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INTRODUCCION

Plan de Salud Menonita (PSM), is a licensed Health Maintenance Organization
(HMO), founded more than 30 years ago, to provide comprehensive healthcare

coverage to individuals and their families through the island.

Whether you’re new to PSM or have participated with us for years, we believe you'll

find this handbook helpful in your day-to-day work.

This document contains meaningful information to make it easier for you to work with
us more effectively and efficiently. It focus on current policies, procedures, and
appropriate changes to the Government Health Plan VITAL (GHP- Vital or Vital);

therefore, it is considered an essential part of our relationship.

Topics range from:

1. General information about PSM Vital Managed Care Model
Administrative Aspects

Beneficiary Services and Medical Advice Lines

Clinical Management and Support

Utilization Management

Billing

N o o ke b

Fraud, Waste, and Abuse

As previously stated, this handbook sets up a guide and does not include, or pretends to include, all

the situations a Provider may face when rendering daily services. From time to time, Plan de



Salud Menonita will add new topics relevant to the work of the Providers or will update some of the
information included in the manual.

We are sure you'll find this information to be useful when providing services to our GHP- Vital
Beneficiaries.



Managed Care Model

Plan de Salud Menonita, Vital Model of Care

GHP- Vital is the government-sponsored health services program offered by the Government
of Puerto Rico and administered by Puerto Rico’s Health Insurance Administration (ASES,
for its acronym in Spanish). GHP- Vital serves a mixed population (also known as
Beneficiaries) of Medicaid, Children’s Health Insurance Program (CHIP), and other eligible

persons, and promotes the integrated delivery of Physical and Behavioral Health Services.

Within this model, primary care services are rendered through a Primary Care Physician
(PCP), which the Beneficiaries can visit freely. The Beneficiary also has access to any
Provider within the PMS Preferred Provider Network (PPN) without the need for referrals,

copayments, or countersignatures.

Likewise, the Beneficiaries have the freedom of choice of PCP’s, Providers within the PPN,
Dentists, Pharmacies, and Lboratories without the need for a referral. They can receive
Mental Health services within the same facility of the Primary Medical Group (PMG), as
specified under the Co-location Model, as well as Physical Services on the Mental Health

Facilities under the Reverse Co-location Model.



Eligibility and Enroliment

Background

The Puerto Rico Medicaid delivery system is a subset of the broader public government
healthcare delivery system, where the Puerto Rico Department of Health is the single state
agency (Section 1108 of the Social Security Act (SSA)). They have a cooperative agreement
with the Puerto Rico Health Insurance Administration to implement and administer the

Government Health Program Vital.

GHP- Vital has the following objectives, among others:

e Ensure appropriate and timely access to Covered Services for Beneficiaries across

Puerto Rico, including facilitating and promoting access to preventive care

e Require Contractors/Providers to provide Island-wide coverage and access to

Covered Services

e Encourage Contractors to partner with local Provider entities, such as Primary Medical
Groups, Provider groups, and Provider Associations, to leverage island-based best

practices

Eligible
The groups (Benéeficiaries) to be served under the GHP- Vital or “Eligible Persons” currently

include:
e Medicaid and CHIP Eligible, also known as the “Federal population”

e State employees or “Commonwealth population” (individuals that don’t qualify with federal
criteria but fall within state criteria)

e Other groups, such as public employees (State or Municipal Government)
Any person may complete and apply to the Medicaid Program to determine its eligibility and,

if certified as eligible, may enroll with PSM.

The Provider must verify the Beneficiary’s eligibility before providing services or making a

Referral.
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Notification of Determination Form — Benefit Renewal (previously MA-10
Form)

The Puerto Rico Medicaid Program’s determination that a person is eligible for the Vital
Program is contained on the document previously known as MA-10 Form, now “Notification
of Action” Form. A person who has received a Notification of Determination Form is a
“Potential Beneficiary.” The Potential Beneficiary may access Covered Services using the
Notification of Determinarion as a temporary Beneficiary ID Card from the first day of the
eligibility period specified on the Notification of Determination even if the person has not
received a Beneficiary ID Card. Only Medicaid, CHIP, and State (“Commonwealth”)
Beneficiaries receive a Notification of Determination Form and may access Covered Services

with the Notification of Determination Form as a temporary Beneficiary ID Card.

ID Card

The Plan de Salud Menonita ID Card (front and back), shown below:

Front Back

i '\\\ / -\\
{ PLAN DE S ALUD - y { Estatarjeta no debe ser utilizada bajo  Servicio al Beneficiario \
|ta l ninguna circunstancia por otra persona  1-866-600-4753 (libre de cargos)
Salut an % mancs que no sea el beneficiario identificado.  1-844-726-3345 TTY (audicimpedidos)
coummseni - Under no circumstance may this card be . )
used by a person other than the identifeq ~ TeleCuidado Menonita
enrollee. Iz_‘\‘n;a de Crgfu!}c;r;a Meldlcw
oras al dia, 7 dias a la semana

JUAN DEL PUEBLO COPAGOS RED NO PREFERIDA g

0080012345678 Generalista: $0 - o 1-844-736-3345 (ibre de pa[gos) .

Efectividad: 0111/2018 Especialista: $0 Si tiene una emergencia médica, 1-844-716-3345 TTY (audioimpedidos)

Cubierta: 230 C Subespecialista: 50 llame al 8-1-1 para ayuda, *Podriz tener $0 copago al llamar antes de visitar

PCP: JUAN DEL PUEBLO Hospital: $0 (No requiere autorizacién) una sala e emergencia.

PMG: #123- JUAN DEL CAMPO ER: $0 /No ER Hosp: $0 /No ER No Hosp: $0 if you have a medical emergency, You may have 80 copayments by calling before visiting an

Lab:$0 /X-Ray: $0 call 9-1-1 for help. ) amergency room.
Dental Prev: $0 /Rest: $0 (No authorization is required) Para recibir ayuda con una emergencia emocioral o

BENEFICIOS FARMACIA Copagos Red Preferida:$o Ppsicoligica 24 horas /7 dias: Linea PAS 1-800-881-0023

BIN/PCN: 123456/ HCR $0 Copagos a nifios menores de 21 afios PLAN DE SALUD Sitiene i i pecha de posible

Grupo RX:098765 Yy mujeres embarazadas fraude o abuso, por favor llame:

Rx Preferida: ® If you have any information or suspicion of &

Rx No Preferida: ASES possible case of fraud or abuss, please cait
\ .x / \ wiww Menonitavital.com 1-844-335-2864
\ Seama e s ",ﬂ// \
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Effective Date of Eligibility

Here’s a summary of the eligibility effective dates:

Medicaid and CHIP Eligible: the eligibility period specified on the Notification of
Determination Form, which is the first day of the month in which the Potential
Beneficiary submits its eligibility application with the Medicaid Program Office, and they
shall be eligible to be enrolled as of that date. Medicaid Newborns are effective on their
date of birth.

State Population (including newborns): the eligibility period specified on the
Notification of Determination Form, and they shall be eligible to be enrolled as of that

date.

12



Open Enrollment Periods

e |Initial Auto-Enrolled Beneficiaries: will have one (1) opportunity to change

insurance companies without cause during their Open Enrollment Period,

¢ New Beneficiaries: will have the opportunity to select an insurance company during
the Medicaid eligibility process with the Puerto Rico Medicaid Program. If the New
Beneficiary does not select an insurer, the Puerto Rico Medicaid Program will choose
an insurance company on behalf of the New Beneficiary. During the Open Enrollment
Period, New Beneficiaries shall be permitted to choose a different insurer once (1)
without cause, regardless of how the initial selection of the insurance company was
made. Open Enrollment Period shall start on the New Enrollee’s Effective Date of

Enrollment or on the date of notification of Enrollment, whichever is later.

Enrollment Procedures for All Beneficiaries Except Newborns

Enrollment may be requested through ASES’s designated Enroliment Counselor.

Upon receipt of notices, Plan de Salud Menonita will comply with the Enroliment process and
issue a notification to the Beneficiary informing about their allocation to a Primary Medical
Group (PMG) and PCP. Also, PSM will notify about the right to change such PMG or PCP

without cause during the established Open Enrollment Period.

PSM Benéeficiaries will receive an ID Card, Notice of Enroliment, Beneficiary Handbook, and
Provider Directory either in paper or electronic form, within five (5) business days of
Enroliment in GHP- Vital.

The PSM Notice of Enrollment clearly states the effective Beneficiary date of enrollment to
GHP -Vital and explains their entitlement to receive Covered Services through Plan de Salud
Menonita- Vital. The Notice also informs of his or her right to disenroll from the assigned
insurer company, and the right to select a different PCP or PMGs. PSM will encourage the

Beneficiary to pursue this option if he or she is dissatisfied with the care or services.

All Beneficiaries will be notified, at least annually, of their disenrollment rights. Such
notification will clearly explain the process for exercising this right, as well as the alternatives

available, based on the Beneficiary specific circumstance.

13



Auto-Enrollment of Newborns
PSM will notify ASES and the Puerto Rico Medicaid Program in writing of any Beneficiaries

who are expectant mothers immediately after the diagnosis of the pregnancy, or at least sixty
(60) calendar days before the expected date of delivery.

PSM will assist any expectant mother or guardian who contacts PSM wishing to make a PCP

and PMG selection for her newborn and will record that choice.

If the mother or guardian has not made a PCP and PMG selection at the time of the Deemed
Newborn’s birth, PSM will auto-assign the Deemed Newborn to a PCP who is a pediatrician

and part of the Beneficiary’s PMG.

Change of a Primary Medical Group (PMG) and Primary Care Physician
(PCP)

During the ninety (90) calendar days’ period following the Effective Date of Enroliment (the
Open Enrollment Period), the Beneficiary can change his/her auto-assigned or selected PMG
and PCP without cause. PSM can offer counseling and assistance regarding choosing a
different PCP and PMG.

PSM will advise certain Beneficiaries to choose a physician other than, or in addition to, a

general practice physician as their PCP, as follows:

e Female Beneficiaries age twelve (12) and older will be recommended to choose an

Obstetrician/Gynecologist as their PCP

e Beneficiaries under twenty-one (21) years of age will be recommended to choose a
pediatrician as their PCP

To comply with the PMG capitation payment process, if a Beneficiary changes PCP/PMG
during the first five (5) calendar days of the month, the change will be effective in the next
subsequent month of the change. If the Beneficiary changes PCP/PMG after the fifth (5") day
of the month, the change will be effective in the second (2"¢) subsequent month of the change.
The Beneficiary can still receive services until the change is effective from the assigned
initially PCP/PMG.
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As stated, Beneficiaries may change their PMG or PCP at any time with cause. The following

shall constitute cause for replacement of their PMG or PCP:

e The Beneficiary’s religious or moral convictions conflict with the services offered by
Providers in the PMG

e The Beneficiary needs services to be provided concurrently, and not all services are
available within the Preferred Provider Network associated with their PMG, and the
Beneficiary’s PCP or any other Provider has determined that receiving the services

separately could expose the Beneficiary to unnecessary risk; or

e Other reasons, such as deterioration of the Provider-Beneficiary relationship where
the Beneficiary no longer feels comfortable receiving services from the Provider, poor
quality of care, unavailability of appointments, inaccessibility to Covered Services, and
inaccessibility to Providers with the experience to address the healthcare needs of the

Beneficiary
Beneficiaries may change their PMG and PCP for any reason, within specified timeframes:
e During the ninety (90) calendar days following the effective date of enrollment (Open
Enroliment Period)

e At least every twelve (12) months, following the ninety (90) calendar days after the
effective date of enrollment; or

e At any time, if there are periods in which PSM is subject to intermediate sanctions
PSM may change a Beneficiary’s PMG at the request of the PCP or another Provider within

that PMG, in limited situations, when appropriately documented, as follows:

e The Beneficiary’s continued participation in the PMG severely impairs the PMG’s

ability to furnish services to either this particular Beneficiary or other Beneficiaries;

e The Beneficiary demonstrates a pattern of disruptive or abusive behavior that could
be construed as non-compliant, and that is not caused by a presenting illness; or

e The Beneficiary’s use of services is fraudulent or abusive (for example, the Beneficiary

has loaned his or her Beneficiary ID Card to other persons to seek services)
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NOTIFICATION FOR MORAL OR RELIGIOUS REASONS

If the provider, based on their moral or religious beliefs, decides not to provide a service or

make a referral for a service covered by their Vital Health Plan, they must notify their objection:

* To the Plan de Salud Menonita Compliance Department within one hundred (100)
Calendar Days before adopting the policy regarding the service for which the provider is
refusing. After this period, the PSM Compliance Department will have twenty (20) days to
notify ASES of the provider's objection; or

* Directly to ASES within one hundred twenty (120) Calendar Days before adopting the
policy regarding the service for which the provider is refusing to offer

Beneficiary Rights and Responsibilities

Beneficiary’s Rights

The Beneficiary’s rights are detailed in the PSM GHP- Vital Beneficiary Handbook as follows:
e Be treated with respect and in a dignified way

e Get written information from the Insurer in English, Spanish, or an alternative format,
and translated into any other language. Also, have the right to get all future written

information in that same format or language unless he tells the Insurer otherwise

e Get information about his Insurer, health care facilities, health care professionals,
covered health services, and how to access services

e Choose a Primary Medical Group, his Primary Care Physician, and other doctors and

Providers within his Preferred Provider Network
e Choose a Dentist and a Pharmacy among his Insurer’s network
e Contact his doctors when he wants to and in private

e Get the medically necessary care that is right for him when needed, including
emergency services, 24 hours a day, 7 days a week

e Be told in an easy-to-understand way about his care and all of the different kinds of

treatment that could work for him, no matter what they cost or even if they aren’t covered

e Receive assistance to make decisions about his health care. The Beneficiary can turn

down care



Ask for a second opinion for a diagnosis or treatment plan
Make an Advanced Directive

Get care without fear of physical restraint or seclusion used for bullying, discipline,
convenience, or revenge

Ask for and get information about his medical records, as stated in federal and state

laws. They can see them, obtain copies, and ask to correct them if they are wrong
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e File a complaint or an appeal about his Insurer or his care. The claim can be filed in

his Insurer’s office or the Patience Advocate Office

e Get services without being treated differently because of race, color, birthplace,
language, sex, age, religion, or disability. They have a right to file a complaint if
mistreated. If a Beneficiary complains or appeals, he/she has the right to keep getting
care without fear of bad treatment from the Insurer Company, Providers, or Vital

Program
e Choose an Authorized Representative to be involved in the decision process
e Provide informed consent

e Be free from harassment by his Insurer or its Providers Network concerning
contractual disputes between the Insurer and its Providers

Beneficiary’s Right to Privacy (HIPAA)
The Beneficiary’s health information is private. Applicable laws state that ASES, PSM, and

all its contractors must protect that information.

As detailed in the Beneficiary Handbook, ASES and PSM may use and disclosed, as needed,

the protected information for:

e Beneficiary’s care

e Payment for the health care services provided (claims)

e To support PSM business/administrative activities

The Beneficiary Handbook clarifies that we can’t share the Beneficiary’s information with

others unless there is a writing authorization.
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Beneficiary’s Responsibilities

Beneficiaries are advised of their responsibilities, as follows:
e Read and understand the information detailed in their guide and other documentation
sent to them

e Provided accurate and complete information about past illnesses, hospitalizations,
medications, and other matters relating to their health, and answer any questions

concerning these matters
e Follow their doctor’s instructions, or let them know if they can't follow them
e Let their doctor know if the Beneficiary doesn’t understand something
e Assist during the decision process concerning their health care

¢ Inform the Providers of the existence of any Advance Directive (proxy, DNR, living will)
created by them

e Treat their health care Providers and their Insurer’s staff with respect and dignity
e Inform PSM if they have other health insurance that should pay for their medical care.

e Notify ASES if they find out about a case of fraud and abuse within Vital



Beneficiary Co-Payments

CO-PAYS & COINSURANCE
FEDERAL CHIPS COMMONWEALTH *ELA
SERVICES
100F | 110F | 120F | 130F | 220c | 230C | 300E | 310F | 3206 | 330E | GPR4
HOSPITAL

Admissions S0 $4 S5 $8 S0 S0  $15 $15 $15 $20 $50
Nursery SO S0 SO S0 S0 S0 S0 S0 SO S0 S0

Emergency Room (ER)
Emergency Room (ER) SO SO SO SO S0 S0 S2 $10 $15 S20 S20
Non-emergency Services
Provided in a Hospital SO sS4 S5 3 S0 S0 S20 S20 $25 S30 S20
Emergency Room.(per visit)
Non-emergency Services
Provided in a Freestanding S0 $2 S3 $4 S0 S0 $20 $20 $25 $30 $20
Emergency Room.(per visit)
Trauma SO ] S0 S0 SO SO SO SO SO SO SO

AMBULATORY VISITS TO

Primary Care Physician (PCP) S0 s1 $1.50 $2 S0 S0 $2 $2 S5 $5 $3
Specialist S0 s1 $1.50 $2 S0 S0 $2 $2 S5 $5 s7
Sub-specialist SO S1 $1.50 S2 SO SO S2 S2 S5 S5 S10
Pre-Natal Services SO ] S0 S0 0 0 S0 SO SO SO SO

OTHER SERVICES
High-Tech Laboratories ** S0 50¢ s1 $1.50 S0 S0 $2 $2 S5 $5 20%
Clinical Laboratories ** SO 50¢ S1 $1.50 S0 S0 S2 S2 S5 S5 20%
X-Rays SO 50¢ s1 $1.50 S0 S0 S2 S2 S5 S5 20%
Special Diagnostic Tests ** S0 s1 $1.50 S2 S0 S0 S2 S2 S5 S6 40%
Therapy-Physical S0 s1 $1.50 $2 S0 S0 $2 $2 S5 $5 $5
Therapy-Respiratory SO S1 $1.50 S2 S0 SO S2 S2 S5 S5 S5
Therapy Occupational SO S1 $1.50 S2 S0 S0 S2 S2 S5 S5 S5
Vaccines SO S0 SO SO S0 S0 S0 SO SO SO SO
Healthy Child Care S0 S0 S0 S0 S0 S0 S0 S0 S0 S0 S0

DENTAL

Preventive (Child) SO ] SO SO S0 S0 S0 SO SO SO SO
Preventive (Adult) S0 s1 $1.50 S2 S0 S0 $2 $2 S3 S5 S3
Restorative S0 s1 $1.50 $2 S0 S0 $2 $2 S5 $6 $10

PHARMACY ***
Preferred ( Children 0-21) SO SO SO SO SO SO SO S0 SO S0 S5
Preferred (Adult) *** SO S1 S2 S3 N/A N/A S3 S3 S5 S5 S5
Non-Preferred (Children 0-21) SO S0 SO SO SO SO SO SO SO SO $10
Non-Preferred (Adult) *** SO S3 Y S6 N/A N/A S8 S8 $10 S10 $S10
** Copays. Apply to diagnostics tests only. Copays do not apply to tests required as part of a preventive service.
*** Copays apply to each medicine included in the same prescription pad.
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Advance Directives

Advance Directives are written instructions, such as a living will or durable power of attorney
for health care, relating to the provision of health care when the Beneficiary is incapacitated.
The written document that states the Beneficiary’s Advance Directives is called a living will.

The Beneficiary can use either word: advance directive or living will.

The Doctor/Provider may provide the Beneficiary information on how to make an Advance
Directive. If the Beneficiary is in the Hospital, the Hospital staff can also give the Beneficiary
information on Advance Directives. Beneficiaries may also call the Senior Citizens Advocate
Office at 787-721-6121 for information.

A Durable Power of Attorney is a paper that lets the Beneficiary name another person to make
medical decisions for them. This person can only make decisions if the Beneficiary is too sick
to make their decisions. He or she can convey the Beneficiary’s wishes if they are
incapacitated to do so. The Beneficiary has the option to execute Advance Directive or

Durable Power of Attorney, but cannot be required to do so. It is their choice.

If the Beneficiary has not executed an advance directive, the doctor or Hospital staff is
required to advise them, and their family, of the right to establish an Advance Directive or a
Durable Power of Attorney. Also, to offer assistance to execute one or more directive(s), and
to document in the medical record these discussions. The Beneficiary may want to talk to a

lawyer or friend before they fill out these papers.

To formalize an Advance Directive or a Durable Power of Attorney, the Beneficiary must sign
and date the documents in the presence of a physician and two withesses who are at least
21 years old, and not related to the Beneficiary by blood or marriage. Also, the papers can be

sign and date in the presence of an attorney.

Once everyone signs the papers, it is the Beneficiary’s rule about what they want to happen
if they get too sick to be able to say. Beneficiaries should give a copy of the papers to their

PCP and their family. The directive will prevail until, and if, they change their mind.

If the Beneficiary feels that their Insurer or their Providers aren’t complying with their wishes,
or if they have any complaints, they have the right to call the Vital call center at 1-800-981-
2737, or the Puerto Rico Patient Advocate Office at 1-800-981-0031. Phone calls are free.
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Covered Services

PSM will, at a minimum, provide Medically Necessary Covered Services to Beneficiaries as
of the effective date of enroliment according to the GHP- Vital requirements, and the Puerto
Rico Medicaid State and CHIP Plans. PSM will not impose any other exclusions, limitations,
or restrictions on any Covered Service, and will not arbitrarily deny or reduce the amount,
duration, or scope of Covered Services solely because of the diagnosis, type of illness, or

condition.

Benefits under the GHP- Vital are divided under four (4) categories: (i) Basic and Behavioral

Health Coverage, (ii) Dental Services, (iii) Special Coverage.

Covered services are as follows:

1. Routine doctor office visits, checkups, and sick visits

2. Well-baby visits, well-child visits, and immunizations

3. Tests, studies, laboratory work, and X-rays

4. Preventive services, including mammogram, colonoscopy, and Well-adults visits
5. OB/GYN exams and annual Pap tests

6. Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services,
including periodic preventive health screenings and other necessary diagnostic

and treatment services for Beneficiaries ages under 21
7. Nutritional evaluations and tests
8. Vision and hearing test
9. Prenatal and postpartum care
10. Family planning
11. Health certificates, in some instances
12. Dental services

13. Physical therapy
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14. Occupational therapy

15. Speech therapy

16. Physician home visits

17. Pharmacy

18. Care management and care coordination services
19. Emergency services

20. Post-stabilization services

21. Mental Health Services

22. Visits to Specialists

23. Community Health Clinic Services

24. Hospital: inpatient and outpatient care

25. Mental health hospitalization and partial hospitalization
26. Ambulatory Service Center services

27. Surgery: Inpatient and Outpatient

28. Ambulance Services

29. Outpatient rehabilitation services

Dental Services
The Beneficiary may see any Dentist that accepts Vital. Beneficiaries will find information
about participating Dentists in the PSM Provider Directory. The Primary Medical Group and

PSM Service Centers also will have a copy of the list.



Mental Health, Alcohol and Drug Abuse Services
GHP- Vital offers Mental Health, alcohol, and substance abuse services. The Beneficiary may
ask for these services whenever they feel they need them and do not have to see their PCP

first to visit a Provider for Mental Health, alcohol, and substance abuse services.

PMS wants to make it easy for Beneficiaries to get physical and Mental Health, alcohol, and

substance abuse services in the same place, also refer to integrated care.

Per PMS health care Provider structure, each Primary Medical Group must have a
Psychologist and/or a Social Worker available at least from 4 to 16 hours per week during

regular business hours.

If the Beneficiary gets Mental Health, alcohol, or substance abuse services at another place
(like a Mental Health Clinic or a Psychiatric Hospital), they must have available services from

a PCP, for least part of the time to care for their physical health needs.

Non-Covered Services

Here is a general list of some services that are not covered by GHP- Vital. You can find a full

list online at www.MenonitaVital.com.

