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general understanding of the transition to
HealthChoice Illinois, as well as health plan
operations and requirements. Nothing contained
herein should be taken as verbatim or a source of
truth in regards to health plan and provider
contractual relationships. Specific concerns and
questions should be directed to the health plans.
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Medicaid Managed Care Overview

Medicaid Managed Care Basics

2011
Medicaid
Reform Law

In 2011, the General Assembly passed PA 96-1501
to address increasing budget pressures in the
Medicaid program, requiring Illinois to enroll 50%
of its Medicaid population in “care coordination”
by January 1, 2015.

Medicaid
MCO
Characteristics

•
•
•
•
•
•
•
•
•
•

Mandatory Enrollment
•
Auto-Assignments
•
IT Structure & Interface
•
Encounters Submission
Capitated Rates based on FFS
•
85% MLR
Defined Benefit Package
•
Defined Population
•
Defined Quality Measures & •
P4Ps
Network Capacity Standards •

• Defined Staffing Ratios

Mandated Staff & Provider
Trainings
Required Member Materials
Stringent Marketing &
Outreach Regulations
Defined Appeals &
Grievances Procedures
Mandated Reporting
Defined BEP Spend
Robust Fraud, Waste &
Abuse Standards
State & Federal Policy
Changes

Illinois Department of Healthcare and Family Services
Medicaid Managed Care Program Map
January 1, 2018

All Statewide HealthChoice Illinois Plans
serve Cook County.
Two Cook County HealthChoice Illinois
Plans serve only Cook County. ( )

Statewide HealthChoice Illinois Plans

Blue Cross Community Health Plan
Harmony Health Plan, Inc.
IlliniCare Health
Meridian Health Plan
Molina Healthcare

Cook County HealthChoice Illinois Plans

CountyCare Health Plan
NextLevel Health Partners

Medicare Medicaid Alignment Initiative
(MMAI)

Aetna Better Health Premier Plan
Cook, DuPage, Kane, Kankakee, Will

Blue Cross Community
Cook, DuPage, Kane, Kankakee, Lake, Will

Humana Health Plan, Inc
Cook, DuPage, Kane, Kankakee, Lake, Will

IlliniCare Health
Cook, DuPage, Kane, Kankakee, Lake, Will

Meridian Complete
Cook, DuPage, Kane, Will

Molina Healthcare of Illinois
Voluntary Enrollment only: Champaign, DeWitt, Ford,
Knox, McLean, Peoria, Stark, Tazewell, Vermilion

Illinois Association of
Medicaid Health Plans
Nine MCO Members (2018):
• CountyCare – HealthChoice Illinois, Cook County Only
• NextLevel Health – HealthChoice Illinois, Cook County Only
• Harmony WellCare – HealthChoice Illinois
• BCBSIL – HealthChoice Illinois, MMAI
• Molina Healthcare – HealthChoice Illinois, MMAI
• Meridian Health – HealthChoice Illinois, MMAI
• IlliniCare – HealthChoice Illinois, DCFS, MMAI
• Aetna Better Health – MMAI
• Humana – MMAI

HealthChoice Illinois
• Enrollment Process: Phase I
Transition Assignment in Current MCO
Regions
• Letters mailed October & November
2017 with effective date of January 1,
2018
• Clients assigned to current MCO with
90-day option to change to another
MCO
• Locked in for 12 months

HealthChoice Illinois
• Enrollment Process: Phase II
Full Enrollment Packet in Expansion Regions
• Enrollment Packets mailed beginning
January 2018 with effective date
beginning April 1, 2018
• Clients given 30-day option to
voluntarily enroll with one of five
statewide MCOs by calling Client
Enrollment Broker (Maximus)
• If no choice is made, client will be auto
assigned to an MCO based on an
algorithm
• 90-day option period to change to
another MCO
• Locked in for 12 months

HealthChoice Illinois
• Enrollment Process: Phase III
Enrollment of Special Needs Children
• Enrollment anticipated Oct 1, 2018
• Children with Special Needs:
• Under age 21
• are eligible for supplemental security
income (SSI) under Title XVI;
• receive services under the
Specialized Care for Children Act via
the Division of Specialized Care for
Children (DSCC);
• qualify as disabled; or,
• are under the legal custody or
guardianship of the Illinois
Department of Children and Family
Services (DCFS).

Specific Population Delays
• According to an HFS Provider Notice published on 3/29/18, “the HealthChoice Illinois
program for dual-eligible individuals receiving long term care and who are not enrolled in
the Medicare-Medicaid Alignment Initiative (MMAI) or individuals receiving waiver
services in the expansion counties has been postponed. This change effects only
individuals receiving services in one of the following programs and who recently selected
or were assigned to a health plan in the HealthChoice Illinois program in the expansion
counties for an April 1, 2018 or later effective date.
• Community Care Program (Elderly Waiver)
• Home Services Program (Division of Rehabilitation Services Waivers)
• Supportive Living Program (SLP Waiver)
• Nursing home or long term care facility (non-MMAI dual eligible)

Contract & Billing Specifics

Continuity of Care
• The MCO Model Contract requires that a member newly enrolled with a health
plan may maintain a current course of treatment for a 90-day transition period.
This applies to:
• All provider types
• Out-of-Network providers
• Health Plans will pay the same rate HFS would pay for those services under
current Fee-For-Service rates
• Providers must adhere to health plan procedures regarding referrals and
preauthorization for treatment

Simplified Credentialing
From HFS:
• Under the new program, registering with the Department’s online provider enrollment program will become
the only requirement to begin developing relationships with every Medicaid managed care health
plan…Medicaid providers will need to only register with HFS IMPACT website…
• Once an application is approved by HFS, the provider is considered credentialed with the Health Plan.
• Please be aware of two important features of this upgrade. First, the change applies only to the HealthChoice
Illinois and MMAI programs. Second, although providers will be credentialed through IMPACT, they should
continue to provide specific information requested by MCOs that is not included in the credentialing process
but is needed for MCO Operations, such as provider office hours.
• Credentialing on it’s own does not mean a provider and a health plan will be doing business together. Provider
and plans must still enter into contractual relationships and satisfy all necessary operational requirements.

IAMHP
Universal
Provider
Roster

• Standardized roster to be accepted by all
HealthChoice plans.
• The Roster and instructions can be found on
IAMHP’s website: IAMHP.net under the provider
resources page
• The template seeks to obtain three categories
of information required for contracting and
provider directories:
• Information that is required
• Information that is required only if applicable to your
organization
• Information that is preferred, but not required

• If your organization would like training on
completing the roster please let IAMHP or a
Medicaid Health Plan know.

Registering in
IMPACT

• How a provider registers in IMPACT will directly
affect how a provider is reimbursed by a health
plan.
• Ensure that all applicable specialties are
selected and submitted to IMPACT.
• It is paramount that the taxonomy number(s)
registered with IMPACT are the ones listed on
claims and rosters to ensure payment.

• HFS requires that clean claims be paid within 30
days.
• 90% within 30 days
• 99% within 90 days

Clean Claims

• A clean claim is a claim submitted on the
proper form, to a health plan for an
eligible member, by a provider
authorized to perform a covered benefit
that is medically necessary and
appropriate, where no additional
information is required to process the
claim.

Appeals &
Grievances

• Every Health Plan has an approved Appeals and
Grievances policy.
• Providers are allowed to appeal on behalf of
Medicaid members.
• This process is monitored by HFS and timelines
must be met.
• If plans are not meeting contractual obligations
then they are subject to sanctions.

Prior
Authorizations

• Every plan lists their prior authorization
requirements:

• http://iamhp.net/resource-center-preauthorization

• Plans review prior authorization requirements
regularly. If you notice an outlier notify the
health plan.
• Electronic Authorization requests are preferred
and encouraged.

Additional Resources

Illinois Department of Healthcare and Family
Services – Care Coordination Homepage
• Transition Letters and Client Communications
• Program Descriptions
• Enrollment Information
• Care Coordination Quality Metrics
• HealthChoice Illinois 2018 Model Contract

IAMHP
Website – Info
for Providers

• In addition to the Key Contacts and Billing
Guides, the Info for Providers section also
includes links to Provider Manuals and Prior
Authorization links
• Regular updates to reflect any URL changes,
document updates, etc.
• IAMHP always welcomes suggestions, so please
don’t hesitate to share what additional
information we can collect from the health
plans and post to our site.

HealthChoice Illinois Health Plan Information
• An educational document comprised of presentations by each of the HealthChoice Illinois health
plans
• Navigation: Info for Providers à HealthChoice Illinois à IAMHP HealthChoice Illinois and Health
Plan Information
• Covers a wide range of topics, including:
•
•
•
•
•
•
•
•
•

Service Delivery Models
Care Coordination
Billing/Claims Procedures
Reimbursement Methodologies
Prior Authorizations
Appeals/Grievances
Mandated Trainings
Timely Filing
Provider Portals

IAMHP Billing Guides

IAMHP Key Contacts

IAMHP Contact Information
Samantha Olds Frey, Executive Director
samantha@iamhpteam.org
Cyrus Winnett, Associate Director
cyrus@iamhpteam.org

Blue Cross Blue Shield

Blue Cross Community
Health PlansSM (BCCHPSM) and
Blue Cross Community MMAI
(Medicare-Medicaid)SM
Provider Orientation

January 1, 2018

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

What You Will Learn?
• Highlights: BCCHP & MMAI

• Required Provider Training

• Service Delivery Models

• Appeals & Grievances

• Member Criteria

• Reporting Critical Incidents

• Enrollment Process

• Providers Duties and Responsibilities

• Care Coordination
• Contact and Inquiries Process
• Eligibility/benefits
• Benefit preauthorization
• Claim submission
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Highlights: BCCHP / MMAI
The Blue Cross Community Health Plans (BCCHP) refers to the delivery of integrated and
quality managed care. This program is designed to help improve member health through
care coordination while preventing unnecessary health care costs.
• Seniors and adults with disabilities, who are eligible for Medicaid, but not eligible for
Medicare
• Non-Disabled Children and Adults (NDCA)
• ACA Expansion Adults
• Children With Disabilities
• Managed Long Term Services and Support (MLTSS)

The Medicare Medicaid Alignment Initiative (MMAI) is a demonstration plan of the
Illinois Department of Healthcare and Family Services (HFS) and the Centers for
Medicare & Medicaid Services (CMS) designed to improve healthcare for seniors
and person with disabilities.

Medicare-Medicaid Plan provided by Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company (HCSC), an independent licensee of the
Blue Cross and Blue Shield Association. HCSC is a health plan that contracts with both Medicare and Illinois Medicaid to provide benefits of both programs to enrollees. Enrollment in HCSC’s plan
depends on contract renewal.
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Blue Cross Community Health Plans (BCCHP)
Blue Cross Community MMAI
These service delivery models were developed to help
provide:

•
•
•
•
•
•
•
•

Better care coordination
Improved preventive care
Enhanced quality of care
Integration of physical and behavioral health
Rebalancing from institutional to community care
Education and self-sufficiency
Community support for member ongoing needs
Managing costs without compromising quality or
access to care
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Blue Cross Community Health Plans (BCCHP)
Blue Cross Community MMAI
The Blue Cross and Blue
Shield of Illinois Medicaid
product also known as Blue
Cross Community Health
Plans is now available
throughout the state of
Illinois, servicing 102
counties
The Blue Cross and Blue
Shield of Illinois Medicare
Medicaid product also known
as Medicare Medicaid
Alignment Initiative is
available in the following
counties: Cook, DuPage,
Kankakee, Kane, Lake, and
Will.
5

Blue Cross Community Health Plans (BCCHP)
Blue Cross Community MMAI

Note: The remainder of Illinois counties effected will not go into effect until April
1, 2018.
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Blue Cross Community Health Plans
Effective January 1, 2018
Member Criteria
• Medicaid Eligible
• Seniors and adults (19+ years of age) with disabilities
• Parents / guardians living with and caring for children (age 19 or younger),
mothers and babies
• ACA expansion: low income members, Ages 19-64
• MLTSS members who elected out of MMAI
• Includes Medicaid Waiver Members
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Medicare Medicaid Alignment Initiative
Effective Since March 1, 2014
Member Criteria
• Age 21 or older
• Entitled to Medicare Part A
• Enrolled in Medicare Part B and Part D
• Enrolled in Medicaid Aid to the Aged, Blind and Disabled (ABD)
• Living in the community or nursing facility
• Includes Medicaid waiver members
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Additional Coverage Eligibility
• Additional coverage may be available to those that qualify for the following
Medicaid Waivers:

