the Centers for Medicare and Medicaid
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Services (CMS), Department of Insurance (DOI) and the National Committee for Quality
Assurance (NCQA), as applicable.

« Ensure that the reasons for each denial are clearly documented and communicated to
members and practitioners, as stated within policy and procedure guidelines.

« Establish processes to monitor and oversee utilization of high-risk and high-cost
procedures and services.

« Develop and update written guidelines and criteria based on sound clinical evidence and
ensure that policies and procedures for applying these criteria are appropriate. Ensure
that current technology and scientific evidence is used in the utilization review decision.

+ Develop and implement processes and tools for transition of care, case management,
continuity of care, discharge planning, and other utilization management functions to
improve efficiency, continuity of care and standardization of application.

« Monitor utilization of select services against benchmarks and provide feedback to
improve providers' knowledge of current medical evidence to enable providers to
measure their own effectiveness to benchmarks.

« Establish processes to collect and periodically monitor data, implement interventions and
measure results of the interventions for effective strategies to achieve appropriate
utilization.

« Identify and intervene when quality of care issues are identified individually or through
delegates' utilization management review of over- or under-utilization.

* Review over- or under-utilization thresholds and metrics.

« Comply with all applicable federal and state laws, regulations and accreditation
requirements.

« Maintain and improve the health status of members with chronic conditions through
development of nationally consistent clinical programs for identification and
management of members.
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