1. Services for non-covered illnesses or trauma

2. Services caused by automobile accidents covered by the Administration of

Compensation for Automobile Accidents (ACAA, for its acronym in Spanish)
3. On the job accidents covered by the State Insurance Fund Corporation.

4. Services covered by another insurance or entity with primary responsibility (third party
liability)

5. Specialized nursing services for the comfort of the Beneficiary when they are not

medically necessary
6. Hospitalizations for services that can be rendered in an outpatient scenario.
7. Hospitalization of a Beneficiary for diagnostic services only

8. Expenses for services or materials for the Beneficiary’s comfort, such as telephone,

television, admission kits, and so forth
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9.

10.
11.
12.
13.
14.

15.

16.
17.

18.

19.

20.
21.
22.

23.

24.

25.

Services rendered by the Beneficiary’s relatives (parents, children, siblings,

grandparents, grandchildren, spouse, etc.)

Organ and tissue transplants, except skin, bone, and corneal transplants
Weight control treatments (for aesthetic reasons)

Sports medicine, music therapy, and natural medicine

Cosmetic surgery to correct physical appearance defects

Services, diagnostic tests ordered or provided by Naturopaths and Iridologists

Health Certificates except for (i) venereal disease research laboratory tests, (ii)
tuberculosis tests and (iii) any certification related to the eligibility for the Medicaid

program
Mammoplasty or plastic reconstruction of the breast for aesthetic purposes only.
Outpatient use of a fetal monitor

Services, treatment or hospitalization as a result of induced, non-therapeutic abortions

or their complications

Medications delivered by a Provider that does not have a Pharmacy license, except

for those traditionally administered in a doctor’s office, such as an injection.
Epidural anesthesia services

Educational tests, educational services

Peritoneal dialysis or hemodialysis services (Covered under the Special Coverage)

New or experimental procedures not approved by ASES to be included in the Basic

Coverage
Services covered under the Special Coverage

Services received outside the territorial limit of the Commonwealth of Puerto Rico,

except for emergency services for Medicaid or CHIP Beneficiaries
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26. Judicial order for evaluations for legal purposes

27. Counseling services or referrals based on moral or religious objections of the Insurer
28. Eyeglasses, contact lenses

29. Acupuncture services

30. Procedures for sex changes, including hospitalizations and complications

31. Treatment for infertility or related to conception by artificial means including tuboplasty,

Vasectomy Reversal, and any other procedure to restore the ability to procreate

Pharmacy Services

Vital has prescription drug coverage for the Physical and Mental Health needs of their
Beneficiaries, which is managed through participating pharmacies contracted by ABARCA
Health, the Pharmacy Benefits Manager (PBM). The Covered Medications Form (FMC) will
serve as a guide to identify those covered medications and aims to improve and promote the
appropriate use of medications in a cost-effective manner. You can access the FMC through

our portal at www.menonitavital.com..

PSM will not impose restrictions on available prescription medications beyond those stated
in the Formulary of Medications Covered (FMC), the List of Medications by Exception (LME),
or any other drug formulary approved by ASES.

The drug coverage for GHP-Vital mandates the use of bioequivalent generic products as the
first option. PSM will not refuse to cover a brand name drug that does not have a
bioequivalent available, if there is a medical need established by the provider through the

exception process..

If the Beneficiary needs medicine, the Provider must write a prescription. PSM promotes the
use of electronic prescriptions for sending prescriptions in order to simplify the process and
enhance safety and treatment adherence. The Beneficiary may choose any Pharmacy within
the GHP- Vital Network. The list of participating Pharmacies can be found in the PSM Provider

Directory or online through the website.
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Prescription medicines for children under the age of 20 and for pregnant women won’t be

subject to a copayment. Other individuals will need to pay a copayment according to their

indigence level.

When prescribing medicines the FMC shall be used as a reference. The FMC has ten (10)

lists of Preferred Drugs:

e Physical Health
e Mental Health

e Sub-Formularies

Physical Health

Mental Health

Dental — For the use of Dentists

Emergency — For the use of the Emergency Room (ER) physician. The
quantities of the medication are limited.

Nephrology — For the use of Nephrologists with Beneficiaries registered
in the Nephrology Special Coverage.

OBGYN - For the use of obstetricians with female Beneficiaries
registered in the Obstetrics Special Coverage.

Oncology — For the use of Oncologists with Beneficiaries registered in the
Cancer Special Coverage.

HIV/AIDS — For the use of physicians with Beneficiaries registered in the
HIV/AIDS Special Coverage.

Prescription medications in the Sub-formulary, do not require the countersignature of the

Primary Care Physician if they are prescribed by the physician in charge of treating the

condition. Medications prescribed by a physician within the preferred network do not require

the countersignature of the primary care physician of the Beneficiary.
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If the Provider needs to prescribe a medication that is not on the FMC but is medically
necessary for the treatment of a Beneficiary, it will need to obtain the proper authorization
from PSM through the Exception Process. To complete this process, it is required to include:
a prescription with treatment duration and medical justification.
Medications provided directly to beneficiaries by a provider who does not have a pharmacy
license, except for those traditionally administered in a doctor's office, such as injections, are

excluded from the pharmacy benefit.

Emergency Rule

The medications included as part of the Integrated Emergency Formulary (FEI, for its Spanish
acronym) will be dispensedto cover five (5) days of treatment. If a beneficiary requires
continuation of treatment, they must visit their primary care doctor for reevaluation and

determination of the treatment plan..

PSM emphasizes that the GHP- Vital is a Coordinated Care Plan, thus recommends that the

Providers verify that the prescribed medicines in the ER are part of the FEI.

Special Medications

AIDS/ HIV- Medications for the treatment for AIDS-diagnosed Beneficiaries or HIV-positive
beneficiaries are also included, except for the following, excluded from the ASES Preferred
Drug list: Viread®, Emtriva®, Truvada®, Fuzeon®, Atripla®, Epzicom®, Selzentry®,
Intelence®, Isentress/Insentress HD®, Edurant®, Complera®, Stribild®, Descovy®,
Triumeq®, Genvoya®, Tivicay®, and Odefsey®.

Providers must refer Beneficiaries for whom Protease inhibitors medications are Medically
Necessary to the CPTET Centers (for its acronym in Spanish- “Centros de Prevencién y
Tratamiento de Enfermedades Transmisibles”) or to community-based organizations, where
the Beneficiary may be screened to determine its eligibility for the AIDS Drug Assistance
Program (“ADAP”).

Chronic Conditions for Children with Special Health Needs- Prescriptions shall cover
therapy for thirty (30) calendar days, and if necessary, up to five (5) refills of the original
prescription, as established by the doctor. When Medically Necessary, additional

prescriptions will be covered.
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Tuberculosis and Leprosy- Medications included under Special Coverage.

Chronic Conditions or Severe Behavioral Health Conditions- Medications covered for a
maximum of thirty (30) calendar days, except at the beginning of therapy where, upon the
Provider's recommendation, a minimum of fifteen (15) calendar days will be prescribed to
reevaluate compliance and tolerance. Under a doctor’s orders, a prescription may be refilled

up to five (5) times.

For these Beneficiaries, the Provider can prescribe a 90-day supply of some medicines, so

that the Beneficiary will pay for the copay one (1) time instead of three (3) times.

Formulary Management

ASES is the agency responsible for establishing and reviewing the Drug Formularies for the
Physical and Mental Health in the GHP- Vital.

ASES has an active process to continuously review pharmacy benefit coverage according to
changes or advancements in medical practice standards, and new medications are evaluated
for inclusion. Due to the dynamic nature of this process, ASES may require the inclusion or
exclusion of medications within the FMC at any time, taking the necessary considerations to
communicate changes to beneficiaries and providers, ensuring a transition process that
maintains proper access to services and continuity of treatment. For these purposes, ASES
has established a Pharmacy and Therapeutics Committee (P&T Committee) that evaluates
the medications to be covered for Physical and Mental Health. P&T Committee is composed
of health professionals such as Primary Care Physicians, Psychiatrists, Licensed
Pharmacists, among others. This Committee meets periodically to evaluate the different
therapeutic classes and issue its recommendations to ASES for the medication to be included
or excluded in the Drug Formulary based on scientific evidence, clinical aspects, and cost-

effectiveness analysis.
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In addition to the P&T Committee, there is also the Financial Committee. ThisCommittee is
tasked with rebate maximizationby evaluating recommendations from the P&T Committee.

PSM has representation in both Committees.

Periodically, under the direction of ASES, the Pharmacy Program Administrator(PPA) will

develop and revise drug formularies according to decisions made by the P&T Committee.

Pre-authorizations for Medications

Some of the medications included in the Formularies are subject to a preauthorization.

To request a pre-authorization:

1. The provider must complete the Pharmacy Preauthorization and Exceptions Form
(Appendix D) and/or provide the necessary information to complete the evaluation.
The form must be fully completed, including diagnostic codes, HCPCS codes for the
medications (as applicable), and the provider who will be offering the service.
Incomplete or illegible forms or documentation will be returned for review and

resubmission.
2. Send information by fax to 1-866-728-0682.. Must include the following documents:
Medical order with the beneficiary's full name, date, diagnoses, requested medications, provider's

name with their NPI, and signature. Orders from non-participating doctors must be co-signed by
the primary care physician.
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e Laboratory tests or studies to justify the use of the drug prescribed
e Treatment duration

e Physician’s contact information (fax number, office address, and phone
number) in case our clinical staff needs to communicate with the physician
For administrative preauthorizations that are managed by ABARCA Health, information must be sent yo
fax 1-888-437-6471. You may also contact 787-523-1315

Exception Process

Providers should make sure that the prescribed medication is included in the FMC, and in
exceptional cases, the Provider will be able to prescribe Non-FMC medications through the
Exception Process. Medications included in the LME will be preferred over Non-FMC

medications.

When medically necessary, the Provider can request Non-FMC medications. In order to
consider the request by the exception process, provider must include the following

information:

1. Diagnosis
2. Relevant patient medical history or data, including laboratory results, and other clinical

data, as needed

3. Clinical justification, properly documented by the provider, with the clinical reasons
that justify the use of medications not included in the FMC and the expected duration
of the treatment.

4. Documentation of prior use of other alternative therapies (including the times used,

and clinical results)

Contraindication

History of significant adverse reactions

Therapeutic failure to alternatives available on the FMC

Absence of a therapeutic option in the FMC

© © N o o

To request an exception, you must:
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1.

Complete Request for Pharmacy Pre-authorizations and Exceptions (Please refer to

Attachment C) and\or provide the necessary information to complete the evaluation.
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2. Send the documentation by fax to 1-866-728-0682, including all the necessary medical
references showing compliance with ASES clinical protocol for such medication:

3. Incomplete requests will be returned by PSM Pharmacy Department to the Provider
by fax or e-mail, for completion and resubmission. The processing time will be 24

hours from the moment all the required information is received.

The result of the exception evaluation (approved or denied) will be communicated to the
Beneficiary, Pharmacy, and Provider, as established on the ASES Policy for Medication

Exception Request.

In case of an emergency, PSM must authorize at least a 72-hour supply of the requested
drug, if the drug is not excluded by law. If a required drug cannot be dispensed in a quantity,
dose, or form limited to a 72-hour emergency supply (e.g., injection vials or medications
infused by a pump or other device), then it must be authorized to supply the minimum

necessary or increment that exceeds the 72-hour supply.

If additional time is needed to process a request, PSM will determine whether to grant the
extension as soon as possible, and within 24 hours. ASES's authorization to grant an
extension is delegated to PSM. Extension must be requested by beneficiary or provider and
the need for additional time to submit necessary information shall be justified. The extension
to receive additional necessary information should be granted considering the best interest
of the beneficiary. The maximum time allowed when granting an exception must be no more
than 72 hours.

If a request is received, but additional information is needed to complete the evaluation, such
information will be requested through fax, email, or by contacting the physician. PSM will
allow 72 hours for its submission and the case will be flagged as pending for information. If
the information is not received during the established timeframe, before the expiration of the
seventy-two (72) hours, the request will be evaluated with the available information. PSM
will approve, deny or inactivate the case due to lack of information. In any case, a notification

letter will be sent as applicable.

If the exception request does not meet the established clinical criteria or protocol for the

medication, PSM will conduct a clinical evaluation with the received documentation to
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determine if there is a medical necessity for the approval of the medication. The prescribing
Physician, Pharmacy, and Beneficiary will be verbally notified by PSM, and. a denial letter

also will be mailed within the applicable timeframes.

The authorization will be valid for a term established in the clinical protocol or for a period of

six (6) or up to twelve (12) months, according to ASES’s contract requirements.

For questions or status regarding a preauthorization, please call the PSM Preauthorization
Call Center at 1-844-832-0420, 24 hours, 7 days.

Pharmacy Claims

ABARCA Health is the Pharmacy Benefit Manager (PBM) for pharmacy services, in charge
of managing the Pharmacy Network and claims. Pharmacies with questions related to
network status and claims processing issues are recommended to reach out to ABARCA

Health at 1-866-993-7422 or via email at pharmacysupport@abarcahealth.com.

Quality Improvement and Performance Program

Plan de Salud Menonita established a Quality Improvement and Performance Program
(QIPP) to provide the structure and key processes to carry out its commitment to the ongoing
improvement of healthcare of the GHP- Vital Beneficiaries. The QIPP is an evolving program
responsive to the changing needs of the Beneficiaries and the standards established by the

medical community, federal and local regulators, and accrediting bodies.
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The QIPP utilizes a systematic approach to measure the quality of services rendered, using
reliable and valid monitoring processes, measurement, analysis, and evaluation of the
healthcare services, projects, and activities that impact the care provided to Beneficiaries.
The program has developed a system of quality assessment, addressed to the Provider
Network, that measures compliance with industry’ established indicators and metrics. This
system provides a continuous cycle for assessing the quality of care and service among plan
initiatives, including preventive health, acute and chronic care, behavioral health, over- and
underutilization, continuity, coordination of care, patient safety, and administrative and

network services.

PSM will provide to all Beneficiaries, the primary goal of improving health status. In instances
where the Beneficiary’s health is not amenable to improvement, maintaining the Beneficiary’s
current health status by implementing measures to prevent any further deterioration of his or

her health status.

PSM will seek input from, and work with, Beneficiaries, Providers, community resources, and
government agencies to actively improve the quality of care provided to Beneficiaries. Also,
will cooperate with any Puerto Rican or Federal monitoring of its performance, as stated in
the PSM contract with ASES, which may include but is not limited to external quality reviews,
operational reviews, performance audits, and evaluations. Thus, PSM will identify, collect,
and provide any data, medical records or other Information requested by ASES or Federal

agency, or their authorized representatives, in the format specified by them.
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At least two (2) of the quarterly meetings will focus on Beneficiaries issues to help ensure that

those issues and concerns are heard and addressed.

Quality Assessment Performance Improvement (QAPI) Programs

PSM has established a QAPI that specifies quality measurement and performance

improvement activities using clinically sound, nationally developed, and acceptance

criteria. For eligible Medicaid and Children’s Health Insurance Program (CHIP), the QAPI

program will comply with the Federal requirements specified at 42 CFR 438.240.

The program is based on the latest available research in the area of quality assurance

and, at a minimum, will include the following requirements pertinent to the Providers:

Method of monitoring, analyzing, evaluating, and improving the delivery, quality,
and appropriateness of healthcare delivered to all Beneficiaries (including over,
under, and inappropriate utilization of services) as well as those with special

healthcare needs

Written policies and procedures for quality assessment, utilization management,
and continuous quality improvement that is periodically assessed for efficacy and

reflects Beneficiary and Network Provider input

Reviews of outcome data, at least quarterly, for performance improvement

recommendations and interventions

Mechanism to detect over, under, and inappropriate utilization of services

Methodology and process for conducting Provider Credentialing and Re-

Credentialing

Procedures for validating completeness and quality of encounter data
Annual Performance Improvement Projects (PIPs) as specified by ASES
Development of a Quality Initiative Program for the appropriate use of ER services

Development of a Health Care Improvement
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Reports on specified performance measures
Provider and Beneficiary satisfaction surveys

Quarterly reports on program results, conclusions, recommendations, and
implemented system changes, as specified by ASES

Process for evaluating the impact and effectiveness of the QAPI
program, at least annually

Performance Improvement Projects (PIPs)

As required by ASES, PSM will implement PIPs in the following areas:

One (1) clinical care project in the area of renal health with the aim of early

identification of decrease in renal function=

One (1) clinical care project in the field of Behavioral Health, with the aim of increasing the early
detection of depression, anxiety, and substance abuse disorders using nationally recognized

screening instruments (e.g., Beck Depression Inventory, PHQ-2, PHQ-9, CRAFFT, CAGE-AID,
Depression Scale for Children, GAD-7, DAST, ACES, and ASAM).

One (1) clinical care project designed to improve the outcomes of Hemoglobin A1c control in
beneficiaries with diabetes, which includes, among others, the HEDIS® Comprehensive
Diabetes Care measure: Hemoglobin A1c (HbA1c) Poor Control (<9.0%) as one of the
performance measures.

One (1) administrative project in the area of EPSDT screening

One (1) administrative project in the area of reverse co-location and co-location of

physical and Behavioral Health and their integration; and

Any other specified by ASES or identified as needed by PMS

In designing its PIPs, PSM process:

Shows that the selected area of study is based on a demonstration of meeting patients

needs and is expected to achieve a measurable benefit to the Beneficiaries (rationale)

Establishes clear, defined and measurable goals and objectives that PMS and the
Provider as well, shall achieve in each year of the project

Measures performance using quality indicators that are objective, measurable, clearly
defined and that allow tracking of performance and improvement over time;
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Implements interventions designed to achieve quality improvements
Evaluates the effectiveness of the interventions

Establishes standardized performance measures (such as HEDIS or another similarly

standardized product)

38



e Plan and initiate activities for increasing or sustaining improvement; and
e Document the data collection methodology used (including sources), and the actions

that are taken to ensure it is valid and reliable

Each PIP will be evaluated by the External Quality Review Organization (EQRO) contracted
by ASES and the Puerto Rico Medicaid Office.

ER Quality Initiative Program (ERQIP)
PSM has developed an ER Quality Initiative Program, implementing efficient and timely
monitoring of Beneficiaries’ use of the ER, including whether such use is justified by a

legitimate Emergency Medical Condition or Psychiatric Emergency.

The ERQIP is designed with a person-centered approach in order to provide integrated
healthcare that meets the beneficiaries' needs. To fulfill this principle, PSM will identify high
utilizers of Emergency Services using the definition and algorithm developed by ASES. The
program is divided into three main phases: Identification, Intervention, and Evaluation. These
three phases allow us to offer early interventions to ensure appropriate utilization of services
and resources. Furthermore, the program will specify all strategies used to improve the quality
of life of the beneficiaries and, together with a multidisciplinary team, seek solutions to their
health needs and socio-economic barriers. The Program will include, at a minimum, the

following components:

e Description of the system(s) for tracking, monitoring, and reporting high users of ER
services for non-emergency situations

e Criteria for defining non-emergency situations

e Educational component to inform Beneficiaries about the proper use and how to
access ER services, and PCPs about identifying high users or high potential users of
ER services and reporting process to PSM

e Protocols for identifying ER services high utilizers and referring them to Care
Management for needs assessment and identification of other more appropriate
services and resources

e Process for ensuring the provision of Physical and Behavioral Health Services in a
proper setting upon identification of the Beneficiary's care needs

e Quarterly reporting on ER services utilization; and
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Process for monitoring and evaluating program effectiveness, identifying issues, and

modifying the ER Quality Initiative Program as necessary to improve service utilization
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Health Care Improvement Program (HCIP)

PSM maintains active quality monitoring processes directed toward patient centered health
care services, and and aimed at increasing the use of screening, prevention, and the timely
provision of appropriate care to all our beneficiaries.. The HCIP consists of three (3) initiatives
subject to performance indicators specified in the Health Care Improvement Program Manual
included in the contract with ASES (“HCIP Manual”’). PSM offers Providers and medical
groups training to ensure that the best quality practice guidelines are followed to meet HCIP
objectives. The HCIP initiatives are further defined in the HCIP Manual, which is the official
document for specifying the performance indicators and measurement periods. The initiatives

on the HCIP Manual consist of:

1. Chronic Conditions Initiative
. Diabetes
. Asthma

. Hypertension

a
b
c. Severe Heart Failure
d
e. Chronic Obstructive Pulmonary Disease (COPD)
f.

Chronic Depression
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2. Healthy People Initiative

® a0 T ®

> @ =

Breast Cancer Screening

Cervical Cancer Screening

Blood Pressure Control

Follow up after hospitalization (30 days)

Diabetes Screening for people with Schizophrenia or Bipolar disorder who are

using antipsychotic medications.

Adult’s Access to Preventive /Ambulatory health services
Children and Adolescents access to primary care practitioners AP
Oral Evaluation - Annual Dental Visit

Prenatal and Post-Partum Care

Frequency on Ongoing Prenatal care

Well Child visit in the first 15 months of life

Adolescent Well-Care visit

m. Wellness visit for children in the first 30 months of life

3. ER High Utilizers Initiative, aimed at reducing the inappropriate use of the emergency
room

PSM has developed a Physician Incentive Program tied to the HCIP, as established in

Normative Letter 21-1001(A) Metric Actualization for Physician Incentives. .
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Medical Documentation Guidelines

PSM’s Providers shall comply with parameters in the maintenance, documentation, and
confidentiality of the Beneficiaries' medical records (electronic or paper). The criteria to be

evaluated are:
1. Content:
a. Demographic data and, Beneficiary ID or Patient Name in all pages
b. All entries must contain author ID, and date and time
c. Patient’s Habits
d. History and physical examination
e. Medical problems
f. Medications
g. Medication allergies prominently displayed
h. Chronic conditions prominently displayed
i. Dated progress Notes
j- Diagnostic(s)
k. Consultation(s)
I. Labs and studies results
m. Treatment and care plan consistent with the diagnosis
n. Education
0. Ancillary services
p. Documentation and results of age-appropriate screenings
2. Confidentiality
a. Protection from non-authorized access;

b. Access to computerized confidential information is restricted; and
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c. Precautions are taken to prevent inadvertent or unnecessary disclosure of

protected health information.
3. Availability
a. The medical record is available for the Provider at each visit/encounter

b. Medical records are available for PSM’s evaluation, for ASES or the EQRO upon

request

Other quality evaluations, not explicitly included in the HCIP Manual, will be performed by
PSM to monitor the improvement of care, service, and health to our Beneficiaries. Among

them, compliance with the medical documentation guidelines.

Healthcare Effectiveness Data and Information Set (HEDIS®)

PSM will employ the NCQA© HEDIS® as a measurement tool to provide an accurate
assessment of specific aspects of managed care organization performance. HEDIS® is an
activity conducted yearly, per the requirements of the PSM contract with ASES. The data
comes from on-site medical record reviews and available administrative data. All reported
measures must follow rigorous specifications and are externally audited to assure continuity
and comparability of results. The HEDIS® measurement set currently includes a variety of
health care aspects, including immunizations, women’s health screening, diabetes care, well
check-ups, medication use, and cardiovascular disease, all aligned with the HCIP. HEDIS®
results will be used in a variety of ways in clinical initiatives and performance improvement

projects (PIP) quality activities and health improvement programs.

Consumer Assessment of Healthcare Providers and Systems (CAHPS®)

CAHPS® is the tool used by PSM to measure member satisfaction with the health care and
service they receive. CAHPS® examines specific measures, including Getting Needed Care,
Getting Appointments and Care Quickly, How Well Doctors Communicate, Health Promotion
and Education, Coordination of Care, and Customer Service, Rating of Health Care and
Getting Needed Prescription Drugs. The CAHPS® survey is administered annually to
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randomly selected members by an NCQA®-Certified Vendor. CAHPS® results are used in
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much the same way as HEDIS® results; only the focus is on the service aspect of care rather
than clinical activities. They will form the basis for several of PSM quality improvement

activities.