Brain Injury
Elderly
HIV/AIDS
Persons with Disabilities
Supportive Living Facilities
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Waiver Services Include
•
•
•
•
•
•
•
•

Adult Day Service/Transportation
Behavioral Services
Day Habilitation
Personal Emergency Response System/PERS
Home Health Aide
Home Delivered Meals
Home Modification
Homemaker/Personal Assistant Services

•
•
•
•
•
•
•

Nursing: Intermittent and Skilled
Prevocational Services
Physical/Occupational/Speech Therapy
Respite Care
Specialized Medical Equipment/Supplies
Supported Employment
Supportive Living Facilities

Eligibility for the Medicaid Waivers is determined by one of two state agencies - Illinois Department of Aging
(IDoA) or Department of Rehabilitation Services (DRS). To qualify for waiver services, members will need to
work with a state agency to complete the Determination of Need Assessment (DON). Once a member
becomes eligible, a DON score is assigned to determine the level of need. The member is then enrolled in
the waiver program.
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Enrollment
The State of Illinois –
Client Enrollment Services (ICES)

Processes all enrollments and disenrollments
Ensures unbiased education and information about health plans
Assists members in the enrollment process
www.enrollhfs.illinois.gov
877-912-8880
Monday – Friday 8 a.m. – 7 p.m., Saturday 9 a.m. – 3 p.m.
Free interpretation services
Best advice: For enrollment information, encourage your patients to contact ICES as soon as possible.
If they cannot make this call, a family or friend can call on their behalf. See the ICES website for more
information on how this can be done.
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Enrollment Process – BCCHP
• Enrollment into a health plan is mandatory for BCCHP members. Members select a
plan or the state automatically enrolls the member if they do not select a plan.

• Existing members can stay with their current participating plan or they will have 90

days from Jan. 1, 2018, to select another Managed Care Organization (MCO). If they
want to change plans during that time, they may do so by calling the Illinois Client
Enrollment Services (ICES).

• After 90 days, BCCHP members are locked into their chosen or assigned health
plan for one year.

• Open Enrollment: After the initial enrollment period, and once every 12 months

thereafter, members will have a 30-day period in which they are allowed to change
health plans. Members will be notified no later than 40 days prior to the member’s
anniversary date by ICES. If no plan is selected, the State re-enrolls the member in
their current health plan. Members will be locked into that plan for the next 12
months.
12

Enrollment Process - MMAI
• Enrollment is voluntary for a 90-day period. Members select a plan of their choice.
• At end of the 90-day period, passive enrollment begins. Members who have not
chosen a plan will be automatically assigned a plan by the State.

• Members can switch plans or opt out of MMAI at any time on a monthly basis. If

the choice to enroll is made by the 12th of the month, enrollment will be effective
the first of the following month. Enrollment requests received after the 12th of the
month will be effective the first of the second month following the request.

• MMAI member with Long Term Services and Supports (LTSS) Medicaid Waivers

may choose to opt-out from the Medicare side of MMAI. As for Medicaid services,
waiver members are required to remain enrolled with a managed care organization
to continue to receive those services.
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Program Foundations: Philosophy
Person Centered

Health System Navigation
• Communication
• Collaboration
• Alignment

Health Care Delivery
• Connected
• Unified
• Multidimensional

Coordinated

Considers Individual
• Preferences
• Cultural needs
• Linguistic needs
• Potential to self direct care

Holistic

Integrated

Comprehensive in Scope
• Cognitive needs
• Psychosocial and Behavioral needs
• Physical needs
• Functional

Enrollee Rights

Team Based

Inclusive/Multidisciplinary
• Member
• Family/Authorized representatives
• Providers
• Caregivers
• Community resources

Right To
•
Be treated with respect and dignity
•
Privacy
•
Be Offered treatment options/alternatives
•
Participate in health care decisions
•
Refuse treatment
•
Be free from restraint/seclusion
•
Have access to medical records; may
amend/correct
•
Receive information in an easily understood
format
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Care Coordination
• Members will be assigned a Care Coordinator who leads an Interdisciplinary Care Team and
•
•
•
•

coordinates care between all providers and services.
A risk assessment (health screening) will be completed for each member within 60 days of
enrollment.
If you are treating a member who has not completed a Health Risk Screening (HRS) please
encourage them to do so by calling 855-334-4780. Please note that translation services are
available for those who call to complete the HRS.
Members will be assigned a risk level (i.e., low, moderate, high) based on results from the HRS.
The intensity of care coordination involvement is as follows:
• Low risk: prevention and wellness messaging and condition-specific education materials along with
monthly surveillance monitoring using claims data; support is primarily telephonic.
• Moderate risk: members are provided with problem solving interventions, quarterly care plan
reviews, and monthly surveillance monitoring using claims data. Support is both telephonic and
face-to-face.
• High risk: intensive care management for reasons such as addressing acute and chronic health
needs, behavioral health needs, or addressing lack of social support. Members are contacted every
90 days; support is both telephonic and face-to-face. All Special Needs Children are categorized as
high risk.
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Transition of Care
• BCBSIL will help facilitate transition of care when a member needs assistance in
moving from one level of care to another or from one provider to another.

• Transition of care protocols are applicable when a member is displaced by physician
de-participation or is displaced by termination of a provider contract.

• The Care Coordinator facilitates selection of an in-network provider for the member.
BCCHP Transition of care period: 90 days
MMAI Transition of care period: 180 days
• Members in the first trimester of pregnancy may request assistance to continue with established
provider for a defined time. Our Customer Service team may assist with such requests.
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Eligibility and Benefits Determination
• An eligibility and benefits inquiry should be completed to confirm membership and to verify coverage prior
to rendering services to a member. Coverage decisions for claim payment are always subject to all terms,
conditions, limitations and exclusions of the applicable benefit plan.

How to Check Eligibility and Benefits:
Electronic Transactions:
You may use your current web portal or existing
Practice Management Systems (PMS) vendors.
Telephone Transactions:
877-860-2837 BCCHP
877-723-7702 MMAI
Hours: 8 a.m. to 8 p.m. Monday - Friday
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Eligibility and Benefits Determination
• Information to have ready when calling for eligibility and benefits:
Provider’s NPI number and Tax ID number
Patient’s BCBSIL identification number
Patient’s date of birth
For benefit inquiries: Type of service being rendered, CPT code(s) and place of treatment
Status of provider that will render services: (contracted or non-contracted)

18

Member Identification Card
MMAI Member Card
Group Number – HMM00002

Medicaid Member Card
Group Number – HMM00004

MLTSS Member Card
Group Number – HMM00004
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Additional Benefits
• 24/7 access to nurse hotline
• $30.00 every 3 months for over the counter
items
• Gift cards to buy healthcare items if you
complete certain preventive measures
• Extra dental care for adults
• Pregnancy and healthy kids
• Special Beginnings Program - Pregnant
women who enroll and remain in the
Special Beginnings program until after
delivery are eligible for either a crib or a
car seat for attending prenatal care; the
diaper program is an incentive for
attending post-partum care. For more
information, please contact Care
Coordination at 888-421-7781.

• Transportation to appointments, pharmacy, medical
•
•
•
•
•
•
•

equipment provider and Women, Infants and Children
(WIC) offices
Vision - $40.00 toward a pair of upgraded eyeglass
frames every 2 years
Mobile Crisis Response Services
Translation services (written and verbal)
In-house chaplain services
Community Health Workers Program
Long Term Services and Supports (LTSS) support
center
Transition of Care Team
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Dental, Vision, and Transportation Contact
Information

DentaQuest

• DentaQuest Customer Service Phone Number: 888-286-2447
• Provider Relations Phone Number: 888-281-2076
• Provider Website: http://www.dentaquest.com/dentists/

Davis Vision

• Davis Vision Customer Service Phone: 800 283-9374
• Provider Relations Phone Number: 800-584-3140
• Provider Website: https://www.davisvision.com/become-a-provider/

LogistiCare

• LogistiCare Customer Service Phone Number: 844-544-1393
• Provider Relations Phone Number:877-917-4149
• Provider Website: http://www.logisticare.com/drive-with-logisticare/
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Pharmacy Benefits
• Drug lists can be found online:
•
•

BCCHP : https://www.bcbsil.com/bcchp/pdf/bcchp_drug_list_il.pdf
MMAI: https://www.bcbsil.com/mmai/plan_details/drug_coverage.html

• Medications may be subject to:
•
•
•
•
•

Prior authorization
Quantity limits
Step therapy
Age limits
Morphine equivalent dose limit

• All covered medications have $0 copay
• Vaccines (covered under pharmacy benefit)
•
•
•
•

Influenza
Zoster
Pneumococcal pneumonia
Tdap
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Benefit Preauthorization
Benefit preauthorization is the process of determining whether the proposed
treatment or service meets the definition of “medical necessity” as set forth in the
member’s benefit plan, by contacting BCBSIL for prior approval of services.
• Primary Care Physicians (PCPs) do not need to obtain benefit preauthorization for referrals to
contracted specialists.
• Benefit preauthorization is not required for emergency and urgent care services.
• Members can self-refer to in-network providers for routine Obstetrical/Gynecological services.
• All services rendered by non-contracted providers require benefit preauthorization and appropriate
medical referral to be considered for reimbursement.
• Approved referrals to non-contracted providers are valid for one visit within six months from the
date the request is entered into our system.
• Review our provider manual for a complete list of services requiring prior authorization.
To view the 2018 Medicaid Benefit Preauthorization List Summary , go to the Prior Authorization page
in the Claims and Eligibility section of our website at bcbsil.com/provider or click on the link below:
https://www.bcbsil.com/pdf/network/2018_medicaid_preauth_summary_list.pdf
Please note that the fact that a guideline is available for any given treatment, or that a service has been preauthorized, is not a guarantee of
payment. Benefits will be determined once a claim is received and will be based upon, among other things, the member’s eligibility and the
terms of the member’s certificate of coverage applicable on the date services were rendered. If you have any questions, please call the number
on the back of the member’s ID card.
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Benefit Preauthorization via eviCore
Authorization for some services are required through eviCore
Lab Management Solutions-Molecular and Genomic Lab Testing
Musculoskeletal Services
•
•
•
•
•
•

Chiropractic
Physical and Occupational Therapy
Speech Therapy
Joint Surgery (Outpatient/Inpatient)
Spine Surgery (Outpatient/Inpatient)
Interventional Pain (Outpatient)

Outpatient Advanced Radiology Imaging
Outpatient Cardiology
Outpatient Medical Oncology
Outpatient Radiation Therapy Solution
Outpatient Sleep
Outpatient Specialty Drug
Post-Acute Care (Outpatient/Inpatient)
Note: For specific codes that apply, visit eviCore’s Web Portal at
https://www.evicore.com/healthplan/bcbsil
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Post Acute Authorization
As of June 1, 2017, authorizations for Inpatient Post-Acute Care (PAC)
services are managed by eviCore Healthcare for the following provider
types:
• Skilled Nursing
• Inpatient Rehabilitation Facilities
• Long Term Acute Care Facilities
Hospitals are responsible for the initial authorization request
Post Acute Facilities are responsible for authorization extensions (concurrent
review)
• *Custodial Care does not require pre-authorization by eviCore and will continue to be
managed by BCBSIL.
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Preauthorization Tools
iExchange® (iExchange)—supports direct submission and provides online approval of benefits for inpatient
admissions, as well as select outpatient and pharmacy services 24 hours a day, seven days a week – with the
exception of every third Sunday of the month when the system will be unavailable from 11 a.m. to 3 p.m. (CT).
iExchange is accessible to physicians, professional providers and facilities contracted with BCBSIL.