PROVIDER PARTICIPATION IN THE QIPP PROCESS

Providers are expected to monitor and evaluate their compliance with performance
requirements to assure the quality of care and service provided and to comply with PSM
performance requirements and ensure that the Beneficiaries treatment is efficient and

effective by:

e Ensuring that Beneficiaries are up-to-date with their annual physical exam and

preventive health screenings, including related lab orders and referrals to Specialists
e Cooperating with medical record reviews
e Assisting with PSM complaint review process
e Participating in Provider satisfaction surveys

e Cooperating with investigations regarding the quality of care issues and critical

incident reports

Electronic Health Record (EHR) System

An Electronic Health Record (EHR) is a digital version of a patient’s paper chart. EHRs are
real-time, patient-centered records that make information available instantly and securely to
authorized users. While an EHR does contain the medical and treatment histories of patients,
an EHR system is built to go beyond standard clinical data collected in a Provider’s office and

can be inclusive of a broader view of a patient’s care.

The PMG and PCP must maintain an EHR, installed, and fully operational, with the capacity

to receive and transmit data electronically. This system must be operating 365 days a year.

Provider and Beneficiary Satisfaction Surveys

PSM will perform an annual satisfaction survey for Providers and Beneficiaries. The survey
tools for Beneficiaries will be the Consumer Assessment of Health Care Providers and
Systems (“CAHPS”) and the Experience of Care and Health Outcomes (“ECHQO”).
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The sample size for both surveys shall equal the number of respondents needed for a
statistical confidence level of ninety-five percent (95%) with a margin of error, not more than

five percent (5%). It shall not have a response rate of less than fifty percent (50%).

The results of the surveys shall be submitted to ASES and the Puerto Rico Medicaid Program.
PSM has established a process for notifying Providers and Beneficiaries about the availability

of survey results.

PSM has a process for utilizing the results of the Provider and Beneficiary surveys for

monitoring service delivery and quality of services and for making program enhancements.

Clinical Affairs

Care Management
The PSM Care Management Program (PSM CM) for Beneficiaries enrolled in the GHP- Vital

identifies individuals with complex or severe medical conditions and ensures that they receive
medically necessary care and education in the most cost-efficient manner. The PSM CM
Program employs a proactive clinical and administrative process that consistently identifies
Beneficiaries with chronic or specialized health care needs, provides continuity and
coordination of care, utilizes data analysis to identify opportunities for improvement, and

implements improvement strategies as necessary.

PSM CM facilitates access and coordination of services for all Beneficiaries. The program
focuses on the proactive identification of Beneficiaries with chronic conditions, which are
chosen to be managed more closely by case managers. PSM CM works collaboratively with
all Beneficiaries of the healthcare team, including the PCP, discharge planners at affiliated
Hospitals, Pharmacists, Social Workers, and Behavioral Health and community/medical
professionals who are consulted regarding patient care plans. PSM CM offers case
management and educational programs to all Beneficiaries and maintains and distributes
evidence-based guidelines to participating Providers. All staff interacts with PSM
Beneficiaries to provide coordinated care through a Multidisciplinary Care Team (MCT) model

created to respond to the individual Beneficiaries ’ needs.

PSM Case Managers use the information from the assessment process to develop and
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implement Individualized Care Plans (ICP) with Beneficiaries promptly, based on the
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Beneficiaries’ identification of primary health concerns, as well as analysis of available data

on the individual’s medical condition and history.

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program
EPSDT services include outreach, education, screening, tracking, and diagnostic and
treatment services for the GHP Vital Beneficiaries. This benefit is Medicaid mandated as
specified in sections 1902(a) (43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and
Part 5 of the State Medicaid Manual. The program covers screening and diagnostic services

to determine physical and mental deficiencies in Beneficiaries who are less than twenty-one

(21) years of age. Also, health care, prevention, treatment, and other measures to correct or

improve any deficiencies and chronic conditions discovered for this population.

In compliance with this requisite, PSM developed the “Crece Saludable con PSM” program,
which includes procedures for conducting outreach and education, as well as informing,
tracking, reporting, and organizing medical follow up. Likewise, to ensure compliance with
the healthy child periodicity schedules, PSM works with our PMGs and Providers Network to
ensure that the full scope of required EPSDT services is provided to all eligible children. The
program promotes that young adults receive appropriate screening and preventive services
that are medically necessary to correct or improve any identified conditions, and to promote
proper growth and development of the pediatric population. PSM will ensure that all well-child
visits are conducted and documented in compliance with Puerto Rico Healthy Child EPSDT

Program requirements. EPSDT services are provided without cost to Beneficiaries.

The EPSDT acronym stands for:

e Early: Identifying problems early, starting at birth
e Periodic: Checking children's health at periodic, age-appropriate intervals

e Screening: Providing Physical, Mental, Developmental, Dental, Hearing, Vision, and
other screening tests to detect potential problems

e Diagnosis: Performing diagnostic tests to follow up when a risk is identified

e Treatment: Control, correct- or reduce health problems found
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The well-child check-up visits components include:

Comprehensive health and developmental history, including assessment of physical,

behavioral, and nutritional conditions

Laboratory tests according to age and health history, including Lead Toxicity Testing
Comprehensive physical examination, including weight, height, and growth charting
Health education, including anticipatory guidance

Developmental screening using a recognized, standardized developmental screening
tool approved by ASES

Immunizations according to age:

o The vaccines themselves are provided and paid by the Puerto Rico Health
Department for Medicaid and CHIP-eligible Beneficiaries

Developmental screening for social-emotional conditions, using a recognized and

standardized developmental screening tool approved by ASES
Screening for vision and hearing

Lead assessment beginning at age six (6) months and continuing through EPSDT-
Eligible children at twelve (12) and twenty-four (24) months of age. Children between
twenty-four (24) and seventy-two (72) months of age, should receive a blood lead
screening testing for lead if there is no record of a previous test. The screening test
shall consist of two (2) parts: verbal risk assessment (from thirty-six (36) to seventy-

two (72) months of age), and blood screening for lead regardless of risk
Dental and fine motor/gross screening
Tuberculosis screening

Perinatal depression for mothers of infants in the most appropriate clinical setting, at
the pediatric, behavioral, or OB/GYN visit
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Provider Outreach and Education Regarding EPSDT
PSM educates Beneficiaries and Providers about the EPSDT Program components.
Education is provided by PSM Quality Department, Clinical Affairs, and Beneficiary and

Providers Service representatives.

Education and outreach include, but is not limited to:

e Preventive care
e Provider referral to, and follow-up, with dental service Providers, including annual
dental examinations and services by an Oral Health Provider
e Provider referral of children for further diagnostic and treatment services to correct or
ameliorate defects, physical and mental illnesses, and conditions discovered by the
EPSDT checkup
e Periodicity schedule, and depth and breadth of services
e Training of Providers to ensure that evidence-based practice guidelines are followed,
and the services and care for children with chronic and special conditions comply with
those in the practice guidelines
e PSM will issue every month a Beneficiary-targeted list to each PCP/PMG, with a list
of PCP and EPSDT eligible children who have not had an appointment during the
initial one hundred and twenty (120) days of enrollment, and are not in compliance
with the EPSDT periodicity schedule
e PSM will issue a quarterly report to each PMG/PCP, including Beneficiaries, who are
not in compliance with the EPSDT periodicity schedule
e Provide transportation and scheduling assistance, if necessary, and appropriate.
e Home visit outreach to non-compliant Beneficiaries
o Beneficiaries’ parents or legal guardians that cannot be reached, the PMG will
refer the case to the Social Worker for a home visit or through the Community
Navigator, to offer orientation on the importance of the EPSDT services

Pre-Natal and Maternal Wellness Program

The Pre-Natal and Maternal Wellness Program staff works closely with the Provider community
in the identification, assessment, and implementation of appropriate interventions for every

qualified GHP- Vital Beneficiary. The main focus of the program is on Beneficiary outreach to
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identify pregnant women and the subsequent provision of risk assessment, education, and

case management services.

The program identifies needs and coordinates care and services for all pregnant
Beneficiaries, including High Risk, Low Risk, and Post-partum, and assists them in accessing

needed resources under the PSM Care Management Program.

All pregnant Beneficiaries must be referred and included in the Special Obstetrics Coverage,
under which they receive an educational packet on the importance of pre and post-natal care
as well as EPSDT requirements for their child. All Beneficiaries in the Special OB Coverage
are guaranteed access to contracted Ob/Gyns for their pre and postnatal healthcare services.
Case Managers will conduct a standardized comprehensive prenatal care assessment for
both maternal and fetal risks, at the earliest point of pregnancy for Beneficiaries enrolled in

the Prenatal Care Management Program.

Goals of the Pre-Natal and Maternal Wellness Program

1. Ensure access and maintain enroliment in the Pregnancy Health Management

Program.
2. Improve knowledge of newly pregnant Beneficiaries.

3. Improve the rate of screening of pregnant Beneficiaries for potential risk factors by

the administration of initial and subsequent assessments.
4. Assist pregnant Beneficiaries in meeting their basic needs.
5. Provide education services to all pregnant Beneficiaries and their families.
6. Provide coordinated, integrated, and continuous care across a variety of settings.

7. Actively involve practitioners, Beneficiaries, families, and other care Providers in the

planning, provision, and evaluation of care.
8. Meet patients, families’ and practitioners’ expectations with pregnancy care.

9. Improve the quality of information collection and statistical analysis to assess the

effectiveness of the program and to project future needs.

10. Educate and assist in accessing a method of family planning.
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11. Monitor the program's effectiveness through the evaluation of outcomes.

12. The Special Coverage Registry is provided to Beneficiaries with specific high cost,
multifaceted medical conditions, facilitating access to Specialists and services related
to the condition. Beneficiaries registered in the Special Coverage Registry can access
all medically necessary services without the need for a referral form the PCP. To grant
a Special Coverage Registry, it is required that the PCP, or the Specialist in charge of
treating the condition, request coverage. The physician requesting the registry must
send all the documents needed for each condition and the Special Coverage Registry

Form (please refer to Attachment E).

13. If the diagnosis qualifies and all the necessary documentation is received, the prior
authorization nurse will register the Beneficiary in the Special Coverage Registry
within seventy-two (72) hours of receiving the request from the Provider. Services
provided for conditions included in the Special Coverage shall be subject to prior

authorization according to the list of services determined by ASES.

Special Coverage Protocol

The Special Coverage benefit is designed so that those beneficiaries that, due to the
nature of their diagnosis and the complexity of their medical needs, need easy access to
healthcare services. When included in the Special Conditions Registry, the Beneficiary
won’t require referrals to receive services related to their condition. The PCP and/or

Specialist are responsible for refering these Beneficiaries in the Program.

Once the PCP and/or specialist identifies that a beneficiary has one of the conditions
included in the program, they must complete and submit the Special Conditions
Registration Form (Appendix F) to the Preauthorization Department along with the clinical
documentation indicated on the form. For obstetric registration, the complete Obstetric
Certification of Special Coverage (Appendix |) is required along with the Special Conditions
Registration Form. You can download a copy of the Special Coverage Form and the
Obstetric Certification of Special Coverage from the PSM Provider Portal at

http://psmconnet.psmpr.com/login. To request registration in Special Coverage, you must
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send the documentation via fax to PSM’s Special Coverage Department at (787) 332-
0923. If the diagnosis qualifies, the preauthorization team will register the beneficiary in
Special Coverage within a period not exceeding seventy-two (72) hours after receiving the
documentation. It is important to note that the Special Coverage registration eliminates the
need for a referral from the PCP, but it does not eliminate the preauthorization requirement

for services that require it.

Special Coverage Conditions
Adults with Cystic Fibrosis
Phenylketonuria (PKU)
Aplastic Anemia

Hemophilia

Rheumatoid Arthritis
Autism
Skin Cancer
Cancer

Neonatal Hearing
Screening

Primary Ciliary Dyskinesia
(PCD), also known as
Immotile Cilia Syndrome
Chronic Renal Disease
Level 3 and 4
Level 5
Scleroderma

Multiple sclerosis /
Amyotrophic Lateral
Sclerosis
Congestive Heart Failure
(CHF) Class lll and Class IV
(NYHA)

Cronic Hepatitis C
Pulmonary Hypertension
Leprosy
Systemic lupus
erythematosus (SLE)
Children with special health
needs

Obstetrics

Post-transplant

Tuberculosis

HIV/AIDS

Clinical Guidelines
PSM adopts evidence-based Clinical Practice Guidelines (CPG), which serve as a framework
for clinical decisions and support best practices. These clinical guidelines are systematically

developed to help physicians optimize patient care and make decisions on appropriate
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healthcare given specific circumstances or clinical conditions. These guidelines are prepared
by well-respected clinical organizations to describe proper healthcare based on scientific
evidence and a broad consensus of the medical community, and reduce inappropriate

variations in medical practice, among others.

PSM uses the InterQual clinical guidelines and guidelines established by CMS, among others,

for making clinical determinations. Clinical practice guidelines are reviewed annually.

Wellness Plan

PSM offers a patient-centered Wellness Plan focus on a holistic approach to the physical and
behavioral health of our Beneficiaries, their families, caregivers, and even their communities.
Through this plan, we provide an array of services, including health education, wellness, and
community outreach programs, by using effective communication methods tailored to their
necessities, level of education, and cultural competence. PSM'’s initiatives aim to

promote healthy
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lifestyles, prevent chronic conditions, reduce health risk factors, and achieve self-care skills

for a better quality of life with improved health outcomes.

The Wellness initiatives are based on clinical practice guidelines adopted by PSM from
nationally recognized organizations such as the Advisory Committee on Immunization
Practices, the American Academy of Pediatrics, the American Academy of Family Physicians,
the Agency for Health Care Policy and Research, American Cancer Society and the American
Diabetes Association. The guidelines are age, gender, and risk-status specific, that describe
the prevention or early detection interventions recommended along with frequency and
conditions under which the interventions are required. It’s integration and design supports
the Care Management and Quality Programs, as well as the Providers Network and

Communications initiatives.

PSM Wellness Plan includes the following health education initiatives:

e Health promotion and preventive programs that include: educational talks, health campaigns,
telephone education, educational tables, community outreach, media interventions, and social

media.
e Chronic Disease Management education program

e Health Education and Wellness materials

The initiatives take into consideration the integration of physical and behavioral health. Some

of the health topics are as followed, but not limited to:

e Annual health checkup, including wellness visits for children and adolescents, and age-
appropriate vaccinations.

e Obtain screening tests for breast cancer and colon cancer.

e Receive the COVID-19 vaccine and take other preventive measures; this strategy should
include education and support from the provider network.

e Appropriate use of the services of the GHP- Vital, including GHP- Vital Service Line
e Services available and how to navigate the managed care system
e Women’s health screenings including mammograms, pap smears, cervical

screenings, and tests for sexually transmitted infections

¢ Risks during pregnancy due to alcohol consumption, the use of controlled

substances, and smoking, as well as the benefits of quitting smoking.



Maintain healthy body weight, through proper nutrition and exercise

Annual dental exam

Behavioral Health screening

Medical and developmental needs of children and adolescents, including vaccinations

EPSDT
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e Education regarding the diagnosis and treatment of high-risk diagnoses, including
Depression, Schizophrenia, Bipolar Disorders, Attention Deficit Disorder, Attention

Deficit Hyperactivity Disorder, Substance Abuse, and Anxiety Disorders

e Stress management, Anxiety

e Educational workshops on Diabetes, CKD, CHF, asthma, HIV, opioid use, prenatal and maternity

care, etc.

Moreover, the Wellness Plan supports the Beneficiary health care coordination between the
PCP, Specialists, and Multidisciplinary Care Team members by integrating community
resources and taking into consideration the social determinants of health data to achieve
better health outcomes. Educating PSM Beneficiaries and Providers on preventive health
care and management of chronic conditions can result in the early detection of illness and

reduction of risk factors and complications of health.

PSM will ensure that the Wellness Plan reaches, at a minimum, eighty-five percent (85%) of
Beneficiaries. To achieve this goal, PSM will, in compliance with the requirements of HIPAA
and the rules and regulations thereunder, utilize wellness advertisements, promotional
campaigns, seminars, health fairs, educational activities, visits to Beneficiaries, among
others. All educational activities are offered by duly licensed professionals, who are
knowledgeable enough in specific areas to be addressed in the educational activity, such as
Health Educators, Nutritionists, Nurses, Social Workers, Psychologists, and Physicians. Even
more, health education interventions can come from the collaborative efforts of Care
Managers, Providers, Medical Advisory Line Nurses, Multidisciplinary Care Team (MCT),

Beneficiaries, PMGs, Call Center representatives, and Community Navigators.

Integration of Physical and Behavioral Health Services
PSM established an Integration and Communication Plan of the Physical and Behavioral
Health Services to ensure optimal detection, prevention, and continuous treatment of the

Physical and Behavioral Health needs of our subscribed Beneficiaries in Vital.

To ensure that Beneficiaries with Physical and Behavioral Health conditions receive
integrated health services, identification and initial assessment is a critical step toward

integrating and improving care.
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Service Delivery Model

PSM’s approach for integrated health care services focuses on providing Physical and

Behavioral Health care at the same site: “collocation” and “reverse collocation.”

e Collocation — Behavioral Health Services provided in the same location as Physical
Health Services, where a Psychologist or other type of Behavioral Health Provider
(BHP) is placed in the PMG setting, as defined in the ASES Guidelines

e Reverse Collocation — Physical Health Services are available within the Behavioral
Health settings. A PCP is placed (on-site or on-call) in Behavioral Health Facilities,
as defined in the ASES Guidelines

Coordination of Mental Health Services

Mental Health services can be coordinated in various ways, depending on the Beneficiary’s
level of urgency:

¢ Available services evaluation and treatment by a contracted Provider

e BHP services available at PMGs under the collocated model

o Self-referrals. These are subject to BHP evaluation

e ERSs and hospitals

The PCP will perform an initial health assessment, as applicable, and using any standardized

tools such as:

e Patient Health Questionnaire 9 or PHQ-9 — A multipurpose instrument for screening
Depression

e 4 P’s Plus — A tool that identifies pregnant women whose drinking or drug use is at
a high enough level to impair daily functioning or is at risk from relatively small
amounts of substance use
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Edinburgh Postnatal Depression Scale or (EPDS)- A instrument for screening a

Major Depressive Episode in the Post-Partum population
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e Ages and Stages Questionnaires (Social Emotional or ASQ-SE)— An assessment
of social-emotional development in children. It monitors a child’s development in the
behavioral areas of self-regulation, compliance, communication, adaptive,

autonomy, affects and interaction with people

¢ Modified Checklist for Autism or M-Chat — A screening tool for children between 16
and 30 months of age used to assess their risk of being diagnosed with Autism

Spectrum Disorder

e Other evaluations that can be performed according to the identified needs of the
beneficiary include: the Conners Scales, DAST-10, GAD, PC-PTSD, LOCUS,
CALOCUS, ACES, ASAM, among others.

After the initial health assessment, and upon identification of any behavioral health need, the
PCP will refer the Beneficiary to a BHP for evaluation, diagnosis, treatment, and referral if

applicable.
The recommendations will be shared and discussed promptly with the PCP for the
development of an individualized treatment plan.

Information Sharing
All medical records must include the Beneficiary’s authorization for the exchange of Protected
Health Information (PHI) between Physical and Behavioral Healthcare Providers to start any

integrated treatment.

The following documents, as well as other relevant information, must be provided to assure
electronic communication between Physical Health and Behavioral Health Providers, such

as:
¢ Information forms Beneficiaries on HIPAA requirements
e Referral form

e [nformed Consent forms
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Pre-authorizations

Pre-authorizations of high-cost services or with a high utilization potential ensures cost-
effectiveness and quality of services rendered to the Beneficiaries. The use of clinical
guidelines guarrantees consistency and uniformity when making decisions. With this in mind,
PSM will uses InterQual Clinical Criteria as well as CMS established guidelines, amongst

others.
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Evaluation of pre-authorization requests and discharge planning is carried out by the clinical

team. Below, we detail the process for the request and management of preauthorizations.

1.

2.

3.

5.

You can submit your request using the following methods:
e Preauthorization Fax: (787) 332 0921
e Discharge Planning Fax: (787) 332 0924

e Email: psmumvital@planmenonita.com

e In person at any of our offices
Requests must be submitted at least 7 days in advance of the service.

The request must include the completed Preauthorization Form (Appendix C) in all
sections and the clinical information that justifies the medical need for the requested
service. Requests received with incomplete forms or illegible information will be

returned for review and resubmission. The documentation must include:
¢ Name and identification number of the beneficiary

e Name of the provider requesting the service, along with their NPI, signature,

and contact information
e Medical order issued within a period no greater than sixty (60) days
e Diagnoses and requested service with their descriptions and codes

e Relevant clinical information: progress notes, consultations, test results, and

lab reports, among others
¢ Name of the provider who will offer the service

If additional information is required, our clinical staff will contact the provider to request
it. If the additional information is not received within the established timeframe, the

request will be evaluated with the available information.

The terms for the determination of your request are twenty-four (24) hours for
expedited requests and seventy-two (72) hours for standard requests. Expedited

requests should be those where the beneficiary's life could be at risk due to a delay in
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accessing the service. When classifying the request as either standard or expedited,
consider the patient's condition and the service date. If the patient's life is not at risk
and their condition allows, we encourage you to classify the case as standard. This
gives us the opportunity to gather all necessary information to properly evaluate the

case and helps reduce adverse determinations due to lack of information.

6. Once a determination is made regarding the request, we will notify the provider who
requested the service and the beneficiary verbally or in writing within the established

timeframes. If the determination is adverse, it will always be communicated in writing.

In exceptional scenarios where it was not possible to request preauthorization prior to the
service, it is important that, within a period no longer than seventy-two (72) hours after
providing the service, you send all the necessary documentation along with a note explaining
the reason why preauthorization could not be requested. These cases will be evaluated as

exceptions.

Copy of the pre-authorization form can be download from PSM Provider Portal

https://psmconnet.psmpr.com/login. The preauthorization of a service is not a guarantee of

payment nor does it exempt the provider from fulfilling other contract requirements to ensure
payment for the services. Payment for services is subject to the beneficiary's eligibility, benefit

coverage at the time of service, and applicable coding guidelines.

For a list for all services requiring pre-authorization, please refer to www.menonitavital.com.

A referral or preauthorization will not be required for any emergency service, regardless of

whether the provider is within the PPN.

Transportation Services

Emergency ambulance transportation for patient movilization does not need pre-authorization

when is from:

e Home to ER or a Hospital
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e Hospital to Hospital

e ER to Hospital
Non-emergency ambulance transportation services require pre-authorization. This
authorization will be based on medical necessity criteria. To request pre-authorization, the
Provider must send a medical necessity justification (refer to Preauthorization section).
Examples of cases where service may be considered for approval are: transportation of
Beneficiaries to dialysis facilities, bedridden Beneficiaries, Beneficiaries with mechanical

ventilation, among others.

Aerial emergency transportation services are provided and paid by ASES under a separate
contract. PSM does not process, neither pay, aerial emergency transportation services.
Nevertheless, PSM may assist in the coordination for the provision of aerial emergency
transportation on behalf of its Beneficiaries, when medically necessary, utilizing the Providers
designated by ASES.

Clinical Utilization Review

PSM performs clinical reviews to keep effectiveness and quality in the services without
influencing the medical decisions in the care of the patient. InterQual Criteria are used to carry
out this evaluation and maintain consistency in decision-making. The clinical team supports
and monitors medical needs by validating the appropriateness and efficiency of services and
procedures, including detecting excessive, insufficient, or inappropriate use of services and
the quality of care for our beneficiaries, especially those with special needs. Licensed
professional nurses, certified in the use of guidelines and broad Hospital experience, perform
Hospital review process and provide support in discharge planning. The types of reviews

performed are the following:

e Concurrent: review that is conducted while the beneficiary remains in the hospital

facility.

e Retrospective: review that is conducted after the beneficiary has been discharged from
the hospital facility.

We sponsor the concurrent audit process as it allows us to guarantee the quality of service,
assist in the discharge planning and care transition process, and helps us identify any issues

in a timely manner that could raise concerns.
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Here are several important aspects related to the review process:

1.

All admissions must be notified within a period of twenty-four (24) hours, except on
weekends or holidays, in which case they may be notified up to 48 hours after

admission. This notification can be made through:

e Provider Portal (preferred method): https://psmconnet.psmpr.com/

e Phone (IVR): 1-301-837-8445
e Fax: 787-332-0925

e Email: psmrevisionvital@planmenonita.com

. Admissions that, for exceptional reasons, are not notified within the established

timeframes must be notified within a period no longer than thirty (30) days after the
facility identifies that the beneficiary and the admission belong to PSM. For this, the
Exception Registration Form (Appendix) must be completed and include an
explanation stating the reason why the admission was not notified within the

established time and any relevant actions taken by the facility.

All discharges must be registered in our provider portal within twenty-four (24) hours

after the discharge.

Admissions must be available for review by PSM staff within twenty-four (24) hours

after admission.

If the PSM Reviewer identifies any findings or issues, they will be discussed on the
same day. If the person responsible for the case discussion is not available, the PSM
Reviewer will leave a written notification with these findings to be discussed at the next
visit to the facility within a period not exceeding five (5) business days. In facilities
where audits are conducted remotely, any findings will be discussed by phone. If the
case is not discussed within this period, the PSM reviewer's determination will be

considered final.

The records must be available for closure on or before thirty (30) calendar days after
the discharge date. If they are not available, only those days that have already been

reviewed will be considered for determination.
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Verbal Reconsideration Process with UM Hospital Facility PA or designated Hospital

Representative

Spoken dialogue between PSM Hospital Reviewer and the Hospital Facility Utilization
Management (Hospital UM) representative or designee is the first step in the reconsideration
process. This process needs to be initiated while the patient is admitted. It is imperative to
have such dialogue to clarify any information, questions, doubts, adjustments, or denials. If,
after such conversation, the PSM Hospital Reviewer and the Hospital Facility Utilization
Management representative doesn’t agree on a resolution, and identified adjustments or
denials can’t be resolved, PSM reviewer will discuss the case with the PSM medical advisor
for determination. In the event that a denial prevails and the hospital's Utilization Management
team disagrees, they can initiate the appeal process from the notification of case closure up

to a period not exceeding fourteen (14) business days.

First Level of Appeal

PSM has an appeal process for level adjustments or denials in cases where the facility
disagrees with the PSM determination, I. The Hospital’s UM Department, has the right to
submit a written appeal. A complete, true, and accurate copy of the Beneficiary’s medical
record must be provided with the appeal letter that contains a clear explanation of why the

Hospital is not agreeing with the denial or adjustment.

The facilities have up to fourteen (14) business days from the case’s close date to submit

their written appeal.
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PSM will respond to your appeal within a term of fourteen (14) business days from the date
the appeal letter was received. If the Hospital fails to submit in writing the appeal request in the
established timeframe, case adjustments or denials will prevail as indicated by the PSM

Reviewer. Appeals can be submitted through:

e Email (preferred method): psmrevisionvital@planmenonita.com
e Mail: PSM GHP-Hospital Review Appeal
Utilization Management Department

PO Box 364668

San Juan, Puerto Rico 00936

e In person: Edificio Alianza Cooperativa (COSVI)
400 Américo Miranda Ave.
Reception 3er piso

San Juan.

Second Level of Appeal
If the facility doesn’t agree with the determination in the first level of appeal, there is an

opportunity to submit a second written appeal.

The Hospital via its Medical Director or treating physician may request a second appeal within

fourteen (14) business days, after the resolution letter of the first appeal was received.

n this case, you must submit an appeal letter that includes any additional relevant clinical
information supporting the reasons why the determination should be overturned. It will not be

necessary to send the medical record again.. The appeals must be sent to:

e Email (preferred method): psmrevisionvital@planmenonita.com

e Mail: PSM GHP-Hospital Review Appeal
Utilization Management Department

PO Box 364668

San Juan, Puerto Rico 00936
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e In person: Edificio Alianza Cooperativa (COSVI)
400 Américo Miranda Ave.
Reception 3er piso

San Juan.

Clinical personnel from PSM Medical Utilization Management , Physicians Advisors,
consultants, among other Specialists and Sub-specialists, will be evaluating the appeal cases.
After the evaluation, a letter will be sent, indicating each case determination. This
determination will be final. Under no circumstance will the Hospital engage in recovering

payment from the Beneficiaries to satisfy monetary loss related to denials.
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Referrals

Although we encourage active written communication between Providers to disseminate
clinical information, the Beneficiary does not need a referral from his PCP to access a
Specialist within the PSM Preferred Provider Network. A written referral from the Primary
Care Physician shall be required for the Beneficiary to access specialized services within
PSM General Network and for services offered by Providers Out of the Contracted Network
(exception will be Emergency Room Services and behavioral health services). Refer to
Attachment N for a sample of the Referral Form. PCPs are encouraged to use the electronic
format for the Referral available in the PSM Provider Portal

https://psmconnet.psmpr.com/login.

In the case a referral is needed for services from a Provider in the General Network or Out of
the Contracted Network, it must be provided during the same PCP visit but no later than
twenty-four (24) hours from the Beneficiary’s request. When the PCP does not provide the
referral in the specified required timeframe, or for any other reason, the PCP refuses to make

a referral, and if it's deemed medically necessary, PSM will issue an Administrative Referral.

Neither PSM nor any Provider will be imposing any requirements indicating that referrals will
be submitted for the approval of a committee, Medical Director, board, etc. PSM strictly
enforces this instruction and will issue Administrative Referrals whenever it is medically

necessary.

In case a referral is needed for a Provider in the General Network or Out of the Contracted
Network, it must be provided during the same PCP visit but no later than twenty-four (24)
hours from the Beneficiary’s request. When the PCP does not provide the referral in the
specified required timeframe, or for any other reason the PCP refuses to make a referral and

it's deemed medically necessary, PSM will issue an Administrative Referral.
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Providers Network

PSM has a broad, comprehensive Providers Network throughout Puerto Rico, carefully

tailored to fulfill the Beneficiaries' access to the health care they need.

General Network

PSM General Network is comprised of all Providers available to Beneficiaries, including those

designated as Preferred Providers, that are not associated with a Primary Medical Group.

The General Network of Providers is adequate to assure access to all covered services, and
all participating Providers are credentialed and appropriately located in relation to the

Beneficiaries' home address.

Any Behavioral Health Provider who is qualified for the GHP- Vital (including meeting all
Credentialing standards), and willing to participate in the Network, will be included as part of

the General Network.

If PSM’s General Network is unable to provide medically necessary covered services to a
Beneficiary, within the requirements outlined in GHP- Vital Program Contract, PSM will
adequately and timely cover these services using Providers from Outside of its General

Network; without penalty or the imposition of additional co-payments to the Beneficiary.
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In addition to the Beneficiary's designated source of primary care (PCP), PSM will provide
female Beneficiaries with direct access to a women’s health Specialist within the General
Network (for covered services), including access to women's routine and preventive health

care services.

Services for children by Pediatricians, in addition to the Beneficiary's designated source of

primary care, if that source is not a child health Specialist.

Primary Care Providers (PCPs)
PCPs are responsible for providing, managing, and coordinating all the health services of the
Beneficiary, including coordination with Behavioral Health personnel, promptly, and following

all the guidelines, protocols, and practices generally accepted in medicine.
Beneficiaries have the freedom of choice in selecting a PCP.

The PCP is responsible for maintaining each Beneficiary’s Medical Record, which includes

documentation of all services provided by the PCP as well as any other specialty services.

The following shall be considered PCPs for purposes of contracting with a PMG:

e General Practitioners

e Internists

e Family Practice

e Pediatricians (optional for minors under the age of twenty-one (21))

e Gynecologists-Obstetricians (obligatory when the woman is pregnant, or age twelve

(12) or older; this Provider will also be selected for usual gynecological visits)

No PCP may own any financial control or have a direct or indirect economic interest (as
defined in Act 101 of July 26, 1965) in any Ancillary Services facility or any other Provider

(including Clinical Laboratories, Pharmacies, etc.) under contract with the PMG.
Nurse practitioners and physician assistants may not be PCPs.

Women who are preghant may select a Gynecologist-Obstetrician freely within PSM Provider
Network. PSM encourages female Beneficiaries to access a Gynecologist-Obstetrician for

their routine gynecological visits at the initial Enroliment.
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Behavioral Health Providers
PSM Providers Network includes Behavioral Health professionals to attend to the behavioral
health needs of the Beneficiaries, without the need of a referral. The following types of

Network Providers will render services to all Beneficiaries:
e Psychiatrist
¢ Clinical or Counseling Psychologist
e Social Workers (MSW)
e Care Managers
e Certified Addiction Counselors

e Behavioral Health Facilities

Network Provider Types
For both the General Network and the Providers Preferred Network, PSM will have available

the following types of Network Providers:

e Specialists

e Healthcare Facilities
e Clinical Laboratories
o X-Ray Facilities

e Hospitals



e Providers and facilities for Behavioral Health (Mental Health and Substance Use

Disorder) Services
e Specialized Service Providers
e Urgent Care Centers and ERs

e Any other Providers or Facilities needed to offer covered services, except Pharmacies,
considering the specific health needs of Beneficiaries

All beneficiaries have the freedom to choose their dentist and mental health providers.

Out-of-Network Providers

If the General Network is unable to provide medically necessary covered services to a
Beneficiary, PSM will adequately and timely (in compliance with the standards in Section 9.5
of the GHP-Vital Contract) cover these services using Providers outside of the General
Network. Except, as specified with respect to Emergency Services (Section 7.5.9 of the GHP
Vital Contract), if the service is available through a Provider in PSM General Network, but the
Beneficiary chooses to access the service from an Out-of-Network Provider, PSM is not

responsible for payment of services rendered.

All Out-of-Network Providers will be duly credentialed and shall be paid, at a minimum, the
same rates PSM pays for its Network Providers for the same Provider type. To be considered
Duly Credentialed, the Out-of-Network Provider must be licensed for the practice of medicine
in Puerto Rico, certified for the specialty needed, be a participating Provider of the Medicare
Program or have privileges in good standing at a Hospital from the PSM's General Network,
and complies with section 13.4 and 13.5.13.5 of the GHP Vital Contract.

PSM will not restrict the choice of the Provider from whom a Beneficiary may receive family

planning services and supplies.

The provider is responsible for collecting any Co-Payments from the Beneficiaries. If a Co-
Payment is imposed on Beneficiaries for an Out-of-Network service, it cannot exceed the

ones applied to equal services provided by a Provider in the General Network.
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Preferred Provider Network (PPN)

PSM developed, as a subset of its General Network of Providers, a Preferred Provider
Network (“PPN”), to increase the Beneficiaries' access to Providers and needed services.
Also, to improve timely receipt of services and the quality of health care, enhance continuity
of care, and facilitate the effective exchange of Protected Health Information between
Providers and PSM. The PPN must comply with the same requirements of the General

Network. The PPN is available to all PSM Beneficiaries.

Each Provider included in the PPN will be associated with a PMG whose group includes PCPs
or Behavioral Health Providers to assure adequate communication. Thus, Beneficiaries shall
be allowed to receive services from all Providers within their PMG’s PPN without Referral or

restriction.
Beneficiaries who receive a prescription from a Provider within the PPN/PMG shall be allowed
to fill such prescription without the requirement of a countersignature from their PCP.

Preferred Provider Network (PPN) Standards

Criteria for participating in the PPN versus the General Network;

e Comply with standards of performance
e Comply with access as prescribe on this document, and PSM Policies and Procedures

¢ Resolution of identified compliance issues within the time frame established by the

Corrective Action Plan
Contracting Process
Primary Care Providers (PCP)
All PCP will be contracted by the Primary Medical Groups (PMG). When requesting to be part

of a PMG, a Formal Request to include a PCP must be sent to PMGservices@pns-pr.com.

The form must be submitted within the first ten (10) days of the month in order to be

effective the next month.

Once the PCP is ready to be included in the PMG, PSM will notify the PMG about the inclusion

effective date.

PCP Termination from a PMG
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In case of termination, the PMG and the Provider must complete the Formulary Request of
Termination/Transfer Form. This form may be obtained through the group advisor. Before
proceeding with the termination procedures, the PMG must notify the PCP that will be
substituting the terminated PCP. The new PCP must have the capacity on his Panel to accept
the Beneficiaries assigned to the terminated PCP. PMG may submit more than one PCP as a

substitution.

PCP Maximum Panel and Closed Panels

PCP may have a maximum of 1,700 Beneficiaries assigned to their Panel. Once a Panel is

up to its maximum capacity, it will be considered close.

A PCP may request to voluntarily close their panel when they have not reached the maximum
permitted amount of 1,700 Beneficiaries. If a PCP has a membership of more than 1,700

beneficiaries for PSM, the "Request of Termination/Transfer Form" will be completed..

Notwithstanding the above, Beneficiaries may be assigned to a PCP not accepting new

patients under the following circumstances:

¢ A new Beneficiary or re-certificated Beneficiary of the Family already assigned to the
PCP

e The Beneficiary in a family contract that changes to an individual contract - Beneficiary
will be assigned to the same PCP

e Beneficiary recertification
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e When a PCP is terminated from a PMG and a Beneficiary requests a change of PCP
and all other PCPs in the PMG have a Closed Panel, the Beneficiary will be assigned
to one of the PCP with a Closed Panel

Non-Primary Care Provider
PSM has an open network of providers for all specialties, including non-primary care
physicians and healthcare facilities. Any Non-Primary Care Provider will be evaluated under

the following rules before inclusion in the PSM Provider Network.
o Completion of Contracting Request Form

¢ Complete Credentialing Process

Credentialing and Re-Credentialing

PSM is responsible for Credentialing and Re-Credentialing its Network Providers. As such,
PSM must ensure that all Network Providers are appropriately credentialed and qualified to
deliver services under the terms of the GHP- Vital Contract, all applicable Federal and Puerto
Rican laws. Also that they comply with the Center for Medicare and Medicaid Services (CMS)
Credentialing requirements (CMS Chapter VI of the Medicare Managed Care Manual).
Throughout a Delegated Entity System, PSM has established a Credentialing Electronic

Record System.

Credentialing is required for:

e All Physicians who provide services to the PSM’s Beneficiaries

e All other types of Providers who provide services to the PSM’s Beneficiaries, and who
are permitted to practice independently under Puerto Rico’s law, including but not
limited to: Hospitals, X-ray Facilities, Clinical Laboratories, and Ambulatory Service
Providers

Credentialing is not required for:

e Providers who are permitted to furnish services only under the direct supervision of
another practitioner
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e Hospital-based Providers who only offer in patient services to Beneficiaries. These

providers are not part of the Provider Directory

e Students, residents, or fellows.
PSM documents the Credentialing and Re-Credentialing process of Network Providers or
Providers it employs to treat Beneficiaries outside of the inpatient setting and who fall under its
scope of authority and action. This documentation includes defining the scope of Providers
covered, the criteria, and the primary source verification of information used to meet such
criteria, the process used to make decisions that shall not be discriminatory, and the extent

of delegated Credentialing and Re-Credentialing arrangements.

The Credentialing and Re-Credentialing process can be completed online using our

delegated entity website, PNS, at Log in (evips.com).

All Providers must:

e Comply with Puerto Rico and Federal regulations for Credentialing and Re-
Credentialing, including 42 CFR 455.104, 455.105, 455.106 and 1002.3(b)
e Complete the Standard Credentialing Form prescribed by ASES. You may access the

credentialing form at:
o Login (evips.com)

o If you have any doubts or questions about completing the credentialing application, you
can access the tutorials through the following link:

* Tutorials
e Maintain a current and valid license to practice medicine in Puerto Rico

e Ensure education and training records are validated and current, such as Internship,
Residency, Fellowships, Specialty Boards, etc., are certified and current

e Certified by the Junta de Licenciamiento y Disciplina Médica o por la Oficina de
Reglamentacion de los Profesionales de la Salud, when applicable, in each clinical
specialty area for which the Provider is being credentialed

e Have clinical privileges in good standing at the Hospital designated by the Provider,

when applicable, as the primary admitting facility

e Maintain current and adequate malpractice insurance
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Have a valid Drug Enforcement Agency (DEA) certificate
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e |If it is a Behavioral Health Provider (as applicable), must be trained and certified by
the Substance Abuse and Mental Health Services Administration (SAMHSA) to

provide the opiate addiction treatment

e If the Provider is a Healthcare Facility, it shall be governed by, but not limited to, Law

101 of June 26, 1965, as amended, known as " Puerto Rico’s Law of Facilities”

e Not excluded from participating in State and Federal Funded Programs
PSM will perform site visits as part of the Contracting and Credentialing process. At a
minimum, PSM will visit the offices of Primary Care Physicians, Obstetrician-Gynecologists,

or other high-volume Providers.

All Network Providers must undergo the process of Re-Credentialization every three (3)

years.

Out of Network Providers

Section 9.3.1.8.3 of the Health Plan Contract (PSG) between ASES and PSM establishes the

responsibility of ensuring that out-of-network providers are properly credentialed.

This Regulatory Letter 15-1201 outlines the criteria for determining whether a provider is properly

credentialed.
To be considered "properly credentialed," PSM must demonstrate that the provider:
e |s properly licensed to practice medicine in Puerto Rico;

e |s properly certified for the required specialty;

e |s a participating provider in the Medicare Program or has privileges at a recognized

hospital within the PSM provider network;
e Has a valid NPI;

e Complies with sections 13.4 and 13.5.13.5 of the PSG contracts between ASES and

PSM;
e Must be registered as a Medicaid provider (PEP).

Failure to meet one or more of these criteria may result in the denial of claims as a non-participating
provider. A provider is considered non-participating under this section if at least the "Billing Provider"

or "Rendering Provider" is not a participating provider.
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Network Provider Enroliment as Medicaid Providers

Starting from the second quarter of 2020, the Puerto Rico Medicaid Program (PRMP)
implemented the Provider Enrollment Portal (PEP), which requires state Medicaid
agencies to enroll providers in the Medicaid Management Information System (MMIS).
All Network Providers who render services to Medicaid beneficiaries under the Puerto
Rico Health Plan (Plan Vital or Medicare Platino) and those who submit encounters or
claims must register directly with PRMP in the PEP, under the Provider disclosure,
screening, and enroliment requirements of 42 CFR part 455, subparts B and E as
incorporated in 42 CFR 438.608(b). Providers shall complete the enrollment process via
the PEP website:

https://medicaid.pr.gov/Home/ProviderPortalEnrollment/

The requirements for completing the PEP registration vary depending on the type of

provider and are available on the following portal:
Medicaid Program - Department of Health

Starting January 1, 2023, it will be mandatory for all providers to be registered in the PEP

as part of the contracting process.

Health care Access Standards

Providers are responsible for providing the GHP- Vital Beneficiaries with timely access to
health care services. Furthermore, Providers must guarantee access to medically necessary

services. Adequate access to covered services includes:

Non-Urgent Conditions

e Routine physical exams shall be provided for all Beneficiaries within thirty (30)
calendar days of the Beneficiary’s request for the service, considering both Physical

and Behavioral Health care.

e For Beneficiaries less than twenty-one (21) years of age, PSM must meet, and
Provider shall assist with the EPSDT timeframes specified in Section 7.9.3 of the GHP
Vital Contract, and per the Puerto Rico Mental Health Code (Act No. 408 of October
2, 2000, as amended)
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Routine evaluations for Primary Care shall be provided within thirty (30) calendar days

unless the Beneficiary requests a later time

Covered Services shall be provided within fourteen (14) calendar days following the

request for service

Specialist Services shall be provided within thirty (30) calendar days of the

Beneficiary’s original request for service

Dental services shall be provided within sixty (60) calendar days following the request

unless the Beneficiary requests a later date

Behavioral Health Services shall be provided within fourteen (14) calendar days

following the request unless the Beneficiary requests a later date

Diagnostic laboratory, diagnostic imaging, and other testing appointments shall be
provided consistent with the clinical urgency, but no more than fourteen (14) calendar
days, unless the Beneficiary requests a later time. If a “walk-in” system is used
instead, the Beneficiary wait time shall be consistent with the severity of the clinical

need

The in-person prescription fill time (ready for pickup) shall be no longer than forty (40)
minutes. A prescription phoned in by a practitioner shall be filled within ninety (90)
minutes. Contracted Providers are encouraged to have an electronic prescribing

system in place

Urgent Conditions

Emergency Services shall be provided, including access to an appropriate level of

care, as quickly as warranted based on the condition

Outpatient appointments for primary medical, dental, and behavioral health care for

urgent conditions shall be available within twenty-four (24) hours

Appointment availability for urgent outpatient diagnostic laboratories, diagnostic
imaging, and other testing, shall be consistent with the clinical urgency, but no longer
than forty-eight (48) hours
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e Face-to-face appointments for Behavioral Health crisis services shall be available
within two (2) hours

e Detoxification services shall be provided immediately according to clinical necessity

The timing of scheduled follow-up outpatient visits with practitioners shall be consistent with

the clinical need.

Federally Qualified Health Center (FQHC) services shall be provided in an FQHC setting. If
FQHC services are unavailable in the PSM’s General Network, PSM will adequately and
timely provide these services out-of-network at no cost to Beneficiaries for as long as the
service is unavailable in our Network. All out-of-network services require a Referral from the

Beneficiary’s PCP.

Access to Services for Beneficiaries with Special Health Needs

Providers must evaluate any progressive condition of a Beneficiary with Special Health Needs

that requires regular monitored care or treatment.

PSM has protocols to screen Beneficiaries qualified for the Special Coverage, Care

Management, and Chronic Conditions to facilitate direct access to Specialists.

Hours of Service

Providers are prohibited from having different hours and schedules for GHP- Vital
Beneficiaries than what is offered to commercial- private health insurance patients.
Furthermore, Providers are prohibited from establishing specific days for the delivery of
referrals and requests for pre-authorization. Thus, PSM will closely monitor the compliance

with this rule and take corrective action if there is a failure to comply.

Psychiatric Hospitals (or a unit within a general Hospital), and emergency or stabilization units
must operate covering medically necessary services twenty-four (24) hours a day, seven (7)

days a week.

Partial hospitalization facilities must operate covering medically necessary services at least
ten (10) hours per day, five (5) days per week, and have available one (1) nurse, one (1)

Social Worker, and one (1) Psychologist/Psychiatrist.
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All other Behavioral Health care facilities must operate covering medically necessary services
for a least twelve (12) hours per day, five (5) days per week, and have available one (1) nurse,

one (1) Social Worker, and one (1) Psychologist/Psychiatrist.

Preferential Turns

The Provider must have preferential turns for residents of the municipalities of Vieques and
Culebra. Preferential turns refer to a policy of requiring Providers to give priority in treating
the GHP- Vital residents of the municipalities mentioned above. Preferential turns help to
ensure prompt access to a Physician. This priority treatment is necessary because of the
remote locations of these municipalities, and the extended travel time required for the
residents to seek medical attention. This requirement is established in Puerto Rico’s Laws
No. 86 enacted on August 16, 1997 (Arts. 1 through 4) and Law No. 200, enacted on August

5, 2004 (Arts. 1 through 5).