Please visit the iExchange page in the Education and Reference Center of our website for
additional resources and requirements to sign up for iExchange.

https://www.bcbsil.com/provider/education/iexchange.html
eviCore: Blue Cross Community Health Plans (BCCHP) has contracted with eviCore, an independent
specialty medical benefits management company, to provide utilization management services for preservice authorization.
Please visit eviCore website for a listing of categories of service and specific codes requiring authorization
by eviCore.

eviCore contact information:
Phone: (800) 575-4517
Email: clientservices@evicore.com
Website: https://www.evicore.com/healthplan/bcbsil_m
Checking eligibility and/or benefit information and/or the fact that a service has been preauthorized is not a guarantee of payment. Benefits will be determined once a claim is received
and will be based upon, among other things, the member’s eligibility and the terms of the member’s certificate of coverage applicable on the date services were rendered. If you have
any questions, please call the number on the member’s ID card.
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Concurrent Review Process
• Any stay greater than 14 days is followed by Utilization Management.
• The RN’s will follow up a day prior to the last approved day,

obtain/review updated clinical to see if the member still meets medical
necessity for the continued stay.

• Utilization Management staff uses Milliman Care Guidelines and
Medical policy to conduct their reviews.

• If a member does not meet criteria or it is a 4th extension request,
those cases are routed to the MD for final determination.

Clinical information can be submitted via iExchange or to our centralized fax number for
BCBSIL Utilization Management at 312-233-4060 or 312-233-4200.
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Discharge Planning

• Utilization Management (UM) collaborates with Care Coordination (CC) providing all
pertinent member information, in order to enable our CC team to appropriately address the
members health care needs with the member, family & physician.

• For our hospitalized members, assigned Care Coordination staff will assist in and facilitate
a smooth transition of care. If the member needs to be transitioned to another facility or
lower level of care the UM team will work collaboratively with the facility team and care
coordination staff to locate an in network provider that can service the members needs and
initiate the referral and transfer.
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Methodology for classifying as IP vs Obs
• We use diagnosis specific Milliman Care Guideline (MCG) criteria and Medical Necessity to
classify members as inpatient (IP) vs observational (Obs). MCG is embedded within our
medical management platform for the staff to launch during a review.
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Peer to Peer Process
• Available for denials or appeals of Prospective Requests (Pre-Certifications) and
•
•
•
•

Concurrent Reviews only.
Available if services were denied for not demonstrating medical necessity or deemed
investigational.
Reconsideration and peer-to-peer requests can occur at any time during the review
process.
Providers have up to 90 days after an initial denial letter has been issued and no
reconsideration or peer-to-peer review has occurred.
BCBSIL will provide written notice for all approval and denial notifications to members
and providers.
• The letter and the nurse advise how to initiate a peer-to-peer
• Peer-to-peer can be requested at 800-981-2795
• Physician preferred days / times will be requested

30

Claim Resources
• Illinois Medicaid Program Advanced Cloud Technology (IMPACT)
• As of July 2015, all Medicaid Providers seeking to serve or are currently serving Medicaid
members are required to enroll with HFS in the IMPACT provider enrollment system. Please visit
the IMPACT provider enrollment website, www.IMPACT.Illinois.gov, to complete the enrollment
process.
• Items required for enrollment:
•
•
•
•
•

National Provider Identifier (NPI) number
A certified W-9 tax form on file with the comptroller
Taxonomy number
Licensures or certifications, as applicable
Other information verified by IMPACT such as criminal background check, Drug Enforcement Agency
number, sanctions, vital statistics, provider basic information, driver’s license/State ID, vehicleiIdentification,
and Safety Training certificate
• Valid email address and a supported browser

• If you have any questions, please contact the IMPACT Project Team either by phone at
877-782-5565 (select option #1) or by email at IMPACT.Help@Illinois.gov.
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Electronic Claim Submission
• Electronic submission of claims helps optimize the flow of information between providers and health
plans. Claims may be submitted via the web portal or via existing Practice Management Systems
(PMS) vendors. Please select from the following vendors for detailed information on claim
submission and other e-Commerce transactions:

Payer ID for Electronic Submissions

•
•

Facility Claims (UB-04): MCDIL*
Professional Claims (CMS-1500): MCDIL*

Availity is a trademark of Availity, L.L.C., a separate company that operates a health information network to provide electronic information exchange services to
medical professionals. Availity provides administrative services to BCBSIL.
*If you use a practice management/hospital information system or billing services, and/or a clearinghouse other than Availity or Passport/Experian contact
your vendor for the correct Payer ID to use on electronic claim submitted.
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Electronic Transactions
We support the following transactions:

•

837 Health Care Claim - Professional, Institutional and Dental

•

835 Health Care Claim Payment/ Advice

•

270 /271 Health Care Eligibility & Benefits Request / Response

•

276/277 Health Care Claim Status Inquiry / Response
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Paper Claim Submission

Paper Claims should be sent to:
Blue Cross Community Health Plans
P.O. Box 3418
c/o Provider Services
Scranton, PA 18505
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Clean Claims
What’s required on the claim
•
•
•

•
•

Provider must be registered with IMPACT
Appropriate taxonomy code according to provider type
NPI and TIN registered with Department of Health and Family Services
(HFS)
Valid Type of Bill (TOB)
Multiple months will not be accepted on the same claim

Note: Must use taxonomy code registered with HFS according to the provider type
https://www.illinois.gov/hfs/SiteCollectionDocuments/Appendix4_837I_053116.pdf
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Billing Instructions
• BCBSIL adheres to all HFS billing guidance and requirements for inpatient
and outpatient services.
• This includes APL and non-APL services, ER and Observation services,
and therapy services.

• The HFS website is monitored daily for any policy changes.
• Identified changes are reviewed and sent for configuration and
implementation within 30 days of posting.

• Any claims processed prior to the implementation of the changes, and
subject to a change are reprocessed.

• BCBSIL utilizes custom built clearinghouse edits or pre-edits for IL Medicaid
to ensure that only claims compliant with HFS requirements are accepted
for processing.
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Reimbursement
• BCBSIL adheres to all HFS reimbursement guidance.
• This includes EAPG/APR-DRG or per-diem reimbursement methodology.

• The HFS website is monitored daily for any changes to pricing methodology.
• Changes are pulled and implemented within 30 days of posting.
• Any claims processed prior to the implementation of the changes, and subject
to a change are reprocessed.

• Payments are issued twice weekly on Monday and Wednesday.
• MMAI and Blue Cross Community Health Plan payments are separate from the
commercial payments and are excluded from UPP and the experience report.

• The payments issued are per your contract or HFS fee schedule.
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Rejected and Denied Claims
REJECTED CLAIMS
§

§

A rejection is a claim that never makes it into the MCO’s claim system, usually because the information is not
complete or it is inaccurate
Rejected claims that are not resolved/resubmitted correctly by the provider may later be rejected for timely filing
by the MCO should they be corrected

DENIED CLAIMS
A denied claim is one that was successfully received but could not be adjudicated for payment

§

ü
ü
ü
ü

Incorrect RIN/Member ID#
Missing Diagnosis
Missing or Incorrect TIN or NPI
Missing Taxonomy Code

Common Denials:
ü
Duplicate claims
ü

No authorization on file

ü

Claim not submitted within the timely filing guidelines
Member not on the patient credit file

ü

Member not eligible on the date of service

ü
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Claim Disputes
• Providers may dispute a claims payment decision by requesting a claims review. Providers may
contact BCBSIL at 877-860-2837 regarding claim disputes.

• BCBSIL must be notified in writing within 60 days of receipt of payment. Unless the provider disputes a
claim(s) payment within the time frame indicated above, prior payment of the disputed claim(s) shall be
considered final payment in full and will not be further reviewed by BCBSIL.

Mail claim disputes to:
Blue Cross Community Health Plans
Claim Disputes
c/o Provider Services
P.O. Box 3418
Scranton, PA 18505
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Claim Dispute Process
• All disputes and inquires should initially go to customer service.
• Standard resolution timeframe is 30 – 45 days.
• Calls to customer service after 45 days will trigger an internal escalation.
• Standard resolution timeframe for internal escalation is 10 business days.
• If no resolution occurs after 10 days then inquires can be internally routed to an
escalation group team lead for additional review and further escalation.

• Provider Network Consultants may be engaged for any education or assistance
needs.
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Appeals and Grievances
A member has a right to Medical Appeals and Grievances:
• Appeals are defined as dissatisfaction with an organization determination
• Grievances are defined as dissatisfaction with health care services

An expedited reconsideration appeal may occur if proposed or continued services pertain to a medical condition that may seriously
jeopardize the life or health of a member or if the member has received emergency services and remains hospitalized
All appeals and grievances must be resolved within a specified time frame.
Member appeals can be verbal or written within 60 calendar days.
Providers may submit an appeal on behalf of the member with a completed Appoint of Representative (AOR) form.
Mail or fax:
Blue Cross Community Health Plan OR Blue Cross Community MMAI
Attn: Appeals and Grievances
P O BOX 27838
Albuquerque, NM 87125-9705
Fax: 866-643-7069
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Provider Training
• It is a CMS and State of Illinois requirement for BCBSIL to make available training on specified topics for BCCHP & MMAI

contracted providers. These trainings are mandatory in order to comply with the terms of your provider contract. Please have
your staff participate in the BCBSIL online training.

• To access the BCCHP & MMAI Provider Training tutorials, visit the Provider Training Requirements and Resources section
of the Medicaid page in the Network Participation section of our website at
www.bcbsil.com/provider/network/training_medicaid.html.

• BCBSIL Online Training Tutorials* –
•
•
•
•
•
•
•

Brainshark

Model of Care/Medical Home (Person Centered Practice)
Combating Medicare Parts C & D Fraud, Waste, and Abuse
Abuse, Neglect, Exploitation/Critical Incidents
Cultural Competency
Americans with Disabilities Act (ADA)/Independent Living
Medicare Parts C & D General Compliance Training (only MMAI providers)
ADA Site Compliance Survey

*Alternative option for compliance training completion: You may complete the online attestation of
training completion which certifies that your practice has completed the annual BCCHP & MMAI
compliance training from another government contracted Managed Care Organization (MCO).
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Reporting Critical Incidents of Abuse, Neglect and Exploitation
• It is important to report critical incidents of abuse, neglect and exploitation to the appropriate
authorities to ensure the health safety and well being of vulnerable adults.
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Reporting Critical Incidents of Abuse, Neglect and Exploitation
• Mandated Reporters
• Mandated reporters can be employees of facilities, community agencies and certain
professionals; they are required by law to report abuse, neglect and exploitation. These
professionals include: doctors, nurses, psychologists, dentists, social service workers,
law enforcement personnel.

• Voluntary Reporters
• Everyone is encouraged, even when not required, to report any suspected abuse,
neglect and exploitation. It is not necessary to provide your name, should you wish to
remain anonymous. No matter who reports, the identity of the reporter is not disclosed
without the written permission of the reporter or by order of a court.
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How to Report a Critical Incident
• Report critical incidents related to BCCHP & MMAI members, using the Critical Incident Reporting Form.
• To access the Critical Incident Form, visit the Standards and Requirements/BCBSIL Provider Manual section on our website at:
www.bcbsil.com/provider/standards/manual.html.