Extended Schedule of PMGs

PMGs shall be available to provide primary health care services or consultations from Monday
through Saturday, from 8:00 a.m. to 6:00 p.m. (Atlantic Time). The following holidays are an
exception to this rule: January 1st, January 6%, Good Friday, Thanksgiving Day, and
December 25%. The PMG has the sole discretion to decide whether to provide Primary Care

services during the previously listed holidays.

Providers that offer urgent care services, as well as any other qualified Provider willing to
provide them on an Acute Care Setting, shall have enough personnel to have extended hours
from Monday through Friday, from 6:00 p.m. to 9:00 p.m. (Atlantic Time). PMGs may

collaborate to establish extended office hours at one (1) or multiple facilities.

Provider Education

PSM has available a continuing education curriculum for Providers focused on the delivery of
health care services to the Beneficiaries, and corresponding to PSM quality measures and
contract requirements. The continuing education curriculum consists of twenty (20) hours per
year, divided into five (5) hours per quarter. The educational activities to be offered during

the year are coordinated in collaboration with other insurers.

The Provider participation in the curriculum mentioned above is incorporated in the contracts,
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and attendance is required. PSM will perform monitoring to evaluate compliance with these

activities.

85



PSM will cover topics on contract requirements during periodical meetings with Providers and

administrative staff. Certified and licensed health professionals will present the continuing

education with the corresponding credits.

The initial and ongoing Provider training and education include, without limitation, the

following topics:

Education Literacy in Public Health

Management of Rheumatoid Arthritis

Management of Diabetes

Medicaid policies and regulations, with specific emphasis on:

o EPSDT

o Behavioral Health Integration

The medical conditions of participation in the PSM’s GHP- Vital
Billing and Coding processes

Provider’s responsibilities to PSM and the Beneficiaries

Additionally, PSM will offer initial and ongoing Provider education and training to address

clinical issues and improve the service delivery system, including, but not limited to:

Assessments

Treatment plans

Plans of care

Discharge plans
Evidence-based practices

Models of care, such as integrated care and trauma-informed care

PSM can provide additional training to Providers and administrative staff as deemed

necessary and accordingly to identified needs.

Additionally, PSM provides interactive educational outreach for Physicians to offer unbiased,

non-commercial, evidence-based information about medications and other therapeutic

86



decisions, to improve patient care, and promote cost-effectiveness. PSM will coordinate
sessions with the Pharmacy Benefits Manager (PBM’s) Academic Detailing Program to

develop educational activities addressing:

e Management and implications of polypharmacy

¢ Condition management

e Prescriptions Management

o Working with patients with conditions of special concern, such as:
o Autism
o ADHD
o Depression

o Diabetes

PSM use various methods of delivery for Provider training sessions, including:

e Virtual courses

e Group workshops

e Educational modules
e Newsletters

e Communications

e Provider Portal

Training is also offered throughout the different geographic areas of Puerto Rico and at
different times of the day to accommodate participating Providers’ schedules. PSM will
announce the dates and locations of educational sessions as soon as possible, but no later

than five (5) business days before the event.
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Delegated Provider Network Activities

PSM delegated the servicing, contracting, and management activities of the physical Provider
Network to Provider Network Solution of Puerto Rico (PNS-PR).

The Credentialing activities are delegated to Credemtia, a Credentialing Validation
Organization (CVO).

The Mental and Behavioral Health Network is delegated to APS Healthcare.

The Dental Health Network has been delegated to Delta Dental for service activities,

contracting, management, claims, and beneficiary services.

Fraud, Waste & Abuse

PSM regards health care fraud, waste, and abuse as unacceptable, unlawful, and harmful to
the provision of quality health care efficiently and affordability. Therefore, PSM maintains a
comprehensive Fraud, Waste, and Abuse Program to reduce health care costs waste and to

promote the continuity of quality health care services.

The Program is responsible for the detection, prevention, investigation, and reporting of
potential health care fraud, waste, and abuse within the GHP- Vital. As such, the PMS
Compliance Division developed a wide-ranging plan, which addresses how PSM will uphold
and follow Federal and Commonwealth statutes and regulations about fraud, waste, and

abuse.

PSM’s Special Investigation Unit supports the Compliance Division in its efforts to deter and
prevent fraud, waste, and abuse by conducting investigations to identify and report findings
to the appropriate regulatory and law enforcement agencies. The Program also addresses
fraud prevention and the education of all PSM stakeholders (its Board, Beneficiaries,
Providers, employees, contractors, and subcontractors, among others) to maintain

compliance with all applicable state and federal laws and contractual obligations.

The main definitions in this area are:

e Fraud: an intentional deception or misrepresentation made by a person with the

knowledge that the deception could result in some unauthorized benefit to himself or
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some other person. It includes any act that constitutes fraud under applicable Federal
or Commonwealth law (42 CFR § 455.2)

Waste: Health care spending that can be eliminated without reducing the quality of

care. Quality Waste includes overuse, underuse, and ineffective use. Inefficiency
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Waste includes redundancy, delays, and unnecessary process complexity. For example, the
attempt to obtain reimbursement for items or services where there was no intent to deceive or
misrepresent, however the outcome of poor or inefficient billing methods (e.g., coding) causes

unnecessary costs to the Medicaid Program

e Abuse: Provider practices that are inconsistent with sound fiscal, business, or
medical practices, and result in unnecessary costs to the Medicaid Program, or in
reimbursement for services that are not medically necessary or that fail to meet
professionally recognized standards for health care. It also includes recipient

practices that result in unnecessary cost to the Medicaid Program (42 CFR § 455.2)

Examples of Fraud, Waste and Abuse by a Provider

1. Billing for services, procedures, and supplies that have not been rendered
2. Providing services to Beneficiaries that are not medically necessary

3. Balance Billing a Medicaid Beneficiary for Medicaid covered services. For example,
asking the patient to pay the difference between the discounted fees, negotiated

fees, and the Provider’s usual and customary fees

4. Intentional misrepresentation or manipulating the benefits payable for services,
procedures and or supplies, dates on which services and/or treatments were
rendered, medical record of service, a condition treated or diagnosed, charges or
reimbursement, the identity of Provider/practitioner or the recipient of services,
“‘unbundling” of procedures, non-covered treatments to receive payment, “up-

coding,” and billing for services not provided
5. Concealing Beneficiaries misuse of PSM identification card
6. Failure to report forgery/alteration of a prescription

7. Knowingly and willfully soliciting/receiving payment of kickbacks or bribes in

exchange for the referral of Medicaid Beneficiaries

8. A Physician knowingly and willfully referring Medicaid Beneficiaries to healthcare
facilities in which or with which the Physician has a financial relationship (The
Physician Self-Referral Law, 42 U.S.C. Section 1395nn- “The Stark Law”)



Regulatory Requirements
Federal False Claims Act
The False Claims Act is a federal statute that covers fraud involving any federally funded
contract or program, including the Medicare and Medicaid programs. About healthcare, the

Act establishes liability for any person who knowingly:

e Presents, or causes to be presented, to an officer or employee of the United States
Government or a member of the Armed Forces of the United States, a false or

fraudulent claim for payment or approval

e Makes, uses, or causes to be made or used, a false record or statement to get a false

or fraudulent claim paid or approved by the Government

e Conspires to defraud the Government by getting a false or fraudulent claim paid or

approved by the Government

e Makes, uses, or causes 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 term “knowing” and “knowingly” is defined to mean that a person, with respect to

information:
e Has actual knowledge of the falsity of information in the claim
e Acts in deliberate ignorance of the truth or falsity of the information in a claim

e Acts in reckless disregard of the truth or falsity of the information in a claim
The act does not require proof of a specific intent to defraud the U.S. Government. Instead,
healthcare Providers can be prosecuted for a wide variety of conduct that leads to the
submission of fraudulent claims to the government. Including, knowingly making false
statements, falsifying records, double-billing for items or services, submitting bills for services

never performed or items never furnished or otherwise causing a false claim to be submitted.

The Federal False Claims Act has “Qui Tam” language commonly referred to as

“whistleblower” provisions. These provisions encourage employees (current or former) and
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others to report instances of fraud, waste and abuse to the government. The government
may then file a lawsuit against the organization/individual accused of violating the False
Claims Act. The whistleblower may also file a lawsuit independently. Cases found in favor of
the government will result in the whistleblower receiving a portion of the amount awarded to

the government

Whistleblower protections state that employees who have been discharged, demoted,
suspended, threatened, harassed or otherwise discriminated against due to their role in
disclosing or reporting a false claim are entitled to all relief necessary to make the employee

whole including:
e Employment reinstatement at the same level of seniority
e Two times the amount of back pay plus interest

e Compensation for special damages incurred by the employee as a result of the

employer’s inappropriate actions

Furthermore, Attachment C of the PMS Provider Contract includes the sanctions to be
imposed, depending on non-compliance. Affected entities who fail to comply with the law will
be at risk of forfeiting all Medicaid payments until compliance is met. PSM will take steps to

monitor contracted Providers to ensure compliance with the law.

Deficit Reduction Act
On February 8, 2006, the Deficit Reduction Act (“DRA”) was signed into law, and it became
effective on January 1, 2007. The DRA aims to cut fraud, waste and abuse from the Medicare

and Medicaid programs.

Healthcare entities like PSM, who receive or payout at least 5 million dollars in Medicaid funds
per year, must comply with the DRA. As a contractor doing business with PSM, Providers
and their staff have the same obligation to report any actual or suspected violation of
Medicare/Medicaid funds either by fraud, waste or abuse. Entities must have written policies

that inform employees, contractors, and agents of the following:
e The Federal False Claims Act and Commonwealth laws about submitting false claims

e How Providers will detect and prevent fraud, waste and abuse
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e Employee protection rights as a whistleblower
Review of Provider

The Credentialing Department is responsible for monitoring Providers through various

government reports, including:
e Federal and state/commonwealth Medicaid sanction reports
e Federal and state/commonwealth lists of excluded individuals and entities
e Medicaid suspended and ineligible Provider list
¢ Monthly review of state/commonwealth Medical Board sanctions list

e Review of license reports from the appropriate specialty board
If a match is found, Credentialing Staff will report the finding to the PSM Compliance

Department for further processing..

Provider Profiling

PSM performs claims audits to detect potential external healthcare fraud, waste and abuse.
These audits of Provider billings are based on objective and documented criteria. PSM uses
a fraud, waste, and abuse detection software application designed to score and profile

Provider and Beneficiary billing behavior and patterns.

PSM will inform the Provider of the billing irregularities and request an explanation of the
billing practices. The Compliance Department, with the aid of the Special Investigation Unit,

may conduct further investigation and take action as needed.

Provider/Practitioner Education
When PSM identifies, through an audit or other means, inappropriate or deficient practices
(e.g., coding, billing), it may determine, with the assistance of the Special Investigation Unit,

appropriate activities such as educational visits or a Corrective Action Plan.
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Also, the PSM Special Investigation Unit may conduct prepayment, concurrent, or post-
payment review. Providers will cooperate with the Special Investigation Unit activities and will
provide all requested documentation, following the timelines indicated in such requests.
Failure to cooperate may result in further action, up to and including termination of the

Provider contract.

Reporting Fraud, Waste, and Abuse

If a Provider suspects or knows about fraud, waste, and abuse, they must notify this behavior
by contacting the toll-free PMS Ethics Hotline at 1-844-335-2864 or through

http://planmenonita.ethicspoint.com. These services are available 24 hours a day, 7 days

a week, 365 days a year. These resources are a confidential external telephone and web-
based reporting system hosted by NAVEX Global, a leading Provider of compliance and

ethics hotline services. Reports and inquiries can be made anonymously.

Trained professionals will answer every call, record all information and concerns, and

immediately forward a report to the PSM Compliance Department for follow-up.

When the Provider makes a notification via the web-based reporting process, the system will
prompt a series of questions concluding with the submission of the information. Reports to the
PMS Ethics Hotline can be made from anywhere within the United States with telephone or
internet access. You have the right to have your concerns reported anonymously without fear

of retaliation. Is essential to include de following information:
e Nature of complaint

e The names of suspected individuals and/or entities involved, address, phone number,
Medicaid ID number, and any other identifying information

You may also report cases of fraud, waste, and abuse to the PSM Compliance Department.

Compliance Department

PO Box 36466
San Juan, PR 00936
Suspected fraud and abuse may also be reported directly to ASES by calling their toll free
number (800) 981-2737; alternatively, by downloading the incident referral document, which

you can use to report fraud, waste, and abuse at www.ases.pr.org.



http://planmenonita.ethicspoint.com/
http://www.ases.pr.org/

HIPAA Requirements and Information

HIPAA (The Health Insurance Portability and Accountability Act)

PSM Healthcare’s Commitment to Patient Privacy

Protecting the privacy of Beneficiaries’ personal health information is a core responsibility that
PSM takes very seriously. We are committed to complying with all Federal and
State/Commonwealth laws regarding the privacy and security of Beneficiaries’ Protected
Health Information (PHI).

Provider Responsibilities
PSM expects that contracted Providers will respect and protect the privacy of PSM

Beneficiaries and comply with all applicable laws and regulations regarding the privacy of
their PHI.

Applicable Laws

Providers must understand all State/Commonwealth and Federal healthcare privacy laws
applicable to their practice and organization. Currently, there is no comprehensive regulatory
framework that protects all health information in the United States; instead, Providers must
comply with a patchwork of laws that addressed this topic. In general, most healthcare
Providers are subject to various laws and regulations pertaining to privacy of health

information, which may include, but are not limited to, the following:
o HIPAA
e The Health Information Technology for Economic and Clinical Health Act (HITECH)
e Medicaid Laws
e The Affordable Care Act

e Other applicable laws and regulations of the Government of Puerto Rico
Likewise, Providers should be aware that HIPAA provides a base regarding patient privacy,
but that more stringent laws should be followed in certain situations. Providers should consult

with their legal counsel to address their specific circumstances.
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Uses and Disclosures of PHI

The Beneficiary PHI should only be used or disclosed as permitted or required by applicable
law. Under HIPAA, a Provider may use and disclose PHI for their treatment, payment, and
healthcare operations activities (TPO) without his/her consent or authorization. Uses and
disclosures for TPO apply not only to the Provider's TPO activities but also for the TPO of
another covered entity’. Disclosure of PHI by one covered entity to another covered entity, or
healthcare Provider, for the recipient's TPO, is specifically permitted under HIPAA in the

following situations:

e The payment activities of the recipient. Please note that “payment” is a defined
term under the HIPAA Privacy Rule that includes, without limitation, utilization
review activities, such as preauthorization of services, concurrent review, and

retrospective review of “services?.”

e If each covered entity either has or had a relationship with the individual who is
the subject of the PHI being requested, the PHI pertains to such relationship, and
the disclosure is for the following healthcare operations activities:

o Quality improvement

o Disease management

o Case management and care coordination
o Training programs

o Accreditation, licensing, and credentialing

Thus, it allows Providers to share PHI with PSM for our healthcare operations activities, such

as HEDIS and quality improvement initiatives.
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1 See, Sections 164.506(c) (2) & (3) of the HIPAA Privacy Rule.

2 See the definition of Payment, Section 164.501 of the HIPAA Privacy Rule
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Written Authorizations

Uses and disclosures of PHI that are not permitted or required under applicable law require

the valid written authorization of the Beneficiary. Such authorizations should meet the

requirements of HIPAA and applicable Commonwealth law. A sample Authorization for the

Use and Disclosure of Protected Health Information is included in the Attachments section.

Patient Rights

Patients are afforded various rights under HIPAA. PSM Providers must allow patients to

exercise any of the below-listed rights that apply to their practice.

Notice of Privacy Practices: Providers that are covered under HIPAA and that have
a direct treatment relationship with the patient should provide patients with a Notice of
Privacy Practices that explains the patient’s privacy rights and the process they should
follow to exercise those rights. The Provider should obtain a written acknowledgment

that the patient received the Notice of Privacy Practices.

Requests for Restrictions on Uses and Disclosures of PHI: Patients may request
that a healthcare Provider restrict its uses and disclosures of PHI. The Provider is not

required to agree to any such request for restrictions.

Requests for Confidential Communications: Patients may request that a
healthcare Provider communicate PHI by alternative means or at alternative locations.

Providers must accommodate reasonable requests by the patient.

Requests for Patient Access to PHI: Patients have a right to access their PHI within
a Provider designated recordset. Personal representatives of patients have the right
to access the PHI of the subject patient. The designated record set of a Provider
includes the patient’s medical record, as well as billing and other information used to

make decisions about the Beneficiary’s care or payment for care.

Request to Amend PHI: Patients have the right to request that the Provider amend
information in their designated record set.

Request Accounting of PHI Disclosures: Patients may request an accounting of
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disclosures of PHI made by the Provider during the preceding six (6) year period. The
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list of disclosures does not need to include disclosures made for treatment, payment, or

healthcare operations or made before April 14, 2003.

HIPAA Security

Providers should implement and maintain reasonable and appropriate safeguards to protect
the confidentiality, availability, and integrity of the Beneficiary PHI. As more Providers perform
electronic health records, it's essential to ensure that they have implemented and maintain
appropriate cybersecurity measures. Providers should recognize that identity theft — both
financial and medical -is a rapidly growing problem and that their patients trust them to keep

their most sensitive information private and confidential.

Medical identity theft occurs when someone uses a person’s name and sometimes other parts
of their identity —such as health insurance information—without the person’s knowledge or
consent to obtain healthcare services or goods. Medical identity theft frequently results in
erroneous entries added to existing medical records. Providers should be aware of this

growing problem and report any suspected activities to PSM.

HIPAA Transactions and Code Sets

PSM strongly supports the use of electronic transactions to streamline healthcare billing
activities. PSM Providers are encouraged to submit claims and other transactions using
electronic formats. Certain electronic transactions are subject to HIPAA’s Transactions, and

Code Sets Rule including, but not limited to, the following:

e Claims and encounters (837)
e Beneficiary eligibility status inquiries and responses (270/271)
e Claims status inquiries and responses (276/277)

e Remittance advices (835)

PSM is committed to complying with all HIPAA Transaction, and Code Sets standard
requirements. Providers must contact their clearinghouses to configure Plan de Salud
Menonita Payer ID to submit HIPAA transactions. Plan de Salud Menonita payer id for VITAL
is 660636242PSG.
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National Provider Identifier (NPI)
Providers must comply with the National Provider Identifier (NPI) Rule promulgated under
HIPAA. The Provider must obtain an NPI from the National Plan and Provider Enumeration

System (NPPES) for itself or any subparts of the Provider.

The Provider must make available it's NPl and any subparts to PSM and to any other entity
that requires it. Any changes in its NPI or subparts information must be reported to NPPES
within 30 days and should also be reported to PSM within 30 days of the change. The provider
must use its NPI as its identifier in all electronic transactions required under HIPAA, and on

all claims and encounters (both electronic and paper formats) submitted to PSM.

Cultural Competence Program

It is the policy of PSM to maintain a written Cultural Competency and Diversity Plan to
effectively provide services to Beneficiaries of all cultures, ages, races, gender, sexual
orientation, socioeconomic status, languages, ethnic backgrounds, spiritual beliefs, and
religions. PSM recognizes, values, affirms, and respects the worth of the individuals and
protects and preserves the dignity of each person. Also, PSM adheres to the equal

employment opportunity policy and non-discrimination practices.

Cultural Competence and Diversity Plan

Cultural competence is an integral part of PSM. Those employed by PSM that are in direct

contact with Beneficiaries and their families will:
e Ultilize appropriate resources to ensure the linguistic needs are met

e Assess acculturation to appropriately match community-based resources and provide

proper healthcare and education
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e Utilize culture-specific information to assist in identifying and determining the cause of

culture-based issues and miscommunication

PSM ensures non-discriminatory and respectful services to Beneficiaries and their families
by employing both internal and external cultural competency practices. We accommodate,

facilitate, treat, and assist our Beneficiaries with a wide variety of conditions.

All employees, Beneficiaries, and families have access to the PSM Cultural Competency and
Diversity Plan, as the essential plan elements are included in employee training. It is also

available separately upon request.

Internal Cultural Competence and Diversity Practices

PSM seeks staff members that are committed to their community, represent a variety of
cultural backgrounds, and can communicate in cross-cultural situations. Discrimination is not
tolerated, and employees will conduct services in a manner that recognizes values, affirms,

and respects the worth of the individual and protects and preserves the dignity of each person.

When necessary and requested, translation services will be provided to Beneficiaries. The
interpreter will assist with translating any intake, treatment plans, evaluation, or other
documents shared. Upon request, PSM will provide a professional to assist with translations.
Also, for speech and hearing impaired Beneficiaries, our Call Center representatives/hosts
canconnect them with interpreters that serve as effective facilitators of communication by
rendering the message trustworthy and conveying both the content and the spirit of the

participants’ speech.

Furthermore, when identified, PSM can provide comprehensive, behaviorally, and
theoretically-based cultural competency training and education to promote positive health

outcomes for patients. Characteristics of the training include:
e Acceptance and respect for differences
e Careful attention to the dynamics of difference

e Continuous expansion of cultural knowledge and resources
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Training is based upon the following learning techniques:

e Assessment and awareness of personal biases, values, and expectations

e Content on general culture-specific attributes (family structures, language used for
various groups, Beneficiaries with a wide variety of physical and linguistic disabilities,

etc.)

Specific training identified include:

e PSM Cultural Competency and Diversity Training

e The National Center for Cultural Competence (NCCC) maintains a database of a wide
range of resources on cultural and linguistic competence (e.g., demographic
information, policies, practices, articles, books, research initiatives and findings,
curricula, multimedia materials, and websites, etc.). The NCCC uses specific review
criteria for the inclusion of these resources. As part of the NCCC’s web-based
technical assistance, a selection searchable bibliography of these resources is made
available online. Online resource database to be used for self-study:

https://www.4.georgetown.edu/research/qucchd/nccc/app/resources/index.cfm

External Cultural Competence and Diversity Practices

e Employees are notified of their responsibilities about delivering culturally competent
care and may obtain a copy of the Cultural Competence and Diversity Plan.

Eventually, it will be published on our webpage

e PSM will provide interpreter services to Beneficiaries and families as necessary when
requested to ensure the availability of effective communication regarding treatment,
medical history, or health education. Interpreters are available when technical,
medical, or treatment information is to be discussed or where the use of a family

Beneficiary or friend, as an interpreter, is inappropriate

Claims

Claims are invoices for services submitted to PSM by providers for covered healthcare services. Claims for

mental health services are submitted to APS Healthcare, an entity delegated by PSM to contract mental

health services. Claims for oral health services are submitted to Delta Dental of PR, an entity delegated by
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PSM to contract oral health services.

The claims processing function is crucial for all of PSM’s provider network. Understanding these processes
will help you avoid payment issues and receive payments quickly. PSM processes both paper and
electronic claims, as well as the monthly GMP encounters. Claims payments are managed according to the
terms specified in the provider contracts.

In this section, you will find information on the following topics:
o How to submit a claim to PSM
o Accepted claim formats
e Claim payment
o Required timelines for submitting claims
¢ Claim review and adjustments process
e Dispute process
e Coordination of benefits (COB) and third-party liability (TPL)
¢ Claims audit
e Overpayments and claim recoveries
¢ Billing the beneficiary

How to Submit a Claim to PSM

PSM encourages all participating providers to submit claims electronically to PSM using the appropriate HIPAA
standard transaction form (8371 or 837P, as applicable) through their contracted clearinghouse. If there is a
special situation in which PSM's Claims Department has instructed you to submit a paper claim, it should be
sent to the following address:

Plan de Salud Menonita, Inc.
Claims Department
PO BOX 364668
San Juan, PR 00936

Contracted providers are responsible for submitting their claims using the contracted rate. PSM will process
the claim according to the contracted rate.