You may fax the form to the
Quality Management Department
at 312-946-3899
or you may call the Critical
Incident Hotline
at 855-653-8127
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Providers Duties & Responsibilities
Notice of Change: Provide the HMO at least (90) days in advance of any changes to the practice/facility.
These changes include the following:

•
•
•
•
•
•

Change of address
Change of phone number
Closing practice to new patients
Addition or termination of practice provider
Change in after-hours emergency services
Substantial change in weekly hours of operation

Access and Availability: Appointment availability and access guidelines should be used to help ensure our members have timely access to Medical Care and Behavioral
Health Care, for routine and preventive care, urgent care, emergent urgent care – life threatening/non-life threatening and prenatal care.
In addition, your practice shall make necessary and appropriate arrangements to ensure that Medically Necessary Covered Services are readily available to members 24
hours a day, seven (7) days a week. In addition, your practice shall maintain a 24-hour answering service and assure that each Practice Provider provides a 24-hour
answering arrangement, including a 24-hour on-call arrangement for all members, voicemail alone is not acceptable to meet this requirement. For more information, please
reference the provider manual - bcbsil.com/provider/standards/manual.html.
.
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Facility Provider Network Contact Information
Manager, Facility Provider Network
Lisa Fox
312-653-5650
foxl@bcbsil.com
Hospital Provider Network Consultants
Marisela Salinas
312-653-6688
salinasm@bcbsil.com

Angel Griffin
312-653-2948
Angel_Griffin@bcbsil.com

Ramona Espino
312-653-3204
espinor@bcbsil.com

Andreea Hoover –BH Facility Rep
312-653-5058
Andreea_Hoovert@bcbsil.com

Aaron Nash
312-653-6034
Aaron_Nash@bcbsil.com
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Facility Provider Network Contact Information
Lisa Fox
Manager, Facility Provider Network
312-653-5650
foxl@bcbsil.com
Hospital Provider Network Consultants
Terry Swan
217-698-5180
swant@bcbsil.com
Jne Erlenbush
217-698-5125
JErlenbush@bcbsil.com
Teresa Trumbley
618-998-2528
Trumbleyt@bcbsil.com
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Professional Provider Network Contact Information
Dara Clark,
Manager, Medicaid Provider Network
312-653-3327, dara_clark@bcbsil.com
Medical Provider Network Consultants
Ratna Soni
312-653-2317
ratna_soni@bcbsil.com

Tammy Smith
312-653-3530
tammy_p_smith@bcbsil.com

Beverly Jones
312-653-9115
Beverly_jones@bcbsil.com

Linda Tolbert
312-653-3306
Linda_tolbert@bcbsil.com

Sheda Brown
312-653-8742
Yejiude_Brown@bcbsil.com

Marina Bazan
312-653-6389
Marina_bazan@bcbsil.com

Group email account
govproviders@bcbsil.com

Provider Phone Line
855-653-8126
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Professional Provider Network Contact Information
Shanquinnell Bullock, LCPC
Manager, Medicaid Network Development
312-653-2494
shanquinnell_bullock@bcbsil.com
Provider Network Consultants
Beverley Domaleczny (DASA)
312-653-6435
beverley_e_domaleczny@bcbsil.com

Marian E. Brown (LTSS)
312-653-4762
marian_e_brown@bcbsil.com

Juanita Harris (CMHC, BH)
312-653-1401
Juanita_harris@bcbsil.com

Mary Love
312-653-4100
Mary_love@bcbsil.com

Thomas Edwards
312-653-4423
Thomas_edwards@bcbsil.com

Group email account
govproviders@bcbsil.com
Provider Phone Line
855-653-8126
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Ancillary Provider Network Contact Information
Manager, Ancillary Medicaid Network Development
Kimmyatta Thurmon
312-653-4859
Kimmyatta_Thurmon@bcbsil.com
Provider Network Consultants
James Butler
312-653-3249
James _ Butler@bcbsil.com

Jesus Rocha
312-653-4749
Jesus_Rocha@bcbsil.com

Jimmy Perez
312-653Jimmy_Perez@bcbsil.com

Group email account
govproviders@bcbsil.com

Provider Phone Line
855-653-8126
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Thank you for participating!
As a reminder visit the Blue Cross Blue Shield of Illinois
Blue Cross Community Health Plans section of our website at
www.bcbsil.com/provider/network/bc_community.html.

Blue Review:

http://www.bcbsil.com/provider/standards/manual.html
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CountyCare

About CountyCare
• Established October 2012 under CMS 1115
Waiver to Early Enroll ACA-eligible Adults Into Care
○ Take advantage of Medicaid expansion under ACA
○ Mitigate threat of mandatory Medicaid managed care

implementation in Chicago

• Obtained Health Plan Status July 1, 2014
○ Allowed for expansion to serve all Medicaid beneficiaries

– including Family Health Plan & Seniors and Persons
with Disabilities – living in Cook County

• Provider “Owned and Operated” Health Plan
5

Our Beginning 1115 Waiver Demonstration
• Over 150,000 People Reached to Initiate an Application
○ About 50% of estimated eligible beneficiaries in Cook County

• Over 100,000 Individuals Approved for Coverage
• Broad Network of Providers Geographically Disbursed
Throughout Cook County
○ Over 138 primary care access points

§ All safety net Federally Qualified Health Centers (FQHCs) and American Indian Health Services
○ 35+ community hospitals; 6 academic medical centers
○ Hundreds of additional ancillary providers

• Landmark Enrollment Initiative at Cook County Jail
○ Accounts for 4% membership in Year 1
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CountyCare Today
• One of the Largest Medicaid Health Plans in IL
• ~~300,000 lives
§ 23% ACA Adults
§ 73% Family Health Plan Members
§ 4% Seniors & Persons with Disabilities

• Age Group:
§ < 19 y/o = 53%
§ 19-39 y/o = 23%
§ 40+ y/o = 24%

• 27% live in Suburban Cook County
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CountyCare’s Guiding Principles
• IMPROVED QUALITY AND OUTCOMES
• TECHNOLOGY
• ENROLLEES
• COMMUNITY
• PROVIDER-OWNED AND LED
• INTEGRATED BEHAVIORAL HEALTH CARE
• INNOVATION
• PARTNERSHIPS AND INVESTMENTS
8

Key Initiatives

• Provider-led Care Coordination
– Three partnering Care Management Entities
– Specific carve-outs for highest needs members
(kids and LTSS members)

• Integration of Behavioral Health Services
– Elimination of BH Benefits Manager
– Integrated care coordination, UM and claims
– BH Consortium of IL, LLC
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Key Initiatives
• Addressing Social Determinants
○ Housing Instability
○ Food Insecurity

• Leveraging Technology
○ Real-time Admit/Discharge/Transfer alerts for all CountyCare members
○ Acute care (ED and inpatient), community care (CMHCs) and corrections
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Key Initiatives
• Partnering with CCHHS on Key Investments
○ BH provider capacity (C4, HSI)
○ CCHHS Community Triage Center
○ Transportation fleet
○ Behavioral Health Consortium of IL, LLC
○ Behavioral Health Learning Collaborative
○ eConsult
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Strategic Partners
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Billing Instructions
• CountyCare accepts electronic CMS-1500 and UB-04 claims,
frequency 7 and 8 claims. Enhancement work is being done to
accept electronic COB information.
• CountyCare adheres to all HFS guidelines, including FFS, APL
and non-APL, ED and Obs services
• Configuration monitors the HFS website for billing updates and
new provider notices. New rules are configured into the system.
• If configuration is not completed until after the date the new
rules went into effect, a recalculation is done on all claims post
the effective date.
• Known system issues are communicated on the website
13

Reimbursement Methodology

• CountyCare follows EAPG/APR-DRG methodology on all inpatient
(non-per diem) and outpatient claims.
• Once an update to EAPG/APR-DRG reimbursement is released,
our pricing system (PCI) is updated.
• If pricing is not completed until after the date the new rules went
into effect, a recalculation is done on all claims post the effective
date.
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Provider Claim Disputes
• Three ways a provider can dispute their claim
denial/underpayment:
1. Call into Customer Service at 312-864-8200, where an OCI (Open Claim

Issue) ticket is opened to Claims.
2. Written appeal, with additional information to support why they believe the
claim should be paid. Written appeals are reviewed by the Claims team.
CountyCare ATTN: Appeals, P.O. Box 3727, Corpus Christi, TX 78463
3. Work with the PR Representative who will work with Claims to investigate
issues. You can find your PR Representative on www.countycare.com or find
them through Customer Service at 312-864-8200.

• Following Claims investigation, a decision may be reversed and
paid, or denied again. A new EOB is sent with a new remark code
(AP or APPA). Any claims denied inappropriately will be
reprocessed.
15

Provider Portal

• The CountyCare Provider Portal allows providers to:
○ check member eligibility and benefits,
○ check status of claims and payment history
○ request authorizations,
○ View your PCP panel
○ and communicate with CountyCare staff.

• CountyCare’s contracted providers and their office staff have the
opportunity to register for our secure provider website in just four
easy steps.
• It’s simple and secure!
• http://www.countycare.com/providers/portal
16

Medical Management
• Requests may be submitted by Provider Portal, telephone or fax
• All out-of-network services require prior authorization, with the
exception of Emergency Care and Family Planning Services.
• Prior authorization should be requested at least seven (7)
calendar days before the requested service delivery date.
• Turnaround Times
○ Urgent TAT: one day
○ Standard TAT: three business days

• www.countycare.com/providers/prior-authorizations
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Medical Management
• CountyCare uses the InterQual Criteria sets
• All denials are made by a medical director
• All member appeal decisions are made by a same/similar
specialty match provider.
• Behavioral health prior authorizations and appeals are made by
a behavioral health medical director.

18

Provider Relations

• All providers are assigned to a Provider Relations Representative.
There job is to assist with escalated issues, educate on new
processes and programs, provide roster, panel, and claim
reports, and help providers improve the quality of care and
service they provide to members.
• A list of the PR Representatives can be found at:
• http://www.countycare.com/resources
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Provider Relations

20

Countycare.com
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Integrating the Delivery System to Enhance Patient Care, Value &
Outcomes
Medical Home Network (MHN) is a not-for-profit organization

established in 2009 by the Comer Family Foundation following an
HMA report the foundation commissioned to better understand
inequities in healthcare for the Medicaid population living in
Chicago’s South and Southwest Sides.

2009 Report’s Key Findings
Coverage did not always equal access
The population was underserved and
extremely poor
Patient’s relationships with their medical
homes were tenuous
Many opportunities existed to improve
access, coordinate care
and reduce costs

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission
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Integrating Disparate Entities Across the Delivery System to Enhance
Patient Care, Value & Outcomes
MHN Geography
MHN ACO Providers
9 FQHCs
3 Hospital Systems
86 Medical Homes
375 PCPs
150 Care Managers
1,200 Specialists
5 Hospitals

23
© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission

MHN ACO Practice Transformation
Program Tenets
ü Patient-centered, Practice-level care management
ü Integrated Care Team (ICT) includes care managers employed by and
embedded in ACO sites
ü Whole patient care that manages physical health as well as social, mental,
and community issues that impact the health and medical care of the
enrollee population
ü Workforce development which includes extensive training and a Care
Coordination Certification
ü Coordinated care management across the healthcare ecosystem

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission
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Practice-Level vs. Centralized Care Management

Payor
Care Management Funding

Care Management Funding

External Network

Care Management &
Coordination

$

$

Medical Homes

$

Rush

Medical Homes

Complex Care
Practice-level Care Management

Centralized Care Management

•

Builds on established patient relationships

•

Challenged engaging patients

•

Requires structure and oversight

•

Challenged engaging PCPs

•

Drives shared incentives and alignment

•

Limited access to EMR data

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission
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MHN Care Management: Workforce to Support the Care Team

Practices employ Care Management team members who are fully integrated
into clinic care teams
Care Coordinator

Care Manager
• Licensed
• Lead for CRA/Care Plan
• Goal Setting
• Medication Reconciliation
• Disease Management
Education
• Transitions of Care
• Behavioral Health Referral
• Specialist Referral
Coordination
• Care Team Communication

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission

Unlicensed
HRA Administration
Low-intensity social needs referrals
Assist with coordination needs
(appointments, housing, food resources, and
transportation)
• Disease Management Education as
delegated
• Coach patient how to effectively
communicate with PCP and care team
•
•
•
•

MHN Model of Care: Driving Care Transformation via Risk-Focused Patient
Management

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission
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Key Stats Are Significant for Partnerships Across the Continuum

Key Stats:
•
•
•
•

Health Risk Assessment (HRA) Completion-87.6%
Comprehensive Risk Assessment (CRA) Completion-82.6%
Care Plan Completion-82.2%
50% of ED patients and 44% of inpatients are completing PCP
visits within 7 days of discharge

Significance:
• Sharing of information is optimal
• Transitions of Care is effective

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission

Transitions of Care
Hospitals and Clinics Work in Unison

ü Transitions are seamless for the patient across the continuum of care
© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission
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MHN Technology Solution Drives Operational Programs: Collaboration and Connectivity
Across the Continuum

Health Plan

High Value
Hospitals

Complex Care
Management

Community Health
Resources

Behavioral
Health Network

Medical Homes &
Primary Care Members
& Care Management

Connect. Communicate.
Collaborate.

Health Information Exchanges
(public & private)

© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission

PCP & Specialist
Communication

Patient Engagement

Hospitals & Medical Homes: Communication, Collaboration & Connectivity Across the Continuum
FQHC and PCP offices

Hospitals & Emergency Rooms
Advocate Christ
• Hope Children’s

Advocate Trinity
Advocate South Suburban
Cook County Health & Hospital
Systems
• Stroger
• Provident
• Oak Forest

Ingalls Memorial
La Rabida Children’s
Loretto
Mercy Medical Center
Rush University Medical Center
Saint Anthony
Sinai Health System

Connect. Communicate.
Collaborate.

• Sinai Hospital
• Holy Cross
• Schwab Rehabilitation

University of Illinois Chicago
University of Chicago Medicine
• Comer Children’s

Presence St. Mary & Elizabeth
St. Bernard’s
Hartgrove
Riveredge
Norwegian American
Lurie Children’s
© Copyright 2017 MHNU Corporation, All Rights Reserved, Used with Permission

LIVE
IN DEVELOPMENT
FUTURE

Access
American Indian Health Service
Alivio
Asian Human Services
Aunt Martha’s Youth Service
Beloved Comm Family Wellness
CCHHS ACHN
CCHHS CORE Center
Chicago Family
Christian Comm Health
Circle Family Health
Community Nurse Health
Esperanza
Erie Family
Family Christian
Friend Family
Heartland Health Centers
Heartland Health Outreach
Holy Cross Clinic
Howard Brown
La Rabida Clinic
Lawndale Christian
Mercy Family
Mile Square
Near North Service Corp
PCC Comm Wellness
PrimeCare Comm Health
Rush U. Med Group
St. Anthony Clinics
Sinai Medical Group
TCA Health

Countycare.com
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Harmony

Billing Instructions
MEDICAID FFS BILLING REQUIREMENTS
§ Harmony implements rate and coding requirements received from HFS within
contracted timeframes (45 days).
§ Harmony follows HFS billing guidelines including Medicaid FFS, IP/OP, APL/Non
APL, ED/OBS and Therapy Services
§ Harmony reviews HFS published guidelines and uses these guidelines to work
with our Operations department to implement new/updated billing requirements.
§ Billing Job Aids are created and published on WellCare’s site for Providers to
review.
- We provide notification to our contracted groups on any new SNIP, Coding or
Configuration denials prior to implementation within our system based on contractual
obligations.

§ We then work with our Provider Relations department to provide feedback on the
new requirements to help ensure a smoother transition to meet Medicaid FFS
billing requirements going forward.
§ https://www.wellcare.com/en/Illinois/Providers/Medicaid/Claims/Billing-Job-Aids
2

Claims Adjudication
ELECTRONIC CLAIMS
§ Harmony has partnered with RelayHealth as our preferred EDI
Clearinghouse.
§ Providers can contact Ability Network, a RelayHealth partner, to
establish free connectivity to Harmony for EDI transactions at 1-866855-4723 or RelayHealth Clearinghouse’s Provider Connectivity
Services Support at 1-877-411-7271
§ Daily electronic response files will indicate whether a claim has been
accepted or rejected.
§ If the 999 “accepts with errors” or “rejects", you can access the
Washington Publishing (WPC) website for code descriptions at
www.wpc-edi.com.
3

Reimbursement Methodology
HFS EAPG / APR-DRG
§ Harmony applies HFS reimbursement methodology for
EAPG/APR-DRG where applicable.
§ Harmony receives EAPG/APR-DRG calculator version updates
from HFS which includes pricer and/or per diem updates.
- Pricer Updates: EAPG/APR-DRG calculator is sent to our Shared Services
configuration team to update. We also work with our vendor, OPTUM, to identify
pricer updates as checks and balances system to ensure the most current version
is being used.
- Per Diem Updates: Impacted providers are identified and submitted to our
Shared Services configuration team to update.

§ All updates are audited and validated once deployed

4

Provider Portal Functionality
PORTAL REGISTRATION
§ Register at: https://provider.wellcare.com/
§ Be sure to have your Provider ID number, primary zip code and
Tax ID Number
§ Please reference Appendix A for visual references
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Provider Portal Functionality
PRIOR AUTHORIZATION REQUESTS
§ Search by CPT code to determine if an authorization is required:
https://www.wellcare.com/Illinois/Providers/Authorization-Lookup

§ Forms can be accessed at:
https://www.wellcare.com/en/Illinois/Providers/Medicaid/Forms

§ The Quick Reference Guide will aid you in determining where to
direct your authorization request. Access this via the
Authorization Lookup Tool link above, or at:
https://www.wellcare.com/Illinois/Providers/Medicaid *
* Scroll down to Quick Reference Guide

§ Prior Authorizations can be requested and tracked via Harmony
Provider Portal
6

Provider Portal Functionality
VERIFYING ELIGIBILITY / BENEFITS
§ Eligibility can be verified by searching the member’s Harmony or
HFS ID number and/or other member identifiers such as DOB,
Last Name, etc.
- Eligibility can also be verified by calling Provider Services
1-800-504-2766
§ Benefits can be viewed in the Member Handbook or Certificate of
Coverage at:
https://www.wellcare.com/Illinois/Members/Medicaid-lans/Harmony-Health-Plan

or by calling 1-800-504-2766
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Provider Portal Functionality
CHECK CLAIM STATUS
§ Claim status can be verified within the portal.
- Search for claims, submit initial claims, submit corrected or
voided claims.
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Provider Claim Disputes
CLAIMS DISPUTE PROCESS
The Claim Payment Dispute process is designed to address claim denials
for issues related to untimely filing, incidental procedures, unlisted
procedure codes and non-covered codes, etc. Claim payment disputes
must be submitted in writing to Harmony within 90 days of the date on the
explanation of payment (EOP).
Mail or fax all claim payment disputes with supporting documentation to:
Harmony Health Plan, Inc.
Attn: Claim Payment Disputes Dept.
P.O. Box 31370
Tampa, FL 33631-3370
Fax: 1-877-277-1808
9

Provider Claim Disputes
CLAIMS DISPUTE PROCESS
§ The Claim Payment Policy Disputes Department has created a
mailbox for provider issues related strictly to payment policy issues.
Disputes for payment policy-related issues (EOP Codes beginning
with IHXXX, MKXX or PDXXX) must be submitted to Harmony in
writing within 90 days of the date of denial on the EOP. Please provide
all relevant documentation, which may include medical records, in
order to facilitate the review.
§ Mail or fax all disputes related to payment policy issues to:
Harmony Health Plan, Inc.
Attn: Claims Payment Policy Disputes
P.O. Box 31426
Tampa, FL 33631-3426
Fax: 1-877-277-1808
10

Provider Claims Disputes
SERVICE AUTHORIZATION APPEAL PROCESS
§ Providers may file an appeal on behalf of the member with his or
her consent.
§ Providers may also seek an appeal through the Appeals
Department within 90 days of a claims denial for lack of a prior
authorization, services exceeding the authorization, insufficient
supporting documentation or late notification.
- Examples include Explanation of Payment Codes DN001, DN004,
DN0038, DN039, VSTEX, DMNNE, HRM16, and KYREC; however,
this is not an all-encompassing list of Appeal codes.
- Anything else related to authorization or medical necessity that is in
question should be sent to the Appeals PO Box. Include all
substantiating information like a summary of the appeal, relevant
medical records and member specific information.
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Provider Claims Disputes
SERVICE AUTHORIZATION APPEAL PROCESS
§ Expedited appeals may be initiated orally by contacting Provider
Services or submitted by mail or fax.
- These submissions must show that “expedited processing” is
needed and include the reason(s) expedited processing has been
requested. The documentation must demonstrate that not applying
the expedited review process could seriously jeopardize the
member’s life, health or ability to regain maximum function.
§ Mail or fax all medical appeals with supporting documentation to:
Harmony Health Plan, Inc.
Attn: Appeals Department
P.O. Box 31368
Tampa, FL 33631-3368
Fax: 1-866-201-0657
12

Discharge Planning
TRANSITION OF CARE
§ The Utilization Management team is notified of all admissions.
When a member is admitted to a Out of Network facilities the
team works with the transferring facility and admitting facility to
safely transfer the member to a contracted facility when
appropriate.
§ The Discharge Planning team consists of Nurses and Social
Workers who coordinate care at the members bedside prior to
discharge and follow the member 30 days post –discharge to
prevent avoidable readmissions.
13

Utilization Review
CONCURRENT REVIEW PROCESS
Notice of Admission:
§ Facility or provider notifies the health plan of the admission via phone (800-5042766), fax (877-431-8860), or web (https://provider.wellcare.com/).
§ If there are no clinicals or additional medical information, UM will make three
attempts to obtain clinicals information via phone/fax.
Use of Criteria:
§ The records are reviewed against InterQual for Observation and Inpatient Stay. If
they do not meet the criteria, they will be sent to the medical director for review.
§ A determination is made within one business day from receipt of admission, if
clinicals are received
Peer to Peer:
§ If the request for authorization is denied, the facility has seven days from the Intentto-Deny or Denial letter is sent (faxed), to a request for a peer-to-peer. The number
to call is 866-329-7651. For Medicaid the number to call is 866-425-3508. Due to
our platform update later in the year, these numbers may change. The correct
number to call is located in the Intent-to-Deny or Denial letter sent to the provider.
§ Once the request for peer-to-peer is received, the request is placed in the medical
director’s queue, and they have one business day to call the provider back.
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Issue Escalation
PROVIDER ESCALATION PROCESS
§ 1st point of contact uses provider dispute process noted in prior slides.
§ Should an issue not be resolved, the provider can escalate the issue to
the Escalation Unit.
§ Allow for time for research, review, and issue identification.
§ Should issue not be resolved by Provider Services or Provider
Escalation Unit, next point of contact is your Provider Relations
Representative.
§ Provider Escalation Unit can also refer the issue to the local PR Rep for
inclusion and issue resolution.
- If the provider is not aware of who their Representative is, the Provider
Services and Escalation units can assist by informing and/or directing the
provider
15

Harmony Website
KEY PROVIDER MATERIALS
§ Access key provider materials at:
https://www.wellcare.com/Illinois/Providers/Medicaid
§ Materials include, but are not limited to:
- Policy Changes, Newsletters, and Bulletins
- Provider Manuals, Quick Reference Guides, Key forms
- Billing Job Aids
- Key Updates
- Provider directory search
- Pharmacy tools, including preferred drug listings
16
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IlliniCare

IlliniCare Health
WHO WE ARE
IlliniCare Health provides:

Medical

Behavioral
Health

Pharmacy

Dental

Vision

Our parent company, Centene Corporation, has 30+

benefits and services

years of experience

IlliniCare Health employees are local and have market knowledge
• Our Integrated Care Teams understand the communities we serve and the resources
available within those communities

2
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Centene Corporate
OUR PARENT COMPANY
WHO WE ARE

WHAT WE DO

28 states

St. Louis

(including IL)

based company founded in
Wisconsin in 1984

31,500 employees
#4
#66
on the

Fortune 500 list

Fortune’s Fastest
Growing Companies (2015)

with government sponsored healthcare
programs & implementations

Medicaid
(23 states)

Exchanges
(13 States)

Medicare
(12 States)

Correctional
(8 States)

2 international markets

12.2 million members
3
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Billing
• IlliniCare Health follows all standard billing practices for:
•

APL and non-APL services

•

ED and observation services

•

Therapy services

• IlliniCare Health’s timely filing deadlines:
•

180 days from the date on which services or items are provided for initial and
resubmitted claims.

•

Claim disputes must be received within 180 days of the DOS or the date of
discharge, whichever is later.

•

When IlliniCare Health is the secondary payer, claims must be received within 90
calendar days of the final determination of the primary payer.

• Billing Manual can be found on IlliniCare.com under “Provider Resources”
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Claims Adjudication
ELECTRONIC CLAIMS
• IlliniCare Health Payer ID #: 68069
• IlliniCare Health providers are able to submit claims through a wide variety of
clearinghouses, including: Emdeon, TriZetto, Availity, SSI, and more

• EDI Support Contact Info:
• 800-225-2573 ext. 6075525
• EDIBA@centene.com

• Any identified issues will be communicated to providers through a notice posted
on the IlliniCare Health website and an email.
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Claims Adjudication
PROVIDER PORTAL

• Submit claims electronically on the
secure Provider Portal.

• Go to Provider.IlliniCare.com to
access the provider portal.
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Claims Adjudication
PAPER CLAIMS

Mail completed paper claims and any supporting information to:
IlliniCare Health
Attn: Claims

PO Box 4020
Farmington, MO 63640-4402
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Reimbursement Methodology
• IlliniCare Health follows EAPG and APR-DRG methodologies for
reimbursement.