Acceptable Claim Formats'

Providers must use the current version 5010 of the ASC X12N format that complies with HIPAA.:

e 837l for institutional claims

' For mental health and dental claims, please refer to the instructions in your contract with the entities delegated by PSM, APS
Healthcare and Delta Dental of Puerto Rico, respectively.
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e 837P for professional claims
o 837D for dental claims

Providers must bill PSM for services using the set of diagnosis codes approved by CMS (ICD-10) and the
current procedure coding (CPT, HCPCS, CDT) in effect as of the date the service was provided. This will help
ensure an efficient claims process.

For paper claims, the following forms are acceptable:

e Institutional Claims

o UB-04 form or its successor adopted by the National Uniform Billing Committee (NUBC), as
adopted by NUBC.

e Professional Claims

o CMS-1500 form or its successor adopted by the National Uniform Claim Committee (NUCC), as
adopted by NUCC. The current codes and modifiers from the Common Procedural Terminology
(CPT) and the International Classification of Diseases (ICD) must be valid for the service date
submitted.

e Dental Claims

o < The ADA dental claim form provides a standard format for reporting dental services to the
beneficiary's dental benefits plan. Dental services are delegated through Delta Dental of Puerto
Rico. For assistance, contact Delta Dental at 1-866-622-6120 or visit
https://deltadentalpr.com/proveedores.

Claims submitted electronically to PSM must be identified with the following identification number:
660636242PSG. We recommend submitting claims electronically for a more accurate process and faster claim
payments.

It is important to track electronic transmissions using the reports provided by your clearinghouse.

When claims are billed electronically:

¢ Acknowledgement of Receipt: The provider will receive an electronic receipt indicating that the claim
has been accepted by the clearinghouse.

¢ Acknowledgement 999: After the claim passes the initial edits, the provider will receive a 999
acknowledgement from the clearinghouse (accepted/rejected by the payer) within two (2) business
days following submission. If PSM rejects the transaction, the provider must check the reasons, make
the appropriate correction, and resubmit the transaction.

e Contact the Clearinghouse Representative: If there are issues during transmission, the provider
should contact the clearinghouse representative for assistance.

¢ Confirmation of Encounters or Claims: Encounter or claim transactions will be confirmed through a
response using the standard 277CA transaction. The provider should retain the electronic (835) or
paper remittances in their records for future reference.

GMPs must submit 100% of encounter data each month. This information is subject to review for medical
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necessity, appropriate referral and authorization, justification of the services provided, and proper
treatment/billing practices. The beneficiary's medical history may be used to corroborate the services provided.

If the provider is capitated or has any other compensation agreement, such as a fixed fee (fee for service),
case rate, or withholding, the provider is contractually committed to reporting monthly encounter data to PSM
electronically. PSM may withhold the provider's monthly capitation payment if such encounter data is not
received from the provider within 30 days from the date the provider rendered the services.

Claims Payment

PSM will process a weekly payment cycle, following the published payment schedule. The schedule is
published annually through a circular letter and on the Provider Portal (https://psmconnet.psmpr.com/login).
PSM encourages providers to enroll for Electronic Funds Transfer (EFT) and Electronic Remittance Advice
(ERA). Providers who register for EFT payments will also automatically receive the ERA. This service is
provided at no cost to providers (see Appendix G with the Payment Enrollment Form). Additional information
about EFT/ERA is available at https://psmconnet.psmpr.com/login or by contacting our PSM Provider Call
Center at 1-855-297-0140.

Required Timeliness for Claim Submission

The provider must submit claims to PSM on time for the covered services rendered to beneficiaries. All claims
must be submitted on the acceptable forms as specified earlier.

If required by PSM, the provider must include any or all supporting information related to the claim. All
information submitted must be part of the beneficiary's medical record. PSM reserves the right to conduct
reviews or audits to validate whether the billed services are correctly coded according to Medicaid coding
guidelines and industry standards, as well as to review whether the services are documented in the
beneficiary's medical record.

The provider must submit claims to PSM within ninety (90) calendar days following the provision of services
(service date). For institutional providers, the 90-day period begins from the patient’s discharge date. In the
case of Coordination of Benefits claims, the 90-day period begins from the payment date of the primary payer.
The date a claim is received is the date on which PSM accepts the claim into its claims processing system. If a
provider submits a paper claim, the PSM “stamp date” is considered the date of receipt of the claim.

Claims Review and Adjustment Process

Providers must submit the corrected claim or adjustment only after completing the proper reconciliation
process and identifying the claim(s) that were paid or denied incorrectly, if there is a need to correct important
information such as units, diagnosis, CPT codes, etc., or to submit supporting documentation.

Effective for payments made starting January 1, 2022, PSM must receive paper claims adjustments on the
corresponding Claim Adjustment Form (see Appendix F) within 120 days of the payment or denial date of the
original claim to:
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Plan de Salud Menonita, Inc. (PSM)
Claims Department
PO BOX 364668
San Juan, PR 00936

All adjustment requests must include evidence of when it was submitted. Adjustments submitted more than
three times without changes or supporting documentation to justify the change in the claim determination will
be denied with a Final Determination Letter. The Claims Department will not accept requests for adjustments
to claims with a Final Determination Letter.

The adjustment request procedure is a standard process that allows providers to correct minor data entry
mistakes or clerical errors that may occur during regular claims handling. It also allows the provider to initiate
the dispute process through our Appeals and Complaints Department if they disagree with the final claim
determination.

It is important to note:

e Claim adjustments to add charges or services that were initially unbilled will not be accepted after the
expiration of the initial claim deadline.

o PSM will not accept adjustments from a Final Determination Letter and the appeal process will proceed.
¢ Claims adjusted by ASES instructions are not subject to the appeal process.

INSTRUCTIONS FOR SUBMITTING CLAIM ADJUSTMENTS:

Provider Portal (Easy Fax):

The provider can submit adjustments using our "Easy Fax" tool, which is available on the Provider Portal. This
tool provides access to enter the claim information, the adjustment to be made, and allows you to attach
documentation. Instructions on how to submit adjustments using this tool can be found in Appendix R “PSM
Easy Fax — Adjustment.”

Paper Adjustments:

If you do not use the portal tool, you must indicate the frequency code "7" in field #22 "Resubmission Code,"
along with the original claim number in the space labeled "Original Ref No." See image:

107



UBO04 Form (Institutional)
If you do not use the portal tool, you must indicate the frequency code "7" in the third position (last position) of
the "Type of Bill" field #4. See image:

Similarly, you must include the original claim number in field #64 "Document Control Number," as shown in the
image:

Written Complaint Process for Providers

The written complaint process will be activated once the provider has received the Final Decision Letter from
the Claims Department. The provider must submit their complaint using the Provider Written Complaint Form
along with the Final Decision Letter and any other supporting documentation related to their claim within a
period not exceeding one hundred twenty (120) days from the date the provider receives the Final Decision
Letter. If the complaint form is submitted without the aforementioned letter, it will be dismissed. The Claims
Department will send the result of the complaint within a period not exceeding thirty (30) days from the date the
request is received. The Provider Written Complaint Form will be available on the Provider Portal or can be
requested by contacting our Provider Service Center.

All documents related to the dispute may be submitted as follows:
e By fax: 797-332-2059
o By postal mail: Specialized Unit — Claims Department, P.O. Box 364128, San Juan, PR 00936

Coordination of Benefits

Medicaid will always be the payer of last resort when the beneficiary has two or more health plans. The
provider must bill commercial plans, Medicare, Tricare, CHAMPVA, CHAMPUS, and other government plans
before billing PSM Vital. The provider must make reasonable efforts to obtain all information from the primary
payer for the beneficiary to whom they provide services and notify the primary payer’s denial or partial payment
when billing PSM Vital. If Coordination of Benefits occurs, payment will be made to the provider according to
ASES contract requirements. The provider must include a copy of the Explanation of Benefits from the other
insurance with the claim. For reference, ASES has issued guidelines regarding the Coordination of Benefits
process in letters CN 16-1018, CN 17-0606, CN 19-0506, and Circular Letter 22-0929.
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Third Party Liability (TPL)

SM will be the payer of last resort and will do its best to determine the appropriate payer for the services
provided. PSM may deny claims when third-party liability has been established and will pay claims for covered
services when third-party liability has not been established, or third-party benefits are not available to pay a
claim. PSM will attempt to recover payments made to third parties for services to Vital beneficiaries.

Correct Coding and Standard Edits

SM uses a claims adjudication system that encompasses prepayment and post-payment edits and audits that
follow state and federal requirements while managing payment rules based on generally accepted principles of
correct coding, including but not limited to the following:

o Manuals and RVU files published by the Centers for Medicare and Medicaid Services (CMS).

o Edits from the National Correct Coding Initiative (NCCI), including procedure-to-procedure (PTP) edits
and medically unlikely edits (MUE). If a state benefit limit is stricter or more restrictive than the CMS
MUE, PSM will apply the state benefit limit.

¢ In the absence of state guidelines, Medicare National Coverage Determinations (NCD).
¢ In the absence of state guidance, Medicare Local Coverage Determinations (LCD).

¢ RVU file indicators from the CMS fee schedule for Puerto Rico.

e CPT coding guidelines published by the American Medical Association (AMA).

e ICD-10-CM coding guidelines published by the National Center for Health Statistics.

e Payment policies based on professional associations or other industry-recognized guidelines for
specific services. These payment policies may be stricter than state and federal guidelines.

e PSM'’s policies based on appropriateness of care and medical necessity.
o Payment policies published by PSM.

Claims Audit

PSM providers acknowledge the right of PSM Vital to perform post-payment billing audits. The provider will
cooperate with PSM’s claims and payment audits by providing access to the requested claims information, all
medical records supporting the provision of the service, the provider's billing policies, and other related data.
PSM will use established clinical and claims adjudication practices, federal and state coding guidelines, or
industry payment policies to determine the correctness of billing, coding, and payment.

Overpayments and Claims Recovery

PSM has established the Financial Recovery Department to manage the evaluation of overpaid claims. As part
of the financial recovery processes, the department ensures that daily edits related to payments are made to
monitor: duplicate payments, overbilled services, appropriate coding, among others.

If, as a result of an audit or retrospective review of paid claims, PSM determines that it has overpaid a provider
for services rendered to a member, PSM will issue a recovery claim for the overpayment via a recovery letter
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sent by regular mail.

Providers are instructed to fully cooperate with the Payment Integrity Department or appeal the recovery if, for
any reason, the recovery is deemed incorrect.

The provider can reimburse the overpayment identified by sending a check to the Payment Integrity
Department or may undergo a reimbursement process applicable to future claims, after sixty (60) days from
the date of the recovery letter.

The provider may appeal the recovery request within sixty (60) days from the date of the recovery letter.

If the provider identifies an overpayment, they must notify PSM immediately, requesting an adjustment to the
claim:

Plan de Salud Menonita, Inc.
Payment Integrity Department and Economies
P.O. Box 364668
San Juan, PR 00936

Billing the Beneficiary

Providers contracted by PSM cannot charge the beneficiary for any covered benefits. Providers are
encouraged to verify the beneficiary’s eligibility and obtain approval for services requiring pre-authorization.

There are multiple mechanisms available for PSM providers to perform eligibility and coverage validations,
such as the Provider Portal, IVR, the clearinghouse, and the Provider Service Center.

Complaints, Grievances, Appeals, And Disputes
Complaints, Grievances and Appeals Process

PSM’s complaints, grievances, and appeals procedures allow for its stakeholders to notify
any Complaint, Grievance or Appeal, and receive from PSM and its pertinent Subcontractors
an adequate review, investigation, and resolution of the matter, including access to an
Administrative Law Hearing (ALH). The stakeholders include Beneficiaries, Providers acting
on their behalf, Beneficiaries’ authorized representatives, or Providers themselves (as
applicable). PSM is committed to ensuring timely, fair, unbiased, and appropriate resolution

of any dissatisfaction notified by a Beneficiary with any aspect of PSM’s operation, provision

110



of health care services, or activities.

Beneficiaries and Providers also have the option of filing complaints directly with the Patients
Advocate Office (OPP, for its acronym in Spanish) or the Office of the Insurance
Commissioner of Puerto Rico (OCS, for its acronym in Spanish). A complaint to the OPP may
be filed when the situation involves actions or omissions by a health care Provider or PSM
itself that are alleged violations to the Beneficiary’s rights under the Patient’s Bill of Rights. A
complaint to the OCS may be filed when the situation involves actions or omissions by PSM

that allegedly violate the Puerto Rico Insurance Code.

Authorized Representative

For a Beneficiary to appoint an authorized representative to submit a Complaint, Grievance
of Appeal on his/her behalf, the Beneficiary, and their chosen representative must complete
and submit a Representative of Authorization Form (AOR) or a written equivalent. This form

is available for download on the PSM’s website www.menonitavital.com. If a Beneficiary

wishes to authorize their Provider to file a Complaint, Grievance, or Appeal on their behalf,
they can certify their consent on the form provided by PSM. Also, the AOR Form is included

as attachment F, and in the Beneficiary Handbook.
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Methods for Filing

Complaints, Grievances or Appeals will be received by PSM via written correspondence,

telephone, or fax, to the following addresses and numbers:

e PSM Grievance and Appeals- PO Box 364128, San Juan, PR 00936

e Email: vitalgrievancesandappeals@planmenonita.com

e Fax: 787-332-0928

Complaints

A Compilaint is an expression of dissatisfaction regarding any matter, other than an Adverse
Benefit Determination, that is resolved at the point of contact, rather than through filing a
formal Grievance. Examples of incidents that may give rise to a Complaint include but are not
limited to: problems obtaining an appointment with a Provider, long wait times, and

disrespectful or rude behavior by doctors, nurses, or PSM staff.

The Beneficiary, or their authorized representative, must file a Complaint within fifteen (15)

calendar days after the date of the occurrence that caused the Complaint.

PSM will resolve the Complaint within seventy-two (72) hours of receiving the initial
Compilaint, orally or in writing. If the Complaint is not resolved within this timeframe, the

Compilaint shall be treated as a Grievance.

The Notice of Disposition of the Complaint shall be provided verbally. It will include: (1) the
results of the investigation; (2) the date of the resolution of the Complaint; (3) a notice to the
Beneficiary (or their authorized representative, if applicable) of his/her right to file a Grievance
or an Appeal; and (4) the information for the Beneficiary to request an Administrative Law

Hearing before ASES, including contact information to pursue such action.
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Grievances

A Grievance is an expression of dissatisfaction about any matter, other than an Adverse
Benefit Determination that is documented and investigated by PSM or its Subcontractor (as
applicable). Examples of incidents that may give rise to a Grievance include issues with the
quality of care or services provided to the Beneficiary, access to care or services, aspects of
interpersonal relationships such as rudeness of a Provider or an employee, misinformation
provided by PSM or its Providers, failure to respect the Beneficiary’s rights, preauthorization
requests, network Provider changes, referrals, hazardous environmental conditions, among

others.

A Beneficiary, or their authorized representative, may file a Grievance at any time. PSM will
acknowledge receipt of the Grievance in writing (and also notify the Beneficiary’s authorized

representative when applicable) within ten (10) business days of its receipt.

Initial documentation of the Grievance must include, at a minimum, the following:

e Name of the complainant

e Phone number of the complainant

e Address of the complainant

e Relationship of the complainant to the Beneficiary (if applicable)

o A full detailed explanation of the Grievance, which includes a concise statement of the

concern

PSM or its Subcontractors will provide written notice of how the Grievance was resolved, as
promptly as the Beneficiary’s health condition requires, within ninety (90) calendar days from

the day PSM received the Grievance.

Adverse Benefit Determinations
An Adverse Benefit Determination is a decision that PSM or its Subcontractor makes that
may affect the services received by the Beneficiary. Specifically, an Adverse Benefit

Determination is:

e The denial or limited authorization of a requested service, including the type or level

of service
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The reduction, suspension, or termination of a previously authorized service
The refusal, in whole or in part, of payment for a service

The failure to provide services promptly

A Notice of Adverse Benefit Determination is a written notice provided by PSM to the

Beneficiary, notifying them of an Adverse Benefit Determination, with the following

information:

The Adverse Benefit Determination PSM has taken or intends to take
The reason(s) for the Adverse Benefit Determination

The Beneficiary’s right to file an Appeal through PSM'’s internal Grievance and

Appeals Procedures and the procedure for filing an Appeal

The Beneficiary’s right to request an Administrative Law Hearing after exhaustion of

PSM’s Grievance and Appeals Procedures

The Beneficiary’s right to allow a Provider to file an Appeal or an Administrative Law

Hearing on their behalf, upon written consent.
The circumstances under which expedited review is available and how to request it

The Beneficiary’s right to continue receiving benefits and covered services pending

resolution of the Appeal with PSM or during the Administrative Law Hearing

How the Beneficiary can request to continue receiving the services and the

circumstances under which he/she may be required to pay the costs of these services

Appeals

An Appeal is a formal request by a Beneficiary, or their authorized representative, for review

or reconsideration of an Adverse Benefit Determination, when they do not agree with PSM or

its Subcontractor’'s determination, as stated in the Notice of Adverse Benefit Determination,

to deny, in whole or in part, a service, procedure, study, collection or payment.

Beneficiaries have sixty (60) calendar days after receiving the Notice of Adverse Benefit

Determination to file a standard Appeal with PSM or its Subcontractor (as applicable). PSM

will acknowledge receipt of their Appeal in writing (and also notify the Beneficiary’s authorized

representative when applicable ) within ten (10) business days of its receipt. The Beneficiary
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may present an Appeal
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orally or in writing. Oral appeals seeking to appeal an Adverse Benefit Determination will be

treated as appeals, without the need for written confirmation.

The Beneficiary’s doctor, a relative, or a person authorized by the Beneficiary can file the
Appeal on their behalf. However, the Beneficiary’s written consent is always required using
the Authorization of Representative Form (AOR) or a similar document that includes the

requirements of an AOR, such as:
e The Beneficiary’s name, address, telephone, and MPI number
e The name, address, and telephone number of the individual being appointed

e A statement that the Beneficiary is authorizing the representative to act on his or her
behalf for the identified issue authorizing the disclosure of individually identifying

information to the representative
¢ Includes a statement that the individual accepts the designation;

e The document is signed and dated by the Beneficiary and his representative
If this written consent not received, the Appeal will be closed, and a resolution will not be
made. PSM will review and decide on all standard Appeals as expeditiously as possible, but

no later than thirty (30) calendar days from receipt.

Expedited Appeals

Beneficiaries have the right to request an expedited review process for an Appeal, or
Expedited Appeal if taking the time for a standard Appeal resolution could seriously
jeopardize the Beneficiary’s life or health or ability to attain, maintain, or regain maximum
function. Such Expedited Appeal requests will be reviewed to determine if it meets the
expedited appeal criteria. If the Beneficiary’s condition does not meet the expedited review
criteria, the Beneficiary will be promptly notified, and the request will be treated as a standard

appeal.

If it is decided that the Beneficiary’s health condition requires an expedited determination, the
Beneficiary will receive an answer to their Expedited Appeal within seventy-two (72) hours
after PSM, or its Subcontractor receives the Appeal. The Grievances and Appeals specialist

will make reasonable efforts to provide oral notice of the determination.
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Expedited Appeal requests received orally do not require additional follow-up in writing.
However, written consent is required if a third party requested the Expedited Appeal on the

Beneficiary’s behalf.

Access to Independent Medical Review

Appeals are evaluated by matter experts who did not take part in the original determination,
to ensure the process is fair, transparent, and dependable. The Beneficiary will be afforded a
reasonable opportunity to present evidence and allegations of fact or law, in person, as well

as in writing.

Access to Grievance and Appeals Records

The Beneficiary, Authorized Representative, or the Beneficiary’s Provider acting on his/her
behalf (with the corresponding written consent), have the opportunity, before and during the
Appeals process, to examine the Beneficiary’s case file. Including medical records, and any
other documents and records considered during the Appeals process, and obtain without
charge copies of materials contained therein and sufficiently in advance of the resolution

timeframe for the Appeal.

Requests for Additional Information

Upon receipt of a Grievance or Appeal, the PSM Grievance and Appeals Specialist or its
Subcontractor must determine if additional information is required as part of the investigation.
If so, they will request the information by telephone as a first option. After two (2) phone
attempts without results, the Specialist will send a letter to the Beneficiary or their authorized
representative (depending on who filed the Grievance or the Appeal) requesting the additional

information. All information will be documented in the file.

In the case of additional information requests by PSM or its Subcontractor, the Beneficiary or
the Provider shall have ten (10) calendar days to send the additional information. In the case
of an Appeal, if no other information is received within the ten (10) calendar days’ timeframe,
the PSM or Subcontractor staff will proceed to conduct the corresponding evaluation with the
information that is available. In the case of a Grievance, if no additional information is received
within the ten (10) calendar day timeframe, a Notice of Disposition of the Grievance will be
sent to the Beneficiary indicating the closing of the case without further action due to the lack

of information.
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Extension of Time to Resolve Grievance or Appeal
For Grievances or Appeals, PSM may request ASES a fourteen (14) day extension to send
its Notice of Disposition, as long as this request benefits the Beneficiary or is based on the

Beneficiary needing more time to find evidence or data that may help their case.

Right to an Administrative Law Hearing
If a Beneficiary is not satisfied with the outcome of his or her Complaint, Grievance or Appeal,
and after exhausting the applicable procedures outlined above, they can request an

Administrative Law Hearing before ASES or the OPP (as appropriate).

If a Beneficiary filed an Appeal with PSM or its Subcontractor, the Beneficiary could request
an Administrative Law Hearing within one hundred and twenty (120) calendar days of the

Notice of Disposition of the Appeal.

ASES Administrative Law Hearing must be resolved within ninety (90) calendar days of the
date the Beneficiary filed the Appeal with PSM (not including the days it took the Beneficiary
to submit for an Administrative Law Hearing). In the case of an Expedited Resolution, the
Administrative Law Hearing resolution must be issued within three (3) business days from

ASES'’s receipt of a request for a hearing for a denial of service.

Before the Administrative Law Hearing with ASES, the Beneficiary or their authorized
representative can request to look at and copy the documents and records that PSM will use
at the Administrative Law Hearing so he/she can prepare the case. PSM shall provide such

documents at no charge to the Beneficiary.

Continuation of Benefits

Beneficiaries are entitled to receive services under the GHP- Vital while the resolution of their
Complaint, Grievance, Appeal, or an Administrative Law Hearing is pending. PSM shall

continue services if:
e The Beneficiary submitted a timely appeal

e The Appeal involves the termination, suspension, or reduction of a previously
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authorized course of treatment
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e The services were ordered by an authorized Provider
e The period covered by the initial authorization has not expired; and

e The Beneficiary timely request for the continuation of the benefits
If at the request of the Beneficiary or their authorized representative, PSM continues or
reinstates the Beneficiary’s services while the Appeal or Administrative Law Hearing is

pending, they shall be continued until one of the following occurs:
e The Beneficiary withdraws the appeal or request for the Administrative Law Hearing

e Ten (10) calendar days after PSM mails the Notice of Adverse Benefit Determination,
unless the Beneficiary, within the ten (10) calendar day timeframe, has requested
an Administrative Law Hearing with the continuation of Benefits until an

Administrative Law Hearing decision is reached;

e An administrative law judge issues an Administrative Law Hearing decision adverse
to the Beneficiary; or

e The period or service limits of a previously authorized service were fulfilled
If the final resolution of the Appeal or Administrative Law Hearing is adverse to the Beneficiary
and confirms PSM or its Subcontractor’s position, PSM or its Subcontractor can recover the
cost of the services provided to the Beneficiary solely because of the requirements of this

process.