• Any reimbursement updates are implemented when notices are posted by
HFS.
•

8

Updates will be communicated to providers through a notice posted on the IlliniCare
Health website and an email.
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Provider Portal
PROVIDER.ILLINICARE.COM
• Through the Provider Portal,
providers can:
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•

View patient panel

•

View and submit claims and
adjustment

•

View and submit prior authorizations

•

View payment history

•

View member gaps in care

•

View quality scorecard

•

Check member eligibility

•

Contact IlliniCare Health securely

PROPRIETARY AND CONFIDENTIAL

Prior Auth. on Provider Portal
Create an authorization request:

11. Enter the member’s last name
or member ID and DOB.
Check eligibility. Click on the
member’s name to open the
overview.

22. Select the “Authorizations”
tab.

33. Displays prior auth. requests
previously submitted, or
create a new prior auth.
request.
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Eligibility on Provider Portal
1

Select “Eligibility” in top right
menu.
Enter the Date of Service,
patient ID or last name, and
patient date of birth.

2

Click on the patient name to
view Patient Record.

3

The Patient Record will show
if the member is eligible.
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Claims on Provider Portal
1

Select “Claims” in top right
menu.

2

A list of claims will populate.

3

Click on individual claim
numbers to view details and
status.
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Authorization Appeal
• A formal request for a previously denied
claim for service(s) provided.
•

Involves a clinical review for medical necessity

• Authorization appeals must be requested
within thirty (30) days of the Notice of
Adverse Action.
• IlliniCare Health will resolve and provide a
written notice of the decision within sixty (60)
days of receiving the authorization appeal.
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•

If overturned, the claims will be reprocessed
and the provider will receive payment

•

If upheld, the claims will not be paid by
IlliniCare Health

PROPRIETARY AND CONFIDENTIAL

The completed authorization
appeals and any supporting
documentation should be mailed
to:
IlliniCare Health
Attn: Authorization Appeals
PO Box 92050
Elk Grove Village, IL 60009

Request for Reconsideration
• A written communication from the provider
about a disagreement in the way a claim was
processed.
• The request must include sufficient
identifying information, including:
•

Member name, member ID number, date of
services, total charges, and provider name.

• The request should also include a detailed
description of the reason for the request.
• Requests for reconsideration must be
received within 180 days from the date on
which the services or items are provided.
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The completed request for
reconsideration and any
supporting documentation
should be mailed to:
IlliniCare Health
Attn: Reconsideration
PO Box 4020
Farmington, MO 63640-4402

Claim Dispute
• A claim dispute is to be used only when a
provider has received an unsatisfactory
response to a request for reconsideration.

• The “Provider Claim Dispute” form can be
found on www.IlliniCare.com.

The completed “Provider Claim
Dispute” form and any
supporting documentation
should be mailed to:
IlliniCare Health
Attn: Claim Disputes

• Claim disputes must be submitted in writing
and concluded within 180 days from the date
on which the services or items are provided.
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PO Box 3000
Farmington, MO 63640-3800

Discharge Planning
• IlliniCare Health contacts the facility on the 1st day of admission to start
discharge planning.
•

We communicate regularly with the facility to ensure that the discharge plan is in
motion and member needs are met.

•

We work closely with other stakeholders in the discharge plan, as appropriate.

• When the member is discharged, IlliniCare Health conducts a post-discharge
follow-up.

• IlliniCare Health does not transfer members from out-of-network facilities to innetwork facilities.
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Utilization Review
PRIOR AUTHORIZATION
• Submit for prior authorization using one of the methods below:
1. Provider Portal: Provider.IlliniCare.com
2. Fax: 877-779-5234
3. Phone: 866-329-4701

• Use our Prior Auth Check tool on www.IlliniCare.com to see if prior
authorization is needed.
• Prior authorization forms are also available on our website.
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Utilization Review
CONCURRENT REVIEW
• IlliniCare Health uses a concurrent review process for:
• All inpatients stays, including patients already admitted
• ER patients with admit orders
• Direct admits

• A determination will be made within 24 hours of receipt of all necessary
information (prior auth request and supporting clinical information).
• Necessary information should be faxed to: 877-668-2074
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Utilization Review
CRITERIA
• IlliniCare Health uses utilization review criteria developed by McKesson
InterQual® to determine medical necessity for healthcare services.
• These criteria are developed by specialists representing a national panel from
community-based and academic practice. The criteria are periodically evaluated and
updated with appropriate involvement from physicians.
• These criteria cover medical and surgical admissions, outpatient procedures, referrals
to specialists, and ancillary services.

• Providers can request the criteria used to make a specific adverse
determination by contacting the Medical Management department at 866-3294701.
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Utilization Review
CLASSIFICATION
• We follow hospital recommendations combined with InterQual criteria for
classifying members as inpatient vs. observation.
• Inpatient visits need prior authorization.
• Observation visits do not need prior authorization.

• If there is a disagreement with the classification, the authorization appeal
process must be followed.
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Utilization Review
PEER TO PEER REVIEW
• After a Notice of Action (NOA) is sent denying a service, providers are notified
verbally and through fax of the peer to peer review option.
•

21

“If you disagree with this decision, there is an option for a peer to peer
review, this option is available for 24 business hours. If you choose to request the
peer to peer review, you can call IlliniCare Health with 3 dates & 3 times your doctor
is available to receive a phone call from our medical director.”

PROPRIETARY AND CONFIDENTIAL

Issue Escalation
GENERAL ISSUES

Provider
Services

Provider
Engagement
Specialist

HFS

• Escalations are tracked through our internal CRM program.

22
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Issue Escalation
SPECIFIC ISSUES
• Utilization Management:
• Natoisha Vaughn Natoisha.N.Vaughn@illinicare.com

• Grievances & Appeals:
• Shavondia Bell Shavondia.L.Bell@illinicare.com
• Shaunta Taybron Staybron@illinicare.com

• Claims:
• Follow the claim appeal process (request for reconsideration, claim dispute)
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Value Added Benefits
• 24/7 Nurse Advice Line
•

Access to free health information from RNs .

• MemberConnections®
•

Connects members to providers, community resources, and health education.

• Free Transportation
•

Free rides to and from medical appointments.

• Start Smart for Your Baby®
•

Education and support for expecting and new mothers.

• Disease Management
•

Support and education for complex and/or chronic conditions.

• CentAccount®
•

24

Rewards for completing healthy behaviors.
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IlliniCare Health Website
ILLINICARE.COM
• Through IlliniCare Health’s website,
you can access:

25

•

Provider manual

•

Billing manual

•

Provider directory

•

Quick reference guides

•

Benefit summaries for members

•

Online forms

•

Secure Provider Portal

PROPRIETARY AND CONFIDENTIAL

IlliniCare Health Website
SPECIFIC TOPICS
• Provider Manuals and Resources
• Manuals, forms, quick guides, education materials, and more:
https://www.illinicare.com/providers/resources/forms-resources.html

• Policy Changes
• Notices are posted to Provider News: https://www.illinicare.com/providers/providernews.html
• Policies are stored here: https://www.illinicare.com/providers/resources/clinicalpayment-policies.html
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IlliniCare Health Website
SPECIFIC TOPICS
• Key Updates
• Notices are posted to Provider News: https://www.illinicare.com/providers/providernews.html
• Providers can sign up for the email notifications:
https://www.illinicare.com/providers/provider-emails.html

• Provider Directories
• Search our network of providers: https://providersearch.illinicare.com/
• Print provider directories: https://www.illinicare.com/find-a-doctor.html
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1-866-329-4701
(TDD/TTY: 711)
Monday-Friday 8:30 a.m. to 5 p.m.
IlliniCare.com
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Meridian

MeridianHealth
Our Mission
Our
Mission
To continuously improve the quality of care
in a low resource environment

Our Vision
Our
Vision
To be the premier service organization in government healthcare
To be the #1 health organization based on quality, innovative technology
and service to our Meridian Family

About Us
§ MeridianHealth operates in several states
§ Michigan since 1997
§ Largest Medicaid plan
§ Highest quality plan in Michigan, NCQA #9 in the country*

§ Illinois since 2008
§ Fastest growing plan in 2014
§ Highest quality plan in Illinois, NCQA #10 in the country*

§ Lines of Business
§ Government Programs
§ Medicaid
§ Medicare
§
§

D-SNP
MAPD

§ Complete
§ Health Insurance Marketplace

§ Pharmacy Benefit Manager
§ MeridianRx
*According to NCQA’s Health Insurance Plan Rankings 2014-2015

David B. Cotton, MD
Founder & CEO

Meridian Programs
MeridianHealth: Meridian has an executed contract with the Illinois Department of
Healthcare and Family Services (HFS) to provide Medicaid covered benefits to the
beneficiaries of AllKids, Family Care, Moms and Babies Participants and the Seniors
and Persons with Disabilities as well as Managed Long-Term Supports and Services.
Eligible members will not have Third Party Liability or be part of the Spend Down
Program.

MeridianComplete: (MMAI) integrates managed care for individuals who are eligible
for both Medicaid and Medicare Parts A&B into Managed Care Organizations that are
responsible for all services covered by both Medicare and Medicaid. This initiative is
designed to provide better care coordination and improve health outcomes for
individuals who have historically been left on their own to navigate two separate
health care systems.

MeridianCare (HMO): A Medicare Advantage Prescription Drug Plan (MAPD) in
Michigan and Illinois. MAPDs are a type of Medicare health plan that provide Part A,
Part B and Part D prescription drug benefits and include additional benefits that are
not covered by Original Medicare.

Meridian Website
• Available Online at www.mhplan.com
– Provider Manual
– Provider Portal
– Provider Directory
• Online Search Tool
Member Services Representatives are available each business day from 8
a.m. to 8 p.m. and are able to assist with questions and resolve issues
related to the following:
•
•
•
•

Member eligibility
Approval of non-emergency services
PCP and site changes
Women’s health care provider
changes

•
•
•
•

Complaints/grievances
Disenrollment requests
Claims payment
Rights and Responsibilities

Questions outside the purview of Member Services will
be routed to the appropriate Meridian department for
investigation and follow-up.

Provider Manual
https://www.mhplan.com/

*Please check the website for policy changes and key updates monthly

Provider Manual
•

https://corp.mhplan.com/en/provider/illinois/meridianhealthplan/benefitsresources/tools-resources/provider-manual/

Provider Portal
MeridianHealth’s Provider Portal can be accessed at
www.mhplan.com

To Enroll – Go to: www.mhplan.com
and Select Login>Provider Portal

Meridian’s Provider portal is free of charge and available to
all contracted providers.

Provider Portal
Tools and Resources Available in Provider Portal:
•
•

Eligibility Verification
Authorization – submit request for authorization
–

•

•

•
•
•
•

Coming in November – ability to submit electronic requests with medical records

Member Demographics
– View Authorizations and completed Immunizations
– Coordination of Benefit information
– Claims Status
– Refer to Disease Management/Care Management programs
Provider Demographics
– Enrollment and HEDIS (Gap) Reports
– View claim Status by Provider
– View hospital reports
Member Postcards for notification of Care Gaps Due
Ability to bill Professional or Facility Claims
Ability to print remittance advices or create an electronic 835 file
Sign up for Web Portal Training

Provider Portal
Eligibility Screen

Member Screen

Institutional Claims Screen

IMPACT Registration
• All providers must be registered in IMPACT
to receive payment from Meridian Health
Plan
• To enroll please go to the following
website:
https://www.illinois.gov/hfs/impact/Pages/P
roviderEnrollment.aspx

Billing Instructions
Meridian Health Plan is a member of IAMHP
and adheres to the billing guidelines as set by
HFS and published by IAMHP, including:
• APL/non-APL services
• E.D. and observation services
• Therapy services
Please see for guidelines: http://iamhp.net/billing-guidance

Billing Instructions cont.
• Our PNDRs hold monthly or quarterly joint
operations committee (JOC) meetings with
our in-network hospital partners and bring
any updates to the hospital regarding new
or revised Medicaid FFS billing instructions

Claims Submission
•

Claims may be filed one of three ways:
1. Paper
2. Provider Portal
3. Electronic

•

Corrected claims/reconsideration of payment request/appeal filing deadline:
– 120 days from the date of service

•

Submit paper claims, corrected claims, requests for payment reconsideration
and appeals to:
Meridian Health Plan
Claims Department
1 Campus Martius
Suite 720
Detroit, Michigan 48226

Timely Filing
• In-network providers have 365 days from the date of service to
submit an initial claim, and
• 120 days from the last remittance date to resubmit the claim if the
claim is initially received within one year timeframe.
• There are two exceptions to the timely filing guideline, which
include:
– Retroactive eligibility: These claims must be accompanied by a Notice
of Decision and received within 365 days of the notice date and
reimbursed under a retrospective payment system
– Third-party related delays: These claims must be accompanied by a
third-party liability (TPL) explanation of benefits and also received
within 365 days of the TPL process date

• Out-of-network providers have 180 days from the date of service to
submit an initial claim.
*All information on this slide is also available in our Claims Billing Submission Manual on our website.

Reimbursement Methodology
• MHP follows the HFS EAPG and APR-DRG
reimbursement methodology.
• Communication flow for updates:
HFS
MHP Operations Director
Payment Integrity Team
Claims Team

Communication
• Our MHP team members will
communicate known system issues
affecting claims processing via the
Provider Network Development
Representative assigned to your hospital.

Care Coordination
• Integrates the physical and behavioral health
needs of the member and coordinates
referrals to maximize treatment success
• Goal is to assist members with their
healthcare, create a natural support team,
ensure members are receiving the right level
of care at the right time in their life
• Collaboration
–
–
–
–

Community partners
Pharmacy
Primary care and specialists
Facilities

Facility Collaboration
Daily census
Care coordination assignment
Collaboration begins at admission
Close collaboration with utilization
management as well as hospital staff
• Assist with transition back home
• Case discussion with a multidisciplinary team
• Post discharge follow up from care
coordination to assist with appt
•
•
•
•

Care Coordination Process
•
•
•
•
•
•
•
•

Health Risk Screening
Predictive Modeling
Risk Stratification
Assign to Care Coordinator
In-depth Health Assessment
Develop Care Plan
Interdisciplinary Team
Community Resources

Waivers
• IL HCBS Waiver Programs- Funding programs that give
members the opportunity to expand their health care
services. There are 5 programs:
1) Persons with Disabilities
2) Persons with Brain Injuries (BI)
3) Persons with HIV or Aids
4) Persons who are Elderly
5)Supportive Living Facilities (SLF)
• Members require assessments based upon their waiver status
– Non-waiver required the HRS within 60 days of enrollment
– Waiver members- assessments within 60 days of enrollment

• Person Centered Plans of Care are developed for all members
by the 90th day of enrollment

Discharge Planning
Utilization Care Coordinators or Behavioral Health Care
Coordinators support and facilitate routine discharge
planning and coordination of transitions between levels of
care, facilities and/or providers in collaboration with the
member, the facility’s designated contact and the member’s
PCP.
- Specialized Transitional Case Managers
- Pharmacy Discharge Coordinators
*Please submit discharge instructions so we can assist in
readmission prevention and assure the member is receiving
everything necessary for a successful discharge.

Authorizations
No prior authorization needed for:
– In-Network Specialist referrals
– In-Network MRI, CT, MRA scans
– In-Office Services
Prior Authorization and Referral Guide can be obtained at
www.mhplan.com

For more information – refer to the Prior Authorization
and Referral Guide at www.mhplan.com. Click
Provider Auth Form under Provider Tools

Note: BH Providers: Phone-866-796-1167; Fax 312-508-7200
LTC Providers: Email: umcommunity@mhplan.com; FAX-855-8981485

Prior Authorization Submission
Can be submitted via
mhplan.com via:
- Fax
- EMR
- Electronic - COMING SOON!

Utilization Review
• Emergent admissions/Concurrent review
– Notification of admission required within 24
hours
– If submitted with clinical information will
receive response in 24 hours

• Clinical information needed:
• Demographic information
• Diagnosis
• Procedure requested (if
applicable)
• ER notes
• History and physical
• Imaging studies

• Presenting Signs and
symptoms
• Vital Signs from the first 24
hours
• Pertinent laboratory tests from
the first 24 hours

Utilization Review
• Observation does not require prior authorization
• Interqual criteria used as well as medical policy. Recommend use of
observation first if appropriate.
• Documents can be uploaded to our electronic fax form on the portal.
• Peer to peer conversations allowed at any point in review process.
• Post denial, there are 2 opportunities for decision to be reviewed
again.
– Peer to peer conversation
– Reconsideration (which is triggered by submission of additional clinical
information not presented upon first review.)

• IP review nurses will follow up for progress of patient and to assist in
discharge planning at a frequency determined IQ criteria, by the
acuity of the care as well as anticipated length of stay
*submission of thorough clinical information as early as possible will result in the most
success.

Claim and P.A. Disputes
Meridian offers a post-service claim appeal process for disputes
related to denial of payment for services rendered to Meridian
members. This process is available to all providers, regardless of
whether they are in- or out-of-network.
Appeals must be filed within one year from the date of service.

Types of issues eligible for appeal:
• Provider disagrees with MHP determination
• Provider is requesting an exception to MHP policy
Additional information on filing an appeal can be found in the provider
manual.

Claim and P.A. Disputes
How to File a Post-Service Claim Appeal
1.
2.
3.

Send a letter explaining the nature of your appeal and
any special circumstances that you would like Meridian
to consider
Attach a copy of the claim and documentation to
support your position, such as medical records
Send the appeal to the following address:
MeridianHealth
ATTN: Appeals Department
P.O. Box 44287
Detroit, MI 48244

Meridian typically responds to a post-service claim appeal within 30 days
from date of receipt. Providers will receive a letter with Meridian’s decision
and rationale.
Provider Services: (866)606-3700

Issue Escalation
Meridian Health Plan has multiple departments
who can escalate issues to our Network
Development team. For example:
•
•
•
•

Member Services
Claims Department
Care Coordination
Utilization Management

Contact Information/References
• Member Services

– Phone: 866-606-3700
– Fax: 312-980-0445

• Provider Services

– Phone: 866-606-3700
– Fax: 313-202-0008
– Email: providerhelp.il@mhplan.com

•

Meridian Website

https://corp.mhplan.com/en/provider

•

Illinois HFS Website:

http://www.illinois.gov/hfs/Pages/

Molina

Credentialing Update
•

•

•

Credentialing for the HealthChoice Illinois program is no longer required from
Managed Care Organizations (MCOs) and providers actively registered with
IMPACT are considered credentialed to participate in the HealthChoice Illinois
program
Credentialing is still a requirement for providers under the Medicare-Medicare
Program (MMP), Market Place, Medicare Advantage, and commercial products that
MCOs may be participating in
– Providers will be required to submit all relevant credentialing applications if
they’re participating under any of these programs
Providers will still be required to submit all required information to adequately
address MCO requirements for provider directories, which includes but is not
limited to:
– Hours of operation
– Cultural competency training attestations
– Hospital affiliation
– W9
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Billing Instructions
•
•

•

•

•

Molina Healthcare adheres to the Medicaid fee-for-service (FFS) billing
requirements for inpatient and outpatient services
Molina requires that hospital outpatient services submitted on a UB-04 (837I)
include one of the following:
– Ambulatory Procedure Listing (APL) procedure code OR
– Emergency room (ED) revenue code OR
– Observation (OBV) revenue code
Failure to have an APL code, Healthcare Common Procedure Coding System
(HCPCS), ED revenue code, and/or OBV revenue code on the 837I will result in
rejection of the entire claim
Any updates to billing guidelines will be communicated via the Molina Healthcare
Communications News & Updates site, updated in our provider manual, published
in provider bulletins, and covered during our provider education sessions
Be aware of difference in form types for MMP and Medicaid services and
difference in guidelines between the two programs
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Claims Adjudication
•
•
•

•

Molina Healthcare processes more than 90% of claims received within 30 calendar
days, and 99% of claims are processed within 90 days following receipt.
These standards must be met in order for Molina Healthcare to remain compliant
with State requirements and ensure Providers are paid in a timely manner.
Claims Submission Options
– Submit claims directly to Molina Healthcare of Illinois (CMS 1500 or UB04
paper/837p or 837i electronic/Web Portal)
– Electronically filed claims must use Payor ID number 20934
– Mail paper claims to:
Molina Healthcare of Illinois
P.O. Box 540, Long Beach Ca 90801
– Clearinghouse (Emdeon)
• Emdeon is an outside vendor that is used by Molina Healthcare of Illinois
• Providers can use any clearinghouse of their choosing (fees may apply)
Known system issues will be communicated via our provider communications
website
6

Reimbursement Methodology
•

All outpatient hospital and ASTC claims are grouped and priced through 3M™
Enhanced Ambulatory Patient Grouping System (EAPG) software.

•

Molina Healthcare of Illinois utilizes the Optum® web-based application
Web.Strat™ for our EAPG pricing policies.

•

Molina Healthcare of Illinois works directly with staff Optum® on all system
updates upon notice from HFS of any changes in billing requirements

•

Molina implements a testing process of claims once Optum confirms configuration
updates have been made and changes will not be moved into production until
Molina issues approval
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Provider Portal
The Web Portal is a secure site that offers Molina Healthcare providers convenient
access, 24 hours a day, seven (7) days a week, to the following functions:
•
•
•
•
•

Member Eligibility and Benefit Information: Users can verify member eligibility as
well as view benefits, covered services, and members’ health records.
Member Roster: Users can view a list of assigned membership for PCP(s) within
the user's provider panel.
Service Requests/Authorizations: Users can create, submit, and review Prior
Authorization requests.
HEDIS® Profile: Users can view their HEDIS® scores and search for members
with needed services.
Claims: Users can submit, correct, and void claims. Users can also check claim
status, and view claims reports for all submitted claims.

You can register for and access the Web Portal by going to:
https://Provider.MolinaHealthcare.com
8

Provider Portal
HEDIS Provider Profile
• View your HEDIS® scores and compare performance against peers and national
benchmarks.
• Search/filter for members who need HEDIS® services
• Submit HEDIS® chart documentation online for completed service, so we can update
our system.
• Retrieve/print a list of members who need HEDIS® services completed.
Submit HEDIS® Chart Documentation for Completed Services
• To view documents for a specific member, first select a member by checking the box in
the first column.
– Select View Documents at the bottom of the screen.
– A pop up will display with a list of documents submitted for this member.
• If a member has completed a service that is being shown as Needed, you can submit
relevant medical record documentation (e.g., progress note, immunization record, lab
report, etc.) by choosing the member and selecting Upload Documents.
• The attachment tool will appear allowing you to upload multiple files. Any file format
can be attached as long as the total size is under 2GB.
• Once the documentation has been uploaded, the HEDIS® team will review the chart. If
it meets HEDIS® criteria, we will update our records within 60 days of receipt of
documentation.
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Provider Portal
The Claims module has six (6) functionalities:
– Claims Status Inquiry
– Create Professional Claims
– Create Institutional Claims
– Open Saved Claims
– Create/Manage Claims Template
– Export Claims Report to Excel

Please visit our Provider Portal Quick Reference Guide FAQ for
more information about the Molina Provider Portal
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Provider Claims Disputes
•

Providers seeking a redetermination of a claim previously adjudicated must request
such action within 90 days of Molina Healthcare Healthcare’s original remittance
advice date. Additionally, the item(s) being resubmitted should be clearly marked as
a redetermination and must include the following:
– The item(s) being resubmitted should be clearly marked as a Claim Dispute/
Adjustment.
– Payment adjustment requests must be fully explained.
– The previous claim and remittance advice, any other documentation to support
the adjustment and a copy of the referral/authorization form (if applicable)
must accompany the adjustment request.
– The claim number clearly marked on all supporting documents

•

These requests shall be classified as a Claims Disputes/Adjustment and be sent to
the following address:
Molina Healthcare of Illinois
Attention: Claims Disputes / Adjustments
1520 Kensington Rd., Suite 212
Oak Brook, IL 60523
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Provider Claims Disputes
•

Provider Claim Inquiry – Defined as checking the status on if a claim has been
paid or denied. For claims paid an inquiry can be made to determine why a certain
amount was paid or why a claim was denied. Claims inquiry can be checked via the
Molina Provider Portal or by calling our Customer Service line at (855) 687-7861

•

Provider Claims Disputes – Defined as a decision has been made on a claim that
the provider does not agree with. A disagreement can be on the amount paid or why
a claim was denied. Claims disputes should be completed via the Claims Dispute
Request Form and submitted via fax to (855) 502-4962.
– Molina is currently updating our Provider Portal capabilities to allow for claims
disputes to be submitted via the portal, which would generate an automatic
reply indicating we’ve received your dispute and are currently working towards
resolution with a notification once a determination has been made.