Serious Quality of Care Issues

When a serious quality of care issue is identified by PSM or its Subcontractor while handling
a Complaint, Grievance, or Appeal, an investigation will be performed to confirm the existence
of such issue. The Provider will be informed of such investigation and will receive an
orientation on his duty to maintain a standard of quality and care in the rendering of the
Provider’s services. After the case is substantiated through the investigation process, such
information will be included in the Provider's Quality Report, which is shared with PSM’s

Credentialing Committee.h
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Non-Retaliation Policy

Retaliation for using any of the Grievance or Appeals processes will not be tolerated by PSM.
No Beneficiary or Provider will be discouraged from using any aspect of the Grievance or
Appeals processes or encouraged to withdraw a Grievance or Appeal request. Also, PSM will
not terminate a Provider for the sole reason that they assisted a Beneficiary in submitting a

Complaint, a Grievance, or an Appeal.

Beneficiaries, the general public, and Providers may gain access to information regarding

PSM’s Complaints, Grievance and Appeals Procedure through the following material:

e PSM’s website (http://www.menonitavital.com).

e GHP- Vital Beneficiary Handbook
e GHP- Vital orientation posters
e PSM Provider Handbook

e Contacting PSM
All communications with the Beneficiary concerning Complaints, Grievances and Appeals
forms and dispositions, will be provided and notified in his/her primary language. PSM will

have available, upon request, translation services.

Provider Dispute Resolution

The dispute process will only be activated once the provider has received the Final
Determination Letter from the Claims Department. The provider must submit their dispute on
the Provider Dispute Form along with the Final Determination Letter and any other supporting
documentation related to their claim, within a period not exceeding one hundred twenty (120)
days from the date the provider receives the Final Determination Letter. If the Provider
Dispute Form is submitted without the aforementioned letter, the dispute will be dismissed.

The Appeals and Complaints Department will send the result of the dispute within a period
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not exceeding fifteen (15) days from receiving the dispute. The Provider Dispute Form will be

available on the Provider Portal or can be requested by contacting our Provider Service

Center.

All documents related to the dispute can be submitted in the following ways:
e Email- vitalgrievancesandappeals@planmenonita.com

e By Fax-787-332-0928

e PO BOX 364128, San Juan, P.R. 00936
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Provider Right to an Administrative Law Hearing
PSM’s final decision will inform the Provider of his or her right to challenge PSM’s final
decision through an Administrative Law Hearing within ASES. The parties to the

Administrative Law Hearing shall be PSM and the Provider.

For ASES to grant the Provider a request for an Administrative Law Hearing, the Provider
must submit a written appeal directly with ASES, accompanied by supporting documentation,
within thirty (30) calendar days following the Provider’s receipt of PSM’s written final decision.
The 30-day period to file an appeal before ASES requesting an Administrative Law Hearing
to challenge PSM'’s final decision is, once again, jurisdictional. A decision resulting from the
Administrative Law Hearing before ASES shall then be subject to review before the Puerto
Rico Court of Appeals, under the Puerto Rico Judiciary Act and the Regulation of the Puerto
Rico Court of Appeals.
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For a complete description of the Dispute Resolution terms and conditions that apply to

contracted Providers, please refer to your GHP Provider services agreement with PSM.
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Attachments
Attachment A: Definitions

Abuse: Means Provider practices that are inconsistent with sound fiscal, business, or
medical practices, and result in unnecessary costs to the Medicaid program, or in
reimbursement for services that are not medically necessary or that fail to meet
professionally recognized standards for health care. It also includes recipient practices

that result in unnecessary cost to the Medicaid programs. (42 CFR § 455.2)

Adjustments: If a claim for compensation is denied, the Provider shall re-submit such
claim with any additional documentation for internal evaluation within the established

contracted agreements.

Appeal: A request from a Beneficiary or the Beneficiary’s Provider for the review of a
decision. It is a formal request made by the Beneficiary, his authorized representative,
or Provider, acting on behalf of the Beneficiary with the consent of the Beneficiary, to

reconsider a decision in the case that the Provider does not agree.

Authorization: A written document through which a person freely and voluntarily
authorizes another person or Provider to represent him/her for medical or treatment
purposes or to initiate an action such as a grievance. It may also be used to end a

previous authorization.
Benefits: The health care services covered under GHP- Vital.

CHIP: Children Health Insurance Program, a federal program that provides medical
services to low-income children age under 21, through Insurers qualified to offer

coverage under this program.
Claim: A request for payment for provided covered services.

Clean Claim: A Claim received by PSM for adjudication, which can be processed
without obtaining additional information from the Provider of the service or a Third
Party. It includes a Claim with errors originating in the PSM Claims system. It does not
include a Claim from a Provider who is under investigation for Fraud, Waste, or Abuse,

or a Claim under review to determine Medical Necessity.

125



Commonwealth Population: Individuals, regardless of age, who meet State eligibility
standards established by the Puerto Rico Medicaid Program but do not qualify for
Medicaid or CHIP.

Complaint: An expression of dissatisfaction about any issue that is not an Adverse

Benefit Determination, and that is resolved at the point of contact.

Contractor- person, business, or corporation that provides goods or services under a

written contract or a verbal agreement.

Coordinated Care: Is the service provided to Beneficiaries by doctors who are part
of the preferred network of Providers in the Primary Medical Group. The Primary Care
Physician is the leading Provider of services and is responsible to periodically evaluate

his/her health and coordination of medical services.
Copayment: Money that the Beneficiary needs to pay at the time of service.

Covered Drugs Formulary (CDF): is the list of medicines covered by the GHP- Vital.
This list helps the doctor prescribe medicines for Beneficiaries. Brand-name and
generic medicines are on the CDF. A generic version of a medicine is the first choice.
If a generic version of a medicine is available, the doctor has to prescribe the generic

version.

Covered Services: Services and benefits included in the GHP- Vital.

ELA Puro: An option available to Puerto Rico’s public employees so they can maintain
medical coverage when they lose eligibility in the Medicaid Program and the
enroliment for other Insurers contracted under Law 95 has ended. This coverage is

the same as the coverage of GHP- Vital.

Emergency Medical Condition: A medical problem so serious that the Beneficiary

must seek health care right away to avoid severe harm.

Emergency Services: Treatment of an emergency medical condition to keep it from

getting worse.
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Beneficiary (Enrollee): A person who is currently enrolled in PSM’s GHP- Vital, as
provided in the GHP Agreement, and who, by relevant Federal and Puerto Rican laws

and regulations, is an Eligible Person.

Enrollment Counselor: An individual or entity that performs choice counseling, or
enroliment activities, or both.

Federally Qualified Health Center (FQHC): Is a reimbursement designation from the
Bureau of Primary Health Care and the Centers for Medicare and Medicaid Services

of the United States Department of Health and Human Services.

Fraud: An intentional deception or misrepresentation made by a person with the
knowledge that the deception could result in some unauthorized benefit to himself or
some other person. It includes any act that constitutes fraud under applicable Federal
or Commonwealth law. (42 CFR § 455.2)

Grievance: A formal Claim made by the Beneficiary in writing, by telephone or by
visiting the Insurer or the Health Advocate Office, requesting a solution when a service
has been denied or allowed on a limited basis. A service; reduction, suspension or
termination of a previously authorized service; total or partial denial of payment for a
service; not having received services in a timely manner; when the Insurer has not
acted on a situation according to the established terms, refusal of the Insurer to let the

Beneficiary exercise his/her right to receive services outside their network.

HIPAA (Health Insurance Portability and Accountability Act): The law that
includes regulations for establishing safe electronic health records that will protect the

privacy of a person’s medical information and prevent the misuse of this information.

High-Cost High Needs Program: A specialized program of coordinated care for
Beneficiaries with specific conditions that require additional management due to the

cost or elevated needs associated with the condition.
Hospital: A facility that provides medical-surgical services to patients.

Insurer: The company contracted by ASES to provide medical services to the GHP-
Vital Beneficiaries.
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Medical Record: Detailed collection of data and information on the treatment and care

the Beneficiaries receive from a health professional.

Medically Necessary: Services related to (i) the prevention, diagnosis, and treatment
of health impairments; (ii) the ability to achieve age-appropriate growth and
development; or (iii) the ability to attain, maintain, or regain functional capacity.

Additionally, Medically Necessary services must be:

o Appropriate and consistent with the diagnosis of the treating Provider and not
getting could adversely affect your medical condition;

o Compatible with the standards of acceptable medical practice in the
community;

o Provided in a safe, appropriate, and cost-effective setting given the nature of
the diagnosis and the severity of the symptoms;

o Not provided solely for the convenience of the Beneficiary or Provider or
Hospital,

o Does not include primarily custodial care (for example, foster care);

For a service to be Medically Necessary, there must be no other effective and more

conservative or substantially less costly treatment, service, or setting available.

Medicaid: Federal program that provides health insurance for people with low or no

income and limited resources, according to federal regulations.

Primary Care Physician (PCP): A licensed medical doctor (MD) who is a Provider
and who, within the scope of practice and by Puerto Rico’s certification and licensure
requirements, is responsible for providing all required primary care to Beneficiaries.
The PCP is responsible for determining services required by Beneficiaries, ensuring
continuity of care, and Referrals when Medically Necessary. A PCP may be a General
Practitioner, Family Physician, Internal Medicine Physician,
Obstetrician/Gynecologist, or Pediatrician.

Patient: Person receiving treatment for his mental and Physical health.
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Prescription: Written order issued by a duly licensed health professional, ordering
the dispensing of a product, or formula.

Preferred Provider Network (PPN): Health professionals duly licensed to practice
medicine in Puerto Rico contracted by PSM for the Beneficiary to use as the first
option. Beneficiaries can access these Providers without Referral or co-payments if

they belong to their Primary Medical Group.

Primary Medical Group (PMG): Health professionals grouped to contract with PSM
to provide health services under a Coordinated Care Model.

Prior-Authorization: Permission the Insurer grants the Beneficiary in writing, at the
request of the PCP, Specialist or Sub-specialist, to obtain a specialized service.

Provider: Any Physician, Hospital, Facility, or other Health Care Provider who is
licensed or otherwise authorized to provide Physical or Behavioral Health Services

in the jurisdiction in which they are furnished.

Referral: A request by a PCP, Psychiatrist, Psychologist, or any other type of Provider
in the PMG for a Beneficiary to be evaluated and treated by a different Provider,
usually a Specialist. Referrals shall be required only for services outside the
Contractor's PPN. PSM encourages our Providers to submit electronic referrals at no
additional costs to them. A Referral for the PCP is not needed when the Beneficiary
has access to care specialties and services under the Patient's Preferred Network

(PPN), nor in the Out of Network Provider during Emergency Services.

Specialist: A health professional licensed to practice medicine and surgery in Puerto
Rico that provides specialized medical and complementary services to the Primary
Care Physicians. This category includes Cardiologists, Endocrinologists, Neurologists,
Surgeons, Radiologists, Psychiatrists, Ophthalmologists, Nephrologists, Urologists,

Physiatrists, Orthopedists, and other Physicians not included in the definition of PCP.

Second Opinion: Additional consultation the Beneficiary makes to another Physician
with the same medical specialty to receive or confirm that the initially recommended

medical procedure is the treatment indicated for his condition.
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e Treatment: To provide, coordinate, or manage health care and related services
offered by Providers.

¢ Unclean Claim: Any Claim that falls outside the definition of Clean Claim and which

additional information is needed to process the payment.

e Waste: Health care spending that can be eliminated without reducing the quality of
care. Quality Waste includes overuse, underuse, and ineffective use. Inefficiency
Waste includes redundancy, delays, and unnecessary process complexity. For
example, the attempt to obtain reimbursement for items or services where there was
no intent to deceive or misrepresent. However, the outcome of poor or inefficient billing

methods (e.g., coding) causes unnecessary costs to the Medicaid Program.
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Attachment B: Centers for the Prevention and Treatment of Communicable

Diseases

CPTET, for its acronym in Spanish:

Region

ARECIBO

BAYAMON

CAGUAS

CLINICA
SATELITE

HUMACAOQO

CAROLINA

Telephone/Fax

(787) 878-7895

Fax. (787) 881-5773
Fax. (787) 878-8288
Tel. (787) 879-3168

(787) 787-5151
Ext. 2224, 2475
(787) 787-5154
Fax. (787) 778-1209
(787) 787-4211
(787) 653-0550
Ext. 1142, 1150
Fax (787) 746-2898;
(787) 744-8645

(787) 285-5660

(787)757-1800
Ext. 454, 459
Fax (787)765-5105

Address

Antiguo Hosp. Distrito (Dr Cayetano
Coll y Toste)

Carretera 129 hacia Lares
Arecibo, PR 00614

PO Box 140370

Arecibo, PR 00614
Antigua Casa de Salud
Hosp. Regional Bayamon
Dr. Ramoén Ruiz Arnau,
Ave. Laurel Santa Juanita
Bayamén, PR 00956
Hosp. San Juan Bautista
PO Box 8548

Caguas, PR 00726-8548

CDT de Humacao, Dr. Jorge
Franceschi

Calle Sergio Pefia Almoddvar
Esq. Flor Gerena
Humacao, Puerto Rico 00791

Hospital UPR Dr. Federico Trilla
P. O. Box 6021

Carolina, PR 00984-6021
Carretera 3, Km. 8.3
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CLETS

Region

FAJARDO

MAYAGUEZ

PONCE

CENTRAL
OFFICE

(787)754-8118

(787)754-8128

(787)754-8127

Telephone/Fax

(787)801-1992

(787)801-1995
(787)834-2115
(787)834- 2118

(787)842-0948
(787)842-2000

(787)765-2929
Ext. 4026, 4027
Fax (787)274-5523

P. O. Box 70184
San Juan, PR 00936-8523

Calle José Celso Barbosa
Centro Médico de PR
Bo. Monacillos, San Juan

Address

Calle San Rafael # 55
Fajardo, PR 00738

Centro Médico de Mayaguez
Hospital Ramoén Emeterio Betances
Carr.# 2 Suite 6

Mayaguez, PR 00680
Departamento de Salud
Region Ponce

Antiguo Hosp. Distrito Ponce
Dr. José Gandara

Carretera Estatal 14

Bo. Machuelo

Ponce, PR 00731

P.O. Box 70184

San Juan, PR 00936

Antiguo Hosp. Psiquiatria

Pabelldn 1, primer piso, 4ta. Puerta -
Terrenos de Centro Médico, Rio
Piedras
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Attachment C: Pre-Authorization Form

TIPO DE SERVICIO

| [J ELECTIVO/NO URGENTE [ EXPEDITO/URGENTE**

FORMULARIO DE PREAUTORIZACIONES

O o 0.2, oi

ML I TRIPLE-S saup B T

SECCION | INFORMACION DEL BENEFICIARIO

| 4PC_LIDC PATCRN G _IDG MATERNG: NOWERD INCIAL NLE250 OC CONTRATC IC ACLC.

M:s/ L‘IA/ AR

LBICRTA

TINE ORC 56RO M- NOWER: DL 5-6.RO NUNTRG D- CONT22-0 DL OTRO STGURD | 20113 BT CITS DS GRUFS) VDI
Osl ONO r,'r(./ nlr./ e
GINRO TZCI1A GLNACHIENTG | CDAD NUMIE20 o0 TLLZTONG G CL_LLAR YOO ATIRNO M0 OF T2X
OF OM WS / o / a0

ICNFISCA MUNICIPICY ZIF CODE [ CORREQ ZLECTIONICO

DIRECCICN FOSTAL MUNICIPIC ZIF CODE FIRM & DEL FAC ZNTE

SECCION Il INFORMACION DEL PROVEEDOR QUE SOLICITA

NOMDR™ GLL PRCVIIDGR (Tn [2tra d roec) NUMERD JE _ICENT A& IS “SFLC ALIDAD TELCTONG T7IC NA
HEMA -1 o1 CORREC CTRONICO -CHA DE EM SION ZEL REFERIDO CHIUIAR 3k MFBEG
ES Ll ARG
SECCION IlI' SERVICIO A SOLICITAR
F,::C]S]?\E NEICAR LOS CODIGCS DL DIAGNOSTICSS ¥ PROCLDIMICNTOS JUNTO 4 Su DESCRIPCION POR CL CUAL SOLICITA LOS FAVOR D SCLLCCIONAR LUGAR DC SCRVICIO
CONIGO CPT FHC?C DFSCURC O™ NIRAHCS 1A AKIO

JCSIA L ADHISON L CTROS

() S—

LODIGG CE 3 AGNDS (0 LRISLION AMBULATOR C
LLGAR: L OATNA L "RC AMEBU_ATORIC
A FCSITAL
CONIGETF 3 A0S 0
~gv0 de seleccioer servizio

LONEQ CFI FHLC \ CUIRLRGKS T PROC. DIAGNISTICS

10 =K EL HOLA

O KOS ifvar de especificn |

[mislis [0 TRANS>ORTE

SECCION IV__INFORMACION CLINICA
Resumen breve de la necesidad médica de lo solicitado:

i3dos e laboratori 10 & i3 soficitiid de presutornz:

Estucios realizados v resultadas que respalden la solicitud {#svor de enviar documentos

INFORMACION DEL PROVEEDOR O FACILIDAD QUE BRINDARA LOS SERVICIOS

NPl TZLEMGNO CL. FROVICDCR / TALILIDAD

NOMORZ CIL PROVIEDGR G FACILIDAD (I l2wa da volec)

FECHA F 144 F=UHA LE SERIC T D50k FECHA D SEY U0 =45 A

*~Definicién de la solcitud de servicios ExpeditoyUrgente, es cuando la vida o la salud el beneficiario podian verse en peligro por un retraso en el acceso al tratamiento o senvicio solictedo. Las solicitudes fuera de esta definicin se

HIERA Dzl ROYEE

deben clasificar baja Elcctivo/Na Urgente. Cualquier presentacién incarrpleta oucce ser devuclta sin previa avisa.

.‘*‘:1“."‘1'1.’,',”'4“1:'..“"“:i 'ASES J\/‘jla"l
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Attachment D: Request for Pharmacy Pre-Authorizations and Exceptions

Reguest for Pharmacy Pre-authorizations and Exceptions

Pharmacy Department
1-844-832-0420 / Fax: 1-844-832-0421

Patient: Date of Birth:
Contract #: Date of Service:
Provider: Fax: Telephone:
Pharmacy: Fax: Telephone:

Clinical Information

Drug Name: Doses:

Frequency:

Diagnosis:

Type of Request:
o Pre-authorization o Quantity Limit o Exception o Doses Limit o Step Therapy

Indicate that other products that are currently on the Covered Medication Formulary (FMC) have been used
by the patient (if applicable):

Clinical Justification:

If you request an Exception process- Explain the reason for which you are requesting approval of this
medication through the Exception process:

e Contraindication to any drug(s) that appears in the FMC

e History of adverse reaction to any medication (s) that appear in the FMC
e Therapeutic failure to all the alternatives available in the FMC

e Lack of a therapeutic alternative in the FMC

Indicate if there is any requirement for specific monitoring (if
applicable):

Include any necessary documentation (laboratories, biopsy results, among others):

Provider Signature: State License: NPI:
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The requisition request is valid for six (6) months. The information provided will be verified with the patient's
medication profile. If there is any discrepancy, a call will be made, or written notification will be sent to the
Provider, who has a period of 24 hours to appeal the case.
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Attachment E: Quality Improvement Program Measures

Healthy People Initiative
ABA e Adult BMI Assessment
WCC e Weight Assessment and Counseling for Nutrition and Physical Activity for
Children and Adolescents
o BMI Percentile
e Counseling for Nutrition
Counseling for Physical Activity
CIS e Childhood Immunization Status
BCS e Breast Cancer Screening
CCS e Cervical Cancer Screening
CHL e Chlamydia Screening in Women
COL e Colorectal Cancer Screening
AMM e Antidepressant Medication Management
SSD e Diabetes Screening for People with Schizophrenia or Bipolar Disorder
who are using
FUH e Follow-Up After Hospitalization for Mental lliness
URI e Appropriate Treatment for Children With Upper Respiratory Infection

Access/ Availability of Care

AAP e Adults Access to Preventive/ Ambulatory Health Services
CAP e Children and Adolescents’ Access to Primary Care

ADV e Annual Dental Visit

PPC e Prenatal and Postpartum Care

Other Utilization

FPC

Frequency of Ongoing Prenatal Care

AWC ¢ Adolescent Well-Care Visits

FSP e Frequency of Selected Procedures

AMB e Ambulatory Care

IAD ¢ Identification of Alcohol and Other Drug Services
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Attachment F: Special Coverage Registry Form

Name

Aplastic Anemia

Rheumatoid Arthritis

Description

Diagnosis certification by a Hematologist/Oncologist with treatment
plan Evidence of:

a. Absolute Neutrophils Count

b. Platelets Counts

c. Reticulocytes Counts

d. Results of bone Marrow aspiration or biopsy

Diagnosis certification by the Rheumatologist in accordance with the

criteria established by the American College of Rheumatology.

Evidence of laboratory tests: ESR, ANA Test, CRP, RA Factor.

Evidence of relevant radiologic studies

Evidence of treatment with a DMARD medication
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Autism:

Provisional Coverage

Permanent Special

Coverage

Cancer

Skin cancer

Carcinoma In Situ

a. Certification of risk by the Primary Care Physician and evidence of

the screening tool utilized.

b. 1 Diagnosis certification by a Clinical Psychologist, school
Psychologist, Counselor Psychologist, Neurologist, Psychiatrist or a
Pediatrician development Specialist. Professionals should have
training or experience in the area of Autism, as required by the

Protocol of Autism from the Department of Health of PR.
b.2 Evidence of the relevant screening tests according to the Protocol

of Autism from the Department of Health of PR.

Diagnostic certification with stage, by a Hematologist/ Oncologist or
Specialist Physician in charge of the management of the condition,

treatment plan with estimated start and completion dates.

The insurer shall provide a specific form to be used as the Registry
Application and Cancer Certification to be completed by the

Specialist.
1. Evidence of diagnosis by biopsy result

2. In cases where the diagnosis cannot be confirmed by a pathology
study, evidence of diagnostic studies of CT, MRI, PET Scan,
ultrasonography supporting diagnosis or stage will be taken into

consideration
3. Pathology report
4. Stage of the condition
5. Diagnostic studies that support the diagnosis
Results of Pathology or positive biopsy.

Certification by Dermatologist or Hema- oncology
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Skin Cancer such as

Invasive Melanoma or

squamous cells with
evidence of

metastasis

Chronic Renal

Disease

Level 3 and 4

Level 5

Scleroderma

Positive biopsy or pathology
Special studies like CT Scan, MRI, Sonogram

Registry certification completed by a Dermatologist or a

Hematologist/Oncologist

The Glomerular Filtration Rate (GFR) is used.

Evidence of recent results of Creatinine in blood and age, sex, and

race of the insured.

Level 3: GFR between 30 to 59

Level 4: GFR between 15 to 29

Level 5: GFR less than 15

Evidence of a positive ANA Test > or equal to1:80 dil

Result of positive skin biopsy

Certification of the diagnosis of the Rheumatologist with the following

criteria: that meets at least one major criterion:
Proximal Scleroderma

Loss of elasticity in the skin

Hyperpigmentation or hypopigmentation of the skin
Minor criterion:

Sclerodactyly

Loss of substance of finger

Pulmonary Fibrosis in both bases
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Multiple sclerosis /
Amyotrophic Lateral

Sclerosis

Cystic Fibrosis

Hemophilia

Leprosy

Systemic lupus

erythematosus

(SLE)

Tuberculosis

MRI of the brain and MRI of the spinal cord
Lumbar puncture

Certification of the diagnosis by a Neurologist confirming condition

and plan of treatment

Evidence of relevant diagnostic studies performed to reach diagnosis
such as MRIs, EMG, Evoked potentials, NCS, lumbar, Genetic

studies, etc.