•

Appeals – Defined as a request for review of a decision made by Molina with
respect to an adverse benefit determination. Most common appeals are
authorization denials requesting services to be performed.
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Discharge Planning
•

Process for transferring of member from out of network to in network facilities
– The primary reason for transfer is when a hospital requests the transfer;
otherwise Molina avoids this unless absolutely necessary (emergent situation)
– When a hospital requests a transfer, the treating physician gets approval from
the receiving hospital prior to the transfer

•

Process for assuring timely post acute care placement
– Communication between MCO and Hospital is imperative
– Hospital and MCO must anticipate member’s discharge needs and begin acting
on referrals, prior auth requests as soon as possible (authorization TAT,
clinicals required)
– For Home Health needs, there is no auth needed for the eval + 6 visitSome
members are truly hard to place – hx of violence or offenses, behaviors
– Local Molina Transition of Care coaches are involved in most discharge plans
• (assigned to high volume hospitals, go onsite, primary point of contact for
hospital staff and member)
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Utilization Review
•

Molina’s concurrent review process
Adhere to strict turn around times
• Notifications by contracted providers required within 1 business day of
admission with clinicals (MCO must respond within 24 hours of receipt)
Conduct reviews using evidence based criteria (MCG)
Second level review as indicated

•

Submitting medical records for review
Supporting clinical information required for UM process
Faxed requests for necessary clinical
Administrative denial when clinical not received

•

Methodology for classification of inpatient vs observation
Conditions that often response within 48 hours
Action plan equates evaluation or monitoring of symptoms
Need for testing or re-testing
Does not require authorization
14

Utilization Review
•

Review criteria
2018 MCG criteria for inpatient review.
Widely used by 8 out of 10 largest health plans/1600+ hospitals nationwide
Addresses more than 300 conditions
Guidelines for problem-oriented/complex patient situations

•

Peer to Peer process (MD to MD)
Offer peer to peer before second level review
Medicaid: reconsideration available
Medicare: once denial rendered, official appeal process available
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Issue Escalation
•

For issues that cannot be resolved through our customer service line, provider
service representative, contract management team, or provider dispute resolution
team please escalate your concerns to the attention of:
– Mike Manade
• Michael.Manade@molinahealthcare.com
• 888-562-5442
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MCO Website
•
•
•
•
•
•
•
•
•
•

Provider Manual
Provider Online Directories
Web Portal
Frequently Used Forms
Preventive & Clinical Care
Guidelines
Prior Authorization Information
Advanced Directives
Model of Care training
Pharmacy information
HIPAA

•
•
•
•

Fraud, Waste & Abuse Information
Communications & Newsletters
Member Rights & Responsibilities
Contact Information

www.molinahealthcare.com
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Appendix

Provider Portal – Member Eligibility Search
A successful Member Eligibility Search will
provide access to Enrollment Status, HEDIS
Alerts, and Enrollment Restrictions. On the
details page of member eligibility , users can
view the member’s demographic information
as well as any additional member
information, enrollment information, primary
care provider information, and IPA group
information, and history. From the Member
Eligibility Details page, users can also print
details, submit claims, check claim status,
and submit service requests/authorizations.
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Important Links
•
•
•
•
•
•
•
•
•
•
•

Molina Healthcare of Illinois Provider Home Page
Provider Portal
Provider Manual
EDI ERA/EFT Information
Important Forms
Molina Contracting Forms
Prior Authorization Codification List
How to Complete a Prior Authorizations
Claims Dispute Request Form
Guide to Provider Changes
News & Updates
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NextLevel Health

Billing Instructions
Medicaid FFS Billing Requirements
• NextLevel Health (NLH) requires providers to
submit claims in adherence to the Medicaid
FFS billing requirements for all hospital services.
• NLH uses the Optum pricer for APR-DRG and
EAPG pricing.
Process for New or Revised Medicaid FFS Billing
• As new or revised instructions are provided by
the state, we review the changes and submit
cases with our processing vendor as needed
to enforce the new rules.

NextLevelHealthIL.com 1

Claims Adjudication
Electronic Claims Transactions
•

W e support 837P, 837I and 837D (Liberty Dental), NCPDP for Rx
transactions (Envolve), Routine vision through
Envolve/O pticare.

System Issues affecting Claims
•

If there are processing anom alies specific to a provider or a
handful of providers, we will have our Provider Services staff
perform outreach with the inform ation needed to address the
issue(s).

•

Internal staff will review claim s data on a daily basis and we
subm it cases to our vendor to rem ediate identified errors.

•

Any system issues reviewed in our weekly m eetings will be given
to the Provider Services departm ent to perform outreach.
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Reimbursement Methodology
HFS EAPG/APR DRG Reimbursement
• We follow HFS’ APR-DRG and EAPG rates, and we
utilize the Optum pricer.
Process for Updates to Grouper/Pricer
• NLH updates the pricer as needed based on
changes indicated by the State, and we
periodically audit claims using the State-supplied
pricers to confirm accuracy of the base APR-DRG
calculated payment rates before add-ons.
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Provider Portal
Provider Portal Functionality
The current NLH Portal provides
contracted providers with the ability to:
• Easily check patient eligibility
• View, manage, and download your patient list
• View and submit claims
• View and submit service authorizations
• Communicate with us through secure
messaging
• Maintain multiple providers on one account
• Control website access for your office
• View historical patient health records
• Update provider demographic data
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Provider Claim Disputes
1. All disputes related to paym ent of Provider claim s for com pensation for services rendered to
M em bers m ust be m ade in writing to NextLevel Health within ninety (90) calendar days from the
date of notification of paym ent or denial being issued.
• Provider ’s failure to subm it a written form al dispute within the ninety (90) day period shall
autom atically waive Provider ’s and Sub providers’ right to dispute and the decision shall
autom atically be deem ed final.
• In the event a provider wishes to dispute an adjudicated claim , the provider is directed to
provide NextLevel Health with written com m unication to the following address:

NextLevel Health
Attn: Claims Dispute Department
P.O. Box 5050
Farmington, MO 63640-5050
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Provider Claim Disputes, Cont’d
2.

3.

Providers are required to attach a copy of the original Explanation of Paym ent (EO P)
highlighting the line item (s) being disputed. Additionally provide the nam e of a contact
person, a contact phone num ber and or em ail for any follow up questions that arise through
the review of the dispute process.
O nce the dispute is received by NextLevel, the Provider will be notified that a dispute has
been received.

4.

NextLevel Health will provide a resolution on the dispute within thirty (30) days from the date of
receipt from the provider.

5.

NextLevel Health will provide a written resolution to the dispute either upholding the original
adjudication or providing notification of steps to correct the claim according to the requested
change or a com bination of both.

6.

Providers that wish to continue to dispute shall have the right to continue the dispute until
resolution can be determ ined to the satisfaction of the parties.
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Service Authorization Appeals
• When medical necessity is questioned, or when clinical information is required to
make a decision about a service authorization that has been requested (but not
received), the case is referred within the appropriate time frames, and to the
appropriate Medical Director for necessity medical review and determination.
• The Medical Director makes the determination and documents the results of the
medical necessity review.
• Providers who would like to appeal Authorizations should direct their appeals to
the following address:
NextLevel Health
Attn: Appeals & Grievances
77 W. Wacker Drive
Suite 1200
Chicago, IL 60601
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Discharge Planning
•

Our Integrated Care Management Department manages transition of care
for members discharged from the hospital or other institutional settings.

•

Our Transition of Care Team (TOCT), in collaboration with the Continuity
of Care (COC) unit, will provide care management assistance to hospitals
by securing timely transfers for our members from non-network hospitals,
to contracted facilities, and will ensure proper post-acute placement.

•

Our TOCT designs and implements the transition of care plan, provides
oversight, and manages all transition of care processes.

•

The TOCT team consists of skilled personnel, with knowledge and
experience in transitioning members from hospital to home, community
settings, or extended levels of care.

•

The TOCT team interacts with members whose needs are deemed critical
for transition of care by assessing the Member's’ service needs, identifying
the Members’ current Providers, and identifying the gaps in care.

•

The Medical Director also participates as needed to ensure member
transfers are to the most appropriate facility, and in the most time efficient
process as possible.
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Concurrent Review
Concurrent Review Process
•

Within 24-hrs of being notified of an NLH member admission to a
hospital, the Utilization Management Concurrent Review Nurse
works in collaboration with the Transition of Care Team (TOCT) to
review the member’s clinical information and discharge plan.

•

Next, the TOCT team continues ongoing conversations with the
facility, to ensure safe and efficient transition for the member to
a home, or an extended care facility, (including any needed
durable medical equipment) follow up appointments, or home
health care.

•

Within 24-hours post-discharge, the TOCT team also notifies the
assigned care manager to continue post-discharge follow up as
necessary.

Criteria Used/ Peer-to-Peer Process
•

NLH utilizes current editions of InterQual® criteria, along with
medical policies, and clinical utilization management guidelines
to review the medical necessity and appropriateness of physical
health services, unless superseded by State requirements or
regulatory guidance.
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Concurrent Review cont.
• NLH’s utilization management process is
designed to allow the provider to review
the Prior Authorization Requirements and
access the Prior Authorization Forms
online.
• Our form can be submitted
electronically to the Continuity of Care
Prior Authorization decision line twentyfour hours a day, 7 days a week. Go to
https://nextlevelhealthil.com/forproviders/prior-authorizations/ for more
information.
• In addition, medical records can also be
attached with the request to ensure
efficient review and decision making.
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Provider Issue Escalation
Step 1

Step 2

Step 3

Step 4

Step 5

• Call 833-ASK-NLHP and listen to prom pt for Provider Services

• Provider Services w ill create an issues ticket w hich they have three (3) days
to resolve

• Provider Rep w ill follow up w ith the provider if the issue is unable to be
resolved in the three (3) days

• Contact M anager of Provider Engagem ent and Provider Services, Jocelyn
Carroll, at jocelyn.carroll@nlhpartners.com or at 833-ASK-NLHP

• If issue is still unable to be resolved, please contact Theodore W. Dixon, VP
Provider Network Services, at 312-684-0795
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Claims Issue Escalation
•Prior to calling NextLevel Health Provider Services or resubmitting a

Step 1

claim, determine if the initial claim submission has been 60 days or
greater, if your claim is currently in a “pended status,” or if a
corrected claim was submitted 60 or more days ago and a response
has not been received.
•If it has been more than 60 days since your original claim submittal
or resubmittal, and it is not in pended status, proceed to Step 2.

•If your questions or issues remain unresolved, send a secure message

Step 2

Step 3

to Claims Research & Resolution team at
claims.administration@nlhpartners.com. The Claims Research &
Resolution team will review and consult with NLH Provider Services
who will contact you directly within 72 business hours after
the escalation receipt to provide a tracking number, to obtain more
information, and/or provide clarity on next steps.

•If there is not acceptable resolve within 30 calendar days of Step 2
escalation, send a follow-up message by adding to your original
email to claims.administration@nlhpartners.com and ask for the
issue to be escalated to Claims Manager with a copy to Provider
Services. A response will be provided within 48 hours.
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Integrated Care Management Issue Escalation

Step
1

Please Contact
Solomon
Lawrence,
Transitions of
Care Manager,
312-724-7371

If you are unable

Step 2

to reach M r.
Law rence, Please
contact Tina
Zurita, D irector of
Program s
Integrity and
Planning, 312-6378262

S h o u ld y o u b e

Step
3

u n a b le to re a ch
e ith er, p le ase
co n tact S h eo n
M a cN eill, V P o f
In teg rated C are
M a n a g em e n t,
3 12 -5 17 -0 91 4
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NLH Website – Provider Resources
Providers Materials
NextLevelHealthIL.com
Go to Materials and Resources section
of the “For Providers” tab to find the
following and more:
• Current Provider Manual
• Provider Services Quick Resource
Guide
• Claims Cheat Sheet
• EFT enrollment information
• Prior Authorization Form
• NLH Drug Formulary
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Thank You!
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