Sweat Test

Evidence of treatment

Certification of Diagnostic by Pneumologist

Certification of diagnosis by a Hematologist 2. Evidence of relevant

studies and test

Results of levels of coagulation factors
Evidence of skin biopsy result
Infection positive cultures

Diagnosis certification by an Infectologist or a Dermatologist

Certification of Diagnosis certified by the Rheumatologists

Result of ANA Test, DSD-DNA, Anti Sm, Anti Phospholipids

Pneumologist Certification with a treatment plan and evidence of 1-
Tb test result

Chest radiology findings

Samples of sputum or bronchial wash for Acid-Fast Bacillus (AFB)
and culture for Mycobacterium tuberculosis.

Biopsies of the affected area, if applicable.

HIV test results
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Obstetrics

VIH +/SIDA

Children with special

health needs

Adults with
phenylketonuria (PKU)

Pulmonary

Hypertension

Obstetric Registry Form Certification of pregnancy by the obstetric
Gynecologist

Evidence of the result of any of the following laboratories;
1-Western Blot positive

2- positive HIV Viral load

3- positive 4th generation test with validation of the subtypes of

antibody or Antigen for acute infection.

The registration may be requested by one of the following Providers:

Primary Care Physician
HIV/AIDS Clinics Physician
VIH/AIDS Clinics Case Manager
Evidence of the medical condition

Results of relevant Laboratories according to the condition

When the special coverage is a continuation to the coverage under
children with special conditions, once the beneficiary reaches age 21,

no additional evidence is required. The evidence that qualifies he/she

as a child serves the purpose of the continuation of coverage under

the category of adult PKU.

If it is not a continuation of coverage, the registry has to be requested
by the geneticist and shall include a treatment history and evidence

of the result of the genetic study.

Diagnosis certification and treatment plan by the Pneumologist or

Cardiologist and evidence of supporting test(s).
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20. Post-Transplant

Nota: EXCLUYE
TRASPLANTE DE
CORNEA, DEHUESO Y
DE PIEL.

21. HCV (Chronic
Hepatitis C)

(Refer to “Policy for the

management of patients
diagnosed with Chronic
Hepatitis-C under the
GHIP" and to CN 20-0326)

22. Congestive Heart
Failure (CHF): Class lll
and Class IV, NYHA.

The primary care physician or the specialist (nephrologist,
pneumologist, cardiologist, hepatologist or gastroenterologist) must

submit:

* A certification of the post transplant status including the diagnosis

and transplant date
 Treatment plan with starting dates
» Specific immunosuppressors, doses and route of administration.

For its registry will be necessary to submit diagnosis certification

including evidence of the following:
* Positive result for HCV antibody (Ab) test and
* Positive Quantitative RNA test

* Treating physician should document and submit the treatment plan

with estimated start and completion dates.

* Treating physician should include in the registry, documents of letter
of willingness to be treated from the beneficiary and agreements to
start treatment immediately upon Registry in Special Condition

Registry.

The treating cardiologist must fill a certificate stating the diagnosis of
CHF with reduced Ejection Fraction (HFrEF) and document an

Ejection Fraction (EF) equal or less than 30% and report with
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ICD 10 Codes:
150 Heart failure

150.1 Left ventricular
failure, unspecified

150.2 Systolic
(congestive)
heartfailure

150.20
Unspecified
systolic
(congestive)heart
failure

I50.22 Chronic
systolic
(congestive)heart
failure

I50.84 End stageheart

failure
23. Primary Ciliary
Dyskinesia (PCD)
Or

Discinesia Ciliar
Primaria (DCP)
Or
Sindrome de cilios
inmoviles

Or

objective evidence findings and treatment offered to the beneficiary

so far, until the date of referral.

Must state that the Beneficiary is a real candidate for heart transplant

and document at least one (1) of the followings:
1. Left Ventricular Ejection Fraction (LVEF) equal or less than 30%.

2. Recurrent or frequent hospitalizations because of decompensated

Heart Failure.

3. Symptomatic CHF despite optimization of available medications
and or the use of medical devices for treatment or compensation of
CHF. (LVAD) or Left Ventricular Assist Devices.

4. Continued and prolonged large doses of, or frequent increase in,

dosages of diuretic medications.
5. Dependant on positive inotropics medications. AND:

+ Absence of severe right ventricular dysfunction and tricuspid

regurgitation.

Referral for inclusion by: Pediatric age:
- Pediatric pneumologist

- Pediatric

- Genetist

- Immunologist

Adult:
- Pneumologist

- Primary care physician (PCPO)
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Immotile Ciliary PLUS, one of the following:

Syndrome
. a. Biopsy of ciliated tissue (usually from the nose or trachea) with
Sindrome de analysis of ciliary ultrastructure.
Kartagener Or
ICD 10 Codes: b. Genetic test showing two mutations known to cause PCD—one
Q34.8 from each parent
Q34.9
Q89.3
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Attachment G: EFT Enrollment Form

PLAN DE SALUD
TWVIERNCOMNLI T2

EFT ENROLLMENT FORM FOR PROVIDER
PROVIDER INFORMATION

Provider Name

Address

City / State / Zip Code

Contract Name

Email Address

Telephone

Fax Number

Tax ID Number

Provider NPl Number

FINANCIAL INSTITUTION INFORMATION

Nine Digits Routing Transit

Number

Account Number

Account Name

Type of Account

O Checking |:|

Savings

Bank Name

Bank Branch

| authorize Plan de Salud Menonita to make electronic credits to my accounts in the above specified financial institution.

SUBMISSION INFORMATION

Reason for Submission

I New

| Change

Authorized Signature

Date (MM/DD/YYYY)

THIS SECTION- COMPLETED BY PROVIDER

Authorized Signature

Date (MM/DD/YYYY)

Plan de Salud Menonita has the right to adjust future payments or debit to the Provider's account via ACH if payments previously made are

found to be duplicated, in excess of requirements, fraudulent of in error.

Return this completed form to Plan de Salud Menonita via email to: provider vital ach@planmenonita.com

Please include a voided check or deposit slip
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Attachment H: PSM Adjustment Template

| '
PLAN OE LD _/\/|ta l FOR INTERNAL USE
| et

APPLICATION FOR RECONSIDERATION OF CLAIMS AND ADJUSTMENTS

O’rovider Name: NPI; Date:

Postal Address: Phone Number:

Instructions:

1. Use the following table to submit the list of partially paid, denied claims or claims that were not paid according to your records.

2. Any request for reconsideration must include a copy of the explanation of payments, documentation requested and evidence for reconsideration, as applicable.

3. Claims submitted electronically must include all necessary evidences (corresponding billing format, copy of referals, medical order, acknowledgment of receipt of electronic
transmission by claim, etc.).

4. Only claims that have the necessary documentation and evidence will be investigated. Claims that do not meet the established requirements will not be considered for payment.

5. You will receive notification of the result of each adjustment request, through the payment explanation.

S il et Pon g E R e
1 I ‘
2 I s
3 I "
! i "
5 i "
6 I .
! I "
8 I "
: I "
10. s s
TOTAL §

Important Note: Please use original format, it must not be modified. Cewed: NS

146



Attachment I: Grievance Request Form

GRIEVANCE REQUEST FORM

SECTION A: PERSONAL INFORMATION OF THE COMPLAINANT

Name (PRINT) Telephone Number Contract Number
Address Date Case Filed Primary Physician or Provider Number (if
applicable)
PMG Number Primary Physician or Provider phone
number
SECTION B: GRIEVANCE FILED AGAINST
Name Contract Number Primary Physician Provider

(if applicable)

SECTION C: DESCRIPTION OF THE EVENTS RELATED TO THE GRIEVANCE

(Include documents that support your case) If you need additional space, please use new paper and attach.

| certify that | or my authorized representative read the issues described above, and the information provided is
correct, and | agree with it.

Provider, Member or Representative’s Signature Witness Signature (if applicable)
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SECTION D: GRIEVANCE CLASSIFICATIONS (to be complete by PSM)

Access and availability . Collection charge measures

Undue Collection Charge 9. Limitation to Free selection
Studies, Laboratory, Surgery and or X Ray denial 10. Service Delay

Medication Denial 11. Provider Patient Relation
Denial of surgical procedures 12. Request of Adjustment
Referral Denials 13. Internal Administrative Process
Member’s Rights 14. Advance Directives

DlS. Fraud, Waste and Abuse ( FWA)

Name of Customer Service Representative  Signature

** Complete all the applicable fields and sign this form; you can bring it to a Service
Office near your home, send by regular mail, fax, or email (details below).
INSTRUCTIONS: How to ask for a grievance or an appeal with PSM?

Step 1: You, your representative, or your Physician acting on your behalf (authorized in
written by you) can request a grievance or an appeal. Your written request must include:

e Your name, member ID, contract number, and address

e Reasons for your Grievance or Appeal

e Any evidence you want us to review, such as medical records, medical orders, or other
information that explains why you need the item or service. Ask your Physician for this
information.

How to Submit your Complaint, Grievance or Appeal:

Please submit this completed form by mail, in person, or fax:
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By Mail
PSM-GHP Grievances & Appeals Department

PO Box 364128

San Juan, PR 0093

By Fax:
PSM Grievances & Appeals Department

Tel. 787-332-0928
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You can use the attached form, or you may write a letter, including all the details. This form is

available on our website, www.menonitavital.com.

This format is available in alternative formats, such as large print, braille, or audio.

This form is also available in other languages, and PSM will provide oral interpretation

services into any language other than English if needed. Such translation is at no cost to you.

If you need more information or assistance to file a Complaint, Grievance or Appeal, please
call the PSM Beneficiary Service Line at 1-866-600-4753 or 1-844-726-3345 TTY (hearing
impaired). Available Monday through Friday from 7:00 AM to 7:00 PM. This phone call is free.

Upon request, interpreter services are also available.

You also have the right to present grievances before the Patient’'s Advocate Office (OPP) or

in the Puerto Rico Health Insurance Administration (ASES).

Contact information for the OPP:

Telephone: 787-977-1100 (Metro Area) 1-800-981-0031 (toll free) Fax: 787-977-0915
Contact information for ASES:

Telephone: 787-474-3300 (Metro Area) 1-800-981-2737 (toll free) Fax: 787-474-3348

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame 1-866-600-4753 (TTY: 1-844-726-3345)

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-866-600-4753 (TTY: 1-844-726-3345).

IR MREGERERDPX, ERLUKBEEGESEYRTS. FEE (TTY: 1-866-600-4753
; 1-844-726-3345).

PSM cumple con las leyes estatales y federales aplicables de derechos civiles y no discrimina

por razon de raza, edad, color, origen de nacionalidad, discapacidad o sexo.

Documento puede estar disponible en formatos alternativos como
letra grande, audio u otros idiomas. Si necesita recibir estos servicios,
llame al 1-866-600-4753 y 1-844-726-3345 TTY (audioimpedidos).
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Attachment J: Appeal Request Form

APPEAL REQUEST FORM

SECTION A: PERSONAL INFORMATION OF THE APPELLANT

Name (PRINT)

Telephone Number

Contract Number

Address Date Case Filed Provider Number (if applicable)
PMG Number Primary Physician Provider
(if applicable)
SECTION B: APPEAL FILED DUE TO:
Name Contract Number Primary Physician Provider
(if applicable)
SECTION C: DESCRIPTION OF THE EVENTS RELATED TO THE APPEAL

(Include documents that support your case like: study results, medical order or any other document needed to

work your case efficiently) You can continue on a new page if more space is required.

Provider, Member or Representative’s Signature

Witness Signature (if applicable)

Customer Service Representative’s Name Customer Service Representative’s Signature
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** Complete all the applicable fields and sign this form. You can bring it to a Regional

Office near your home, send by regular mail, fax, or email (details below).

INSTRUCTIONS: How to ask for a grievance or an appeal with PSM?

Step 1: You, your representative, or your Physician [Provider] acting on your behalf
(authorized in written by you) can request a grievance or an appeal. Your written request
must include:

e Your name, member ID, contract number, and address

e Reasons for your Grievance or Appeal

e Any evidence you want us to review, such as medical records, Provider’s letters, or
other information that explains why you need the item or service. Ask your Physician
for this information.

How to Submit your Complaint, Grievance or Appeal:

Please submit this completed form by mail, in person, or fax:

By Mail: By Fax:

PSM-GHP Grievances & PSM Grievances &
Appeals Department Appeals Department
P.O. Box 364128, San Juan, 787-332-0928

P.R. 00936

You can use the attached form, or you may write a letter, including all the details. This form is

available on our website, www.menonitavital.com.

This format is available in alternative formats, such as large print, braille, or audio.

This form is also available in other languages, and PSM will provide oral interpretation
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services into any language other than English if needed. Such translation is at no cost to you.

If you need more information or assistance to file a Complaint, Grievance or Appeal, please
call the PSM Beneficiary Service Line at 1-866-600-4753 or 1-844-726-3345 TTY (hearing
impaired). Available Monday through Friday from 7:00 AM to 7:00 PM. This phone call is free.
Upon request, interpreter services are also available.
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You also have a right to present grievances before the Patient’'s Advocate Office (OPP) orin
the Puerto Rico Health Insurance Administration (ASES).

Contact information for the OPP:
Telephone: 787-977-1100 (Metro Area) 1-800-981-0031 (toll free) Fax: 787-977-0915
Contact information for ASES:

Telephone: 787-474-3300 (Metro Area) 1-800-981-2737 (toll free) Fax: 787-474-3348

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame 1-866-600-4753 (TTY: 1-844-726-3345)

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-866-600-4753 (TTY: 1-844-726-3345).

AR MREFERERTX, EuLUKBEESESEMRE. BFHE (TTY: 1-866-600-4753
: 1-844-726-3345)

PSM cumple con las leyes estatales y federales aplicables de derechos civiles y no discrimina
porrazén de raza, edad, color, origen de nacionalidad, discapacidad o

sexo.
Documento puede estar disponible en formatos alternativos como

letra grande, audio u otros idiomas. Si necesita recibir estos servicios,
llame al 1-866-600-4753 y 1-844-726-3345 TTY (audioimpedidos).
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Attachment K: Provider Dispute Form

Provider Dispute Form

Please use this form to request a payment review when you are disputing the amount paid

on a claim for a Beneficiary enrolled in PSM Vital health plan.

You can find the dispute and appeal rights in the Provider Guideline. Submitting an Appeal
for denied services on behalf of the Beneficiary is a separate process that is also explained

in the Provider Guideline and the Beneficiary Handbook.

Date:

Provider Information:

| am a: o Physician o Hospital/Facility o Other health care professional

National Provider identification (NPI):

Tax ldentification Number (TIN):

Phone Number: Email:

Address:

Group/Facility Name (if applicable):

Contact Name:
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Claim and Member Information

Control/Claim Number:

Date of Service: Billed Amount:

Member Name:

Reason for dispute:

o Bundling issues

o Payment rate

o Diagnosis related group (DRG) payment

o Other (please explain in Comments)

Please include the following documentation with your request:

A statement indicating the reason for the dispute

A copy of the original claim

A copy of the Explanation of Payment Form showing the disputed claim payment
Evidence of the Claim adjustment determination’s outcome

Additional information, clinical records or documentation to support your dispute

Submission Instructions:

1.

Submit your request to us within 120 calendar days of the initial determination date.

2. Send this form through the following alternatives:

a. Email- vitalgaweb@planmenonita.com

b. By Fax - 787-332-0928

c. PO BOX 364128, San Juan, P.R. 00936
Please don’t include any new claims with this form. « Please use a separate dispute
form for each claim payment dispute. « Information about the claim payment dispute
process for contracted care Providers is in the Provider’s agreement.
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What Happens Next? PSM Vital has 15 calendar days to review and respond to payment

disputes after this form is received. We’re here to help If you have questions, please call
Provider Services at 1-855-297-0140. Thank you.
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Attachment L: Professional Adjustment Form

It

[ ]
rital| SY°ASES

COSIENMD OF PLENTO NICD

ADMRESTRRDIW IF SEGERL IF SALIN 0F FERTH AN

Formato para Someter Ajustes a una Reclamacion Profesional

*Namero de Reclamacion (Plan)

*Nuimero de Reclamacion (Proveedor) / External Claim 1D

*Nimero de Proveedor (Billing NPI)

Nombre del Proveedor

Nimero de Contrato

Numero de Preautorizacion

*Campos Requeridos

Bles Dia

Afio

Diagndsticos:
A, B. C D
E F. G H
1 K. L
Linea Fecha de Servicio - Desde Fecha de Servicio - Hasta

Mes Dia  Afo

Lugar Serviclo | Codigo Procedimientos

Modificadores 1 2 3 4

Cargos

Diagnosis Pointer Unidades | Proveedor que prestd el servicio (Rendering NPI)
Linea Fecha de Servicio - Desde Fecha de Servicio - Hasta

Mes Dia Afio Mes Dia Afo
Lugar Servicio | Codigo Procedimientos Modificadores 1 2 3 4 Cargos
Diagnosis Pointer Unidades | Proveedor que prestd el servicio (Rendering NPI)
Linea Fecha de Servicio - Desde Fecha de Servicio - Hasta

Mes  Dia  Afo Mes  Dia  Afo
Lugar Servicio | Cadigo Procedimientos Modificadores 1 2 3 4 Cargos

L]

Dlagnosis Pointer Unidades | Proveedor que prestd el servicio (Rendering NPI)
Linea Fecha de Serviclo - Desde Fecha de Servicio - Hasta

BMaos Dia  Afio Moz Dia  Afio
Lugar Servicio | Codige Procedimientos Modificadores 1 2 3 4 Cargos

Dlagnosis Pointer

Unidades

Proveedor que prestd el servicio (Rendering NPI)

Comentarios:
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Attachment M: Institutional Adjustment Form

__\ PLAN DE SALUD
) MENONITA

v Salud en tus manas
GOSILNND OCFUEATO AICD

ital

3’ASES

ADN AESTH A I F S50 S OF 5090 0F FLERTH AN

Formato para Someter Ajustes a una Reclamacion Institucional

*Proveedor que factura (NPI)

Mombre del Proveedor

*Nimero de Reclamacién (Plan)

Nimere de Reclamacién (Proveedor) / External Claim ID

*Numero de Contrato

MNumero de Preautorizacion

*Campos Requeridos

Statement Covers Period From
Mes Dia Afio

Statement Covers Period To
Mes Dia Afig

Fecha de Admisidn

Mes Dia Afic

Diagndsticos:

A B. C b. E.
F. G, H. I, 1.
K. L M. N. Q.

Indicar la informacidn que desea cambiar por linea de reclamacion

Linea Revenue Code

CPT/HCPCS

Modificadores

Cargos

Fecha de Servicio

Unidades

Mes Dia  Afo

8
Bl 8 B ®
5| B B F

Mas Dia  Afo

[C] Marca al someter otro tipo de ajustes

Tatal documentas incluidos

Principal Procedure

Fecha Procedimiento Principal
Mes Dia  Afio

Other Procedure

Fecha Otros Procedimientos
Mes Dla Aflo

Attending Physician NPI

Mes  Dia Afio

Mes Dia  Afo

Mes Dia Afio

Comentarios:
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Attachment N: Referral Form

ital

{Aynm REFERIDO Y/O CONSULTA NUMERO DE REFERIDO

202 -
I PROFESIONAL @
T INSTITUCIONAL |Z|
PLAN DE SALUD ﬁ
=Ry /i 1 MENONITAD
SECCION | INFORMACION DEL BENEFICIARIO
APELUIDO PATERNDG APELIDO MATERNG NOMERE NCOAL NOMERD DE CONTRATO FECHA D€ CUSIERTA CRUPO MEDICO
TIENE OTHO SECIRD MEDICO? | NOMERE DEL SEGURG | NUMERD OF CONTRATO DEL DTG SECLRG | FECHA D EFECTAMDAD TELEFONG © CELLLAR TEL/CEL ALTERNG
S ONO
IDIRECOON Fraca MUNICFIO [21r COCE | COMIED ELECTRONCO
MUNICFIO

FAVOR DE INDICAR LOS CODIGOS DE DIAGNOSTICOS Y SU DESCRIPCION POR EL CUAL ESTA REFIRIENDO AL PACIENTE

CEDA DE DIAGNCATICG - DESCPOON COOWD DE DIGNGATIG - DESCRPOCN COONGD D€ DUGNGSTICE - CESCPCICN
1 2= r &
CODNG DE CIAGNOSTICO - DESCHPOON CODGO DE CAGNGSTICE - DESCRICIEN CODKGD DE DAGNGSTIZO - DESCHPOCN
4 5. £
RAZCN OF LA CONSLUTA: (ndiiar hiatcris, soarmen fuics, locrsiorioa/mtecion perieentes . Angar copes de svtackcs y'c seustadcs de wborworion)

SECCION CIARIO REFERIDO P CIFI
2 CIRUGIA )] ANESTESIA ] PROCEDIMIENTO AMEULAYmK)I ] PRUEEA DIAGNOSTICA I ] RAYOS X
. LABORATORIO O] OTROS {CT, MRE, Laboratonios £5p, e0c)
[ CONSULTA (Indicar sspocaidad) ] CONSULTA Y MANEIO
CONTESTACION A CONSULTA
I= breve de los hallazgos clinicos - Copia de Nota de Progreso adjunta O Si [INo

Diagnosticos

Plan da tratamiento

INFORMACION DEL ESPECIALISTA

INCMERE DEL HCVEEDOR (En berw e moiche) l o I TEL CACNA CORFED ELECTRONCO

| e FECHA DE SERVIO0 HASTA

*** Esto documento es valido por 90 dias 3 partir de la focha de emision del proveedor que refiere

Ess $5ion oonSene i = 6t 9 a2l remi yesta iada. 31 usted no es &l destnatan mhmgl&nﬁummﬁu“mﬁmo
lsosicn tomada en retasicn con &l ido de este est3 estn id3. 31 has reoido €5t Tansmision por Jigin emor, por favor notiSque 3l remience i de este
|somunizado.

Pagelofl
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Attachment O: Sample Authorization for the Use and Disclosure of Protected Health
Information

Authorization to disclose personal health information
Date:

This form will be used for a Beneficiary to authorize Plan de Salud Menonita to disclose
their protected health information. It can be used by Beneficiaries of the Vital Health Plan

of Puerto Rico.

Section I. Demographic Information

Name:

Address:

Phone Number:

E-mail:

Contract number and ID:

Date of Birth:

2. Plan de Salud Menonita only will disclose personal health information that you allow to

be disclosed.

2A: Check only one box below to inform Plan de Salud Menonita of the specific medical
information that you allow to be disclosed:

Limited information (go to question 2B)

Any information (go to question 3)
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2B: Complete only if you selected “limited information”. Check all that apply:
___Information about your Medicaid eligibility
_Information about your Medicaid claims

Information about premium payments

Other specific information (write below; for example, legal case)

3. Check the box below that indicates how long can Plan de Salud Menonita use this

authorization to disclose your personal health information.

Disclose my personal health information only for the period established in MA10.

Start: (mm/dd/yyyy) and End: (mm / dd / yyyy)

4. Complete the reason for the disclosure (you can write Complete "to my application"):

5. Enter the name and address of the person or organization to whom you want Plan de
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Salud Menonita to provide your personal health information. Please provide the specific

name of the person or persons (up to two people).

1.Name

Address

2.Name

Address
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Important Notice: You have the right to withdraw ("revoke") your authorization at
any time, in writing, except to the extent that Plan de Salud Menonita has already
acted based on your permission. To revoke the authorization, send a written
request to the address listed below, or you can deliver it to some of our service

offices.
PO BOX 364128
San Juan, PR 00936-4128

Your authorization or refusal to authorize the disclosure of your personal health
information will not have any effect on your enroliment, eligibility for benefits or on

the payment for the health services you receive.

Beneficiary Signature

Representative Signature

Witness Signature

PSM complies with applicable federal civil rights laws and does not discriminate based
on race, color, national origin, age, disability, or sex. As requested, this
document may be available in alternate formats such
as large print, audio, or other languages—Call 1-866-
600-4753 y 1-844-726-3345 TTY (hearing impaired).
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